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Good afternoon Chairwoman Ortiz and Committee members.  Thank you for inviting me to testify regarding California’s ability to respond to emerging public health threats.  I am Dr. Kevin Reilly, Deputy Director for Prevention Services within the California Department of Health Services.

Our public health system continues to respond successfully to new and emerging threats and is making ongoing improvements to ensure the safety of our citizens.  

Since its inception in the late 19th century, the public health system has traditionally focused on preventing the spread of communicable diseases and meeting the public’s basic expectations of safe air to breathe, safe water to drink, and safe food to eat.  More recently, public health efforts have expanded to include environmental safety and disease prevention activities to promote longer and healthier lives.  Now, in addition to these responsibilities, public health programs are faced with the threat of intentional  spread of disease – the specter of “bioterrorism.”  In response, California is moving toward an all hazards approach to ensure our public health infrastructure can respond to emerging diseases such as SARS while being prepared for potential biological, chemical, and radiologic threats to our communities.

In your letter of invitation, you asked the Department to address California’s readiness to respond to SARS, West Nile virus, influenza, bioterrorism, or any other public health emergency.  My testimony will initially address the Department’s overall public health role, followed by an overview of the bioterrorism preparedness program that has significantly improved our public health system since the events of September 11, 2001; and I will finish with a discussion of our ability to respond to emerging diseases.  

The Department works in close partnership with local, national, and international health officials and providers to protect the public’s health.  The Department conducts a broad spectrum of public health programs and activities to monitor, control, and ultimately prevent diseases.  Department staff is often called upon to help local health jurisdictions, especially when an outbreak crosses county lines.  Critical public health functions of the Department include:

· Surveillance of diseases to monitor changing trends and outbreaks.  The Department receives over 160,000 communicable disease reports annually from local health departments.

· Epidemiological investigations of unusual disease cases and outbreaks throughout the state.  The Department participates in hundreds of disease investigations each year.

· Laboratory based diagnostics, reference, and applied research in testing methods.  The state public health laboratories perform over four million tests annually.

· Comprehensive prevention and control programs designed to combat specific diseases including tuberculosis, sexually transmitted diseases, vaccine preventable diseases, and food-borne illness.

· Development and publication of response plans, such as the pandemic influenza plan, and education and training on critical public health issues.

· Providing funding and assistance to local health jurisdictions. An excellent example of local funding that I’d like to address is the federal bioterrorism preparedness program. 

· Emergency Preparedness and Response to address public health issues and needs arising in a disaster or emergency situation. These efforts complement and are coordinated with the medical care response to a disaster coordinated by our sister Department, the Emergency Medical Services Authority.

Federal Bioterrorism Funding

In the aftermath of September 11, 2001, and the subsequent need to better prepare the nation against acts of terrorism, the Federal Government provided funding to all 50 states and several key metropolitan areas, including Los Angeles County, to develop the expertise and infrastructure needed for public health and hospital systems to address bioterrorism, infectious disease outbreaks, and other public health threats (such as chemical, radiologic, and natural disasters).  As you know, the Department is the lead agency in California for the administration of these Federal bioterrorism programs.

As part of the Federal requirements for ensuring public health preparedness, the

following areas must be addressed by the State:

Preparedness Planning and Readiness Assessment to build capacity to respond to and allocate important public health resources and expertise within an emergency response structure.

Surveillance and Epidemiological Capacity to provide early identification of diseases focused on reduction and elimination of a threat to the public’s health.

Biological and Chemical Lab Capacity to accurately and quickly confirm the presence of a biological or chemical agent.

Health Alert Network and Information Technology to rapidly inform public health responders at the state and local level of critical information regarding a potential or actual public health emergency and actions to be taken.

Risk Communication and Health Information Dissemination to provide the public and related partners with important public health information directed to take positive steps to provide for their safety and well being both before and during a crisis.

Professional Education and Training to build the skills and expertise of public health professionals to address public health involvement in an emergency.

In the current year, California is receiving approximately $95 million in Federal public health funding, from the Centers for Disease Control and Prevention (CDC).  This amount includes over $24 million directly granted to Los Angeles County, and $70.1 million granted to the State.  Seventy-two percent of the CDC funds to the Department are transferred to local health jurisdictions for building local capacity.

In addition, California receives over $42 million (including $3.7 million granted directly to Los Angeles County) from the federal Health Resources and Services Administration (HRSA) to address hospital and health care delivery preparedness and readiness to respond to a terrorism event or other disaster.  The Department has worked closely with, the Emergency Medical Services Authority in implementing the HRSA Bioterrorism Preparedness program.  My colleague Jeff Ruben will be further describing the implementation of this program in his presentation.

As I mentioned earlier, California’s bioterrorism and hospital preparedness programs have greatly improved state and local public health readiness to respond to bioterrorism events, infectious disease outbreaks, and other public health emergencies.  Our early successes include:

· Establishment of a statewide California Health Alert Network that allows for immediate contact of all local health jurisdictions.  The network is being expanded locally to include law enforcement, first responders, hospitals, and private health care providers;

· Development of 58 local bioterrorism preparedness plans;

· Development of statewide bioterrorism surveillance and epidemiology plan, a hospital bioterrorism response planning guide, and emergency response guidelines for public water systems;

· Initiation of the CA Electronic Laboratory Disease Alert & Reporting System (CELDAR) to ensure standardized and rapid reporting to a centralized system;

· Development of state lab capacity, including the first Level III state laboratory and ten new regional public health labs, to rapidly detect bioterrorism agents;

· Establishment of an extensive risk communications system to provide local health jurisdictions with public information materials in multiple languages;

· Development of a State smallpox vaccination and response program, vaccinating 1,807 persons, including personnel in many health departments and hospitals; and

· Statewide assessment of hospital and clinic needs.

Although California is working to achieve complete preparedness, the tremendous progress is evident and has been recognized nationally.  Just last month, California was identified by The Trust for America’s Health as one of the three states in the nation most prepared to respond to a bioterrorism event.  The report highlighted the critical advances we have made since 9-11 and the benefits of these improvements to the overall public health system.  The impact of these accomplishments has been proven recently during California’s response to SARS, West Nile Virus, and influenza.

Severe Acute Respiratory Syndrome (SARS)

Severe Acute Respiratory Syndrome (SARS) is a newly identified respiratory illness.  The World Health Organization first issued a global alert in March 2003, soon after the first SARS cases were reported in Hong Kong, Vietnam, and China.  The first probable SARS case in California was identified on March 3, 2003.

Initially, without a known cause of SARS, cases were broadly identified as any person with fever and respiratory symptoms who had, in the ten days before onset of symptoms, either traveled to areas of the world affected by SARS or was in close contact with someone with SARS.  SARS affected areas included Mainland China, Hong Kong, Hanoi, Singapore, Taiwan, and Toronto.  This broad definition included persons who may have the same symptoms but were infected by other respiratory viruses such as the flu virus.  Therefore, in California, patients with suspect or probable SARS were also tested for other causes of respiratory infection using the Department’s exceptional viral and rickettsial disease laboratory capabilities.

Early in the epidemic, scientists identified a previously unrecognized virus in patients with SARS that proved to be the causative agent.  The main mode of SARS transmission turned out to be close person-to-person contact.  When someone who is sick with SARS coughs or sneezes, infectious droplets contaminate objects or persons nearby.  Coming in contact with these droplets and then touching your eyes, nose, or mouth allows the virus to enter your body.  Airborne and other means of transmission continue to be investigated. 

More than 8,000 SARS cases and 774 deaths due to SARS were reported around the world during the 2002-2003 epidemic.  In the United States, there were 164 SARS cases reported, 40 in California (none fatal).  Nearly all California cases occurred among travelers arriving from parts of the world hit hard by SARS.  Only three cases were household contacts of SARS cases; there was no SARS spread at a community level or within health facilities. 

We believe that our recent efforts to enhance the state’s capacity to detect and respond to bioterrorist threats greatly enhanced our ability to respond to emerging diseases such as SARS.  The Department led the response to SARS in the state through a rapid public health response using disease surveillance, epidemiology, laboratory science, infection control, and public information.  The Department worked in close partnership with the CDC, local health departments, and health care providers throughout California.  Soon after SARS was first identified, the Department activated the statewide Health Alert Network to provide updated timely information on SARS to local health departments.  We initiated a system of daily communication with staff from the CDC and deployed medical experts in epidemiology, disease control, infectious diseases, and public health surveillance to coordinate California’s response to SARS.

The Department provided ongoing assistance via public health teams to local health departments investigating possible cases of SARS in California. We developed, and continuously updated, SARS infection control guidelines for medical providers and facilities. Our staff routinely ensured that local health departments, health care providers, and hospitals had the latest information on SARS and appropriate infection control guidelines.

Because laboratory testing was an important component of our SARS control efforts, the Department communicated daily with local health departments on laboratory testing and follow up of patients and their families.  We coordinated extensive specimen collection and conducted laboratory testing of clinical specimens from potential SARS patients.

The Department and local health departments used rapid detection, rapid isolation, and infection control measures in hospital and household settings for the effective containment of SARS.  We worked closely with local health departments in ensuring that SARS patients were following isolation requests and orders.  We were also proactive in requesting from the federal Department of Transportation, CDC, and the World Health Organization strict and standardized screening measures for passengers boarding flights bound to California from SARS-affected areas.

Communicating regularly with the people of California regarding SARS was a Department priority.  We routinely provided information on SARS incidence and science to the media and state policymakers. Senior public health officials held media briefings and numerous media interviews on SARS.  The Department published on its web site a daily update of the current SARS case count and provided SARS information in several languages including Chinese and Vietnamese.  In addition, the Department developed a California SARS information toll-free telephone line available to the public in English, Spanish, Cantonese, and Vietnamese.

Since it is possible that SARS may re-emerge, the Department has been proactive in developing a California SARS response plan.  On November 20, 2003, the Department issued a SARS Surveillance and Response Planning Guide for California Healthcare Facilities.  In addition, the Department has developed model isolation and quarantine orders for use by local public health officials, and is working with local health officers to 

develop implementation guidelines.  With the issuance of these guidelines, the Department recommended that healthcare facilities, providers and public health agencies develop contingencies to quickly respond to an eventual return of SARS.

West Nile Virus

Following its introduction to New York in 1999, West Nile virus (WNV) has spread to 46 states including California.  In 2003, there were almost 9,000 human cases with 211 deaths nationwide. In California in 2003, two locally acquired human cases were detected in residents of Imperial and Riverside Counties, and WNV activity was detected in dead birds, mosquitoes, and sentinel chickens in six Southern California counties.  Based on findings in the fall of 2003, it is anticipated that WNV will spread and become established throughout California in 2004.

WNV is typically transmitted to people and animals through the bite of an infected mosquito.  Most people who are infected with WNV have no symptoms, but approximately 20 percent become ill with flu-like symptoms 3-15 days after being bitten by an infected mosquito.  In a few patients (the elderly are at highest risk), the disease will progress to neurologic illness (encephalitis, aseptic meningitis, or acute flaccid paralysis).  There is no specific treatment for infection with WNV.  The fatality rate is approximately seven percent among those individuals with neurologic illness.

WNV activity has been monitored through a surveillance system involving the testing of dead birds, mosquito pools, and sentinel chicken flocks.  Since 2000, a federal grant has provided funding of preliminary surveillance and testing for WNV.

The threat of WNV transmission to people, domestic animals, and wildlife continues to be addressed through the following efforts:

I. Expanded surveillance activities to enhance WNV detection.  California has a nationally recognized mosquito-borne disease surveillance and control system – a partnership between the Department, local districts, and the University of California.

II. Strengthening our outbreak control capacity.

III. Improving laboratory diagnostic methods and rapid communication of test results.  This effort will significantly benefit from CELDAR and other lab connectivity programs developed under the bioterrorism program.

IV. Educating the public, healthcare community, wildlife professionals, and affected industries using the bioterrorism risk communication systems whenever possible.

WNV detection and response requires a multi-faceted surveillance program, consultations and assistance to local agencies and the medical and veterinary communities, and extensive public education.  Our ability to aggressively detect and monitor WNV activity will help to mitigate disease spread, reduce the number of human cases, and allay public anxiety.

Influenza

Influenza is a common viral respiratory infection. Influenza is more severe than most other upper respiratory infections.  Most people who get influenza recover completely in one to two weeks but some people develop serious and life threatening complications.  Every year, more than 114,000 people in the United States are hospitalized and approximately 36,000 people die because of the flu or pneumonia.  In California, flu and pneumonia resulted in 8,000 deaths, making it the sixth leading cause of death in 2000.

Because of the seriousness of influenza and the historical likelihood of a world influenza epidemic (a so-called pandemic), the Department developed a comprehensive California Influenza Pandemic Response Plan.  The plan was released to the public and went into effect in September 2001.  The plan clearly outlines the roles and responsibilities of the health care and public health community at various stages of an influenza pandemic.

The influenza vaccine is the best way to prevent infection with the influenza virus and its associated complications.  Because the vaccine is developed with inactive influenza virus, it does not pose any risk of giving recipients symptoms associated with the flu.

Eighty-three million doses of flu vaccine were distributed nationwide this year.  In October 2003, the Department distributed 523,800 does of injectable influenza vaccine to California’s 61 local health departments (LHD) to be administered at low or no cost.  LHD’s started holding influenza vaccine clinics beginning in early October.  By the first week of December, very early and heavy flu activity nationwide was driving the demand for the vaccine.  All of the nation’s available stocks were depleted.

The situation underscores the need for timely immunization of those people most at risk from serious complications of influenza and the people taking care of them, especially healthcare workers.

Because of the anticipated severe influenza season, the Department has taken several steps to prepare and protect the public and will continue to work closely with local health departments and the health care community throughout the state in responding to the threat of influenza this season.

In closing, I want to reiterate that California has a strong public health system staffed by dedicated professionals that continues to respond effectively to numerous disease outbreaks, including SARS, WNV, influenza, and tuberculosis.  At the same time, the Department continues national leadership in many other critical public health and prevention programs including tobacco control, obesity prevention, asthma management, and injury prevention.  While we thankfully have not experienced a biological or chemical terrorism incident, we have used the infrastructure built to address these threats to respond to other public health emergencies such as the recent fires and earthquakes.  The federal bioterrorism programs have provided new resources to strengthen our system.  Working closely with our federal, state, and local partners, and using the expertise of public and private organizations, I am confident California will further improve our public health system. 

Thank you, again, for the opportunity to testify. I would be happy to respond to questions from the Committee.
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