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In November 2013, the NDD United 

campaign – founded and led by the 

Coalition for Health Funding – released a 

first-of-its-kind report to share the stories 

of individuals harmed by federal budget 

cuts. Faces of Austerity: How Budget Cuts 
Have Made Us Sicker, Poorer and Less 
Secure received significant attention 

from the media and policymakers, 

and informed bipartisan efforts to 

provide partial, temporary relief from 

sequestration in 2014 and 2015.

Unfortunately, for too many, the pain 

continues. Sequestration didn’t end when 

Senator Patty Murray and Congressman 

Paul Ryan negotiated the Bipartisan 

Budget Act. Americans still struggle 

needlessly, and it only gets worse from 

here: the full impact of sequestration 

returns in 2016 and for years to come if 

politicians in Washington fail to act. This 

is unacceptable.

With the release of our new report, 

Faces of Austerity: How Budget Cuts 
Hurt America’s Health, the Coalition for 

Health Funding provides a closer look 

at the impact of budget cuts across 

the public health continuum—from 

the shuttering of programs to recruit 

primary care physicians to rural areas, to 

programs designed to prevent the next 

measles outbreak. It is the product of 

months of collaborative work on behalf 

of 90 national health organizations 

representing more than 100 million 

patients, health care providers, public 

health professionals, and scientists 

nationwide. 

 

Mostly, Faces of Austerity is about people. 

The more than 20 testimonials from real 

Americans featured in the report tell the 

story of seniors going hungry, women 

being denied access to contraceptive 

care, newborns not screened for genetic 

disorders, and others already harmed by 

Congress’ inaction and decision to not 

invest in public health. 

The report also shines a light on the 

eroding public health infrastructure, 

and the lost opportunities of continued 

austerity. Indeed, a 5 percent cut to a 

federal program—as was required in 

the first year of federally mandated 

“sequestration”— translates into much 

bigger impacts on the ground. Federal 

contractors, grantees, and program 

beneficiaries must also cope with 

the cumulative effects of the federal 

government’s austerity measures, the 

erosion of the state and local funding 

base, and constrained contributions by 

the private and philanthropic sectors. 

They are, in fact, doing much more with 

much less than is recognized or reported.

 

As our report demonstrates, the 

existing austerity frame is unsustainable 

and insufficient to meet our nation’s 

mounting health demands. Americans do 

feel the pain of policymakers’ budgetary 

decisions, and continued health cuts 

do more harm than good. With deficits 

on the decline, it’s time for Congress to 

lift the spending caps and address our 

nation’s health. We hope our report will 

compel policymakers to work together 

and put an end to this dark age of 

austerity.

INTRODUCTION

HEALTH CUTS ACROSS AMERICA

DC



PUBLIC HEALTH 101  

ACCESS   
Federal public health agencies provide preventive care and other essential 

services to America’s most vulnerable: children, elderly, and people with 

disabilities; low income individuals and families; those living in remote and 

rural areas; and those struggling with addiction and mental illness. The 

stories in this chapter demonstrate the ways in which austerity hinders 

access to essential health and social services.

RESEARCH
The federal government supports different types of health research across 

a continuum—from basic and clinical research, to population-based and 

health services research. These agencies work in concert to improve health 

from the bench, to the bedside, to the curbside and beyond. The stories in 

this chapter demonstrate the ways in which austerity

stifles scientific discovery and innovation.

THREAT DETECTION & RESPONSE  
Federal public health agencies administer national programs in partnership 

with state and local governments to detect and respond to environmental 

health hazards, natural disasters, bioterrorism attacks, and epidemics. The 

stories in this chapter show how budget cuts undermine the public health 

enterprise as a pillar of national security. 

WORKFORCE      
The federal government supports many training and incentive programs to 

recruit talented individuals into careers that advance the public’s health, 

including physicians and physician assistants, nurses, dentists, pharmacists, 

epidemiologists, scientists, and other public health professionals. The 

stories in this chapter describe the impact of budget cuts on the next 

generation of qualified health practitioners. 
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The Congress shall have Power 

To lay and collect Taxes, Duties, 

Imposts and Excises, to pay the 

Debts and provide for the

common Defence and general

Welfare of the United States;

The United States Constitution
ARTICLE 1,  SECTION 8
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The Founding Fathers granted Congress 

the power to collect taxes to provide 

for the “common Defence and general 

Welfare” of the United States. As the 

size, economy, and complexity of the 

nation expanded, so too did the federal 

government’s roles and responsibilities 

in protecting Americans—providing for 

societal needs when the market does 

not and when individuals are unable 

to address these needs themselves. 

Maintaining a strong military is 

one of government’s fundamental 

responsibilities. But it takes more than 

just the Department of Defense to 

keep Americans safe and secure. Public 

health—which by definition affects the 

public, writ large—is an essential pillar 

of national security, and one that the 

government is best positioned to support. 

Public health is the science and art of 

protecting and promoting health in 

communities where we live, work, and 

learn. These activities are such a part 

of daily living they are often invisible, 

and almost always taken for granted. 

The federal agencies and programs of 

the Department of Health and Human 

Services (HHS) work in partnership with 

state and local governments, universities, 

hospitals and health centers, charitable 

organizations, private industry, and each 

other to: 

From detecting and responding to 

public health threats, to enhancing 

knowledge through  scientific discovery, 

to ensuring access to health services 

and the professionals who deliver  them, 

the government is a critical partner in 

preserving and protecting the health of 

every American.  

EVOLUTION OF 
THE PUBLIC 
HEALTH 
ENTERPRISE

Public health is one of the oldest 

government functions, dating back to 

1798 when Congress  first authorized 

the Marine Hospital Service to deliver 

care to merchant seamen who had a  

higher incidence of disease.i From this 

single federal investment stemmed the 

beginnings of the Public Health Service, 

first codified by the Public Health 

Service Act in 1944. Today’s HHS is 

comprised of the Office of the Secretary, 

11 operating divisions—including the 

eight agencies  authorized by the 

Public Health Service Act and three 

human services agencies—10 regional  

offices, and the U.S. Public Health 

Service Commissioned Corps, which is a 

uniformed service of  more than 6,000 

health professionals serving in many 

HHS and other federal agencies. 

The Centers for Disease Control 

and Prevention (CDC) is the 

nation’s first responder in health 

emergencies, and supports 

people in living healthier, longer.

The Food and Drug 

Administration (FDA) ensures 

that food, drugs, medical devices, 

and cosmetics that come to 

market are safe and effective.

The Health Resources and 

Services Administration (HRSA) 

supports the pipeline for new 

health providers and delivers 

health services in our nation’s 

communities.

FEDERAL ROLE: PRINCIPAL PUBLIC HEALTH SERVICE AGENCIES

The Public Health Service agencies comprise a small portion of the Department of Health and Human Services’ overall 

budget—just 5.5 percent—but they provide the building blocks Americans need to live healthy, successful lives. These 

agencies touch every American, providing millions of children, families, and seniors with access to care, keeping the food on 

Americans’ shelves safe and infectious diseases at bay, and pushing the boundaries of how we diagnose and treat disease.

The Indian Health Service (IHS) 

funds health services and local 

facilities that serve American 

Indian and Alaska Native 

populations.

The Substance Abuse and 

Mental Health Services 

Administration (SAMHSA) 

supports communities in 

providing treatment and 

prevention to those in need.

The Agency on Healthcare 

Research and Quality (AHRQ) 

provides evidence to improve 

health care costs, quality, and 

access through funding to local 

universities and research centers.

The National Institutes of 

Health discovers cures and 

treatments for illness—physical 

and behavioral—through funding 

to local universities and research 

centers.

HEALTH IS ALL AROUND YOU

Assure the safety of our food, water, 

drugs, and environment  

Protect, respond, and rebuild in 

times of crisis  

Prevent and treat disease and 

disability  

Promote well-being and responsible 

choices  

Educate the next generation of 

health professionals and scientists  

Provide our nation’s most vulnerable 

populations access to basic care 



DETECTING AND 
RESPONDING TO THREATS

In 1946, the Communicable Disease Center was founded 

with the primary mission of limiting the spread of malaria 

across the nation.  With just 400 employees and a $10 

million budget, the Communicable Disease Center was 

able to largely eradicate the disease from its hotspot in 

Atlanta and limit the spread of the disease to other parts 

of the nation.ii Today, the federal government’s role in 

detecting and responding to public health threats expands 

far beyond malaria. The Centers for Disease Control 

and Prevention (CDC) administers national programs in 

partnership with state and local governments to prevent 

and control the spread of communicable and vector-

borne diseases, develop and implement programs to 

improve environmental health, direct and enforce foreign 

quarantines, and consult with and assist other nations 

and international bodies.iii In times of crisis, CDC works in 

concert with other federal agencies and state and local 

partners to help those exposed to environmental health 

hazards, bioterrorism attacks, and epidemics. 

EDUCATING THE PUBLIC 
HEALTH WORKFORCE

Policymakers first became aware of the nation’s primary 

care provider shortage in the 1950s, as physicians retired 

and the next generation sought careers in specialized 

medicine. In response, Congress established the National 

Health Service Corps in 1972 to provide tuition assistance 

for medical professionals who chose to pursue careers 

in general medicine and committed to practice in 

underserved areas for a specified period of time.v The 

Public Health Service agencies—principally HRSA and 

CDC—now support many training and incentive programs 

to recruit talented individuals into careers that advance 

the public’s health, including physicians and physician 

assistants, nurses, dentists, pharmacists, epidemiologists, 

scientists, and other public health professionals. Through 

tuition assistance, loan repayments, fellowships, and other 

training opportunities, the government ensures a pipeline 

for qualified public health professionals in the public 

health areas most in need. 

ASSURING ACCESS
TO SERVICES

The Marine Hospital Service was also one of the first 

federal programs to expand access to health care. By 

collecting a federal tax on each privately employed 

seaman, the government was able to build a network 

of hospitals specifically equipped to treat sailors. These 

programs improved access to appropriate care to address 

the spread of communicable diseases. Today, the Public 

Health Service agencies carry out a similar mission to a 

much greater degree. The Indian Health Service (IHS), 

the Health Resources and Services Administration 

(HRSA), the Substance Abuse and Mental Health Services 

Administration (SAMHSA), CDC, and others—directly 

or in partnership with state and local governments and 

nongovernmental organizations—deliver care and other 

essential services to vulnerable populations. Such services 

include but are not limited to mental health and substance 

abuse treatment, preventive and primary care services 

for children and families, dental care and for patients with 

HIV/AIDS, and support for those with disabilities. 

EXPANDING HEALTH 
KNOWLEDGE

Health research has a strong presence in American 

History, stemming from a single laboratory and young 

scientist at the Marine Hospital Service in 1887. After 

just a few months in his “hygiene laboratory,” Joseph J. 

Kinyoun discovered the bacteria responsible for cholera, 

which was causing severe illness in seamen.  With his 

discovery, physicians were able to deliver accurate, 

positive diagnoses to those infected.iv Today, the federal 

government supports different types of health research 

through the National Institutes of Health (NIH), the 

Agency for Healthcare Research and Quality (AHRQ), and 

the other Public Health Service agencies. The components 

of the health research continuum—from basic and clinical 

research, to population-based and health services 

research—work in concert to improve health from the 

bench, to the bedside, to the curbside and beyond.
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HELPING AMERICANS LEAD HEALTHIER LIVES

NEWBORN

6 MONTHS

3 YEARS

8 YEARS 23 YEARS 46 YEARS 85 YEARS

15 YEARS 30 YEARS 68 YEARS

FROM DETECTING AND RESPONDING TO PUBLIC HEALTH THREATS, TO ENHANCING 

KNOWLEDGE THROUGH SCIENTIFIC DISCOVERY, TO ENSURING ACCESS TO HEALTH 

SERVICES AND THE PROFESSIONALS WHO DELIVER THEM, THE GOVERNMENT IS A 

CRITICAL PARTNER IN PRESERVING AND PROTECTING THE HEALTH OF EVERY AMERICAN 

THROUGHOUT THE LIFESPAN.  

JANE’S MOM IS AT RISK 
OF PRE-TERM BIRTH. 
HER DOCTOR 
PRESCRIBES 
PROGESTERONE, 
FOUND EFFECTIVE IN 
PREVENTING PRE-TERM 
BIRTH BY THE NIH. 

JANE IS SCREENED FOR 
DISEASES SUCH AS 
SCID THAT WOULD 
OTHERWISE GO 
UNDETECTED; A 
SERVICE OF CDC AND 
HRSA FUNDED PUBLIC 
HEALTH 
LABORATORIES.

JANE IS VACCINATED 
TO PROTECT HER AND 
OTHERS FROM 
INFECTIOUS DISEASES 
SUCH AS MEASLES AT 
HER LOCAL PUBLIC 
HEALTH DEPARTMENT, 
THANKS TO FUNDING 
FROM THE CDC

JANE LEARNS THAT FLU 
SEASON IS COMING 
AFTER WATCHING AN 
INTERVIEW WITH A 
CDC OFFICIAL ON THE 
NIGHTLY NEWS. SHE 
PROTECTS HERSELF BY 
GETTING A FLU 
SHOT—DEVELOPED 
THROUGH NIH 
RESEARCH—FROM HER 
LOCAL PHARMACY. 

AFTER GIVING BIRTH 
TO HER FIRST CHILD, 
JANE SUFFERS FROM 
POST PARTUM 
DEPRESSION AND HAS 
THOUGHTS OF SUICIDE. 
JANE SEEKS HELP 
THROUGH SAMHSA’S 
SUICIDE HOTLINE AND 
TREATMENT CENTER 
LOCATOR.

JANE’S HUSBAND IS 
DIAGNOSED WITH 
CANCER AND HAS 
ACCESS TO 
CUTTING-EDGE 
TREATMENTS AT HIS 
STATE’S NATIONAL 
CANCER 
INSTITUTE-DESIGNATED 
COMPREHENSIVE 
CANCER CENTER, 
EXTENDING HIS LIFE 
ANOTHER DECADE. 

AFTER FOLLOWING 
HHS GUIDANCE AND 
BREASTFEEDING JANE 
FOR SIX MONTHS, HER 
MOTHER BEGINS 
SUPPLEMENTING WITH 
FDA-APPROVED 
FORMULA. 

JANE GETS AN EAR 
INFECTION. SHE IS 
DIAGNOSED AND GIVEN 
ANTIBIOTICS, 
DETERMINED SAFE AND 
EFFECTIVE BY THE FDA. 

JANE SCHEDULES HER 
ANNUAL WELL VISIT 
WITH HER PRIMARY 
CARE PHYSICIAN, WHO 
RECEIVED LOAN 
REPAYMENT HELP 
THROUGH HRSA’S 
NATIONAL HEALTH 
SERVICE CORPS IN 
EXCHANGE FOR 
PRACTICING IN JANE’S 
RURAL COMMUNITY.  

JANE IS IDENTIFIED AS 
BEING AT RISK FOR 
HEART DISEASE. SHE 
CHANGES HER DIET 
AND EXERCISE WITH 
HEALTHY LIFESTYLE 
COUNSELING FUNDED 
BY CDC’S WISEWOMAN 
PROGRAM.

JANE IS ABLE TO LIVE 
IN HER HOME, 
RECEIVING NUTRITIOUS 
MEALS DAILY FROM 
MEALS ON WHEELS, 
FUNDED BY THE 
ADMINISTRATION ON 
COMMUNITY LIVING.
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FEDERAL HEALTH 
FUNDING

Public health funding is just a fraction 

of what the federal government spends 

anually. In 2014 the federal government 

will spend only 1.6 percent of its total $3.5 

trillion budget on discretionary health 

programs;iv the equivalent of only 0.3 

percent of our nations overall economy.vii  

Of this, about half of the federal public 

health funding supports health research 

at the NIH, with the remainder supporting 

other public health activities—disease 

prevention and response, food and drug 

safety, workforce development, access to 

primary and preventive care, and other 

health research and data  

collection activities.

CUTS HAVE 
HEALTH 
CONSEQUENCES 

When lawmakers and policy wonks in 

Washington talk about how and on what 

taxpayer dollars are spent, they generally 

think in terms of two types of programs—

“mandatory” and “discretionary.” 

Mandatory programs include Social 

Security, Medicare, Medicaid, and 

Supplemental and Nutrition Assistance 

Program or “SNAP” (formerly “food 

stamps”). The funding for these programs 

generally flows automatically and is not 

determined by annual spending bills 

developed by Congress. Funding for 

discretionary programs is set each year 

through the annual budget process. That 

is, Congress retains complete “discretion” 

or choice, each year on whether and 

at what level to fund programs in the 

discretionary category, including public 

health and health research.viii  

Seeking to reduce the deficit, lawmakers 

dramatically and disproportionately 

cut discretionary spending by enacting 

the Budget Control Act of 2011 (BCA), 

even though experts agree discretionary 

programs don’t contribute to our nation’s 

mid- and longer-term debt problem.ix The 

BCA established austere discretionary 

spending caps and triggered even 

deeper cuts to these caps through 

“sequestration.” By the time the Budget 

HEALTH DISCRETIONARY OUTLAYS AS A 
PERCENT OF ALL FEDERAL SPENDING, 
FY 2014 (PROJECTED)

A)
DISCRETIONARY
HEALTH

B)
OTHER 
NON-DEFENSE 
DISCRETIONARY

C)
DEFENSE 
DISCRETIONARY

D)
SOCIAL SECURITY, 
MEDICARE, MEDICAID

E)
OTHER 
ENTITLEMENT 
PROGRAMS

F)
NET INTEREST
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Office, 14 Apr. 2014. Web. 28 May 2014. <http://www.
cbo.gov/publication/45229.
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Domestic Product.” News Release: Gross Domestic 
Product. http://www.bea.gov/newsreleases/national/
gdp/gdpnewsrelease.htm (accessed May 28, 2014).

viii. Faces of Austerity: How Budget Cuts Have Made Us 
Poorer, Sicker, and Less Secure. NDD United.  
www.nddunited.org (Nov. 2013)

ix. Ibid.

x. CDC and America’s Health Security. U.S. Department 
of Health and Human Services, Centers for Disease 
Control and Prevention (available at www.cdc.gov/24-
7)

xi. Budget Cuts Continue to Affect the Health of 
Americans, Association of State and Territorial Health 
Officials (Dec. 2012).

xii. Trust for America’s Health and Robert Wood 
Johnson Foundation http://healthyamericans.org/
report/114/

xiii. Ibid.
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Control Act expires in 2021, discretionary 

spending on all “nondefense” programs, 

including public health, will represent 

just 12 percent of federal spending and 

2.6 percent of our overall economy—the 

lowest level on record back to 1962—if 

lawmakers do not enact more  

meaningful and comprehensive deficit 

reduction strategy. 

Since 2010, federal funding for the Public 

Health Service has been cut nearly  

11 percent with a wide variation in how 

these cuts are distributed across the 

agencies. Among the outliers, core 

budgets for the CDC and HRSA have 

been cut by 16 percent and 25 percent, 

respectively. 

The bulk of federal public health dollars—

for CDC, as much as 70 percent—flows 

directly to state and local health 

departments and other external partners. 

Thus federal cuts have real consequences 

for those who provide and benefit from 

services on the ground.x For example, 

more than 50,000 state and local public 

health professionals have been laid off 

since 2008—those who monitor and 

respond to outbreaks, immunize children 

and the elderly, and inspect restaurants.
xi In addition, public health departments 

in 33 states and the District of Columbia 

report that they reduced their budgets 

between 2011 and 2013.xii These 

reductions, compounded by federal 

public health cuts, have led to reductions 

in public health services at the state and  

local level.

Losing one-fifth of the public health workforce at the state and local level has necessitated the elimination of critical services, 

including immunizations, maternal and child health, food and water safety, public hospitals and clinics, and programs that 

prevent diseases such as diabetes, cancer, and HIV/AIDS. 

Dr. Terry Cline, Oklahoma Commissioner of Health, explains: 

Approximately 60 percent of our agency’s revenue is derived from federal funding. Therefore, [cuts] in federal public heath 

programs could cripple or eliminate necessary public health functions in Oklahoma. It is imperative that Congress avert 

any further cuts to preparedness and response programs or any number of public health programs that protect our citizens 

and keep them safe and healthy. Any further damage to these programs will put millions of Oklahomans’ lives in danger and 

weaken our readiness across the United States.

Source: Potential Impact of Sequestration on Public Health, Association of State and Territorial Health Officials (Sept. 2012).

The testimonials featured in 

this report demonstrate the 

ways in which federal public 

health cuts—often much deeper 

than expected—manifest in 

communities across the nation. 

They will also discuss the eroding 

public health infrastructure, and 

the opportunity costs of continued 

austerity.  Americans are feeling 

the effects of policymakers’ 

budgetary decisions on their 

health, their access to health 

services, and in some cases, their 

career choices. Continued cuts to 

public health will do Americans 

more harm than good.
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BUDGET CUTS LEAVE OLDER ADULTS AT RISK OF HUNGER

FEATURING: Sarah McKinney, Director of Development & Volunteer Services and Eve Anthony, Vice 
President, Athens Community Council on Aging, Athens, Georgia;  

Mildred Cody, PhD, RD, LD, Interim Chair, Nutrition, Georgia State University, Atlanta, Georgia

HELPING 
SENIORS STAY 
INDEPENDENT 
AND AT HOME

The state of Georgia ranks 6th overall 

in state rankings for risk of hunger 

among older adults, and 8.74 percent of 

Georgia residents ages 60 and older are 

food insecure,i meaning that they lack 

consistent access to adequate food.ii 

To address the tremendous need for 

food assistance in Georgia, the Athens 

Community Council on Aging (ACCA) 

is making great strides toward reducing 

food insecurity in the 12 counties of 

northeast Georgia. ACCA serves home-

delivered meals to 350 older adults 

in Barrow and Clarke Counties each 

day and meals in a congregate setting 

to 60 enrollees at ACCA’s Center for 

Active Living. With menus developed 

by a registered dietitian nutritionist 

(RDN), meals served by enthusiastic 

volunteers help foster independent 

living by preventing premature 

institutionalization and act as a critical 

opportunity for socialization for seniors 

who might otherwise become isolated 

from their communities. 

Since the launch of ACCA’s “Squash 

Senior Hunger” campaign in 2010, rates 

of food insecurity have decreased from 

45 percent to  just 5 percent among 

older adults receiving home-delivered 

meals, and food insecurity among older 

adults participating in the congregate 

meal program at the Center for Active 

Living has decreased from 60 percent 

to 20 percent of participants.iii Clearly, 

these services are working to improve 

health and reduce food insecurity in 

Georgia. 

BUDGET CUTS 
THREATEN 
SENIORS

ACCA’s home-delivered and congregate 

meal programs would not be possible 

without the $1.2 million in Administration 

for Community Living (formerly 

Administration on Aging) funds awarded 

to ACCA from its local area agency on 

aging. Unfortunately, senior nutrition 

programs did not escape cuts during 

sequestration; home-delivered meals 

programs in Georgia lost $5.3 million (a 

3.74 percent cut), while congregate meal 

programs were cut by a whopping $10.1 

million (nearly 8 percent).iv Ongoing 

shortfalls in federal funding mean that 

the extent to which these services can 

continue to meet the growing need 

is uncertain. As Dr. Mildred Cody of 

Georgia State University explained:

Senior meal programs help to 

maintain physical health and sustain 

emotional heath. These programs 

are true community partnerships 

with volunteer engagement and 

philanthropic assistance, but they 

require the infrastructure provided by 

consistent federal and state funding. 

The ACCA’s Director of Development & 

Volunteer Services, Sarah McKinney, and 

Vice President, Eve Anthony, know all 

too well the affect that uncertain budget 

levels can have on the services that their 

organization can provide. In 2013, cuts in 

federal funding meant potentially having 

to tell 14 of the 52 people receiving a 

hot meal every day at the Center for 

Active living that they would have to 

be cut from the program.v “In our mind, 

that’s tragic,” said Sarah. “To walk into a 

room of older adults who rely on us for 

socialization, food, and chronic disease 

management and tell 14 of them they 

couldn’t come back…We couldn’t do it.”

STRATEGIC 
PARTNERSHIPS 
NOT ENOUGH

To the leaders at the ACCA, kicking 

vulnerable older adults out of the 

congregate meals program was 

unconscionable. Thankfully, partnerships 

that Eve, Sarah, and their colleagues 

worked diligently to develop have helped 

fill the shortfall in federal funds – for 

now. Campus Kitchen at the University of 

Georgia was able to step in and replace 

the meals that would otherwise have 

been cut due to reduced federal funding 

during sequestration, allowing the agency 

to narrowly avoid cutting 14 congregate 

meal clients from the program. 

Funds from partnerships like Campus 

Kitchen and the Food Bank of 

Northeast Georgia are no longer 

simply supplementing federal funds. 

These funds must now replace monies 

previously available through annual 

federal appropriations. While Eve and 

Sarah express relief that they have not 

yet had to cut services to their clients, 

they recognize that over time, their 

“capacity to do more with less is greatly 

reduced.” At any given time, at least 100 

people wait on ACCA’s waiting list for 

the home-delivered meals program. In 

other words, at least 100 older adults in 

northeast Georgia go to sleep hoping the 

next morning they will find out they are 

finally eligible for the program, and will 

be able to look forward to at least one 

hot, healthy meal each day. They also 

have a long waiting list for the congregate 

meal program. Were it not for ongoing 

federal budget cuts, ACCA could serve 

many more clients, have an even greater 

impact on reducing food insecurity in 

the community, and prevent countless 

unnecessary hospitalizations due to 

malnutrition. 



Preventive services ultimately save 
money, and are just better for the 

consumer and the client.
– EVE ANTHONY

TOUGH CHOICES 
AHEAD

Eve and Sarah are not just concerned 

with the now. They remain committed 

to providing preventive services to their 

clients, recognizing that if home- and 

community-based services proven to 

save money in the short term are cut 

today, older adults and our health care 

system will have to pay much more 

in hospital, emergency room, and 

nursing home admissions in the long 

term. As Eve explained, “preventive 

services ultimately save money, and are 

just better for the consumer and the 

client.” While they have worked hard 

to control expenses and to develop 

a robust development plan that will 

help the agency weather shortfalls in 

federal funding, ongoing cuts continue 

to threaten ACCA’s ability to serve the 

needs of food insecure older adults in 

Georgia. 
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A POPULATION IN PERIL  
FEDERAL BUDGET CUTS THREATEN SURVIVORS OF THE CAMBODIAN HOLOCAUST 

FEATURING: Thomas Buckley, MPH, RPh, Associate Clinical Professor of Pharmacy Practice, University of 
Connecticut School of Pharmacy, Storrs, Connecticut

Theanvy Kuoch, Executive Director, Khmer Health Advocates, West Hartford, Connecticut

services directly, without having to also 

do medication reviews,” Thomas said. 

“The Khmer people are very complicated 

because they’re getting their medications 

from many different places, while also 

going to many different providers.”

CULTURAL 
COMPLICATIONS

Medication reviews are just one part of 

the comprehensive, coordinated care 

provided by KHA. Community health 

workers, who are trained by Thomas 

and other staff, also screen patients 

for depression, PTSD, and diabetes, 

oftentimes visiting patients in their homes 

to perform such services. They also 

evaluate social determinants of health, 

such as access issues, transportation 

roadblocks, and food and housing 

components of a patient’s lifestyle.

“We look at the whole person,” Thomas 

said. “When we do risk assessments, 

we want to know, What’s the risk of 

everything they have? Are they at risk of 

having poor access to care? Do they have 

translators? Are they seeing a Cambodian 

faith healer? Cultural competence plays a 

major role.”

But access doesn’t always equal positive 

health outcomes, a new study reveals. 

Together with researchers from the 

University of Connecticut School of 

Social Work, Harvard Program in Refugee 

Trauma, and University of California Los 

Angeles, KHA surveyed 136 Cambodian 

American refugees living in Connecticut 

and Western Massachusetts about their 

health. More than 70 percent reported 

fair or poor health status and nearly 

two-thirds stated that they felt hopeless 

and/or depressed despite seemingly 

successful access to healthcare.ii

“This study challenges the perception of 

healthcare access,” says Theanvy Kuoch, 

KHA executive director. “It reinforces the 

definition of culturally and linguistically 

appropriate care to include care 

coordination and risk assessment based on 

the context of the whole person, including 

a detailed trauma history, evaluation of 

patient resources and their ability to utilize 

those resources.”

COMING UP SHORT

Dramatic slashes to federal funding 

mean KHA can barely keep its doors 

open. Specifically, a continuation of the 

five-year, $5 million Centers for Disease 

Control and Prevention (CDC) Racial 

and Ethnic Approaches to Community 

Health (REACH) grant was discontinued 

due to sequestration in 2013, and an 

additional two federal grants were initially 

approved but not funded. As a result, 

KHA was forced to eliminate many vital 

administrative functions necessary to 

keep KHA open and serving patients. 

Community health workers were also laid 

off, forcing KHA to triage their efforts by 

treating patients with acute problems first 

and delaying comprehensive services to 

those with chronic issues. 

While it is widely accepted that preventive 

care is better care for people with chronic 

conditions, KHA simply does not have 

the staff to meet the demand for these 

services due to recent budget cuts. 

KHA’s recent work with high-risk patients 

shows that comprehensive care can 

utilize between 40-60 hours of staff time 

per year. Since the implementation of 

sequestration, cuts to their federal funding 

have meant a 75 percent reduction in the 

size of their community health worker 

staff, dramatically decreasing the number 

of patients KHA will be able to serve. 

“We can’t do this without the community 

health workers,” Thomas says. “They are 

the cultural link.” The effects of delaying 

comprehensive care to the patients will not 

be known for years to come. However, with 

the high precedence of diabetes and stroke 

in this population, it is not unlikely that a 

A TEAM EFFORT

The Cambodian American community 

that arrived in the United States in the 

late 1970s as refugees of war, torture, and 

genocide are now among the highest risk 

persons in the country. The estimated 

140,000 survivors have the same health 

care costs as a community of 3 million 

people due to extraordinary rates of 

chronic disease, including depression, 

post-traumatic stress disorder (PTSD), 

diabetes, cardiovascular disease, and 

stroke.i

Thankfully, Connecticut-based Khmer 

Health Advocates’ (KHA) mission is to 

treat the health needs of this unique 

patient population and their families. 

Founded in 1982 by a Cambodian 

holocaust survivor and three American 

nurses who worked in refugee camps, 

KHA was one of the first programs for 

torture victims in the United States, 

and remains the only Cambodian 

health organization in the country. The 

group provides patient-centered care 

to people in Connecticut and Western 

Massachusetts, and provides support and 

training for similar torture trauma groups 

nationwide.

At KHA, patients are treated by 

multidisciplinary, cross-cultural teams on 

which pharmacy plays an integral role. 

Dr. Thomas Buckley at the University 

of Connecticut School of Pharmacy 

conducts comprehensive medication 

therapy management (MTM) sessions 

at the center. These medication reviews 

are critical to improving the health of 

the Khmer people, as well as improving 

the efficiency of care delivery by other 

workers. Students in their fourth year at 

the pharmacy school also provide MTM 

at the center.

“When a pharmacist can help manage 

a patient’s medications, it means that 

the psychiatrist can provide his or her 



When our budget is cut, we can’t cut 
core services. So, we cut ancillary 

services…based on the funding 
scenario, it’s become a  
self-defeating system.

– ALLEN SANDUSKY

AUTHOR
American Association of Colleges of Pharmacy

SOURCES
i Continuing Health Crisis in the Cambodian 
Community. White Paper, Khmer Health Advocates, 
National Cambodian American Health Initiative, 2013.

ii Berthold, S. M.; Kong, S.; Mollica, R. F.; Kuoch, T.; 
Scully, M.; Franke, T.. (2014). Comorbid Mental and 
Physical Health and Health Access in Cambodian 
Refugees in the US. Journal of Community Health. 
Page 5. 

delay in care will lead to further increases 

in early disability and mortality. 

The organization receives some funding 

through Connecticut’s Department of 

Mental Health and Addiction Services, 

but it’s a small amount and isn’t enough 

to keep the doors open, Thomas said. 

He hopes to receive additional support 

from a state innovation model grant, 

but stresses that the need for torture 

treatment services remains strong. “In a 

perfect world, we wouldn’t be surviving 

with grants.” 13



WHEN ILLNESS IS TREATED AS A CRIME 
MENTAL HEALTH FUNDING CUTS LEAD TO JAIL TIME FOR MOST VULNERABLE 

FEATURING: Daleen O’Dell, mother and sister of individuals with serious mental illness, Cape Coral, Florida

RISE IN RHETORIC 
WITHOUT ACTION 

Mental health conditions have risen to the 

public consciousness recently in the face 

of national tragedies.  While instances 

of violence among people with mental 

health conditions are extremely rare,i 

it has brought attention to the nation’s 

ailing behavioral health system. Early 

in 2013, following the tragedy at Sandy 

Hook Elementary School, the Obama 

Administration held a national conference 

on mental healthii and Members of 

Congress promised to do something 

to improve the nation’s mental health 

system. Yet there has been virtually no 

new funding from the federal government 

and no new legislation enacted to 

improve mental health services. 

For Daleen O’Dell and her family 

members who live with serious mental 

illness, this means few treatment options. 

When Daleen’s brother and son—both 

diagnosed with schizoaffective disorder—

have a mental health crisis, Daleen’s only 

option to guarantee her and their safety 

is to call the police. Under police escort, 

these men are either brought to jail, or 

the hospital.  “I hate having to call the 

police, but the only place I know they 

are safe is in jail,” said Daleen. “They 

shouldn’t be in jail because they are sick, 

but that’s the only option.”

FLORIDIANS NEED 
ACCESS

One source of federal funding that 

aims to improve mental health is the 

community Mental Health Block Grant 

(MHBG), administered by the Substance 

Abuse and Mental Health Services 

Administration (SAMHSA), an agency 

within the U.S. Department of Health 

and Human Services (HHS). SAMHSA 

leads public health efforts to advance 

the behavioral health of the nation.iii The 

MHBG program provides funding and 

technical assistance to all 50 states, the 

District of Columbia, Puerto Rico, the U.S. 

Virgin Islands, and 6 Pacific jurisdictions. 

Grantees use these funds to provide 

comprehensive, community-based 

mental health services to adults with 

serious mental illnesses and to children 

with serious emotional disturbances and 

to monitor progress in implementing a 

comprehensive, community-based mental 

health system.iv

If Daleen and her family lived in a 

different state or even a different Florida 

county, there might be more options for 

access to treatment. Florida currently 

ranks last of all 50 states and the District 

of Columbia in mental health funding.v In 

2010, Florida’s MHBG was used to fund 93 

programs.vi In 2012, that number doubled, 

but the dollar amount increased by less 

than $700,000.vii  In 2013, sequestration 

further reduced Florida’s grant by more 

than $1 million dollars.viii 

Over the past 18 years, every time 

Daleen’s son, now 36, returned home 

after hospitalization or incarceration, 

he had few community-based options 

that met his needs. Other states, such as 

Georgia, have used part of their SAMHSA 

grants to fund peer support services to 

help navigate the mental health system 

in their community and peer run respite 

centers as an alternative to hospitals 

or emergency departments.ix Daleen 

explains:

Individuals need to be better equipped to 

help loved ones to stay at home. We need 

services to get help when you need it. We 

need something other than jail or the 

hospital.

It took almost 20 years, but now Daleen’s 

son is getting intensive treatment that 

is helping him lead a more independent 

life.  Nobody should have to wait that 

long for recovery. Families like Daleen’s 

are the reason that SAMHSA has made 

prevention and early intervention services 

their number one priority.x 
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We need services to get help when you 
need it. We need something other than 

jail or the hospital.
– DALEEN O’DELL
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BUDGET CUTS STYMIE PROGRESS FOR PEOPLE WITH DISABILITIES

FEATURING: Dane Marach, Luxemburg, Wisconsin

Dennis O’Connor, Washington, District of Columbia

50 YEARS OF 
PROGRESS AT 
STAKE 

For more than 50 years, the 

Developmental Disabilities Assistance 

and Bill of Rights or “DD Act” has 

helped to make sure that people with 

developmental disabilities—permanent 

physical and/or cognitive disabilities 

acquired before age 22—are able to 

thrive as independent and productive 

citizens in fully integrated and inclusive 

communities.  

The Councils on Developmental 

Disabilities were created by the DD 

Act and serve to implement programs 

and policies in every state and territory 

for over 5.4 million Americans with 

developmental disabilities.  With the help 

of these “DD Councils,” most Americans 

with developmental disabilities are 

no longer housed in institutions and 

instead have the opportunity to live 

and work within their communities. The 

DD Councils also serve in an advisory 

role to U.S. Congress, state legislatures, 

governors, and state agencies to ensure 

that all laws and policies take into 

account the interests of people with 

developmental disabilities.

In 2012, before sequestration, the 

Department of Health and Human 

Services budget provided $75 million 

through the Administration for 

Community Living for all 56 DD Councils 

to create state projects for innovative and 

creative community programs to advance 

employment, education, and health 

care for Americans with developmental 

disabilities. After sequestration, DD 

Councils have been cut by almost $4 

million, with each DD Council sharing 

in cuts to programs, staff, and state 

investments.

A recent survey of DD Councils shows 

that impact of sequestration has included 

cutting back on grant programs, such as 

the employment initiatives and laying off 

employees to implement these successful 

models. DD Councils have had to cut 

impactful and needed programs just to 

meet budget requirements. These cuts 

include resources to support families 

who are learning more about their child’s 

diagnosis where the DD Council has 

historically been the primary source of 

funding for this information. As one DD 

Council laments, “Families are starving 

for information and an opportunity to 

meet other families. This was some of 

the best money we invested as families 

came home [from conferences] with 

tons of resources for themselves, for the 

Council, and for other families with the 

same diagnosis.”  At least 17 DD Councils 

reported that they either reduced 

funding, cut entire funding to one or 

more grantees, cut programs offered by 

the DD Council, or would have to very 

soon. These programs include transition 

programs for children with disabilities, 

employment programs, and programs to 

promote self-advocacy for adults with 

disabilities. 

IT PAYS TO LIVE IN 
THE COMMUNITY 

The National Council on Disability 

has shown that taxpayers pay far 

less to invest in people living in the 

community than in supporting a life in 

an institution. In Arizona, for example, 

supporting a person to live in a state 

institution costs $151,840 annually while 

home and community-based services 

through Medicaid waivers cost $26,805 

annually (an estimated savings of over 

$125,000 per person annually).  The DD 

Council programs take the next step of 

community integration with employment 

initiatives that create self-sufficient, tax-

paying citizens whom contribute greatly 

to communities.  Investing in the DD 

Councils and over 5.4 million people with 

developmental disabilities creates cost 

savings, while making sure that the noble 

values of the DD Act and Americans with 

Disabilities Act are fully achieved.  
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BANKING ON DD COUNCIL EMPLOYMENT INITIATIVES 

DD COUNCILS VIEW EMPLOYMENT FOR PEOPLE WITH DEVELOPMENTAL DISABILITIES AS A 
KEY PRIORITY OF THEIR WORK. LESS THAN 20 PERCENT OF THE 5.4 MILLION PEOPLE WITH 
DEVELOPMENTAL DISABILITIES ARE REPRESENTED IN THE WORKPLACE. DD COUNCILS HAVE 
LED THE INNOVATION TO ADDRESS THE LACK OF EMPLOYMENT FOR THIS COMMUNITY.  

     DANE MARACH, LUXEMBERG, WISCONSIN
 
Dane Marach is one of those students who achieved his employment goal through the Wisconsin DD Council program. Dane is from 

a small, rural town in northern Wisconsin. His path was set to go to a sheltered workshop after he left school. By participating in the 

project, Dane’s teachers learned how to approach employers, his parents felt more comfortable letting Dane experience community 

employment, and an employer participant provided him a job opportunity.  Dane now works at the Bank of Luxemburg, and since 

beginning his job he has become more confident, developing friendships and becoming an integral part of the staff.  Dane’s employer, 

John, says having him at the bank is “well worth the time spent on planning” and his parents are no longer fearful for his future 

employment opportunities. 

The Let’s Get to Work project of the Wisconsin Board for People with Developmental Disabilities equips students, families, teachers, and 

communities to hold high expectations for integrated employment outcomes of youth with significant intellectual and developmental 

disabilities. The program—which implements low-cost and no-cost strategies—has resulted in the integrated employment rates of pilot 

youth tripling in the first year.

     DENNIS O’CONNOR, WASHINGTON D.C.

Since obtaining his Master’s Degree and Juris Doctorate, Dennis O’Connor has attended many diversity career fairs to seek employment.  

When he participated in the DC DD Council’s Disability Mentoring Day in October 2013 as a mentee for TD Bank, Dennis was pleasantly 

surprised to have the opportunity to meet with several TD employees and secure numerous interviews for a job. 

Now an employee at TD Bank, Dennis has repeatedly heard from his leadership that diversity is not only the right thing to strive for, 

but it critical to achieving business success. TD Bank recognizes that people with disabilities represent 40 – 60 percent of U.S. citizens 

without a checking account, and they are reaching out this community to help. Hiring people with disabilities is helping TD Bank expand 

its business by reflecting their customers in their employees. As Brian Monday, TD Bank Regional Market President in Washington, D.C. 

expresses, “Take care of each other; take care of your customers; and grow the brand.”  The DC DD Council’s employment initiative is 

good for skilled and talented people with disabilities facing unemployment such as Dennis, and good for businesses such as TD Bank. 
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FUNDING CUTS LIMIT SUCCESS OF WOMEN’S HEART PROGRAMS  
STAGNANT FUNDING AFFECTS WOMEN’S HEART HEALTH, COMMUNITY PROGRAMS, AND 
COMMUNITY RESOURCES

FEATURING: Litia Garrison, Women’s Health Program Manager, Southeast Alaska Regional Health 
Consortium, Sitka, Alaska

FIGHTING THE 
#1 KILLER OF 
WOMEN

Cardiovascular disease (CVD) is the 

leading cause of death of American 

women. It is responsible for one in three 

female deaths in the U.S.i  For women 

35-44 years of age, the rate of death 

attributable to coronary heart disease 

has been increasing by an average of 1.3 

percent annually, while comparable rates 

among men have been falling.ii

More than 42.9 million women are 

currently living with some form of CVD 

and more women than men die of CVD 

each year. In fact, 26 percent of women 

older than 45 will die within one year 

of a first recognized heart attack; 47 

percent of women heart attack survivors 

will die within five years. It is frightening 

that 64 percent of women who die 

suddenly from coronary heart disease 

had no previous symptoms of this 

disease.iii  

In response to the high incidence of 

heart disease in women, the Centers for 

Disease Control and Prevention (CDC) 

launched the Well-Integrated Screening 

and Evaluation for Women Across 

the Nation (WISEWOMAN) program. 

WISEWOMAN provides chronic disease 

risk factor screening, lifestyle programs, 

and referral services to low-income, 

under-insured or uninsured women 

aged 40–64 years in an effort to prevent 

CVD. The program—administered 

through Division for Heart Disease and 

Stroke Prevention (DHDSP) at CDC—

targets women who are at high risk for 

developing CVD, stroke and diabetes. 

They receive screenings and are offered 

testing, medical referral and follow-up, 

as appropriate. Participants also take 

advantage of healthy cooking classes, 

walking clubs, tobacco cessation 

resources or lifestyle counseling. The 

interventions are designed to promote 

lasting, healthy lifestyle changes and can 

be tailored to meet local needs. 

LOW COST AND 
HIGH YIELD

Not only does this program see positive 

results in the health status of the women 

it serves, it also saves money. Health 

economists generally agree that if an 

intervention can save one year of life for 

less than $50,000, it is cost-effective. 

Studies of WISEWOMAN found that 

its programs have extended women’s 

lives at a cost of $4,400 per estimated 

year-of-life saved.iv  An early study of 

the program concluded that by targeting 

financially disadvantaged, uninsured, 

and multiethnic women, WISEWOMAN 

projects are reaching women who are 

at high risk of developing CVD and 

other chronic diseases. Initial baseline 

results suggest that before enrolling in 

WISEWOMAN, many of the women were 

unaware of their high blood pressure 

or their high cholesterol, nearly three 

quarters of the women were overweight 

or obese, and the prevalence of smoking 

was also higher than would be expected.v  

Thanks to this program, these women are 

becoming better educated about their 

health and the impact their lifestyles have 

on their well being.  

MANY WOMEN 
REMAIN WITHOUT 
ACCESS 

According to a 2009 report from the 

Alaska Health Department, the prevalence 

of several key heart disease and stroke 

risk factors is high in Alaska, particularly 

in subgroups with relatively low income 

and education.vi These disparities are 

especially challenging to address, as 

they require interventions, such as 

WISEWOMAN, aimed at marginalized and 

poorly organized populations. Thirty–six 

percent of American Indians and Alaska 

Natives who die of heart disease die before 

age 65, which is younger than other racial 

and ethnic groups in the United States.vii 

The data also indicate a significant gender 

gap in the treatment of female hospital 

patients with ischemic heart disease, 

who are consistently less likely to receive 

angiography or arteriography, cardiac 

catheterization, angioplastys, or bypass 

surgery.viii 

Litia Garrison serves as the WISEWOMAN 

Women’s Health Program Manager for 

the Southeast Alaska Regional Health 

Consortium (SEARHC). In this role, Litia 

runs clinics in remote areas that are often 

the only source of care for women in the 

area.  Their programs have successfully 

established a positive culture around 

being a “WISEWOMAN.” She attributes 

their success to using the WISEWOMAN 

program as a springboard to connect 

with community partners and leverage 

community resources. Through educational 

programs such as healthy cooking 

classes and education on becoming 

more physically active, the WISEWOMAN 

program in Alaska has seen decreases in 

blood pressure and increases in physical 

activity and high-density lipoprotein 

levels among its participants. Working 

collaboratively with the SEARHC tobacco 

prevention and control has also resulted in 

a 12 percent decrease in reported smoking 

rates among Alaska Natives, region wide. 

This improved health status will be both 

beneficial and cost effective now and when 

they become Medicare beneficiaries.  

Due to the risk profile of their target 

audience, SEARHC has permission from 

CDC to screen and support women starting 

at age 30.  However, there are still many 

more Alaskan women who would benefit 

from the WISEWOMAN program.  Litia 

stated, “With additional funding, the 

program could be expanded statewide 

to both native women and non-native 

women who are underinsured or uninsured. 

Right now we are only reaching a small 

proportion of the women in Alaska.” 



With additional funding, the program 
could be expanded…Right now we are 
only reaching a small proportion of 

the women in Alaska.
– LITIA GARRISON
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While Alaska struggles with their 

WISEWOMAN program being 

underfunded, other programs have lost 

funding altogether due to federal budget 

cuts. In 2013, Connecticut lost all of its 

federal funding for the WISEWOMAN 

program, joining the ranks of 29 other 

states and 564 tribes who will not have 

the resources available to educate and 

provide health screening to women at 

high risk of heart disease. 

Without WISEWOMAN, low-income, 

uninsured, and underinsured women ages 

40-64 in Connecticut and across the 

country may not have their hypertension, 

high cholesterol, and diabetes detected. 

Without early detection, these 

conditions can progress to acute clinical 

cardiovascular events. This translates 

to higher personal and economic costs 

for what can often be a preventable 

disease. Even newly insured women in 

Connecticut will miss the opportunity 

to receive education, risk reduction 

counseling, and lifestyle modification 

counseling they need to start on the road 

to heart health. 

Inadequate funding reduces the number 

of women who benefit from the life 

changing opportunities this program 

offers. As long as heart disease remains 

the number one killer of women, funding 

for programs that make women aware of 

their risk and help them be heart healthy 

should be increased.
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FAMILY PLANNING PROGRAM UNDER ATTACK  
FUNDING CUTS THREATEN ACCESS TO CRITICAL FAMILY PLANNING AND SEXUAL HEALTH 
SERVICES FOR MILLIONS OF LOW-INCOME MEN AND WOMEN 

FEATURING: Jodi Tomlonovic, Executive Director of Family Planning Council of Iowa, Des Moines, Iowa
 
Connie Cunningham, Executive Director of Missouri Family Health Council, Jefferson City, Missouri

For more than 40 years, the Title X family 

planning program has supported access 

for high-quality family planning services 

and other preventive health care for low-

income individuals who may otherwise 

lack access to care. Title X, a grant 

program administered by the Department 

of Health and Human Services’ (HHS) 

Office of Population Affairs and funded 

within the Health Resources and Services 

Administration’s budget, distributes 

resources to a diverse network of safety-

net providers nationwide. In 2012, Title 

X supported nearly 4,200 service sites 

through its 93 grantees.i 

Between 2010 and 2013, Title X’s budget 

was slashed by $39.2 million.ii  

Consequently, 460,000 patients lost 

access to essential health care services, 

reducing the number of patients servediii  

with no indication that patients received 

care elsewhere. Even before the funding 

cuts, Title X’s resources were only 

sufficient to address approximately a 

quarter of the need for publicly funded 

family planning services.iv The challenges 

faced by family planning providers in 

Iowa and Missouri provide stark examples 

of the harmful downstream effects of 

draconian budget cuts to safety-net 

providers and their patients.

CENTERS CLOSED; 
SERVICES 
REDUCED; 
PATIENTS 
HARMED 

The Family Planning Council of Iowa 

(FPCI) and the Iowa Department of 

Public Health are the two grantees in 

the rural state of Iowa, serving 66,992 

individuals through 74 locations in 2012.v 

The majority of their patients have yearly 

incomes of $28,725 or less.vi Cuts to Title 

X caused an 11.15 percent reduction in 

Title X funding to these sites between 

2011 and 2014,vii resulting in more than 

15 percent of the health centers scaling 

back their hours and 20 percent closing 

down altogether.viii As Jodi Tomlonovic, 

Executive Director of FPCI explained:

The decreases in sites and available 

hours have a significant impact on 

the ability of Iowans to receive timely 

contraceptive care. Health center 

closures and reduced hours are 

especially egregious in rural states 

such as Iowa where there are no other 

providers nearby and people must find 

transportation to travel a number of 

miles to another clinic.ix

The Missouri Family Health Council 

(MFHC), the sole Title X grantee for the 

state, supports a network of 79 health 

centers providing family planning care to 

over 60,000 individuals.x Although MFHC 

minimized the impact of budget cuts for 

its statewide network of providers by 

absorbing the majority of the funding 

cuts internally, the cuts have still had 

an impact on the grantee. As Connie 

Cunningham, Executive Director of MFHC 

explained, 

Missouri Family Health Council took 

much of the cuts internally so the 

agencies would not feel the impact. This 

included reducing staff, discontinuing 

projects, and increasing an already 

heavy workload on a small staff.xi

Despite MFHC’s efforts to shield its 

agencies, the reductions are still 

impacting patients. Staff from one 

Missouri health center commented that 

“[since they were forced to close on 

Fridays] some of our clients cannot 

remember to think ahead and pick up 

supplies before the end of the day on 

Thursday. They often show up on Monday 

morning, a day late in starting a new pack 

of pills.”xii 

Timing is imperative when it comes to 

contraceptives – missing dosage can 

increase the likelihood of an unplanned 

pregnancy.  Moreover, these cuts have 

stopped many agencies from pursuing 

endeavors they would normally undertake. 

“Because we’re doing our best just to keep 

afloat, there isn’t anything extra to expand 

services. We don’t handle male clients but 

would like to. We’d like to open a clinic 

in Barton County, the only county in our 

service area where we don’t have one,” said 

Tony Wright, Director of Program Planning 

and Women’s Health at the Economic 

Security Corporation of the Southwest 

Area, an agency with three health centers 

in its four-county, low-income region of 

southwest Missouri.xiii

PROVEN 
EFFECTIVE WHILE 
SAVING MILLIONS 
IN TAXPAYER 
FUNDS

As Congress continues to grapple with how 

best to distribute limited federal resources, 

it should not lose sight of the imperative to 

make investments in programs, like Title X, 

that are proven effective and save taxpayer 

dollars. Services provided by Title X 

centers helped women avert more than half 

of the 2.2 million unintended pregnancies 

that occurred in 2010.xiv Moreover, Title 

X-supported centers accounted for 

$5.3 billion of the $10.5 billion in federal 

savings attributed to providing publicly 

funded family planning in a single year.xv 

Preserving Title X not only strengthens the 

safety net, it helps ensure that millions of 

vulnerable patients can access the health 

care they need and deserve.



The decreases in sites and available 
hours have a significant impact on 

the ability of Iowans to receive timely 
contraceptive care. 

– JODI TOMLONOVIC
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vii Ibid,

viii Ibid.

ix Ibid. 
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discussion with NFPRHA staff, April 2014.

xi Ibid. 

xii Ibid. 

xiii Ibid. 
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xv Jennifer J. Frost, “Contraceptive Needs and Services, 
2010,” July 2013.
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HEROIN IN ILLINOIS: A STATE OF EMERGENCY  
CUTS TO SAMHSA FUNDING THREATEN HEALTH, COMMUNITIES

FEATURING: Allen Sandusky, President and CEO, South Suburban Council on Alcoholism and Substance 
Abuse, East Hazel Crest, Illinois

THE OASIS IN THE 
DESERT

For more than 30 years, the South 

Suburban Council on Alcoholism 

and Substance Abuse has provided 

affordable and effective chemical 

dependency treatment and rehabilitation 

to residents of the greater Chicago 

Southland community. It is the largest 

such program in the far south suburbs of 

Chicago, serving more than 45 towns and 

communities.

“We serve those without adequate 

resources for treatment,” said Allen 

Sandusky, the President and CEO of the 

South Suburban Council.  “We are mainly 

funded by the state through federal block 

grant dollars.

The Substance Abuse Prevention 

and Treatment block grant—funded 

by the federal Substance Abuse and 

Mental Health Services Administration 

(SAMHSA)—provides funds to all 50 

states. It is considered the “safety net” for 

substance abuse treatment, intended to 

help those who have no other resources. 

In Illinois, the amount of the block grant 

decreased by over 10 percent in 2013, in 

part due to sequestration.  Some of that 

cut was restored in 2014, yet last year’s 

block grant funding was still almost 5 

percent below the 2012 level. SAMHSA 

also disperses discretionary funds to the 

states, and in 2014, Illinois received $20.9 

million for substance abuse prevention 

and treatment.  The previous year, the 

state received $22.9 million.  The year 

before that, it was $24 million. That’s a 13 

percent decrease in just two years.

The timing could not be worse.  Heroin use 

and addiction is at crisis levels nationally 

and in Illinois—so much so the state 

legislature is considering a resolution that 

would declare a “Heroin emergency.”  The 

problem, long thought to be one limited 

to urban areas, is as widespread as any 

other health issue. Heroin-related deaths 

in DuPage County increased 55 percent in 

2012. In Will County, such deaths increased 

80 percent. McHenry County reported a 77 

percent increase. Finally, in Kane County, 

heroin deaths increased 200 percent in just 

one year.ii 

THE INCREDIBLE 
SHRINKING 
TREATMENT 
CENTER

There is an economic impact to these cuts 

as well, and much of the brunt is bourn by 

the workforce. Inside of five years, South 

Suburban Council reports that it has lost 

more than $1 million dollars, or 21 percent, 

in funding, forcing it to shrink its staff 

from 155 to 98 employees. In the last year, 

11 positions were eliminated. They have 

also been forced to terminate a joint staff 

contract with a nearby domestic violence 

shelter. 

Because of budget cuts, our rates for 

service in Illinois have not changed 

in seven or eight years. The rates of 

reimbursement are so poor, we cannot 

sustain our rate of services,” explained 

Allen.  “When the rates of reimbursement 

don’t keep up, we have to compromise. 

Remaining employees must deal with 

reduced benefits, including increased 

employee contributions for medical 

insurance and the elimination of employer 

contributions to employees’ 401K service 

reductions. It is estimated that 600 jobs in 

addiction health care services have been 

lost across the state since 2012.iii   

CUTS HURT THOSE 
MOST IN NEED

Of course, the budget cuts have the 

greatest impact on those most in need—

the consumers. As Allen explained:

We get ongoing referrals from the 

courts. We get ongoing referrals from 

jails.  We get ongoing referrals from 

people in crisis. If we are not available 

to hospitals to take people on, they go to 

hospital beds. If we are not available to 

the courts, patients take up jail cells. These 

are repercussions that are far more costly 

than the cost of providing treatment.

Not only has South Suburban Council 

seen the number of people they treat 

annually drop from 3,600 to under 2,000, 

the services received by those remaining 

are being compromised. Even worse, 

the services they currently provide are 

not adequate to meet growing demand. 

Core services such as treatment are in 

tact, but ancillary services, such as case 

management and outreach, have all but 

been eliminated. It is these ancillary services 

that guarantee good outcomes for recovery. 

According to Allen:

Our ancillary and supportive services 

have suffered. These services are linked to 

good outcomes. When our budget is cut, we 

can’t cut core services. So we cut ancillary 

services. All we hear from government is 

that they want good outcomes. But based 

on the funding scenario, it’s become a self-

defeating system.

The South Suburban Council is currently 

operating at a deficit of close to $60,000 

a month. By the end of 2014, there is no 

guarantee that they will still be in operation.  
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When our budget is cut, we can’t cut core services. 
So we cut ancillary services…based on the funding 

scenario, it’s become a  self-defeating system.
– ALLEN SANDUSKY
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HEART AND STROKE RESEARCH IN JEOPARDY

FEATURING: Shobha Ghosh, PhD, Associate Chair for Research, Department of Internal Medicine, Virginia 
Commonwealth Medical Center, Richmond, Virginia

CHASING A 
KILLER

Dr. Shobha Ghosh is a gifted researcher 

with 33 years of experience, developing 

novel strategies for preventing heart 

disease, particularly atherosclerosis, 

also known as hardening of the arteries. 

Atherosclerosis is a killer. It is the leading 

cause of heart attacks, strokes and other 

forms of cardiovascular disease, which 

remains the No. 1 and most costly killer in 

the United States.i Atherosclerosis may 

start silently in childhood and symptoms 

may not become evident until middle 

age, or even later in life. At that point, 

real damage may have already occurred.

Atherosclerosis causes are complex, 

and researchers like Shobha have 

been working to unlock the mysteries. 

However, researchers do know that the 

atherosclerosis process begins when 

plaque — fatty substances, cholesterol, 

cellular waste products, and debris and 

calcium – builds up in the inner lining of 

an artery. 

Although there is no definitive answer, 

many researchers believe that the deadly 

process starts when the innermost lining 

of the artery is damaged. Some of the 

possible culprits include high levels of 

cholesterol and triglycerides, elevated 

blood pressure, and cigarette smoking. 

A PROMISING 
NEW APPROACH, 
BUT. . . 

The studies Shobha and her staff were 

undertaking held enormous promise in 

combatting atherosclerosis and rolling 

back the mortality and morbidity caused 

by it. As she explained:

The proposed studies are designed 

to examine the role of a key liver 

enzyme that regulates the elimination 

of cholesterol from the body. Studies 

over the last three years have clearly 

demonstrated that increasing 

this enzyme in the liver reduces 

atherosclerosis.

Federal funding is the lifeblood of 

medical research. Shobha’s research into 

atherosclerosis was first funded through 

the American Heart Association, and 

is currently supported by the National 

Institutes of Health (NIH). Yet, despite 

approved funding for four years, she 

has seen a 5.5 percent reduction in 

her award since the implementation of 

sequestration.

FORCED TO MAKE 
TOUGH CHOICES

Shobha thus faced some tough choices:

The budgeted salaries and benefits for 

the lab personnel working on this project 

cannot be reduced, and I don’t want 

them to lose their jobs. Therefore, I have 

been faced with only one alternative, 

which is to decrease the scope of the 

studies.

And sequestration is not the only 

challenge she faces. The NIH has lost 

more than 22 percent of its purchasing 

power over the last decade.ii As Shobha 

explains, this reduction has affected 

promising research:

In addition to the effects of 

sequestration, a large number of 

outstanding applications that could 

potentially have a very significant effect 

on the development of novel therapies 

are not getting the research funding they 

need.

PUTTING 
PROMISING 
THERAPIES AT 
RISK

What does all this mean for those at 

risk for cardiovascular disease? The NIH 

is awarding fewer grants supporting 

heart disease research projects and 

to a dwindling number of applicants. 

“Established researchers are now forced to 

forego their lifetime of research which was 

at the verge of translational discoveries,” 

said Shobha. 

To make matters worse, scientists are 

leaving the field because of funding 

instability. Dr. Ghosh has already lost 

two promising researchers from her lab 

because, “People cannot continue with 

such job uncertainty. Both of them are 

leaving science and finding jobs in other, 

more stable fields.”

These cuts in NIH research funding have a 

real world impact on the fight against heart 

disease and stroke, of which prevention is a 

major component. As Shobha explained:

At this crucial point, a decrease in 

funding will slow us down, resulting in 

delayed development of a potentially 

novel therapeutic strategy for preventing 

heart disease. This and similar instances 

across the nation underscore the need to 

restore funding for heart disease.



At this crucial point, a decrease in 
funding will slow us down resulting in 
delayed development of a potentially 

novel therapeutic strategy for 
preventing heart disease.

– DR. SHOBHA GHOSH

AUTHOR
American Heart Association

SOURCES
i Alan S. Go. et al., “Heart Disease and Stroke 
Statistics—2014 Update: A Report from the American 
Heart Association,” Circulation 128:00-00 (2013): E116 
and E225, accessed December 18, 2013, doi:10.1161/01.
cir0000441139.02102.80.

ii “Budget Cuts in 2013 Reduced Biomedical 
Research,” Federation of American Societies for 
Experimental Biology, January 21 2014, accessed 
April 22, 2014. http://www.faseb.org/pdfviewer.
aspx?loadthis=http%3A%2F%2Fwww.faseb.org%2FPort
als%2F2%2FPDFs%2Fopa%2F2014%2F1.21.14%2520NIH
%2520Funding%2520Cuts%25202-pager.pdf.  27



RESEARCH ON THE BRINK OF IMPROVING SAFETY AND ENDING 
RELIANCE ON CHINESE MANUFACTURED DRUG

FEATURING:  Jian Liu, PhD, Professor of Chemical Biology and Medicinal Chemistry, University of North 
Carolina Chapel Hill, Chapel Hill, North Carolina

RESEARCH 
ENSURES SAFETY 
– AND GROWS 
ECONOMY – IN 
AMERICA

Heparin is one of the oldest drugs in 

clinical use today. Originally derived 

from tissues of pig intestines, heparin is 

used to today in surgical suites across 

the planet as an anticoagulant. Heparin 

is used to prevent or treat certain blood 

vessel, heart, and lung conditions. 

Heparin is also used to prevent blood 

clotting during open-heart surgery, 

bypass surgery, kidney dialysis, and 

blood transfusions. It is used in low doses 

to prevent the formation of blood clots 

in certain patients, especially those who 

must have certain types of surgery or 

who must remain in bed for a long time. 

Heparin may also be used to diagnose 

and treat a serious blood condition called 

disseminated intravascular coagulation.i

In 2008, a contaminated batch of heparin 

developed in China resulted in one of 

the largest drug recalls in recent history. 

The Food and Drug Administration 

attributed 81 deaths and 785 reports 

of serious injuries associated with the 

use of the contaminated drug, and 

tracked the source of contamination to 

a Chinese manufacturer who cut 2-60 

percent of the drug in question with 

counterfeit materials in order to make 

drug production more cost effective 

for the manufacturer.ii  Use of heparin 

was slowed, and confidence dropped 

as doctors worried about whether or 

not they could trust the next dose they 

prescribed.

Enter Jian Liu, Ph.D., a biochemist at the 

University of North Carolina at Chapel 

Hill. Jian and his research group have 

developed what they believe to be a 

major breakthrough in the production 

of heparin.  Thanks to $4 million in 

grants from the NIH since 2006, Jian has 

developed a first-of-its-kind synthetic 

heparin, created chemically, and not from 

pigs as in the past. This breakthrough has 

the potential to end America’s reliance 

on heparin manufactured outside of 

the United States, where standards and 

oversight may be lax. Said Jian:  

We are very close to a breakthrough 

on heparin.  I believe this version 

could be produced here and even stop 

imports from China. Considering the 

frequency with which heparin is used 

(300,000 doses daily), and its $4 billion in 

annual worldwide sales, a domestically 

manufactured synthetic heparin would 

not only improve the safety of the drug, 

but strengthen the economy.

INACTION DELAYS 
PROGRESS

Jian’s grant was delayed as Congress 

delayed and ultimately allowed 

sequestration to happen. As a result, 

Jian was forced to slow the pace of his 

research and cancel plans to increase the 

number of researchers in his laboratory. 

While funding for Jian’s research 

continues at a decreased funding level, 

and the availability of funding for future 

grants is very much in doubt. A proven 

innovator with ideas which may not only 

help save American lives, but strengthen 

the American economy, is currently 

anticipating the need to delay or cancel 

future plans.

It is getting more and more difficult for 

me to plan out into the future what my 

next steps in research will be. As funding 

gets more difficult, and less reliable, I 

feel the pressures to do more with less. I 

have seen colleagues take their research 

to other countries, greener pastures.
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It is getting more and more difficult for me to 
plan out into the future what my next steps 

will be.
– DR. JIAN LIU
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ERODING INVESTMENTS IN #1 KILLER OF BABIES – BIRTH DEFECTS

FEATURING:  Marcia Feldkamp, PhD, PA, MSPH, Associate Professor, Department of Pediatrics,  
University of Utah, Salt Lake City, Utah 

Ensuring a healthy start for our nation’s 

youngest children should be a priority. 

One in every 33 babies in the United 

States is born with a birth defect.i  

Birth defects are the leading cause of 

infant death—accounting for 1 out of 

5 infant deaths—and also contribute 

substantially to illness and disability, yet 

the causes of about 70 percent of all 

birth defects remain unknown.ii Despite 

these disturbing statistics, the Centers for 

Disease Control and Prevention’s (CDC) 

birth defects research and prevention 

activities have seen a steady erosion of 

funding—18 percent since 2010.iii 

In 1996, Congress directed CDC to 

conduct the National Birth Defects 

Prevention Study through regional 

Centers for Birth Defects Research 

and Prevention located at universities 

and health departments across the 

United States. These Centers have been 

conducting the largest study of birth 

defects ever undertaken. Learning the 

causes of birth defects is the first step in 

preventing them and this study provides 

a national infrastructure to examine and 

respond to emerging health concerns 

of pregnant women and infants. The 

large size and diversity of the population 

in the study has already led to major 

contributions to our understanding of 

the causes of birth defects, including 

providing information on the risk of birth 

defects associated with antidepressants.

BUDGET CUTS 
PUT BABIES AT 
RISK

However, funding constraints have forced 

the elimination of Centers for Birth 

Defect Research and Prevention in Utah 

and Texas. This reduction will significantly 

weaken the scientific capacity for birth 

defects research and diminish our 

national infrastructure to examine and 

respond to emerging health concerns of 

pregnant women and their infants.

Specifically, the elimination of the Utah 

and Texas Centers has resulted in 25 

percent fewer families participating 

in the study and slowed the pace 

for investigating harms associated 

new medications for weight loss and 

e-cigarettes. Expertise related to 

medications used during pregnancy, 

environmental exposures, maternal 

infections, and birth defects risk among 

Hispanics from the previously funded 

Centers in Texas and Utah is no longer 

contributing to the study. In sum, short 

sighted funding decisions have reduced 

the scientific capacity for birth defects 

research in the United States.

Dr. Marcia Feldkamp understands 

too well the devastating impact of 

Congressional austerity measures.  A 

joint effort between the Utah Department 

of Health, the University of Utah Health 

Sciences Center, and the University of 

Washington, the Utah Center for Birth 

Defect Research and Prevention Center 

had one of the highest participation rates 

in the National Birth Defects Prevention 

Study. Utah research strongly focused 

on congenital heart defects—which 

account for 25 percent of all birth defects 

in the stateiv—as well as gastroschisis 

(babies born with their intestines, and 

sometimes other abdominal organs, 

outside the abdomen)—which is on the 

rise for reasons unknownv—and cleft lip 

and palate. In fact, cleft lip and palate 

rates in Utah are some of the highest in 

the nation.vi Understanding the causes of 

these specific birth defects is vital to help 

find strategies to lower the risk of birth 

defects and help families have healthy 

babies. Loss of federal support for the 

Utah Center has resulted in reductions 

in staff and significantly diminished 

productivity. As Marcia explains:

 The constant need to apply for and 

obtain new research funding takes more 

time away from the research that would 

have been conducted on a project that 

the Utah center had contributed to and 

participated in over the past 14 years. 

In addition to their own research, the 

Utah investigators were working to train 

other young scientists in the field of birth 

defects research and prevention.  Funding 

cuts now prevent any recruitment and 

mentoring activities. This will certainly have 

a devastating effect in this area of research 

for generations to come.  
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Department of Health, Center for Health Data and 
Informatics, Indicator-Based Information System for 
Public Health website: http://ibis.health.utah.gov/.



Austerity measures are crippling our ability 
to identify the causes of birth defects, find 

opportunities to prevent them, and improve 
the health of those living with a birth defect.  

Sacrifices are necessary for our nation’s 
fiscal health, but not at the expense of the 

health of moms and babies.
– DR. MARCIA FELDKAMP
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CUTS TO RESEARCH FUNDING STALL CRITICAL DIABETES RESEARCH 

FEATURING: Alan Schneyer, PhD, Research Professor, University of Massachusetts Amherst,  
Amherst, Massachusetts

DIABETES POSES 
PUBLIC HEALTH 
THREAT

As many as three million Americans may 

have type 1 diabetes (T1D)i and each 

year, more than 15,000 children and 

15,000 adults—approximately 80 people 

per day—are diagnosed with T1D in the 

U.S.ii T1D accounts for $14.9 billion in 

healthcare costs in the U.S. each year.iii

In T1D, a person’s beta cells, located 

within the pancreas, are destroyed by 

immune cells so they produce little or no 

insulin, leaving the patient dependent 

on insulin treatments for the rest of their 

life. Without insulin, sugar builds up in 

the blood, putting people at risk for 

serious health problems including heart 

attacks and strokes, kidney problems, 

circulatory defects that can lead to 

amputation, sores that don’t heal, and 

vision problems.

Effective treatments for patients with 

diabetes are the focus of many research 

labs across the country, but budget cuts 

and sequestration have significantly 

limited the work these labs can do, and 

in some cases have led to labs closing, 

halting important and potentially life-

saving research.

BUDGET CUTS 
THWART 
PROGRESS 
IN DIABETES 
DISCOVERIES

Dr. Alan Schneyer, a research professor at 

the University of Massachusetts Amherst, 

was the lead researcher at a National 

Institutes of Health (NIH)-funded lab at 

Massachusetts General Hospital where his 

discoveries could pave the way for new 

therapies for patients with diabetes.

Dr. Schneyer’s team identified a gene in 

mice that when turned off, allowed them 

to produce more beta cells than normal. 

Beta cells make insulin and are the cells 

that get destroyed in T1D or become 

dysfunctional in type 2 diabetes. 

When his $200,000/year grant wasn’t 

renewed, Dr. Schneyer had to close his 

lab and postpone his research. He later 

took a position at the Pioneer Valley 

Life Sciences Institute (PVLSI) and 

continued his research there with funds 

from PVLSI and another grant from NIH. 

But as funding continued to get more 

challenging, the diabetes program at 

PVLSI was abruptly terminated and he 

and his team were laid off.  

Dr. Schneyer, unwilling to slow progress 

on potential new treatments, spent six 

months working in borrowed space at 

UMass-Amherst where he had been an 

Adjunct Professor, before he obtained 

a new research grant from the Juvenile 

Diabetes Research Fund. His current 

funding is only sufficient for half-time 

effort and will run out on August 31, 2014. 

He has still not obtained NIH funding for 

his work, despite submitting a number 

of grants and finds himself spending 

less time in the lab pursuing effective 

therapies for diabetes and more time 

hunting increasingly elusive funding. 

Obtaining NIH grants to fund research has 

become a very difficult process. As Dr. 

Schneyer explained:

On average, a researcher has to write 

eight to ten grants to get one. The 

likelihood of a scientist with a highly-

regarded grant application successfully 

being awarded a grant has dropped 

from 31.5 percent in 2000 to an historic 

low of 16.8 percent in 2013.iv

FUTURE 
RESEARCHERS 
HAVE FEWER 
OPPORTUNITIES

The frustration of obtaining grants has 

turned many prospective researchers 

away from the field. In addition, because 

of budget cuts, university positions are 

fewer and harder to get.  Dr. Schneyer 

says the dwindling workforce means 

groundbreaking science that could be 

done, won’t be.

Under this tight funding, even with special 

assistance, younger scientists have a 

hard time getting started and often leave 

the field to pursue other opportunities. 

Even the brightest students see that the 

future is grim for employment and when 

they leave the field, it’s a significant loss. 

Nobody can predict what research could 

have led to life-changing cures. 

Any further reduction in biomedical 

research will reduce the general pool of 

knowledge from which all drug discoveries 

are derived. So while there may be some 

new drugs for a time, the pipeline of new 

discoveries will wither as people leave the 

workforce. Said Alan:

We are leaving tremendous opportunity 

on the table in the name of reducing 

government spending.  This means slower 

drug discovery and development. America 

leads when we invest in life-saving 

research and America loses when we 

don’t. 
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We are recommending students learn 
Chinese as there are currently more 

employment and training opportunities 
in China. Unless research funding is 

increased soon, China will eventually 
surpass the U.S. in scientific output.

– DR. ALAN SCHNEYER
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FUNDING CUTS HINDER CRITICAL HEMATOLOGY RESEARCH

FEATURING: Christopher Porter, MD, Assistant Professor, Children’s Hospital Colorado, Aurora, Colorado

Debra Newman, PhD, BloodCenter of Wisconsin, Milwaukee, Wisconsin

SEEKING CURES 
FOR BLOOD 
DISORDERS

Hematology is the study of blood in health 

and disease, including disorders of the red 

blood cells, white blood cells, platelets, 

bone marrow, and proteins involved in 

bleeding and clotting. Hematologists treat 

millions of Americans currently living 

with blood disorders including anemia, 

hemophilia, and deep-vein thrombosis as 

well as blood cancers such as leukemia, 

lymphoma, and multiple myeloma. Many 

of these disorders are deadly and costly, 

and federally funded research continues 

to be a major driver in the ongoing quest 

to develop new treatments and cures.  

Over the past several decades, federally 

funded hematology research supported 

by the National Institutes of Health 

(NIH) has yielded significant advances: 

chronic myeloid leukemia has become a 

manageable disease that is easily treated; 

children are routinely cured of acute 

lymphocytic leukemia; and new types of 

blood thinners can effectively treat and 

prevent heart attacks. 

One example of promising hematology 

research underway is work in the lab 

of Dr. Christopher Porter, a pediatric 

hematologist/oncologist at Children’s 

Hospital Colorado in Aurora. Christopher 

and his research team are using cutting-

edge tools to examine the entire genome 

and identify genes that, when “turned off,” 

sensitize leukemia cells to chemotherapy. 

“The goal of the work in my lab is to 

identify new strategies for treating 

children with leukemia that will improve 

what we’re doing now and change the 

way that we take care of these kids,” said 

Christopher. 

BRIGHT RESEARCH, 
BLEAK FUNDING 

While the research in Christopher’s lab 

and in hundreds of other labs across the 

country is incredibly exciting, the funding 

outlook isn’t as bright. Following a decade 

of flat funding for NIH, the agency’s 

budget was slashed by more than 5 

percent in 2013 as part of mandated 

federal budget sequestration. These cuts 

prevented NIH from funding approximately 

700 competitive research project grants or 

“R01s” that year.i  Christopher’s proposal 

was one such grant denied, despite 

promising preliminary results. As he 

explained:

My lab had been able to report exciting 

preliminary data with startup funding, 

but our institutional startup funds 

were starting to wane. We really needed 

supplemental funds to keep this project 

moving. While our initial application 

to NIH was scored high enough to have 

received funding in previous years, it was 

not within the current funding range. 

Another victim of sequestration is Dr. 

Debra Newman, an investigator at the 

BloodCenter of Wisconsin in Milwaukee 

whose research focuses on the activation 

of platelets, small fragments of blood 

cells that help blood form clots. Like 

Christopher, Debra’s application for 

a NIH research project grant has also 

been denied despite its being scored as 

competitive in the peer review process. 

Debra weathered periods of scarce NIH 

funding twice in the 1990s, but finds 

today’s environment to be much more 

severe. According to Debra: 

Most of the people I know have been 

affected – their research funding has 

decreased and, consequently, so has 

the size of their laboratories because 

they cannot afford to employ the same 

number of staff. Talented investigators 

have started to leave research and go on 

to other things because they can’t support 

a research operation without money to 

run it.

BAND-AIDS WON’T 
STOP BLEEDING

The American Society of Hematology 

recently launched a grant program 

designed to provide critical interim support 

to hematology researchers like Christopher 

and Debra who applied for competitive 

grants from NIH but were denied funding 

due to austerity. The awards, called “ASH 

Bridge Grants,” are intended to help 

“bridge” talented investigators to their next 

grant, supporting their efforts to gather 

additional data that will strengthen their 

federal research applications. 

While supplementary grant funding 

programs such as ASH’s are helpful, they 

in no way replace critical NIH funding that 

has been cut for hematology research. If 

NIH funding continues to be threatened, 

an alarming number of both new and more 

experienced hematology researchers will 

turn away from research careers, leaving 

precious scientific innovation at a standstill. 

As Debra explained: 

I think a more serious effect of the NIH 

cuts is on the desire of young people to 

enter into a career in scientific research. 

When young people see their mentors 

struggling to maintain a research 

operation, it makes it a less desirable 

career option. This will have long-term 

consequences for advancement of science 

in the United States. 

Debra has visited with her Members 

of Congress to discuss the importance 

of scientific research and NIH funding; 

however, she has observed a disconnect 

during her conversations. “Most of the 

lawmakersx I speak with in Congress appear 

to believe that scientific research and NIH 

funding really are important,” she said. “But 

the ability to get that funding approved 

and available to scientists has been difficult 

– their actions are oftentimes times not 

exactly in lockstep with their attitudes,” she 

said.



It’s my impression that lawmakers and 
the general U.S. population really do 
value scientific research, but we need 
people to actually provide us with the 

funds we need to do that research.
– DR. DEBRA NEWMAN
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SEQUESTRATION TAKES A BITE OUT OF PROMISING  
ORAL HEALTH RESEARCH

FEATURING: Dr. Peter Polverini, Dean Emeritus, University of Michigan, Ann Arbor, Michigan

Dr. Frank Scannapieco, Professor and Chair, University at Buffalo – SUNY, Buffalo, New York

Dr. Philip Stashenko, President and CEO, The Forsyth Institute, Cambridge, Massachusetts

OPPORTUNITIES 
LOST

The health of the mouth and surrounding 

craniofacial (skull and face) structures is 

central to a person’s overall health and 

well-being.i Treating oral health conditions 

is costly, with $110.9 billion in expenditures 

on dental services in 2012.ii Oral health 

disparities exist for many racial and ethnic 

groups.iii 

Future advances in health care depend 

on a sustained investment in basic 

research to identify the fundamental 

causes and mechanisms of disease, 

accelerate technological development 

and discovery, and ensure a robust 

pipeline of creative and skillful biomedical 

researchers. Relying primarily on funding 

from the National Institute of Dental and 

Craniofacial Research (NIDCR), dental, 

oral and craniofacial researchers are 

working today to create less invasive, 

cost effective and more efficient ways to 

improve oral health. Unfortunately, the 

recent federal austerity measures stymie 

innovation and further exacerbate the 

barriers to young scientists pursuing 

research careers.

According to Dr. Peter Polverini, Dean 

Emeritus at the University of Michigan and 

immediate past president of the American 

Association for Dental Research, 

sequestration had an immediate and 

noticeable impact.  

At my university, when the sequester 

hit, it was a game changer. Established 

faculty had difficulty getting grants 

renewed, new faculty hit a funding 

wall, and people employed at research 

laboratories were losing their jobs.

In actual dollars, NIDCR lost $23 million 

in funding in fiscal year 2013 and only 

$10 million of that was restored in fiscal 

year 2014.iv However, when adjusted for 

inflation, the NIDCR budget is 22 percent, 

or $75 million, less than it was in 2002, 

resulting in the lowest number of research 

grants awarded in 13 years.v

The University at Buffalo - SUNY is 

home to one of the country’s longest 

running Ph.D. programs in oral biology. 

Graduates of this program go on 

to become successful researchers, 

teachers, and administrators in dental 

schools.vi Recruitment of students to 

this program was long supported by 

the National Institutes of Health (NIH) 

“T-32” institutional training grant, which 

historically supported ten to twelve 

students. Last year, this training grant was 

cut by two thirds and the current funding 

only supports four students. According to 

Dr. Frank Scannapieco, Professor and Chair 

at the University at Buffalo – SUNY:

This is a troubling trend. What people 

don’t understand is a scientific career 

comes together over many years. It needs 

to be uninterrupted. Often, a post doc 

student is supported by a NIH grant and 

the ultimate hope is they become faculty 

and compete for grants. If a young 

person is unable to receive support early 

on their career, it is very difficult to 

regain that momentum because a career 

in research is built up over time.

FALLING BEHIND

At The Forsyth Institute—the only 

independent research institute in 

the United States specializing in oral 

healthvii—the federal austerity measures 

not only affected the recruitment of new 

researchers, but the support network on 

which those scientists rely. During the 

past year, Forsyth laid off approximately 

20 percent of its administrative staff. The 

loss of staff has slowed the progress of 

the Institute’s work linking oral disease 

to other systemic diseases, and its ability 

to exploit its unique knowledge of the 

oral microbiome for the development of 

new probiotics and other interventions to 

improve health. 

The layoffs, coupled with the intense 

international investment and competition 

for scientists are concerning to Dr. Philip 

Stashenko, president and CEO of Forsyth:

We are undergoing a period of intense 

international competition and other 

nations are investing heavily in science. 

The United States is losing its competitive 

advantage and in another five years we 

will have lost it.

Dr. Scannapieco continues, “Politicians 

don’t understand. Cutting the budget is not 

a game. Researchers are very thoughtful 

about how they are doing their work and 

planning years ahead. Additionally, the great 

expansion of the NIH budget has stopped. 

Now the infrastructure is built and there is 

no money to maintain it.”
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When the sequester hit, it was a game 
changer. Established faculty had 

difficulty getting grants renewed, new 
faculty hit a funding wall, and people 

employed at research laboratories were 
losing their jobs.

- DR. PETER POLVERINI
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REDUCTIONS TO HIV AND STD RESEARCH CARRY HIGH COSTS

FEATURING:  Carl J. Fichtenbaum, MD, Professor of Clinical Medicine, University of Cincinnati, College of 
Medicine, Cincinnati, Ohio 

A LIFELINE 
FOR THOSE 
WITH SERIOUS 
INFECTIONS

The Infectious Diseases Center (IDC) 

at the University of Cincinnati provides 

state-of-the-art care to individuals in 

Ohio, Kentucky, and Indiana through 

the application of clinical, educational, 

and research expertise. The IDC 

treats patients with a wide range of 

conditions from HIV, to bone infections, 

to Methicillin-resistant Staphylococcus 

aureus or MRSA—a deadly staph 

infection. It is a nationally recognized 

Center of Excellence for HIV care and 

is the only site in the tri-state region 

that provides a comprehensive program 

of primary and consultative care for 

HIV patients, treating roughly 1,800 

patients with HIV each year. The IDC is 

also the only program in the region that 

provides access to clinical trials and 

pharmaceutical studies. Members of the 

medical team at the IDC have received 

recognition such as the Best Doctors in 

America and Top Doctors in Cincinnati 

designations for their treatment of 

patients with infectious diseases. The IDC 

is a lifeline in the region for individuals 

with serious infections, as well as a 

source of hope to all for future therapies 

and cures. 

FEDERAL 
PARTNERSHIPS 
NECESSARY TO 
AN AIDS-FREE 
GENERATION 

The IDC relies heavily on an array of 

federal support to operate the three main 

components of its mission: treatment; 

education; and research. 

The IDC is an indispensable partner to 

the federal government in enabling care 

for those with HIV/AIDS and working 

toward a cure. This public-private 

partnership has been proven to work. 

For example, at the IDC in 1995, 157 

people died from AIDS compared to 27 

individuals in 2008 demonstrating how 

research into antiretrovirals through the 

ACTG has impacted lives.

LOST 
OPPORTUNITIES 
CARRY HIGH 
COSTS 

Dr. Carl Fichtenbaum is the principal 

investigator for the IDC’s ACTU. When 

considering the University of Cincinnati 

for employment, he placed great value in 

the institution’s federal grants portfolio. 

The University of Cincinnati ACTU has been 

funded by NIH/National Institute of Allergy 

and Infectious Disease (NIAID) since 1987, 

which has enabled it to draw top physician-

scientists and other talent. However, that 

funding stream has diminished over the last 

several years while the costs associated 

with conducting research have increased. 

As a result, the ACTU has shed 20 percent 

of the high-skill jobs once supported and 

is pursuing fewer lines of inquiry. Carl has 

had to pick and choose which studies to 

pursue, knowing that discarded research 

could have produced tangible outcomes 

for patients. As a nationally recognized 

top physician, had Carl opted to work 

elsewhere, not only would the research 

conducted at the IDC have suffered a loss, 

but so too would his patients. As Carl 

explained:  

As a result of NIH/NIAID funding 

reductions over the last few years, we 

have cut back our operations, hampering 

our ability to conduct clinical trials. 

We’ve gone from a staff of 15 highly 

skilled professionals to 12 in a short 

period. We can’t be as effective in 

enrolling patients as we were just a 

few years ago. Roughly one-third fewer 

patients are now enrolled in our studies, 

which slows down the progress of our 

research projects, and impedes our ability 

to help people.  

The IDC clinic is the only provider 

in the tri-state area to receive Ryan 

White “Part C” funds to 

provide clinical care for HIV. 

For many years, Ryan White 

programs, administered by the 

Health  Resources and Services 

Administration (HRSA), have not 

kept pace with the needs of rising 

patient  caseloads as new infections 

are diagnosed and people are linked 

to care.    

The IDC is a local performance site of 

the Pennsylvania/Mid Atlantic AIDS 

Education and Training 

Center (PA/MA AETC). The PA/

MA AETC is funded by HRSA and 

provides educational opportunities  

for health care providers of 

individuals with HIV infection.  

 

The AIDS Clinical Trials Unit (ACTU), 

which is the clinical and translational 

research arm of the IDC, is supported 

by the National Institute of Allergy 

and Infectious Diseases (NIAID) AIDS 

Clinical Trials  Group (ACTG) within 

the National Institutes of Health (NIH). 

The ACTG is the largest network 

of  expert clinical and translational 

investigators and therapeutic clinical 

trials units in the world. These 

investigators and units serve as the 

major resource for HIV/AIDS research, 

treatment, care, and training/

education in their communities.  

BUDGET REDUCTION 
IMPACT: AIDS CLINICAL 
TRIALS UNIT AT UNIVERSITY 
OF CINCINNATI 
 
+ Highly skilled support staff:
   Cut 20 percent 

+ Patients enrolled in clinical      
studies: Cut 33 percent
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Public research universities across the 

country, where much of the NIH budget 

is spent, are facing a perfect storm of 

declining federal and state support 

and rising financial need on the part of 

students. At the same time, discoveries 

for some of the most challenging health 

conditions are seemingly just out of 

reach. Despite a formal end to the recent 

recession, public universities continue to 

struggle to make ends meet. In its 2014 

budget, the University of Cincinnati cut 

$3.7 million, or 1.5 percent, from its general 

fund—a cut made on the heels of a $16.6 

million cut in 2013.i Carl conveyed that 

public research universities are not capable 

of backfilling resources lost to NIH funding 

reductions: 

Recognizing the value of our research 

to the community and the nation, the 

University of Cincinnati has provided 

$130,000 per year in additional support. 

However, it doesn’t close the gap. 

Policymakers are expecting universities to 

pick-up the slack, but they can’t fully.

Senior researchers at the ACTU fear that 

decreasing federal support for biomedical 

research and increasing competitiveness 

for grant dollars will discourage students 

and young investigators from pursuing 

careers in the field, causing irreparable 

damage to our nation’s long-term scientific 

competitiveness. “How will we attract and 

retain young investigators?” asked Carl. 

“Our current model is unsustainable.”  

The University of Cincinnati has 
provided $130,000 per year in 

additional [research] support. 
However, it doesn’t close the 

gap. Policymakers are expecting 
universities to pick-up the slack, 

but they can’t fully.
- DR. CARL FICHTENBAUM
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CUTS THREATEN DISASTER RESPONSE IN RURAL UTAH

FEATURING: Paulette Valentine, Director, Emergency Preparedness and Response Division, Southwest Utah 
Public Health Department, Saint George, Utah

The Southwest Utah Public Health 

Department, approximately 120 miles 

from Las Vegas, serves one of the fastest 

growing areas in Utah. Its borders 

include 40 incorporated cities and 

towns, one federally recognized tribe, 

ten state parks, one national forest, and 

two national parks. Paulette Valentine 

is the Director of the Emergency 

Preparedness and Response Division 

of the Southwest Utah Public Health 

Department which oversees the safety 

of 215,000 residents plus 3.5 million 

visitors a year in a 17,000 square mile 

rural region covering five counties. Since 

disasters do not recognize boundary 

lines, incorporating the federal, tribal, 

public, private and non-profit sectors 

in planning and response efforts is 

essential in keeping people safe.  

PUBLIC HEALTH 
GETS ATTENTION, 
POST 9/11

After the 9/11 terrorist attacks and the 

anthrax attacks of 2001, the federal 

government recognized the unique 

role of public health professionals 

in preparing for, responding to, and 

recovering from disasters. In 2002, the 

Public Health Emergency Preparedness 

(PHEP) program at the Centers for 

Disease Control and Prevention 

(CDC) was created. In the same year, 

the National Bioterrorism Hospital 

Preparedness Program—later Hospital 

Preparedness Program or HPP—was 

established to enhance hospitals’ ability 

to respond to a biological attack. 

Public health professionals know 

natural and human-made disasters can 

strike anywhere, anytime. In just one 

week in April 2013, terrorists attacked 

the Boston Marathon and a fertilizer 

plant exploded in West, Texas. When a 

health emergency strikes, local health 

departments like the Southwest Utah 

Public Health Department have a 

big job to do to keep people in their 

communities healthy and safe. The staff 

of the Southwest Utah Public Health 

Department, like their counterparts 

nationally, investigate disease outbreaks 

and contain their spread by advising 

local leaders when to close schools and 

other public places. They develop plans 

and hold preparedness drills to mitigate 

a wide variety of public health threats 

from a nuclear or radiological accident, 

to food contamination, to active shooter 

incidents or severe weather events. 

In order to help people prepare for 

emergencies, they educate the public 

about creating home and workplace 

emergency kits and how to protect 

themselves in an emergency; such as by 

wearing masks, drinking bottled water, or 

staying indoors. 

EMERGENCY 
WORKFORCE 
STRETCHED THIN

Funding for PHEP at its highest point 

in 2003 was nearly $1 billion. But just a 

decade later, austerity has taken its toll 

on the preparedness infrastructure. In 

2014, funding was cut to $640 million, 

and President Obama proposed a further 

decrease in 2015. HPP, administered 

by the Department of Health and 

Human Services Assistant Secretary for 

Preparedness and Response, was cut by 

one-third ($104 million) to $255 million 

in 2014. 

The Southwest Utah Public Health 

Department receives little local or state 

support for its emergency preparedness 

activities. In 2010, during the H1N1 flu 

pandemic, the agency had seven staff 

working on emergency preparedness 

and received $674,000 from the federal 

government. Today, they have only 

three fulltime employees and a budget 

of less than $430,000 dedicated to 

preparedness.

In 2007, the health department’s 123 

employees and community partners 

participated in a community-wide 

exercise to test the ability to vaccinate 

the public quickly against disease. Today, 

the total agency workforce has declined 

by 57 percent to 52 people. In many 

ways, the policymakers have become 

complacent about preparing for public 

health risks. As Paulette explained:

After 9/11, PHEP helped us to get all of 

public health up to speed and build the 

necessary infrastructure. However, as 

the workforce is cut, requirements and 

regulations don’t go away.

DIRE 
CONSEQUENCES

Cuts to HPP may require reducing the 

health department’s hospital preparedness 

coordinator to part-time. If that happens, 

“Years of planning will be lost. We are 

just getting to the point of having good 

medical surge plans,” said Paulette. 

“Without someone to coordinate with the 

hospitals, that capacity will be lost in an 

emergency.” The human consequences 

resulting from the lack of coordination 

could be dire. 

With such limited resources, Paulette is 

distressed that she and her staff can’t be 

in all the partner meetings where they 

should be. Many federal grants from 

the Federal Emergency Management 

Administration require public health to be 

included. With the current budget cuts, 

local health department staff can’t be 

everywhere they are needed. 

Emergency management partners have 

come to rely on the participation of the 

health department staff. As Marie Brooks, 

Emergency Manager for Iron County, Utah 

explained:

When it comes to public health issues, 

most emergency managers are 

completely unsure about where to 

start. Southwest Utah Public Health, 

through their emergency preparedness 

division, has helped both city and county 

emergency managers better understand 

how public health fits into our overall 

preparedness efforts.



We’ll do our best, we’ll try as hard as 
we can. But things will fall through the 
cracks and people will die, mostly the 
vulnerable, the elderly and little kids.

- PAULETTE VALENTINE

AUTHOR
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Rob Dotson, Emergency Manager for 

Enoch City, Utah worries about how the 

absence of his public health colleagues 

will affect safety in his community.  

“Without these people and the programs 

they oversee, our preparations would 

be incomplete and loss of life might be 

worse,” said Rob.

 

Cuts to federal emergency preparedness 

programs mean that communities are 

less prepared for emergencies and 

people are more vulnerable. What will 

happen when dedicated public health 

professionals like Paulette give their all 

in an emergency and it is not enough? 43



YOUR BRAIN ON A 
SKILLET

Dr. Don Read, a decorated Vietnam 

veteran and prominent colorectal 

surgeon in Dallas, was walking with his 

wife one summer evening. Within days, 

he was experiencing severe, flu-like 

symptoms. Soon, he was sleeping more 

than 20 hours a day. By week’s end, Don 

says, “both of my legs were paralyzed, 

both of my arms were almost paralyzed. 

I was sleeping 23 and half hours a day. 

I couldn’t talk. I couldn’t hear. I couldn’t 

write. All from a mosquito bite.”i

A mosquito had infected Don with the 

West Nile Vile virus (WNV). Symptoms 

typically include fever, headache, and 

fatigue, if they present at all. But Don’s 

case wasn’t typical. He was one of the 

less than one percent in whom the virus 

attacks the central nervous system. “Like 

putting your brain on a skillet, and frying 

it,” he said. 

For the rest of his life, Don will wear 

braces on both of his legs because of his 

“polio-like paralysis.” Still Don is grateful 

to be alive. He runs a support group for 

WNV survivors and educates the public 

about the disease, and how to prevent it. 

DEAD CROWS AND 
MOSQUITOS

WNV first appeared in the Western 

Hemisphere in the summer 1999, and 

New York City was ground zero. The 

rare virus infected crows and other 

birds, hundreds of which “fell dead from 

the sky.” Mosquitos fed upon infected 

birds’ blood, and passed the virus on 

to humans.ii Today, WNV is the most 

common mosquito-borne disease 

in America. An estimated 3 million 

Americans have been infected, with more 

than 16,000 neuroinvasive cases similar 

to Don’s, and almost 1,600 deaths in the 

United States.iii

The federal Centers for Disease Control 

and Prevention (CDC) works in concert 

with state and local health departments 

24/7 to prevent, detect, and control 

the growing risk of infectious disease 

outbreaks. Epidemiologists or “disease 

detectives” at the CDC and embedded in 

states and communities work on the front 

lines, investigating outbreaks like WNV 

and figuring out how to stop them.iv As Dr. 

Alexandra Levitt writes in her new book, 

Deadly Outbreaks: 

Their work typically occurs behind the 

scenes, unknown to the general public…

As a result, the importance of what 

they do may be overlooked, and their 

jobs may be endangered by budget cuts, 

especially at times of recession and belt-

tightening.v 

Personal responsibility goes a long way 

in preventing WNV infection—covering 

your skin, avoiding outdoor activity 

at dawn and dusk, and wearing insect 

repellent. But there’s only so much any 

one individual can do. It falls to the 

government to monitor the disease 

and coordinate the response. As such, 

epidemiologists and laboratory scientists 

at the federal, state, and local level play 

an indispensible role in our health and 

security. 

WEST NILE 
FORGOTTEN, BUT 
NOT GONE

As WNV spread rapidly across the county, 

Congress provided essential funding for 

health departments to build capacity to 

monitor and prevent it through CDC’s 

Epidemiology and Laboratory Capacity 

(ELC) grant program. At its peak in 

2002, federal ELC grant funding for 

WNV was $35 million; starting in 2006, it 

precipitously declined. During 2009-2011, 

fewer than 1,000 annual WNV cases were 

reported in the United States. “As the 

incidence declined, so too did concern 

about WNV among the media, the 

general public, the research community, 

and policymakers,” said Dr. Stephen M. 

Ostroff.vi By 2013, federal funding for 

WNV was only $9.4 million.  

Findings from a Council of State and 

Territorial Epidemiologists (CSTE) 

assessment of state and select local health 

departments on vector borne disease 

surveillance capacity in 2012 show that the 

epidemiology, laboratory, and mosquito 

monitoring capacity built at the state and 

local levels for WNV with ELC funding has 

eroded since last assessed in 2004.vii 

According to Dr. Ostroff, “such 

complacency had serious ramifications 

when a nationwide resurgence of [WNV 

occurred in 2012.” Don’s hometown of 

Dallas, Texas was one of the most severely 

affected, with 173 cases of West Nile 

neuroinvasive disease, 225 cases of West 

Nile Fever, and 19 deaths.viii

Studies show that in Dallas, the rapid 

increase in human cases tracked closely 

with growth in the number of mosquitos, 

fueled by warmer winters and more 

precipitation. But the eroding public health 

infrastructure may have also played a role, 

as in the absence of government funding, 

some programs have been eliminated and 

others scaled back.ix Indeed austerity in the 

end costs more:

The cost of surveillance and preventive 

efforts are likely to be less than the costs 

associated with responding to major 

[WNV] outbreaks, as evidenced by the $8 

million in estimated [WNV]-related health 

care costs and $1.6 million for aerial 

spraying [in Dallas] combined with the 

significant burden of illness, disability, 

and death.x

As Dr. Donald R. Hopkins of The Carter 

Center notes, “the struggle between 

humans, microbes…is long and ever-

changing, but never ending.”xi The 

data show that WNV—as are other 

infectious diseases—is predictable in 

its unpredictability. The current fiscal 

environment undermines the public health 

infrastructure, and the scientists who are 

trying to keep up.

YEARS OF DIVESTMENT ERODE WEST NILE VIRUS INFRASTRUCTURE

FEATURING: Dr. Don Reed, Dallas, Texas
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Findings from a Council of State and Territorial Epidemiologists (CSTE) assessment of state and select local health departments on 

vector borne disease surveillance capacity in 2012 show that the epidemiology, laboratory, and mosquito monitoring capacity built at 

the state and local levels for West Nile Virus (WNV) with Epidemiology and Laboratory Capacity (ELC) grant funding from the Cen-

ters for Disease Control and Prevention (CDC) has eroded since last assessed in 2004.xii

Specifically:

The majority of these health departments indicate they lack sufficient epidemiology, laboratory and mosquito surveillance person-

nel to rapidly detect and respond to a new mosquito-borne disease threat. 

Once conducted by all mainland states, less than half now monitor bird mortality—important since birds are often the first sign of 

WNV—and fewer states conduct mosquito surveillance, compared to 2004.xiii  

Those that do, set fewer traps and do not test as many mosquito pools compared to years past.xiv

With states having cut back on mosquito surveillance, active surveillance for human disease and laboratory testing for WNV and 

other vector-borne viruses, ArboNET—a national surveillance system managed by CDC and state health departments that maintains 

data on human and veterinary disease—has also been compromised.  This comes at a time when the need for a robust system is high: 

2012 was one of the most intense WNV seasons since 1999, with 2,873 cases of neuroinvasive disease and 286 deaths reported (see 

graph). 

The threat of dengue outbreaks is growing with an average of 492 imported cases detected in more than 30 states annually 2010-

2012.xv In 2013, local dengue transmission was documented in Florida, Texas and New York State.xvi 

Chikungunya virus transmission was documented in the Americas for the first time.xvii
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ESSENTIAL TO 
SURVIVAL

For the past 50 years, state newborn 

screening programs have been effectively 

identifying and providing appropriate 

follow-up for the four million infants 

born in the United States annually. Each 

American newborn receives a blood 

screen within 48 hours to identify genetic 

or metabolic disorders. More than 12,000 

babies have a positive result. When 

treated immediately, serious long-term 

health consequences such as intellectual 

disability, organ damage, and even death 

are avoided—consequences that often 

result in millions of dollars in medical 

expenses.i Indeed, early detection, 

diagnosis, and intervention are essential 

to a child’s survival.

Severe Combined Immune Deficiency 

(SCID) or “bubble boy disease” is one 

of the most critical of the roughly 200 

immune deficiency disorders. SCID 

requires immediate treatment, usually 

with a bone marrow transplant, to avoid 

serious and life threatening infections 

such as pneumonia, meningitis or 

bloodstream infections within the first 

few months of life.ii 

SCID is the most serious primary 

immunodeficiency disorder—an 

undiagnosed baby dies of SCID every 

week—and yet, until recently it had not 

been included on the core panel for 

universal screening of all newborns in the 

United States.iii In 2010, the Secretary of 

the Department of Health and Human 

Services (HHS) approved the unanimous 

recommendation of an Advisory 

Committee to add SCID to the panel of 

disorders that states should identify and 

provide follow-up treatment as part of 

their newborn screening program. 

When the new test was piloted in 

Wisconsin, a baby named Dawson was 

born in Edgar, Wisconsin; population 

1,400.  He had SCID; was identified 

through newborn screening; received a 

bone marrow transplant, and today is 

cured.  As his mother told the Secretary’s 

advisory committee, 

It’s scary to think that if Dawson had 

been born just 6 months earlier, he 

might not be with us today… A drive 

from our home takes only about 2 hours 

to Minnesota, or Michigan, or Iowa, or 

Illinois. None of those states currently 

screen for SCID. What if we chose to live 

just two hours away? We would not have 

our beautiful son, Dawson.

FUNDING 
CONSTRAINTS 
STALL PROGRESS

Three years later, a child’s birthplace too 

often determines whether or not they 

will be screened for SCID. Since being 

added to the recommended panel in 

2010, SCID has only been incorporated 

into the newborn screening programs of 

twenty states (see map).  At current levels 

of state involvement, nearly 1.4 million 

babies born this year will not be tested. 

Funding constraints caused by budget 

cuts, including sequestration, have stalled 

progress. Only increased federal funding 

can help states speed adoption.

Unfortunately, since 2010 the principal 

federal funders of newborn screening—

Centers for Disease Control and 

Prevention (CDC) and Health Resources 

and Services Administration (HRSA)— 

have seen core budget cuts of 15 percent 

and 22 percent, respectively. These 

agencies lack the resources to enhance 

state laboratory infrastructure and 

provide initializing services that increase 

the successful implementation of SCID 

through pilot studies in state newborn 

screening programs. With just a few 

million dollars in seed funding, states 

could develop the appropriate laboratory 

infrastructure and program capacity 

for newborn screening. This funding 

would ultimately lead to self-sustaining 

screening programs for SCID and would 

provide a model for future newborn 

screening tests that are developed. The 

absence of this minimal federal support 

means that more babies born with SCID 

will not be detected and that they and 

their families will experience the significant 

treatment expense–and tragedy—that is 

associated with SCID.

A DISGRACEFUL 
STATE OF AFFAIRS

There is a better way, and it involves the 

investment of modest amounts of federal 

funding. But as long as budget constraints 

continue, families are left with no reason 

to expect any improvement in the rate at 

which states successfully include SCID in 

their newborn screening programs.  

Fred and Vicki Modell of the Jeffrey Modell 

Foundation—named in honor of their 

son, who died from complications of a 

genetic condition—led the fight for SCID’s 

inclusion in the newborn screening panel. 

The Modells have dedicated their lives to 

early diagnosis, meaningful treatments 

and, ultimately, cures to genetic conditions 

through newborn screening and research. 

According to Fred:

11,000 babies were born in the United 

States on the day I testified before the 

Secretary’s Advisory Committee in 2010. 

Today, more than three years later, 3,800 

of them will be born in the states that still 

do not screen for SCID. They will be the 

unlucky ones. They will not be diagnosed, 

treated, often cured and at least have a 

chance at life.
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FAMILIES PAY THE ULTIMATE PRICE OF AUSTERITY 
BABY’S BIRTHPLACE DETERMINES NEWBORN SCREENING FOR SCID 

FEATURING: Dawson, Edgar, Wisconsin

Vicki and Fred Modell, Co-Founders, Jeffrey Modell Foundation
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 The fact that our self-imposed fiscal 
calamity would let babies die who can be 

cured is a sad and disgraceful state of 
affairs, unworthy of the United States of 

America.
-VICKI MODELL
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CDC’S DIVISION OF
TUBERCULOSIS ELIMINATION 

CDC supports health departments in all 50 states, 10 big cities, Washington, 
D.C., Puerto Rico, the Virgin Islands, and other territories through cooperative 
agreements for TB control and laboratory support. Funding levels are set using 
a formula that considers case numbers, complexity, laboratory workload, 
and training needs. Five of these grantees also serve as regional training and 
technical assistance centers. Through these cooperative agreements, CDC 
protects Americans from tuberculosis (TB), including drug resistant TB. Federal 
funding for TB has fluctuated over the years and when adjusting for inflation has 
markedly eroded by 21 percent over the past decade.i

TB ON THE RISE

Tuberculosis, or TB as it is commonly 

called, is a disease of the past...right? 

Not necessarily. Antibiotics changed the 

treatment of the disease dramatically in 

the 1940s and the decades since, yet TB 

is still very much a public health concern 

in the United States, and is increasing in 

some populations.     

  

The 50,000 residents of Grand Forks, 

North Dakota faced an outbreak of TB 

beginning in 2010 and continuing into 

2014, resulting in 27 people infected. In the 

decade prior to 2010, the number of TB 

cases typically reported in the community 

ranges from zero - two per year. Because 

the rates of infection had been so low, 

routine testing and surveillance activities 

had been limited to high-risk settings, 

such as shelters and correctional facilities. 

Health care providers were unaccustomed 

to seeing TB in their practices, and 

skills such as contact investigation and 

familiarity with treatment protocols were 

limited to just a few staff members at the 

local health department. 

Because of the eroded public health 

infrastructure, the TB outbreak took 

the community largely by surprise. The 

majority of Grand Forks’ cases occurred 

in the fall of 2012, and the local health 

department was faced with ramping 

up a robust response with limited 

resources and a federal budget for TB of 

a mere $6,000, which had already been 

exhausted for that year. The financial 

resources needed to deal with the large 

TB outbreak – estimated to be more than 

$2 million – were provided by local and 

state agencies that responded swiftly and 

collaboratively to protect the community. 

More than 1,800 people were screened 

for TB, and 60 people were placed on 

preventive therapy for latent TB infection. 

Numerous contacts were lost to follow up 

during the lengthy investigation period 

and remain untreated. 

Complicating the situation was a 

nationwide shortage of both the materials 

for TB skin testing, and isoniazid, the 

most commonly used drug for treatment 

of TB. The North Dakota Department 

of Health filled the gap by reallocating 

TB medications and testing supplies 

from other communities and tapping 

into the state’s general fund to pay for 

housing, food, and incentives to make 

sure homeless families remained in 

isolation while infectious and took their 

medications, which were delivered daily 

by public health nurses. Treatment can 

last for up to one year, and the side effects 

from the medications often cause patients 

to stop taking them. Additionally, the 

population affected was also experiencing 

homelessness, poverty, alcohol or drug 

abuse, making treatment adherence a 

greater challenge.

ALL HANDS ON 
DECK

The Division of TB Elimination at Centers 

for Disease Control and Prevention (CDC) 

is responsible for allocating grants to state 

health departments, who in turn provide 

funding to local health departments based 

on the number of TB cases historically in 

the community. The Grand Forks Public 

Health Department has seen their federal 

funding for the TB program level funded for 

the past five years. “The local investment 

to keep TB in check just keeps increasing 

exponentially,” according to Debbie 

Swanson, a public health nursing supervisor.   

RESPONDING TO A TUBERCULOSIS OUTBREAK IN THE FACE OF 
LIMITED RESOURCES  
CUTS TO CDC FUNDING PLACES COMMUNITIES AT RISK  

FEATURING: Debbie Swanson, Nursing and Nutrition Supervisor, Grand Forks Public Health Department, 
Grand Forks, North Dakota
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Federal investments in provider training, 

surveillance programs, maintenance 

of drug and testing material supplies, 

and public health infrastructure build 

the capacity necessary to protect local 

communities from age old diseases such as 

TB and prevent the development of drug 

resistant strains. This investment is needed, 

even in states where TB case rates have 

historically been low.  

 

Unfortunately, the erosion of funding 

for this federal program left the health 

department largely on their own in 

responding to the outbreak. CDC did 

dispatch an “epi-aid” team and provided 

public health technical assistance several 

times during the extended outbreak. 

However, no direct financial assistance 

was available from CDC to help sustain the 

intense efforts needed to manage such 

a large response in a small community. 

“It was ‘all hands on deck’ for a close to 

a year for the Grand Forks Public Health 

Department,” according to a public health 

nurse involved in the TB response. 

RISKS REMAIN

While the crisis may be over for now, health 

department officials expect TB to make a 

comeback, and return in a more virulent, 

drug resistant form. The strain of TB in the 

outbreak is already resistant to one drug, 

and related cases have occurred in other 

communities in North Dakota.  According 

to Debbie, “we are doing what we can to 

share our experiences with other public 

health officials and bring more knowledge 

of TB to the health care community, but it’s 

a challenge to keep up.” 

The North Dakota Department of Health 

worries that TB will show up in western 

North Dakota, where congregate housing 

to support the booming oil industry is 

prevalent and workers are very mobile. The 

public health infrastructure in western North 

Dakota is not nearly as prepared to deal with 

a TB outbreak. Their resources are already 

stretched thin.

We are doing what we can to share our experiences 
with other public health officials and bring more 

knowledge of TB to the health care community, but 
it’s a challenge to keep up.

- DEBBIE SWANSON
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ACTING FAST IN 
TIME OF CRISIS

At 2:56 pm on May 20, 2013, a category 

F5 tornado touched down in Moore, 

Oklahoma.  During its 40 minutes on the 

ground, the tornado carved a 17 mile path 

of destruction through the town, killing 25 

Oklahomans and injuring 377 in its wake. 

Preliminary cost estimates of the damage 

were in the billions. 

Kelly Baker of the Oklahoma State 

Department of Health was on the ground 

for at least a week, registering deaths and 

issuing new birth certificates to survivors 

so they could begin the process of re-

establishing their identities and rebuilding 

their lives. Kelly and her colleagues could 

more easily respond to families’ needs 

in real-time because of electronic birth 

and death registration systems. “Because 

we’re electronic, we were able to go on 

site with laptops, log directly into the 

system, ask interview questions of victims 

to identify who they were, and issue a 

certificate within 1-2 minutes,” said Kelly. 

“Victims need their birth certificates fast, 

because those displaced by a tornado 

need it to receive government support.”

This was a marked difference from 

her experience before the systems 

modernization, when a similar F5 Torando 

hit Moore in 2003. At the time, Oklahoma 

was still processing paper-based vital 

records, manually and responding to 

families’ needs could take days.

The electronic systems quickly provided 

accurate death reports to dispel 

erroneous field reports from media that 

overstated the death toll, and allowed 

Kelly and her team to quickly protect the 

identities of those lost, preventing further 

victimization by identity thieves. “We 

could link to electronic birth records and 

notify other states to lock down those 

records and protect the identities of 

deceased,” said Kelly. “This is extremely 

important because of the media, 

everyone knows the names of the victims 

and all their personal information is out 

there.” Use of valid birth certificates is one 

of the most powerful tools in the arsenal 

of criminals seeking to commit fraud.

The electronic death registration system 

will facilitate Oklahoma’s future disaster 

response planning. Kelly was able to 

quickly reconfigure the system to record 

tornado-related deaths so within hours, 

the medical examiner was able to report 

the deaths as tornado-related, even if the 

cause of death hadn’t been determined. 

“And now that records are flagged in 

system, we can compare deaths to past 

events for public health analyses and 

prepare emergency response in the 

future,” said Kelly. “Electronic makes it 

much easier to do that than with paper.”

SOME STATES 
STUCK IN THE 
PAST

Electronic birth and death registration 

systems improve planning, monitoring, 

and response at the state and local level 

by producing more, better, faster vital 

statistics. As Kelly explained:

In our office, it used to take us 75 

minutes per paper record to deal with 

amendments. In 2008, it took us 2,500 

man hours. But with electronic death 

registration systems, it now takes only 

two minutes per record and our man 

hours dropped to 166 in 2012. We’ve 

almost doubled the records we are able 

to amend because we have more time. It’s 

given us the ability to flex our resources 

and put them elsewhere. 

These systems also help the federal 

government monitor our nation’s health 

and reduce waste, fraud, and abuse in 

federal benefits programs. The goal is 

to have all states reporting births and 

deaths electronically to maximize the 

data’s utility to the federal government. 

Nevertheless, too many states and 

territories continue to rely on paper-based 

records, a practice which compromises 

the accuracy, timeliness, interoperability, 

and security of these data and the records 

themselves (see map). Within states with 

electronic systems, many haven’t the 

resources to expand technical assistance 

to, and maximize electronic death reporting 

by data providers, in particular, funeral 

directors and physicians. And some early 

adopters can’t modernize their systems 

to keep pace with new technology. Kelly 

worries about the future of her systems:

Systems age out very quickly. We started 

designing ours nine years ago, and we’re 

hitting the five year anniversary for our 

electronic birth registration system. When 

you hit 10 years, you have to think about 

upgrading or completely replacing the 

system. Technology is always evolving. It 

is resource intensive to keep up with new 

needs and new security requirements.

For decades, the states and territories 

have enjoyed productive partnerships with 

the National Center for Health Statistics 

(NCHS) in the Centers for Disease Control 

and Prevention (CDC) and other federal 

agencies. With federal support, states 

have made great strides in moving from 

paper to electronic reporting of vital 

events. However, as a result of federal 

austerity measures and severe state 

budget shortfalls, states and territories that 

had planned to upgrade and implement 

electronic systems have seen funding for 

these projects erode. States and territories 

need the federal government’s help to 

complete building a 21st Century vital 

statistics system. But as long as austerity 

continues, progress remains at a standstill. 
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Department of Health, Moore, Oklahoma
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SEQUESTRATION SLASHES TRAINING FOR SORELY NEEDED 
PRIMARY CARE PHYSICIANS

FEATURING:  Tim Starkey, MBA, FACHE, Great Salt Plains Health Center, Cherokee, Oklahoma

CONTROLLING 
COSTS, 
IMPROVING 
HEALTH

Primary care is the cornerstone of 

effective and efficient health care that 

meets the needs of patients, families, 

and communities. People who receive 

regular care from primary care providers 

are generally healthier than people 

only receive episodic care.i The federal 

National Health Service Corps (NHSC) 

program is focused on improving access 

to primary care providers for the nation’s 

underserved populations. The NHSC was 

created to “improve the delivery of health 

services to persons living in communities 

and areas of the United States where 

health personnel and services are 

inadequate.”ii 

Today the NHSC offers loan repayment 

to new providers who agree to practice 

in a federally-designated shortage area 

and scholarships to medical students 

who agree to serve in a shortage area 

after their residency program. By the 

end of 2013, 42 years after its founding, 

the NHSC had placed more than 

44,000 health professionals in shortage 

areas. NHSC clinicians have expanded 

access to high-quality health services 

and improved the health of millions of 

underserved people.iii

The NHSC is funded by the Health 

Resources and Services Administration 

(HRSA) within the U.S. Department 

of Health and Human Services. HRSA 

places NHSC personnel based on a 

scoring system that ranks areas by need 

– including physician to population ratios, 

infant mortality and other key health 

indicators. 

SEQUESTRATION 
HURTS RURAL 
AREAS

The need for these primary care 

physicians is particularly high in both 

densely populated cities and rural areas. 

One state with a particularly strong need 

for services provided by the NHSC is 

Oklahoma. Oklahoma has the second 

highest rate of death due to heart disease 

in the nation and is ranked seventh in the 

nation for cancer deaths.iv,v,vi,vii Despite the 

significant health needs, Oklahoma has 

shortages of both primary care physicians 

and public funds.viii 

Tim Starkey is the CEO of the Great Salt 

Plains Health Center in Cherokee and 

relies on the NHSC to recruit primary care 

providers to his center in rural Oklahoma. 

“This funding helps increase access to 

high quality health care,” said Tim. “With 

the NHSC, more people will be able to 

get the affordable care they need in their 

local communities.”

Unfortunately, federal sequestration 

cut federal funding of the NHSC by $15 

million, or 5.1 percent in 2014. This cut 

negatively affected hundreds of providers 

that had applied to work in a shortage 

area with the promise of loan  

repayment.ix As a result of sequestration, 

NHSC awards were denied in areas 

that had once been able to count on 

the program. Health centers, like Great 

Salt Plains, that had relied on the NHSC 

to recruit primary care providers to 

underserved communities suddenly saw 

their primary recruitment tool eliminated.x 

Tim and his health center were among 

those directly affected by budget cuts. As 

Tim explained:

Our health profession shortage area 

(HPSA) score is 14; this score has 

allowed the clinic to use the NHSC loan 

repayment program several times in 

the past five years alone to recruit 

providers. This time, Great Salt Plains 

Health Center was not one of the funded 

facilities. We simply provide as much  

care as our system can handle. Anything 

that takes financial resources away 

impacts the level of access to care we  

can provide.xi

IMPOSSIBLE 
CHOICES

Should sequestration continue, Tim isn’t 

sure how his center will absorb the cuts. 

He explained the impossible choices the 

organization is grappling with now: 

 

One of our physicians had asked Great 

Salt Plains Health Center to recruit a 

doctor to work as a partner here in 

Cherokee. After a year of looking, there 

was no doctor available to work in 

Medford. At that point, I decided to look 

for a Nurse Practitioner instead. Both 

the physician and practitioner were 

assured that they could apply and receive 

loan repayment through the NHSC; both 

providers were denied due to our HPSA 

score after the sequestration cut.

Rather than rein in costs, sequestration 

payment cuts to health care providers will 

reduce access to needed care, increase the 

risk that preventable health conditions 

will develop or worsen, and increase 

the chance that patients will ultimately 

require more intensive and expensive 

care.

I simply want to express the impact on 

rural health care in Northern Oklahoma. 

Future recruiting efforts will be much 

more difficult, if not impossible, without 

the availability of NHSC loan repayment. 

I urge Congress to do everything within 

its power to provide adequate funding for 

loan repayment programs through the 

NHSC.



Rather than rein in costs, sequestration 
payment cuts to health care providers will 
reduce access to needed care, increase the 

risk that preventable health conditions will 
develop or will worsen, and increase the 

chance that patients will ultimately require 
more intensive and expensive care.

- TIM STARKEY

AUTHOR
Association of Clinicians for the Underserved

SOURCES
i. “Key Facts: Poverty and Poor Health.”Health 
Poverty Action. N.p., n.d. Web. 27 Mar. 2014. http://
www.healthpovertyaction.org/policy-and-resources/
the-cycle-of-poverty-and-poor-health/the-cycle-of-
poverty-and-poor-health1/.

ii. “Mission and History.” Mission and History. U.S. 
Department of Health and Human Services - National 
Health Service Corps, n.d. Web. 22 Apr. 2014.

iii. “Health Resources and Services 
Administration.” Department of Health and Human 
Health Services . N.p., n.d. Web. 25 Mar. 2014. http://
www.hrsa.gov/about/budget/budgetjustification2013.
pdf

iv. American Cancer Society. Cancer Facts & Figures 
2010. Atlanta: American Cancer Society; 2010.

iv. Centers for Disease Control and Prevention, National 
Center for Health Statistics. Compressed Mortality 
File 1979-1998. CDC WONDER Online Database, compiled 
from Compressed Mortality File (CMF) 1968-
1988 Series 20 No. 2A, 2000 and CMF 1989-1998 Series 
20 No. 2E, 2003

vi. Centers for Disease Control and Prevention, National 
Center for Health Statistics. Compressed Mortality 
File 1999-2007. CDC WONDER Online Database, 
compiled from Compressed Mortality File 1999-2007 
Series 20 No. 2M, 2010.

vii. Newschaffer, C.J., Longjian, L., and Sim, A. (2010). 
Cardiovascular Disease. Remington, P., Brownson, R., 
and Wegner, M. Chronic Disease Epidemiology and 
Control (pp.383-428). Washington, DC: American 
Public Health Association.

viii. “Oklahoma health insurance.” Health Insurance 
Resource Center. http://www.healthinsurance.org/
oklahoma/ (accessed March 21, 2014).

ix. For a comprehensive description of community health 
centers see the Kaiser Family Foundation, Community

Health Centers: The Challenge of Growing to Meet the 
Need for Primary Care in Medically Underserved
Communities, March 2012

x. Redhead, C. Stephen . “Appropriations and Fund 
Transfers in the Patient Protection and Affordable Care 
Act.”Congressional Research Service. N.p., n.d. Web. 25 
Mar. 2014. http://www.fas.org/sgp/crs/misc/R41301.pdf

xi. “Recruit Providers.” Recruit Providers. N.p., n.d. Web. 
24 Mar. 2014. http://nhscjobs.hrsa.gov/external/sites/
index.seam?siteId=16900

55



SEQUESTRATION CLOGS PREVENTIVE MEDICINE RESIDENCY PIPELINE 

FEATURING: Linda Hill, MD, MPH, FACPM, Director of Preventive Medicine Residency, University of 
California San Diego, San Diego, California

STATE OF THE 
SPECIALTY

Both the Institute of Medicine and 

Council on Graduate Medical Education 

have reported on the need to train 

more preventive medicine physicians to 

strengthen the physician public health 

workforce. Preventive medicine residency 

training programs provide a blueprint 

on how to train our future physician 

workforce; physicians trained to zoom 

in on individual patient care needs 

and zoom out to the community and 

population level to identify and treat the 

social determinants of health. Preventive 

medicine physicians have a strong focus 

on quality care improvement and are 

at the forefront of efforts to integrate 

primary care and public health.

Despite the unprecedented national, 

state, and local need for properly trained 

physicians in population health, the 

number of preventive medicine residents 

is rapidly declining. Why? Preventive 

medicine residents are among the only 

medical residents whose graduate 

medical education (GME) costs are 

not fully supported by Medicare GME 

funding. Lack of federal support for 

preventive medicine residency training 

programs is hampering calls to train more 

preventive medicine physicians.

After reaching a high of nearly $10 million 

for preventive medicine residency 

training programs in 2010, today 

the Health Resources and Services 

Administration (HRSA) provides just 

$3.8 million to a handful of preventive 

medicine residency training programs 

across the country. The sharp decline 

in federal funding has been swift, and 

many residency training programs are 

struggling to survive. 

RESIDENTS, 
PATIENTS 
SUFFER UNDER 
SEQUESTRATION

One such program, the preventive 

medicine residency training program at 

the University of California San Diego 

(UCSD) directed by Dr. Linda Hill is facing 

a crippling budget crunch as a result of 

the complete loss of its HRSA grant due 

to sequestration.

The UCSD preventive medicine residency 

training program has a long-standing 

mission to expose all of its residents to 

community and underserved clinical 

settings. Its HRSA grant not only allowed 

the program to train more residents but 

proved critical in securing matching 

funds from community-based training 

sites. HRSA funds were used to cover 

50 percent of the training costs and the 

community-based training site would kick 

in the other 50 percent. According to 

Linda, with the loss of HRSA support:

I’ve been forced to dilute my teaching 

and research responsibilities and have 

quickly learned to become a fundraiser 

because without more funding our 

program will close. Spending more 

time raising funds and less time with 

my residents is not what’s best for our 

residents.

Linda’s unique challenge is that while 

community training sites value the skill-

set of preventive medicine residents, 

they do not have the financial strength to 

shoulder 100 percent of the training costs 

while the resident is with them. “No one 

has money to pay the full amount for my 

residents’ training costs. I am now training 

fewer residents than ever before. The 

private sector is not in a position to fully 

fund graduate medical education. The 

federal government supports all other 

residency programs; preventive medicine 

is the only specialty without either 

Medicare GME of full HRSA support,” she 

said.

Yet, training residents in community 

settings that serve underserved 

populations is central to HRSA’s mission 

and preventive medicine. According to 

Linda:

It’s unfortunate that loss of our HRSA 

grant will dilute our core mission. The 

needs of our underserved communities 

are real but we now have to tailor our 

program to the needs of our funders.

Veronica Villareal, one of Linda’s residents, 

was born in a low-income community 

on the border of Texas and Mexico and 

chose to go to medical school and then 

pursue residency training in preventive 

medicine. Having seen first hand the health 

challenges of underserved populations, she 

wanted to utilize clinical and population-

based medicine training to care for the 

vulnerable. She graduated in June and 

go on to provide care to patients at a 

community health center in a low income, 

largely Latino neighborhood, while also 

working at the UCSD student-run clinic 

teaching students how to identify and 

treat the needs of the underserved. It’s 

Veronica’s passion for the underserved and 

training in epidemiology, biostatistics, and 

how to develop and analyze community 

needs assessments that mark her as a 

preventive medicine physician and valuable 

asset to the UCSD medical community. 

“This country needs to train more residents 

like Veronica,” Linda said. “It would be a 

tremendous loss if the federal government 

turned its back on our specialty.”
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It would be a tremendous loss if the 
federal government turned its back on 

our specialty.
- DR. LINDA HILL
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BUDGET CUTS DISCOURAGE HIGHLY QUALIFIED PEOPLE 
FROM CAREERS IN PUBLIC HEALTH
ONLY PROGRAM DIRECTED TO PREPARING LAB SCIENTISTS TO END

FEATURING: Syreeta Miles, PhD, Los Angeles County Public Health Laboratory, Los Angeles, California

PUBLIC 
HEALTH LABS: 
PROTECTING 
THE HEALTH OF 
AMERICANS 

Public health laboratories—governmental 

laboratories working at the federal, state 

and local level to protect the health of 

Americans—monitor and detect health 

threats ranging from infectious diseases, 

such as avian influenza and dengue 

fever, to radiological and environmental 

contaminants, terrorist agents and 

genetic disorders in newborns. Equipped 

with sophisticated instrumentation and 

staffed by highly trained scientists, these 

unique institutions deliver services that 

may be unavailable or cost-prohibitive 

elsewhere.

In a single morning at an average 

state public health laboratory, bats, 

beach water, human specimens and an 

unidentified white powder arrive for 

analysis. Testing must be completed 

promptly because test results will assist 

health officials and health care providers 

to make life-saving decisions. Will the 

four-year-old girl who picked up a bat 

require vaccination for rabies? Is it safe to 

swim at the local beach? Did the critically 

ill hospital patient contract a new and 

deadly virus? Does the white powder 

found at the local bank represent a 

terrorist threat or an accidental spill of an 

innocuous substance? The public health 

laboratory will deliver the answers.

And when the state is hit by a hurricane, 

flood, or disease outbreak, this same 

laboratory will shift into emergency 

response mode, working long hours, 

often under difficult conditions, to handle 

a surge in testing while also maintaining 

regular laboratory services. Babies won’t 

wait to be born even during a hurricane.

DOORS OPEN TO 
LAB LIFE

Dr. Syreeta Miles had never considered 

the possibility of working in a public 

health laboratory, until she applied for and 

was awarded a fellowship opportunity as 

a public health microbiologist at the Los 

Angeles County Public Health Laboratory, 

where Legionnaires’ disease, a highly 

infectious illness spread through airborne 

water droplets, was sickening patients at 

a local nursing facility. Within a month of 

her arrival as a Research Fellow, Syreeta 

found herself collecting samples from 

the air conditioning unit, water fountains, 

showers, and sinks at the nursing facility, 

and testing them to identify infected 

areas of the building. Her hard work 

contributed directly to halting the 

outbreak. With the test results in hand, 

nursing facility staff performed a hyper-

chlorination process in areas that required 

disinfection, and the crisis abated. 

For Syreeta, working on the outbreak 

was a highlight of her fellowship 

experience; experience that she continues 

in her current position where she is 

implementing new and faster tests to 

speed detection of foodborne outbreaks. 

Eventually she aims to become the 

director of a public health laboratory.i

For 19 years, the Association of Public 

Health Laboratories (APHL) and 

the Centers for Disease Control and 

Prevention (CDC) have partnered to 

provide career opportunities in public 

health laboratory science to young 

scientists such as Syreeta through the 

Emerging Infectious Diseases (EID) 

Laboratory Fellowship Program. Alumni 

from the fellowship program have 

gone on to top leadership positions 

in governmental health laboratories, 

including the Director of the North 

Carolina State Laboratory of Health and 

the Director of the Colorado Department 

of Public Health and Environment. 

They also have become the Chief of 

Biodefense, the Chief of Bacterial Disease, 

the Primary Investigator for Rabies, 

the Research Scientist in Virology, the 

Research Scientist in Mycobacteriology, 

and the Research Scientist in Bacteriology, 

to name a few examples.ii

Demand for the program and the fellows 

remains high—in 2013, over 375 applicants 

applied for entry into the prestigious 

program, and many CDC, state, and local 

public health laboratories seek to host a 

fellow. Yet only 14 were placed in labs due 

to limited federal funding.iii

Now—as a direct result of federal austerity 

measures—federal funding for the program 

will be eliminated as of July 1, 2015. APHL 

and CDC have identified limited internal 

funding to support one-year fellowships for 

five scientists out of 325 applicants to keep 

the program going. Beyond July, the future 

of the fellowship program is in jeopardy.iv

LOSS OF FELLOWS 
IS LOSS FOR 
PUBLIC’S HEALTH

The mission of the fellowship program 

is straightforward: to train and prepare 

scientists for careers in public health 

laboratories and support public 

health initiatives related to infectious 

disease research. The loss is equally 

straightforward: Of the 493 participants 

in the program over nearly two decades, 

more than one-third were hired to work 

at CDC, or in a state or local public health 

department. For the 105 research fellows 

at the post-doctoral level, the percentage 

entering the field of public health was even 

higher at 50 percent.

EID Laboratory Fellows performed vital 

work for their host laboratories. Through 

their experience, these fellows have 

developed a real time polymerase chain 

reaction (PCR) test used a recent mumps 

epidemic; established the method to 

prepare samples at the beginning of the 

2009 H1N1 influenza epidemic; sequenced 

tuberculosis samples for faster and more 



accurate results; assured the accuracy 

of influenza molecular testing; and 

completed an analysis of hospital and 

commercial laboratory training needs 

to guide state emergency preparedness 

outreach and training activities.v

These highly technical and specialized 

activities share a single goal: to keep 

US Americans healthy and safe by 

preventing and controlling health threats. 

When told of the elimination of funding 

for the EID Fellowship Program, Syreeta 

responded:

How will we recruit highly qualified 

people into public health? There is 

a serious shortage of laboratory 

professionals, and this is the only 

program out there that directs lab 

scientists into public health. If we don’t 

have the EID Fellowship Program, what 

do we have?vi

Our environment is continually in flux. 

New and deadly diseases take a ride on 

a plane and arrive in the U.S. in hours; 

contaminants leak or spill into our 

water, air and soil; flooding, drought and 

severe heat cause endemic diseases to 

reemerge; and terrorist attacks loom 

as a threat. Meanwhile 4 million babies 

are born each year, all requiring prompt 

screening for genetic and metabolic 

disorders to prevent lifelong disability or 

death.

Public health laboratories must confront 

these evolving threats while also 

maintaining time-critical services like 

newborn screening. This is their job: lives 

are at stake. But they cannot meet this 

obligation without highly qualified staff 

who can quickly respond as new hazards 

arrive on our doorstep. Ultimately, 

training public health laboratory 

professionals is not about them, it’s 

about us. 

TWO PROGRAMS IN ONE: TRAINING OF LAB 

SCIENTISTS, PUBLIC HEALTH RESEARCH

Before its termination, the Emerging Infectious Diseases (EID) Laboratory 

Fellowship Program offered a one-year program designed for bachelor’s 

and master’s level scientists, with emphasis on the practical application of 

technologies, methodologies, and practices related to emerging infectious 

diseases, and a two-year program designed for doctoral level scientists with 

an emphasis on research of infectious diseases. 

For the one-year program, fellows were placed in local, state, and federal 

(CDC) public health laboratories for advanced infectious disease laboratory-

related training. A specific objective-based curriculum was developed 

for each fellow focusing on: vaccine-preventable diseases, drug-resistant 

pathogens, molecular methods, vector-borne or zoonotic diseases, 

foodborne and waterborne illnesses, sexually transmitted diseases, imported 

infections, computer and systems support, applications of vector or animal 

control, and diagnostic testing methods and instrumentation. 

Postdoctoral Fellows for the two-year program were placed in local, state, 

and federal (CDC) public health laboratories to conduct applied research 

in areas relevant to public health, including development and evaluation 

of diagnostic and subtyping techniques, antimicrobial sensitivity and 

assessment of mechanisms of resistance, principles of vector or animal 

control, and improved methodologies for environmental sampling, testing, 

and evaluation.vii
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