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The AJPH Special Section
on The Future of Public

Health

> 3 See also The 1988 IOM Report, pp. 461 and 467-500.

Paul C. Erwin, MD, DrPH
University of Alabama at Birmingham
AJPH Associate Editor

n 2023, AIPH issued a special call for

I articles on the impacts of the 1988 Insti-
tute of Medicine (now National Academy of
Medicine) report The Future of Public Health
(FOPH; https:/bit.ly/3uX6l89) and the 2003
follow-up report The Future of the Public’s
Health in the 21st Century (FOPH21; https:/
bit ly/3vdYent) on contemporary public
health practice. We were interested in per-
spectives on the positive impacts of these
reports, as well as the unintended conse-
quences. Equally, we wanted to understand
what system recommendations went
unheeded and what recommendations
were missing from these reports.

This special section begins with Tilson's
editorial “Celebrating 35 Years of

Progress: The Past as Prologue to The
Future of Public Health” (p. 467), providing
the history and context leading up to the
1988 FOPH report. As one of the very few
surviving (and still very active!) original
members of the Institute of Medicine
Committee, Tilson's contribution is critical
for future generations to understand why
the FOPH work was needed, and thus
why it produced the recommendations it
did. Following this, Baker (p. 489) focuses
on the many programs and activities that
were either directly or indirectly a result
of the FOPH and FOPH21 reports, with
particular emphasis on the impact of the
reports on the Centers for Disease Con-
trol and Prevention (CDC).

Shortcomings of the reports are
pointed out by Fielding (p. 476), especially
the inattention to the greatest public
health threat we now face: climate
change. Although the FOPH can hardly
be faulted for that failure, as 1988 was
the same year that NASA scientist James
Hansen presented the first global warm-
ing models to Congress, FOPH21, pub-
lished in 2003, completely missed this
opportunity.

Brownson and | (p. 479) provide a
report card on contemporary public
health in light of the FOPH and FOPH21
reports and recommendations in
describing the good (areas of significant
progress), the bad (where progress is

Continued on page 454...
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26 YEARS AGO

Creating the Future of
Public Health

The future of public health is notin a
crystal ball somewhere; it is not some
pre-determined fate that we live out.
Instead, as APHA Past President Dr Bill
Foege often says, we create the future
of public health together. We have the
capabilities to create the future we
want in our society-and, indeed,
throughout the world. To accomplish
this, we must engage the publicin
public health. ... [A]s we move forward
and create the future of public health
together, let us remember the values
that brought us into public health in
the first place and not be afraid to
articulate them, even in unfavorable
political climates—to articulate them
with passion, with courage, and with
persistence.

From A/PH, February 1998, p. 189

32 YEARS AGO

The Future of Public
Health

For all of the jubilant comparisons of
health status today with morbidity and
mortality trends in the early 1900s,
most Americans now agree that seri-
ous impairments of the health services
system persist. ... These developments
have injected such new urgency into
the debate over the future of organized
public health that the arguments for
improving state and local public health
services are no longer coming just
from public health practitioners, health
advocates, and the other usual propo-
nents of community-oriented health
and medical services. The business
and industrial community-recognizing

Editor's Choice

Erwin
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lagging), and the ugly (where there are
strong warning signs and harms) in cur-
rent public health practice. Calling for a
shift in “our thinking about public health
toward its value as a common good
rather than a commodity,” the editorial
identifies several ideas for actions to
address the “bad” and the “ugly.”

McGowan et al. (p. 486), representing
the American Public Health Association’s
recently established Alliance for Disease
Prevention and Response, surmise that
although the goals of the FOPH and
FOPH21 reports were “laudable” and
remain relevant and necessary, they are
still largely aspirational. They report on
the distillation of many recent reports
and recommendations on improving the
public health system—including The
Bipartisan Policy Center's Public Health
Forward: Modernizing the US Public Health
System (https://bit.ly/43fOJAR), CDC Foun-
dation'’s “Lights, Camera, Action” (https://
bitly/4c7P7Fz), and The Commonwealth
Fund Commission on a National Public
Health System report, “Meeting America’s
Public Health Challenge” (https://bit.ly/
43bWqYW)—and identify key lessons
that will lead to action steps in the Alli-
ance's Campaign for the Public's Health.
Such lessons include the need to center
communities in the work of public health,
recognizing that the shift from health
inequities to health equity will require a
broader consideration of partnerships
and an expansion of what we currently
consider as the social determinants
of health.

In Keck and Bialek (p. 471), current
public health students can quickly see
what they are learning across multiple
courses: the 10 Essential Services, the
Three Core Functions, the Academic
Health Department, Public Health Perfor-
mance Standards, and Public Health
Accreditation, to name a few. Like Fielding
and Baker, Keck and Bialek also identify
shortcomings of the reports, including the

Editor's Choice  £rwin

failure to recommend a true national pub-
lic health system.

Baciu and Martinez (p. 495) provide a
current view on the two reports. (Note
that both Baciu and Martinez served as
Institute of Medicine staff on the FOPH21
Committee.) On the heels of the COVID-
19 pandemic, their statement that public
health is still in disarray because of insuf-
ficient and sporadic funding for public
health functions and because of a lack of
both public and policymaker awareness
is particularly important given their orga-
nizational attachment. They highlight the
numerous recent reports on the US pub-
lic health infrastructure—similar to
McGowan et al., as noted earlier—that
not only underscore systems issues iden-
tified in FOPH and FOPH21 but reiterate
the message that public health is more
than the domain for governmental public
health agencies. A call for a renewed
focus on partnerships, including between
public and private sectors and between
public health practitioners and communi-
ties, suggests a path to better realizing
the connections between democracy and
health.

As one who began his public health
career in 1988, in leading this special
issue focus | am reminded of one of my
favorite passages in “Little Gidding,” the
fourth of T.S. Eliot's Four Quartets (New
York, NY: Houghton Mifflin Harcourt;
1943):

We shall not cease from exploration
And the end of all our exploring
Will be to arrive where we started
And know the place for the first
time.

Yes, there is still much to celebrate in
the FOPH and FOPH21 reports, and
still work to be done for the next genera-
tions of public health academicians and
practitioners. 4JpPH

DOI: https://doi.org/10.2105/AJPH.2024.307639

the value of comprehensive public
health services to economic growth
and development-calls for drastic
improvements not just in schools and
training programs but in water quality
management, maternal and child
health programs, and community
nutrition services.

From A/PH, January 1992, pp. 21-22

34 YEARS AGO

Public Health’s Promise
for the Future

The public health enterprise has
been greatly enhanced by the recent
report of a comprehensive examina-
tion of its organization and practice.
Considered a “landmark” study, the
Institute of Medicine’s (IOM's) report
The Future of Public Health was com-
pleted and published in 1988. ... The
IOM report reinforces the importance
of constituency building as a successful
means of competing for resources and
as a process for establishing policy pri-
orities. Hence, fundamental to achiev-
ing the promise of public health is the
establishment of reciprocal relation-
ships with the public. This point was
emphasized in a recent article on pub-
lic hospitals. Using California as an
example, the authors, Emmott and
Wiebe, concluded that public hospitals
as “safety nets” for the poor and unin-
sured are seriously threatened
because they lack the resources to do
the job. In their opinion, any short,
intermediate or long-term reversal of
resource allocations is dependent
upon how successfully their urgency
can be communicated to the public. . ..
Public health advocacy in these matters
and public health's ability to stimulate
public support are important enhance-
ment activities toward achieving its
promise for the future.

From AJPH, August 1990, pp. 909-910
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Gender Identity and
Ethnoracial Disparities
in Conversion Effort

Exposure

® Jack L. Turban, MD, MHS, Chase T. M. Anderson, MD, MS, and Joanne Spetz, PhD
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onversion efforts, sometimes re-
Cferred to as “conversion therapies”
or “reparative therapies,” are attempts
to force sexual and gender minority
(SGM) people to be cisgender and het-
erosexual. They can be roughly delineat-
ed into sexual orientation conversion
efforts (attempts to change a person’s
sexual orientation) and gender identity
conversion efforts (attempts to change
a person’s gender identity); however,
there is substantial overlap with these
practices.’

Conversion efforts have been labeled
dangerous and unethical by all major
relevant professional organizations in-
cluding the American Medical Associa-
tion, American Psychiatric Association,
American Academy of Pediatrics, Ameri-
can Psychological Association, and
American Academy of Child and Adoles-
cent Psychiatry.” They have been consis-
tently linked to adverse mental health
outcomes, including suicide attempts 2™
In addition to the mental health burden
they create, they also have a substantial
negative economic impact. A recent
analysis estimated that, when associat-
ed harms such as substance use and

suicide attempts were taken into ac-
count, conversion efforts had a total an-
nual economic burden of $9.23 billion in
the United States.” A recent indepen-
dent expert report from the United
Nations called for the practice to be
banned worldwide.”

GENDER IDENTITY AND
ETHNORACIAL
DISPARITIES IN EXPOSURE

A new study by Tran et al.° adds yet an-
other potential harrowing consequence
of conversion efforts—exacerbation of
ethnoracial and gender identity mental
health disparities. The authors of this
study used data, collected between
2019 and 2021, from more than 9000
participants from the Population Re-
search in Identity and Disparities for
Equality (PRIDE) study, a large nonprob-
ability sample of SGM people in the
United States. The survey included
questions regarding lifetime exposure
to conversion efforts, age of first expo-
sure, and period of time between first
and most recent exposure.

OPINIONS, IDEAS, & PRACTICE A]p“

They found that 5.7% of participants
overall were exposed to conversion
efforts, and there were substantial dis-
parities, with ethnoracially minoritized
transgender and nonbinary (TNB) (prev-
alence ratio [PR] = 2.16; 95% confidence
interval [Cl] = 1.62, 2.86) and White TNB
participants (PR = 1.57; 236; 95%
Cl'=1.30, 1.92) having greater preva-
lence of lifetime exposure when com-
pared with White cisgender participants.
Given the strong link between conver-
sion effort exposure and adverse men-
tal health outcomes, it is likely that these
practices are contributing to the dra-
matic mental health disparities experi-
enced by these populations. The results
point to the need for continued re-
search that will lead to targeted inter-
ventions to support each intersectional
minoritized group.

THE US LEGAL AND
POLICY LANDSCAPE FOR
CONVERSION BANS

Despite the many deleterious conse-
guences of conversion efforts, only
about half of US states have banned the
practice through legislation or executive
order.” Increasingly, researchers are ex-
amining legal epidemiology (the study of
how laws impact public health) and poli-
cy determinants of mental health
among SGM people 8 For instance,
recent difference-in-differences causal
inference analyses have linked state
marriage equality laws to decreases in
rates of suicidality among adolescents®
It has been hypothesized that the causal
pathway of this relationship includes the
implicit statement of social acceptance
and support of SGM people, thus reliev-
ing stress that may be faced by SGM
adolescents.® Conversely, laws permit-
ting denial of services to SGM people

Editorial

Turbanetal.
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Editorial

have been found to cause an increase
in adverse mental health outcomes.®

An implication of the study by Tran
et al. is that conversion effort bans may
mitigate the disparities in conversion ef-
fort exposure identified in their study.
Other research has found benefits to
conversion effort bans. For example,

a recent difference-in-differences analy-
sis linked conversion effort bans to
decreases in rates of running away and
suicidality among TNB individuals.? It is
essential that clinicians and researchers
continue to share relevant data with
lawmakers and their constituents to
promote evidence-based public policy,
which has a dramatic potential to im-
prove SGM mental health outcomes on
a large scale. Public education cam-
paigns with constituents may be particu-
larly fruitful, as research has shown that
state policymakers are less influenced
by scientific data for health policy issues
that have been similarly politicized (e.g.,
abortion policy and substance use dur-
ing pregnancy policy)."°

Another important finding from the
study by Tran et al. is that the median
age of first exposure to conversion
efforts was 18.4years. The high rates of
exposure to conversion efforts during
adulthood are made particularly clear
by the study's Kaplan-Meier curve exam-
ining age of first exposure (Figure 1in
Tran et al.f). Unfortunately, most state
bans on conversion efforts only cover
minors, which may be insufficient to fully
prevent the harms of this practice. Fu-
ture public policies should consider ban-
ning this practice across the lifespan to
protect public health.

Public health experts should also be
aware of the evolving legal landscape re-
garding conversion effort bans. A recent
decision from the US Court of Appeals
for the Eleventh Circuit ruled that two

Turbanetal.

conversion effort bans in Florida were
unconstitutional because of their al-
leged infringement of free speech."”
This perspective diverges from opinions
from the US Courts of Appeals for the
Third and Ninth Circuits, which upheld
the constitutionality of similar bans,
based on states’ long history of regulat-
ing professional practice and states' in-
terest in preventing dangerous practices
by licensed professionals.'? Given this
circuit split, it is likely that the question
may reach the US Supreme Court in the
relatively near future."?

It will be helpful for researchers to ex-
amine some specific questions before
the US Supreme Court takes on this
question. When it comes to First
Amendment analysis, it becomes impor-
tant that laws be sufficiently “narrowly
tailored” to achieve a state's interest (in
this case, preventing the harms of con-
version efforts). The decision from the
Eleventh Circuit Court of Appeals raised
concern that the Florida conversion ef-
fort bans were too broad, as they
banned both aversive conversion efforts
(e.g., shock therapies) and nonaversive
conversion efforts (e.g,, talk therapies)."”
The decision goes on to express con-
cern that the negative impact of nona-
versive conversion efforts specifically
has not been adequately studied.”” As
with other past studies, this study by
Tran et al. did not evaluate the modali-
ties of conversion efforts to which peo-
ple were exposed, an important area of
focus for future research, so that this
guestion can be answered for the
courts. That being said, a strong argu-
ment could be made that the courts
may concerningly ask for researchers to
evaluate narrower and narrower sub-
types of conversion efforts, which could
create an impossible-to-reach scientific
threshold.

CONCLUSION

As public health experts continue their
work to identify the causes of and com-
bat SGM mental health disparities, doc-
umenting the harms of conversion
efforts and expanding the body of re-
search related to their adverse impacts
should continue to be prioritized. This
new study by Tran et al. adds yet anoth-
er reason that states have a compelling
interest in banning conversion efforts—
to combat gender and ethnoracial men-
tal health disparities. As experts commit-
ted to improving public health, it is es-
sential that we continue work to prevent
these practices, given their dramatic ad-
verse public mental health, economic,
and health disparity impacts. 4JPH
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A substantial body of evidence
demonstrates the effectiveness of

syringe service programs (SSPs) in pre-
venting the transmission of infectious
disease in people who inject drugs
(PWID). The evidence is particularly
strong with regard to HIV but is some-
what mixed for hepatitis C virus (HCV)
unless an SSP is combined with opiate
substitution therapy.' In a systematic
review, Platt et al.? noted differences
between Europe and the United States
in the efficacy of SSPs for preventing
HCV. In Europe, high SSP coverage was
associated with a 76% reduction (risk
ratio [RR] = 0.24; 95% confidence inter-
val [ClI]=0.09, 0.62) in HCV incidence
versus in North America, where no
significant reduction was observed
(RR=1.25;95% Cl = 0.63, 2.46).
Although selection bias and heteroge-
neity in the operationalization of inter-
vention exposure may account for
some of the observed continental dif-
ference, the authors point out the
need to better understand variation in
social, economic, and political factors
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on the two continents that may also
affect SSP operations.

In the April 2024 issue of AJPH,
Facente et al. add to our understand-
ing of the impact of SSP funding in the
United States and the potential influ-
ence of social and political factors
on funding levels. From their cross-
sectional survey of SSPs operating in
the United States between February
and June 2022, the authors found that
the median annual SSP budget of all
programs was $100 000, which was
more than $300000 below the re-
quired estimated minimum costs of
running a small (i.e., 250 clients) com-
prehensive SSP. Importantly, funding
levels varied by urbanicity, with rural
budgets meeting only 5% of the re-
quired operating costs compared with
suburban and urban programs, which
met 23% and 46% of the costs, respec-
tively. Furthermore, Facente et al. found
that SSPs operating in counties with a
higher percentage of people voting Re-
publican compared with other parties
in the 2020 presidential election had

significantly smaller operating budgets
(adjusted mean difference = -$80 890).
Although the authors acknowledge that
further research is needed on the rela-
tionship between political orientation
and SSP support, these observations
are consistent with the experience in
the majority Republican and rural state
of West Virginia.

IMPORTANCE OF
PUBLIC SUPPORT

The case of the Kanawha County Health
Department SSP in Charleston, West
Virginia, highlights how the role of pub-
lic opinion can influence policy and, in
this case, lead to the absence of avail-
able needs-based SSPs in a community.
Briefly, in 2018, the Kanawha County
SSP was shut down after its service to
the community became a heated politi-
cal issue, with some community leaders
professing beliefs that the exchange
promoted drug use, increased crime,
and caused needle litter in public
places.* After its closure, public health
researchers noted increased risks of
contracting HIV and HCV,* and HIV
cases climbed over the next two years.”
The nearby city of Huntington in
Cabell County, West Virginia, faced simi-
lar public backlash.” In an effort to keep
its program open, a compromise was
reached with local leaders® that in-
volved a requirement for service users
to show a form of identification and dis-
tribute syringes on a one-to-one basis,
which is less effective than needs-
based exchange.* Although the Centers
for Disease Control and Prevention
concluded that these restrictions con-
tributed to an HIV outbreak,® many of
these restrictions were adopted in a
West Virginia law passed in April 2021.4
This law included fines of up to $10 000



for programs violating any of the
restrictions, thereby complicating al-
ready stretched SSP budgets.” Some
existing syringe exchange programs in
West Virginia closed after this law was
enacted,”’ and at least one additional
bill was introduced during the 2024 leg-
islative session to make SSPs complete-
ly illegal in West Virginia.®

Public opinion reflected in the state
legislature may, therefore, present an
opportunity for health education on
SSPs, with certain subgroups of the
population likely to be more influential
than others. One such group is law en-
forcement agents, who typically deal
with PWID on a routine basis. Indeed,
we have found that even if public policy
permits SSPs with needs-based ex-
change, law enforcement support is a
critical factor in maximizing SSP
effectiveness.

KEY ROLE OF LAW
ENFORCEMENT SUPPORT

Previously, we conducted a qualitative
study with program directors, law en-
forcement agents, and PWID attending
SSPs in West Virginia to determine the
barriers and facilitators to using SSPs.
A prominent theme in our findings was
the legal conundrum created by para-
phernalia laws that criminalize syringe
possession and SSP provision of equip-
ment to be used for illicit activities. This
quandary contributed to confusion
among many law enforcement agents
and variable policing behaviors that
resulted in some PWID being cited for
possessing syringes, clean or used, that
they had received from an SSP.7 In a re-
lated quantitative study, we found that
72% of respondents cited fear of arrest
as a key barrier to using a clean syringe
during every injection.'® Thus, the abili-
ty of SSPs to meet the public health

goals of reducing infectious disease
and overdoses likely is compromised in
the absence of law enforcement sup-
port. However, the presence of law en-
forcement support transcends merely
supporting the harm reduction goals of
SSPs. Previous research has also shown
that such support can facilitate the en-
actment of legislation authorizing sy-
ringe exchange in conservative areas.
In 2016, North Carolina became the
first state with a Republican supermajor-
ity to pass legislation supporting SSPs."”
Key to this legislation was the law
enforcement community's appreciation
of the harm reduction goals of SSP.
Although somewhat contested, this
appreciation was garnered through
negotiating with and educating law en-
forcement personnel about the compre-
hensive services offered by SSPs and
the fact that SSPs can minimize expo-
sure to infectious diseases secondary to
an accidental needlestick injury imposed
on those in direct contact with PWID.
The findings in North Carolina are con-
sistent with our qualitative research in
West Virginia? and with more recent
work in rural areas of Kentucky.'? How-
ever, law enforcement education alone
may not be sufficient for legislative suc-
cess. In the case of North Carolina, the
SSP educational component helped se-
cure the legislative support of a Republi-
can sponsor who was a former chief
of police."" Still, authorization for SSPs
was negotiated and added only as an
amendment to the main text of the bill,
which restricted public disclosure of
body camera footage."

UNLOCKING SYRINGE
SERVICE PROGRAM
SUPPORT

Based on the experiences in Kentucky,
North Carolina, and West Virginia, we
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suggest that future research focus on
health education of law enforcement
agents as a pathway to promoting the
authorization and sufficient funding of
SSPsin rural areas. However, research
must also recognize the legislative and
political trade-offs that may be required
to secure SSP authorization. At a mini-
mum this education should emphasize
the shared goal of facilitating entry into
treatment and the occupational health
benefits of reducing exposure to blood-
borne pathogens, both for PWID and
law enforcement. Because law enforce-
ment agents are important members of
the public, especially in rural areas, they
are in a prime position to influence opi-
nions about SSPs among the general
public, who may view syringe access as
promoting illicit activity instead of keep-
ing PWID safe with a goal of facilitating
entry into treatment and reducing risks
for those who serve them. Thus, garner-
ing the support of law enforcement may
be the key to unlocking higher SSP bud-
gets, which Facente et al.® found to be
associated with higher levels of syringe
distribution and other harm reduction
functions. 4JpPH
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very May, schools and programs of
E public health across the country
hold commencement ceremonies that
introduce a new cadre of public health
professionals into the workforce. This is
a time of both celebration of and reflec-
tion on the learning, both in the class-
room and in practice-based settings
(https://bitly/43rZIXS). These newly
minted public health professionals will
join or rejoin, as the case may be, the
ranks of the public health workforce in
academia; community-based settings;
local-, state-, and tribal-level health
departments; federal public health
agencies; nonprofit and for-profit orga-
nizations; and private foundations.
They will become public health practi-
tioners and advocates, researchers,
coordinators, nurses, doctors, social
waorkers, and a whole host of other
occupations that may not be readily
evident as public health-related
occupations.”

Against the backdrop of this achieve-
ment is the recognition that these grad-
uates join the public health workforce
during a crucial period. Understanding
the current public health landscape
that these graduates enter requires
recognizing two types of force. First,

since the 1988 release of the first IOM
(Institute of Medicine; renamed Nation-
al Academy of Medicine in 2015) report
on the future of public health (https://
bit.ly/3TcUpZ1), the public health work-
force has been both a tool of and key
to the evolution of public health infra-
structure in the United States. Second,
since the onset of the COVID-19 pan-
demic, those who graduate with a de-
gree in public health are joining the
workforce at a time when social, politi-
cal, economic, technological, and envi-
ronmental forces have coalesced to
undermine trust in public health agen-
cies and magnify failures while minimiz-
ing successes. Thus, the strides made in
strengthening our public health work-
force, the challenges that it faces mov-
ing forward, and efforts to overcome
these challenges to secure our public
health infrastructure merit reflection.

PUBLIC HEALTH
WORKFORCE AS
INFRASTRUCTURE

As summarized in several articles in
this issue of A/PH, the 1988 and 2003
IOM reports marked dramatic evolu-
tions in the conceptualization and
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strengthening of the public infrastruc-
ture across local-, state- and federal
agencies. As noted by Baker (p. 489), the
1988 report laid the groundwork for
reining in the “disarray” and “variability in
the range of services provided by local
health agencies across the nation” and
moving toward a cohesive system of
public health in the United States. By
enumerating the three core functions
and the 10 essential public health ser-
vices, public health leaders were, in fact,
documenting the range of services pro-
vided by public health workers—the
bedrock of our entire public health sys-
tem. Simultaneously, although they rec-
ognize public health workers as the
foundation of all successful public health
action, these early reports also identified
the need for initiatives to enhance the
technical as well as the leadership and
management skills of the existing public
health workforce. As noted by Gebbie
during this time, the “current public

G ON ‘7LL 'IOA '720C AeN HdIV

health workers were originally hired for
entry-level positions for which a specific
skill was essential, and which did not
require a general perspective."2%¢0)
Since this time, several efforts at mul-
tiple levels have had varying effects on
the professionalization of the public
health workforce. For the earlier gener-
ation of public health employees, train-
ing and skills development coupled
with leadership training were viewed as
requisite for developing public health
leaders. More recently, increases in
undergraduate and graduate public
health education have made inroads
into strengthening the public health
workforce.® However, these efforts
alone will not ensure either our public
health workforce or our public health
enterprise. For graduates entering the
public health workforce, sought after
and desirable public health agencies
461
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will be those that offer competitive
wages and benefits, productive working
conditions (e.g., flexible work sche-
dules), increased opportunities for ca-
reer advancement and promotion, and
greater employee empowerment.*

MODERN CHALLENGES
FOR A MODERN
WORKFORCE

Despite the progress and efforts in
strengthening our public health work-
force and agencies over these past
40years, the events and movements of
the past four years have clearly exacer-
bated gaps and inadequacies in our pub-
lic health system. Public health graduates
are emerging into a workforce that is be-
ing shaped, and hopefully reshaped, by
the COVID-19 pandemic; the rise of the
Black Lives Matter movement, which high-
lights the need to dismantle the deep-
rooted structural racism that permeates
our social systems; the climate change cri-
sis; the opioid overdose epidemic; the
gun violence epidemic; and the surge in
mental health challenges facing adoles-
cents. These issues call for public health
workers to be able to take on bolder
initiatives and collaborations to untangle
the complex web of social determinants
that influence health. Clearly, a public
health workforce that is only able to pro-
mote a single program, intervention, or
siloed effort to address a given health
concern will not be able to achieve health
equity and justice. Rather, bold thinking
and bold solutions will be required to at-
tain social justice and health equity.

OPPORTUNITIES
AND SOLUTIONS

As summarized by Baciu and Martinez
(p. 495), “Developments and innovations
in cross-sector partnerships and the
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role of communities” show promise in
moving the needle on achieving health
equity. These are exactly the types of
bold initiatives that have the potential
to create synergies of positive impact
across partner agencies and sectors to
reduce barriers to accessing health care
and related social services and drive
structural change to promote health
equity. To this end, and as described by
Baciu and Martinez, our future public
health workforce must have the under-
standing and skills, as well as be empow-
ered to facilitate collaborations with
private- and public-sector organizations
and between partner agencies (e.g.,
housing, transportation), to enact the
types of equitable solutions that can
produce population-level benefits to
health and well-being.

Baciu and Martinez also promote the
integration of civic engagement in pub-
lic health. Enabling community mem-
bers to play an active role in using their
resources to promote health equity
and social justice will require active
engagement in the political process.
Whether via voting, volunteering, or
grassroots community engagement,
future public health professionals will
need to be able to understand the
political processes that shape public
health policy. Moreover, they will need
to be capable of capacity building in
community organizations so that com-
munity members can become transfor-
mative agents in their own right.

Public health training has evolved to
strengthen our public health institu-
tions. Yet, what was previously done
or is currently being done may not be
what will work to secure our public
health and well-being moving forward.
Our public health workforce needs
both training and power to develop
and enact ideas—big and bold—to
shape a public health system that
works for all. 4JpH

CORRESPONDENCE

Correspondence should be sent to Farzana
Kapadia, PhD, MPH, New York University, School
of Global Public Health, 708 Broadway, Room
729, New York, NY 10003 (e-mail: farzana.
kapadia@nyu.edu). Reprints can be ordered at
http://www.ajph.org by clicking the “Reprints” link.

PUBLICATION INFORMATION

Full Citation: Kapadia F. Our public health work-
force, our future: a public health of consequence,
May 2024. Am | Public Health. 2024;114(5):
461-462.

Acceptance Date: February 22, 2024.
DOI: https://doi.org/10.2105/AJPH.2024.307644

CONFLICTS OF INTEREST

The author has no conflicts of interest to
disclose.

REFERENCES

1. Krasna H, Venkataraman M, Robins M, Patino |,
Leider JP. Standard occupational classification
codes: gaps in federal data on the public health
workforce. Am | Public Health. 2024;114(1):48-56.
https://doi.org/10.2105/AJPH.2023.307463

2. Gebbie KM. The public health workforce: key to
public health infrastructure. Am J Public Health.
1999;89(5):660-661. https://doi.org/10.2105/AJPH.
89.5.660

3. Leider JP, Yeager VA, Kirkland C, et al. The state
of the US public health workforce: ongoing chal-
lenges and future directions. Annu Rev Public
Health. 2023;44:323-341. https://doi.org/10.1146/
annurev-publhealth-071421-032830

4. Yeager VA, Wisniewski JM, Amos K, Bialek R. What
matters in recruiting public health employees:
considerations for filling workforce gaps. Am J Pub-
lic Health. 2015;105(12):e33-e36. https://doi.org/
10.2105/AJPH.2015.302805



Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.



Looking Back: The
Changing Landscape
of Abortion Care

in Louisiana

Mayra Pineda-Torres, PhD, and Yana van der Meulen Rodgers, PhD

ABOUT THE AUTHORS

Mayra Pineda-Torres is with the School of Economics, Georgia Institute of Technology,
Atlanta. Yana van der Meulen Rodgers is with the Labor Studies and Employment
Relations Department, Rutgers University, New Brunswick, NJ.

ccess to abortion, a health care
Aservice already long under siege
from opponents, became even more
tenuous as a result of widespread shut-
downs and shelter-in-place orders dur-
ing the COVID-19 pandemic. Service
providers also experienced adverse
effects, including shortages of personal
protective equipment to ensure the
safety of essential workers. COVID-19's
introduction into an already restrictive
landscape of abortion policies intensi-
fied the barriers that providers and
communities faced, disproportionately
impacting Black and Hispanic abortion
seekers.'

In August 2021, Roberts et al. pub-
lished a research article in A/PH show-
ing that pandemic-related lockdowns
and legal restrictions led to a 31% de-
cline in the number of abortions per
month in Louisiana but an increase in
the likelihood of obtaining a second-
trimester abortion.? In this editorial, we
examine how COVID-19 and the Dobbs
decision have impacted abortion ser-
vices in Louisiana since the publication
of this influential article. Concerns
raised by Roberts et al. about the nega-
tive effects of clinic closures have only
grown since their prescient study.

COVID-19-RELATED
IMPACTS ON ABORTION
SERVICES IN LOUISIANA

COVID-19 exacerbated the barriers
people face in trying to access or prac-
tice abortion care. Across the country,
social distancing requirements and the
lack of childcare in the midst of school
shutdowns placed limits on staffing
capacity and the number of patients
that clinics could schedule. Already
experiencing a hostile legal environ-
ment before the pandemic, clinics in
Louisiana faced additional threats as
the state joined 12 others in designat-
ing abortion services as “nonessential”
early in the pandemic.® Officials argued
that restricting abortions would free up
medical supplies and personnel by
postponing elective procedures until
the end of the crisis. The COVID-19
abortion bans were designed to reduce
the number of abortions or force peo-
ple out of state for abortion services,
further adding to the monetary and
time costs of obtaining an abortion.
Abortion is a time-sensitive service
both in terms of health and in terms of
legal restrictions. Forcing those who
are pregnant to delay an abortion may
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endanger their physical health if the
individual has a high-risk pregnancy or
has complications from the procedure.
Even though abortion is very safe, com-
plications such as infection, hemor-
rhage, or uterine perforation are more
common in second-trimester than first-
trimester abortions.* Later or more
complicated abortions are also more
expensive and may entail more adverse
mental health effects.® Delays could
also extend the pregnancy to the point
of fetal viability (designated as 20 weeks
according to Louisiana law), after which
most states prohibit abortions except
to protect the life and health of the in-
dividual. The inclusion of abortion on
the list of nonessential services was le-
gally contested, with litigation in Louisi-
ana and most other states resulting in
abortion services remaining accessible.
Roberts et al. show that the monthly
number of abortions requested by Lou-
isiana residents in Louisiana clinics
declined by 31% during the pandemic
onset, with no evidence of an increase
in out-of-state abortions that could
compensate for this decline.? The tim-
ing of abortions also changed with the
likelihood of a second-trimester abor-
tion increasing. During the pandemic
onset, Louisiana had only three open
clinics, with only one or two of those
having available appointments in any
given month. This lack of service avail-
ability reflected a median wait time of
more than two weeks, higher than in
neighboring states. Louisiana also ex-
perienced a decrease in the proportion
of abortions that were medication
abortions (as opposed to aspiration
abortion services), which the authors
attribute to service availability in a facili-
ty that provided more aspiration than
medication abortions. The relative de-
cline may also be explained by the fact
that Louisianans were forced to delay
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procedures (as demonstrated by the
increase in second-trimester abor-
tions), likely pushing them past the
point at which medication abortion was
an option.

Subsequent evidence in Berglas et al.
indicates that Louisiana's decline in
abortions, delay in abortion timing, and
change in method were mainly concen-
trated among residents in areas where
abortion care was disrupted.® More-
over, subsequent data released by the
Guttmacher Institute indicate that the
percentage of Louisiana residents
obtaining abortions who traveled out of
state increased from 13% in 2019 to
21% in 2020.” These studies show that
Louisiana’s pandemic abortion ban
meaningfully disrupted people’s ability
to obtain abortions. As a result of the
Dobbs decision, disruptions in abortion
care have only worsened.

THE DOBBS DECISION
AND REPERCUSSIONS
FOR LOUISIANA

OnJune 24, 2022, the US Supreme
Court overturned Roe v Wade and most
aspects of Planned Parenthood v Casey
in the case Dobbs v Jackson Women'’s
Health Organization, which has left the
legality of abortion up to the states.
Before the Dobbs decision, most states
had already implemented a series of
state-level legal restrictions affecting
both abortion seekers and providers,
including parental consent for minors,
targeted restrictions on abortion
providers, mandatory pre-abortion
counseling, pre-abortion waiting
periods and testing requirements,
physician-only laws, restrictions on
medication abortion and telehealth,
and insurance bans.

These restrictions resulted in clinic
closures, fewer available appointments,
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and longer travel times and distances
to obtain an abortion.®'° They also
increased the monetary costs of abor-
tion, which is already an expensive pro-
cedure and relatively difficult to finance
for individuals with low incomes."" Fe-
deral and state restrictions on public
funding for abortion costs, including
the Hyde Amendment, further raised
the out-of-pocket costs of abortions
and increased the difficulty in accessing
services for individuals with low
incomes. Restrictions on private insur-
ance plans that included abortion ser-
vices had similar outcomes for abortion
accessibility and costs. Abortion restric-
tions also adversely impacted child
health, as shown in a comparison of
individuals who received abortions with
individuals who were denied abortions
because of state regulations: people
who were able to delay childbirth until
they had greater economic and emo-
tional security were able to raise their
children in relatively better economic
circumstances, with fewer indicators

of delayed child development.’?

The Dobbs decision allowed states
not just to restrict abortion but also to
ban abortion outright, even before via-
bility. As of January 2024, abortion has
been completely banned in 14 states,
including Louisiana, and banned at an
early gestational age in another two
states. Note that several organizations
have abortion law trackers, including
the New York Times, Center for Repro-
ductive Rights, Guttmacher Institute,
and Kaiser Family Foundation. Accord-
ing to the Guttmacher Institute,
Alabama, Arkansas, Idaho, Indiana,
Kentucky, Louisiana, Mississippi, Mis-
souri, North Dakota, Oklahoma, South
Dakota, Tennessee, Texas, and West
Virginia have all banned abortion, and
Georgia and South Carolina have imple-
mented six-week abortion bans."?

Many people must travel long dis-
tances to access abortion services.
Nationally, the mean travel distance
to access an abortion provider was
27.8 minutes before Dobbs and
100.4 minutes after Dobbs, with most of
the additional time incurred by people
living in and surrounded by ban states
in the South and Midwest, especially
Louisiana and Texas.'* Before the
Dobbs decision, 15% of reproductive-
age women lived more than one hour
away from an abortion provider; after
Dobbs, that share rose to 33%."*

In Louisiana, the average distance to
the nearest facility was 47 miles as of
May 1,2022."> However, a year later, in
the wake of the Dobbs decision, the
average distance for Louisiana resi-
dents increased to 456 miles—a
10-times increase in distance in one
year (Figure 1). The state government
further restricted access to abortion
inJune 2022 by making it a crime to
receive mifepristone, the first of two
drugs in a medication abortion, by mail,
even though the US Food and Drug Ad-
ministration had lifted restrictions on
mailing mifepristone. As a result of the
state’s restrictive laws, Myers predicts a
decrease in Louisiana's abortion rate of
29%'* (unfortunately, data on post-
Dobbs actual abortion rates for Louisi-
ana are not available).

Louisiana residents have never expe-
rienced such a detrimental decline in
access to abortion facilities as the one
they are currently experiencing after
Dobbs. Even during the COVID-19 pan-
demic, the average distance to the
nearest abortion provider remained
around 47 miles until the implementa-
tion of the state’s abortion ban. In prin-
ciple, people in Louisiana can obtain
abortion services in other states. How-
ever, given the restrictive abortion land-
scape in neighboring states, distance
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Note. Our own elaboration using information on county-level distance to the nearest abortion facility from Myers.'® The averages are weighted by the population
of women aged 15 to 44 years in the origin county.

acts as a barrier to abortion, dispropor-
tionately affecting individuals with low
incomes who lack the time and financial
resources to travel out of state. This
detrimental access to abortion is calcu-
lated to have “trapped” 23% of Louisi-
anian abortion seekers and to have
increased births by 3.2% in Louisiana
during the first six months of 2023.""

MOVING FORWARD

Distance does not provide the com-
plete picture of people’s ability to
obtain abortion services. After the
Dobbs decision, every state showed a
higher request rate of medication abor-
tion from a telemedicine service involv-
ing a licensed provider, with the largest
increase among abortion ban states.'®
Louisiana experienced the highest
increase in weekly requests, from

5.6 per 100000 female residents

(in September 2021-May 2022) to

14.9 (in June-August 2022), even
though Louisiana prohibits the use of
telemedicine to provide medication abor-
tions. Therefore, the inability to access
abortion services has obliged abortion
seekers to rely on self-managed abortion
with pills obtained online outside of the
formal health care system. Although self-
managed abortion with pills can be medi-
cally safe and effective, it may not be an
option for all Louisiana abortion seekers,
given financial constraints and the legal
risks of this alternative. Moreover, medi-
cation abortion, whether it be through a
telemedicine provider or self-managed,
is most effective early in pregnancy and
may not be safe or effective for many
later abortion-seekers.

A major political shift on abortion, at
either the state or the federal level, is
necessary but may take many years. In
the meantime, relaxing existing restric-
tions on medication abortions and in-
creasing advocacy efforts around

eliminating legislative roadblocks to
telemedicine delivery methods will go a
long way to getting people the treat-
ment they need. However, while
expanding access to medication abor-
tion is extremely important, some peo-
ple will still require or prefer in-clinic
care. The risk of avoiding a comprehen-
sive shift in abortion law is a greater
likelihood of individuals being unable
to access facility-based care or to self-
manage their abortions with pills; in-
stead, they may use other methods that
are ineffective and potentially unsafe."”
Fewer restrictions on medication abor-
tions will also support abortion provi-
ders doing this work by reducing the
various risks they face, including expo-
sure to the virus that causes COVID-19
and harassment at in-person clinics.
Such measures have the potential to
greatly reduce traditional racial, eco-
nomic, and geographic barriers to abor-
tion care. 4JPH
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he field of public health found
Tmuch to celebrate whenin June
2022 the Centers for Disease Control
and Prevention (CDC) published the
official request for applications for
funding public health agencies and
partners as part of implementation of
the nation's American Rescue Plan Act
of March 11, 2021 (Pub L No. 117-2).
The CDC stated:

COVID-19 has affected nearly every
aspect of healthcare and public
health, laying bare disparities and
gaps in some conditions and wors-
ening others. Public health agencies
need the capacity to regain their
footing in these areas and then
accelerate their efforts.”

In the published announcement, the
CDC further asserted:

This funding is a first of its kind, non-
categorical and cross-cutting [pro-
gram] intended to help meet critical
infrastructure and workforce needs
in the short-term; and it should also
make possible strategic investments
that will have lasting effects on pub-
lic health agencies across the United
States. To that end, it will support
strategically strengthening public

health capacity and systems related
to the workforce, foundational capa-
bilities, data modernization, and sup-
port from national public health
partners.’

To this member of the panel that pro-
duced the 1988 report of the Institute
of Medicine (IOM) The Future of Public
Health,? this legislation and its accom-
panying implementation also gave
pause for reflection on how far we have
come from the world of public health
before 1988. The announcements rep-
resent the fulfillment of 35 years of
work on the parts of thousands of col-
leagues (and friends) to implement the
recommendations of that seminal 1988
report. Now we can take as givens
what, in 1988, were only aspirations. It
is now generally widely accepted that
all communities must have the benefits
of a local public health system, which is
possible only if there is a local govern-
ment component with essential ser-
vices “which cannot be delegated”? (as
urged in the 1988 report). It is axiomatic
that these agents need to be trained
and competent in the foundational ca-
pabilities of public health (then only be-
ing proposed in visionary descriptions

THE 1988 IOM REPORT AIDI‘I

of a model agency and aspirational sug-
gestions for programs and services).

The current proposals clearly assume
that all agree that proper surveillance
and accountability require robust
computer-based systems and trained
statisticians and epidemiologists to
work them, rather than trying to envi-
sion a world with better information
collection and exchange (as described
in the 1988 report). They describe roles
and provide support for national public
health partners, which were only
strongly desired in 1988. And finally, of
course, they offer noncategorical fund-
ing, recognized in 1988 as a critical and
relatively absent tool for moving the
public health effort forward.

PUBLIC HEALTH
BEFORE 1988

To fully appreciate the enormity of this
sea change since 1988, it might be help-
ful to review the state of public health
that led up to the naming of the IOM
committee. The runup to that landmark

G ON ‘7LL 'IOA '720C AeN HdIV

report was, curiously enough, also the
result of inadequate pandemic pre-
paredness, in that case, failures of our
approach to the threatened epidemic
of swine flu in 1976. Based on reports
of a cluster of human-to-human trans-
mission cases, the CDC activated the
epidemic control plan and called for im-
mediate and universal immunization of
all US residents.

The public health community did
what it could to respond, but it rapidly
became apparent that the necessary
systemic approach was not forthcom-
ing. Some agencies (including the one
for which I had responsibility at the
time) were able to muster mass immu-
nizations; far too many were not. Some
were able to monitor and report; far
too many were not. And when sporadic
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reports of Guillain-Barré syndrome
emerged in association with the pro-
gram, the nation's public health data
systems were not robust enough to
allow confirmation of whether the
cases reflected excess prevalence (and
hence a signal of a vaccine-related
problem), leading to the inevitable fears
and eventual abandonment of the
national influenza vaccination effort.
Mercifully, the anticipated pandemic
did not materialize; sadly, that lucky
turn resulted in adversarial posturing
and accusations of crying wolf.

MODEL STANDARDS AS A
STEP FORWARD

Recognizing the clear evidence of the
public health enterprise’s inadequacy,
in 1977, David Senser, then director of
the CDC (who famously, or infamously,
had injected then president Gerald
Ford with swine flu vaccine on live TV),
convened a panel of state and local
public health practitioners and educa-
tors to propose a way forward to
reframe the public health enterprise.
To support the effort, a congressional
mandate required us to develop model
standards for community preventive
health services. Over the intervening
two years, the group labored long and
hard to develop and publish a set of
recommended metrics, which the CDC
eventually published in 1978.% The mod-
el standards envisioned that every US
community would have a public health
presence that was able to assemble
partners and agree on the state of
health and health care in their commu-
nity on an agreed-on set of benchmarks.
The process would entail an assess-
ment of current shortfalls against
desired expectations and result in an
agreed-on set of plans and strategies
for health improvement (essentially the
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precursor for what the public now
takes as axiomatic: community health
assessments and improvement plans).
The model standards were a de facto
workbook that included hundreds of
proposed measures (“standards”), with
a simple and consistent fill-in-the-blank
format: "by 19xx, the rate of (condition
yy) will not exceed (zz/1000)" or "by
19xx, the community will be served by
a comprehensive system to address
(condition yy).” In the absence of any
precedent for what measures or efforts
should be expected, standards were
developed by nominal group process
and chosen by leadership consensus.

LAUNCHING HEALTHY
PEOPLE

In parallel, then surgeon general Julius
Richmond, recognizing the urgent need
for consensus on the goals and objec-
tives that public health should be
expected to address, issued a compel-
ling surgeon general's report calling for
agreement on the objectives to be
expected from the nation’s collective
public health efforts.” Based on this
report, the CDC launched the now de-
cennial series of reports, the Healthy
People program, with Healthy People
1990.° The first of the Healthy People
reports, released in 1980, included 226
quantifiable objectives with proposals
for targets to be achieved by 1990. The
objectives were organized in the 15
priority areas identified in the 1979
surgeon general's report.

At the same time, the CDC supported
a nationwide field test of the model
standards, managed by the American
Public Health Association (APHA,;
1980-1982). After field testing for
broader distribution, the APHA recon-
ciled the model standards with the
1990 Healthy People objectives and

republished them in 1985 as Mode/
Standards: A Guide for Community Pre-
ventive Health Services, with the 1990
objectives as an appendix.®

The findings from this demonstration
project were clear: in most settings
where the application of the standards
was attempted, the community found it-
self incapable of completing the pro-
cess. Although the nation was moving
toward consensus that public health
should have specified and quantifiable
objectives and agreed-on targets, these
could not be readily translated into local
action, where local infrastructure and
data sets were insufficient. The nation
did not have a public health delivery
system capable of developing compre-
hensive strategies that align with the
objectives even in the abstract, much
less performing the services necessary
for a coordinated community effort
among system partners to achieve the
proposed standards. Quite simply, the
nation was incapable of mustering a
concerted, aligned effort to ensure the
urgently needed protections against ma-
jor epidemics and other current and
emerging public health challenges.

This failure should be seen in the
context of many long-standing (but
clearly insufficient) efforts to build an
adequate public health enterprise.
National advocates, notably the Associ-
ation of State and Territorial Health
Officials; the National Association of
County Health Officials and its city
counterpart, the US Conference of City
Health Officers; and, of course, the
APHA had robust campaigns to im-
prove federal funding and organization-
al support for the state and local public
health systems. Perhaps most notable
were the successful efforts at the feder-
al level for the creation of state and lo-
cal comprehensive health planning
agencies under the Comprehensive



Health Planning and Public Health Ser-
vices Amendments to the Public Health
Service Act (Pub L No. 89-749; 1966)
and its continuing amendments and
improvements, particularly section
314(d), which permitted essentially
no-strings funding of state and local
public health agencies

to enable the Surgeon General to
make grants to state health or men-
tal health authorities to assist the
States in establishing and maintain-
ing adequate public health services,
including the training of personnel
for State and local health work.”

Those witnessing the failures of the
swine flu response and the subsequent
efforts to build standards-based
approaches to strengthen the public
health enterprise were not surprised.
However promising the preventive
health services reform legislation, the
appropriations were limited, their distri-
bution was restricted, and many com-
munities and essential services, much
less public health infrastructure, were
left unsupported.

ENGAGING THE IOM TO
NAME THE “DISARRAY"”

Armed with these dismaying findings, a
small group from the public health
leadership organizations involved in
developing the model standards and
Healthy People 1990 knew that it would
take advocacy from the highest levels
of national health policy to turn things
around. They approached the National
Academy of Sciences Institute of Medi-
cine, the most prestigious among such
national opinion leaders, and urged the
development of a national level project
at IOM to analyze the challenges and
failures facing the nation's public health
infrastructure. With organizational

support and financing from the CDC,
the Health Resources and Services Ad-
ministration, and the Kellogg Founda-
tion, IOM agreed and convened the
blue-ribbon committee to study the fu-
ture of public health.

With high-level, highly competent
professional staffing led by IOM senior
staffer Carl Yordy and a study panel led
by distinguished dean of the University
of Michigan School of Public Health,
Richard Remington, that project, from
1986 to 1988, approached the public
health enterprise with fresh eyes. They
created an anthropological approach
to analysis of the field, with site visits
and public hearings to ask at state and
local levels, “What is public health?”
They invited participants to depict its
scope and parameters, its strengths,
limitations, and aspirations. In one most
memorable site visit to a poor rural
health department, when asked these
questions by a site visit team, a county
commissioner responded that public
health in his community was “Whatever
| say it is today.” The watchword was
“seen one health department, you've
seen one health department.” From the
study, the inevitable conclusion was
reached that the failures of the system
that were all too visible after swine flu
were widespread and profound. In
short, the nation’s public health enter-
prise was in disarray:

This study was undertaken to ad-
dress a growing perception among
the Institute of Medicine member-
ship and others concerned with the
health of the public that this nation
has lost sight of its public health
goals and has allowed the system of
public health activities to fall into
disarray.’

Key among the findings was the reali-
zation that our nation lacked a universal

THE 1988 IOM REPORT

agreement for the definition of the na-
ture and scope of the field. Based on
the work of the committee, the IOM
recommended a new definition: that
public health represents the collective
efforts of society to fulfill “society’s inter-
est in assuring the conditions in which
people can be healthy.”

The report then contrasted the cur-
rent situation with this new aspirational
definition:

This report conveys an urgent mes-
sage to the American people. Public
health is a vital function that is in
trouble. Immediate public concern
and support are called for. . . . Histo-
ry teaches us that organized com-
munity effort to prevent disease and
promote health is both valuable and
effective. Yet public health in the
United States has been taken for
granted, many public health issues
have become inappropriately politi-
cized, and public health responsibili-
ties have become so fragmented
that deliberate action is often diffi-
cult if not impossible.?

Equally controversial were the findings
that the educational institutions prepar-
ing the public health workforce had
become “isolated from public health
practice”” and that the vast majority of
the public health workforce lacked, but
needed, formal public health education.
Finally, the report observed the vast
gaps in distribution of services across
the country and, most relevant to
today's challenges, the urgent need to
build and support a nationwide network
of governmental public health agencies:

Because of great diversity in size,
powers, and capabilities of local gov-
ernments, generalizations [about
what a distributed official govern-
ment public health infrastructure
should look like] must be made with
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caution. Nevertheless, no citizen
from any community, no matter how
small or remote, should be without
identifiable and realistic access to
the benefits of public health protec-
tion, which is possible only through a
local component of the public health
delivery system.?

The report, in short, made the revolu-
tionary call for a nationwide effort to
provide the vision and mission of public
health to deliver the system from
disarray.’

The nation’s leading medical opinion
leader had spoken out. The long-standing
struggle toward a rational distributed
state and local public health infrastructure
had been joined and the first steps on a
vital new journey (now in its 35th year)
taken. Tempting though it is to begin
naming milestones along the march of
35years to today's robust public health
system—and tempting though it is to
name some of the extraordinary, coura-
geous, visionary leaders who have led or
joined the march to bring about the
embodiment of the vision of the 1988
report—let me leave those tasks to
others.

The COVID-19 pandemic stretched all
boundaries of preparedness and the
public health infrastructure to unimag-
inable lengths. And yet we rose to and
met the challenge, and we now have
the obligation to take stock and move
to the next level. As well documented in
this issue of A/PH, although not in disar-
ray, the system simply lacked adequate
resources and systems to (fully) meet
the challenges of the pandemic. The
language of the request for application
earlier referenced reflects this:

The COVID-19 pandemic has empha-
sized the critical importance of a
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robust public health system. ... Pub-
lic health agencies need the capacity
to regain their footing in these areas
and then accelerate their efforts.
This funding will . . . involve reposi-
tioning public health entities within
the larger health and health care
systems in which they operate. This
will necessarily involve creating and
strengthening partnerships at all
levels. This program will also help to
address the historic underinvest-
ment in communities that are eco-
nomically or socially marginalized,
rural communities, and communities
with people from racial and ethnic
minority groups. This program also
should support larger efforts to
rebalance these investments and
serve communities and populations
that deserve more and better public
health services."

Thus, the words of the current CDC
program announcement ring particu-
larly true:

Strengthen capacity and systems . . .
build workforce . . . assure founda-
tional capacities; . . . enhance data
modernization . . . enlist national part-
ners . .. advance health equity . . .
support underserved communities.!

To those of us who were part of the
landmark 1988 report, these words are
music to the ears, every one of them an
aspiration directly traceable to the
recommendations of the 1988 report,
then “visionary” but now “feasible”
based on 35years of progress. In short,
The Future of Public Health is NOW! 4JPH
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O ver the past 35years, the public
health profession in the United

States has undergone what has been
characterized as a public health philo-
sophical renaissance." The primary pro-
genitor of that renaissance was the
seminal work by the Institute of Medi-
cine (IOM) in its study of public health
in the United States described in its
1988 report The Future of Public Health.?
The famous conclusion in the report
that governmental public health in the
United States is a system in disarray
was a call to action for the public health
profession. The promise of comprehen-
sive health reform made by President
Clinton at the time of his election in
1992 provided additional stimulus for
the public health community to re-
spond enthusiastically to better define
the role of public health, increase fund-
ing, and build public understanding of
public health's contributions to health.

There ensued a period of unprece-
dented collaboration between agencies
of the federal government; national

public health professional organizations;
state, tribal, local, and territorial health
departments; and many individuals. This
period was characterized by a strong
sense of purpose and high productivity,
resulting in such outcomes as a clear
mission for public health, development
of the 10 essential public health services,
core competencies for public health pro-
fessionals, national public health agency
performance standards, clinical and
community preventive services guide-
lines, a national public health research
agenda, a public health code of ethics,
and the development of public health
leadership institutes.

We discuss some of the work done to
strengthen academic-practice linkages
since 1988 and describe how the ab-
sence of a financial and organizational
renaissance to accompany its philo-
sophical and workforce training gains
continues to hamper the capacity of
the public health profession. We also
describe what is missing from the IOM
reports, with further commentary on
the work that remains unfinished.

THE 1988 IOM REPORT A]p“

THE PUBLIC HEALTH
FACULTY-AGENCY
FORUM

In response to the 1988 IOM report
somewhat chastising schools of public
health with its recommendation that
“schools of public health should estab-
lish firm practice links with state and
local health agencies,”?®">” the Health
Resources and Services Administration
issued a request for proposals to es-
tablish a public health faculty-agency
forum to explore ways that the practice
and academic communities could work
more closely together. The grant for
establishing the forum was awarded in
1988 to the Johns Hopkins University
School of Hygiene and Public Health?®
(the Centers for Disease Control and
Prevention [CDC] provided additional
funding later). Through the school's
Health Program Alliance, one of the
authors (R. B.) was the manager of this
process, which brought an equal num-
ber of faculty and practitioners together
to explore ways for the two communi-
ties to collaborate to advance the prac-
tice of public health.

Once the forum was convened, Bialek
witnessed considerable animosity
expressed between practitioners and
faculty of schools of public health. One
might speculate that a contributing fac-
tor to this animosity was the way the
IOM reprimanded schools of public
health. Much defensiveness was ob-
served as practitioners reinforced the
IOM's chastising remarks and faculty
began discussing ways to increase the
relevance to practice of public health
education and research. In fact, one of
the four forum workgroups considered
not returning after the lunch break be-
cause the members of that group saw
little, if any, opportunity to make pro-
gress on even recognizing each other’s
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perspectives. Fortunately, this group
did continue meeting and made pro-
gress on a key question: what do we
want graduates of schools of public
health to be skilled and competent in
upon graduation?

When the forum completed its work
a few years later, there was general
agreement that there was a common
set of skills and competencies that
should apply to all public health profes-
sionals. This led to publishing the uni-
versal competencies for public health
professionals in 1991.2 The competen-
cies have been regularly updated and
were renamed the “core competencies
for public health professionals.”* They
have been used as the foundation for
discipline-specific competencies in
many disciplines, including nursing, law,
racial justice, and many public health
spedialties.” Once established, there
was considerable discussion about how
to implement these competencies and
expand the role of schools of public
health in initial education, continuing
education, and research related to
public health practice.

THE COUNCIL
ON LINKAGES

Another important step for the forum
was to develop recommendations and
strategies that would lead to the use of
the universal competencies and ways
to better integrate the work of govern-
mental public health agencies and
schools of public health. Recommenda-
tions included linking academicians to
practice by establishing required practi-
cum experiences for master of public
health students and fostering formal
academic-practice partnerships. To im-
plement these recommendations, the
forum recommended the establish-
ment of a “national steering committee

Keck and Bialek

on cooperation and collaboration” to
promote and oversee implementation
of the forum’s recommendations. The
result was the creation of the Council
on Linkages Between Academia and
Public Health Practice (COL), with mem-
bership including the major govern-
mental and public health professional
organizations of the day (now totaling
24 members).°

As a convening and consensus-
developing body, the COL members
debated and developed different strat-
egies for implementing the forum'’s
recommendations. During its initial
years, a strong consensus developed
that it was desirable for all master of
public health students to have a practi-
cum experience to improve the prac-
tice relevance of public health curricula
and tie educational institutions and tie
practice agencies more closely together,
an early recognition that the academic
base for public health is much larger
than just schools of public health. Dis-
cussions took place with the Council on
Education for Public Health (CEPH), the
accrediting body for schools and pro-
grams of public health, and ultimately
CEPH adopted a practicum require-
ment. This requirement remains in
place today and has resulted in all
master of public health students of
CEPH-accredited schools and programs
receiving some practice experience
before graduation.’

In 1984, following the example set by
the 1974 Canadian Task Force on the
Periodic Health Examination,® the US
Public Health Service launched an ef-
fort to examine the effectiveness of
clinical preventive services, resulting in
the first of a number of subsequent
publications titled Guide to Clinical Pre-
ventive Services: An Assessment of the Ef-
fectiveness of 169 Interventions.’ In 1995,
the COL thought a similar effort

focused on community-based preven-
tive services could strengthen the ties
between academia and practice and
help guide the practice of public health.
This led to a W. K. Kellog Foundation
grant for the COL to assess the desir-
ability and feasibility of developing com-
munity preventive service guidelines
and to test the methodology for evalu-
ating scientific evidence for the effec-
tiveness of community interventions.
Practitioners and academicians collabo-
rated to research potential practice
guidelines, publishing one related to
preventing the spread of tuberculosis
through the use of directly observed
therapy as an example of the kind of
work that needed to be done.'®

The results of this project were pre-
sented to the US Department of Health
and Human Services assistant secre-
tary for health and the director of the
CDC. Agreeing that the COL had dem-
onstrated both the desirability and the
feasibility of developing evidence-based
public health practice guidelines, the
CDC created the Community Preventive
Services Task Force to develop such
guidelines.”" This task force has been
serving the public health community
for more than two decades.

The COL also recognized the impor-
tance, for continuity’s sake, of establish-
ing more formal partnerships between
individual practice and academic insti-
tutions. Often relationships across sec-
tors are not formalized and depend
more on personalities than any agree-
ments being in place. This has led to
the increasing desire of the COL, with
encouragement from both practice
and academia, to foster the develop-
ment of mutually beneficial and formal-
ized partnerships across the practice
and academic sectors. The COL then
created the Academic Health Depart-
ment Learning Community in 2011.



Academic Health Department partner-
ships are defined as

an arrangement between an aca-
demic institution and a governmen-
tal public health agency, which
provides mutual benefits in teaching,
research, and service, with academia
informing the practice of public
health, and the governmental public
health agency informing the aca-
demic program.'2®270

This learning community, staffed
by the Public Health Foundation and
now with approximately 1500 mem-
bers, offers examples of Academic
Health Department partnerships, two
to four webinars per year addressing
academic-practice partnership issues,
sample partnership agreements, and
other resources as well as exchanges
of ideas and strategies through its list-
serv and at regional and national pro-
fessional meetings." This learning
community continues to expand, with
many successes of its members, includ-
ing increasing capacity for providing
public health services and assisting
with accreditation efforts,’* engaging
in and translating research, applying
for and receiving new funding, building
skills and competence of students and
faculty, placing students for internships
and recruiting new staff,’® and, most
recently, responding to the COVID-19
pandemic (e.g., students engaging in
contact tracing and faculty assisting
with data analysis).'®

THOUGHT AND ACTION
EVOLUTION SINCE 1988

As understanding of the role of public
health broadened at the end of the 20th
century, it became increasingly clear
that effectively addressing public health
issues is an intersectoral responsibility.

In 2003 the IOM issued the report The
Future of Public Health in the 21st Century,
which reviewed achievements and con-
tinuing vulnerabilities since its 1988 re-
port."” In this report, it recognized the
importance of providing student access
to public health education in a broad
range of disciplines now known to have
a role in the maintenance and advance-
ment of the public’s health. It also called
attention to the ongoing financial and
infrastructure weaknesses in govern-
mental public health and made recom-
mendations for increased funding for
infrastructure, legal reforms, and capacity
building, among other things. It stopped
short, however, of a recommendation to
significantly reorganize governmental
public health. The companion report,
Who Will Keep the Public Healthy?, provid-
ed a framework and very specific recom-
mendations for strengthening public
health education, research, and
practice.'®

In the late 1990s, the Association of
American Medical Colleges and the
CDC established a cooperative agree-
ment to strengthen collaborations be-
tween academic medicine and public
health, recognizing that medical educa-
tors were struggling to integrate public
health, population health, and preven-
tion into medical curricula. A confer-
ence held in 2011 to share models and
strategies that had been developed in
this effort highlighted important pro-
gress made.'? Despite some clear
advances, in our opinion, this remains
very much a work in progress today.
As noted previously, public health com-
petencies have been developed for a
number of disciplines (e.g., nursing, law,
racial justice), but little is known about
their impact on curricula.

The 2013 decision by the Association
of Schools of Public Health to open its
membership to programs of public

THE 1988 IOM REPORT

health and become the Association of
Schools and Programs of Public Health
increased the capacity of the organiza-
tion to represent and advocate the
needs of accredited public health edu-
cation, service, and research. Programs
that could afford the membership fee
to join were brought into the main-
stream and became more active parti-
cipants in the evolution of public health
training and its links to practice.

WHAT WAS MISSING
FROM THE 1988 REPORT

Despite these clear successes, there
were a few areas where the study com-
mittee's thinking was a bit narrower
than it could have been. For example,
the academic base for public health is
much broader than the academic base
for schools of public health. Graduate
programs of public health also offer a
variety of public health degrees, parti-
cularly the master of public health, and,
as the IOM report noted, many other
educational institution types (e.g., medi-
cine, nursing, social work, health educa-
tion, environmental health, mental
health) produce graduates who end up
working in governmental public health
and community organizations. Improv-
ing the capacity of these institutions to
prepare workers for public health prac-
tice is a valuable goal that goes beyond
the capacity of just schools and pro-
grams of public health.

The 1988 IOM report also did not ac-
knowledge that the way schools of pub-
lic health are funded is not necessarily in
line with promoting education and re-
search for public health practice. How-
ever, the 2003 IOM report Who Will Keep
the Public Healthy? addresses this issue,
noting that public health education has
been historically underfunded. Although
the increase in National Institutes of
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Health (NIH) funding for research
strengthened quantitative disciplines,
this further disadvantaged teaching and
public health practice-oriented faculty.'®
The report further noted that despite
some subsequent strengthening of ties
between schools of public health and
practice communities, an important
remaining barrier is lack of funding and
incentives for such activities. The incen-
tive and reward structure for faculty ten-
ure and promotion is weighted heavily
toward research, with much less weight
attached to teaching and practice activi-
ties.'® On average, schools of public
health derive approximately one quarter
of their revenue from NIH funding.°
Our continuing inability to come to grips
with inadequate funding to prepare our
public health workforce contributes to
the professional “disarray” that remains
today.

THE ELEPHANT IN
THE ROOM

The 1988 IOM study committee did not
include in its recommendations the de-
velopment of a true national system of
public health, or even suggest an agen-
cy or institution to fund and coordinate
a nationwide response to their recom-
mendations. The reality is that the
public health profession in the United
States is not organized into a system.
For the most part, it consists of inde-
pendent educational institutions and
state, tribal, local, and territorial health
departments tied together by a num-
ber of common goals and plagued by
cyclical ebbs and flows of funding and
unevenness in the distribution of
resources. There is no national public
health budget or administrative entity
that can set universal goals and objec-
tives for both education and practice,
distribute resources as need dictates,

Keck and Bialek

or provide the necessary funding, plan-
ning, implementation, and evaluation
processes.”’

Despite the considerable progress
that has been made to diminish disar-
ray, the profession’s inability to deal
with the very politically fraught issue of
developing a true national public health
system leaves us with a ponderous mix
of independent, large and small gov-
ernmental public health agencies that
vary widely in capacity and respond to
no central authority?' and workforce
training that is inadequately sup-
ported.'” The resultant independent
governance and uneven distribution of
talent and resources contribute to a
continuing sense of disarray, especially
when tested by a public health emer-
gency, such as the recent COVID-19
pandemic.?? Our unwillingness or in-
ability to come to grips with this reality
in both education and practice, with
sporadic and inadequate funding often
being a major contributing factor, sig-
nificantly limits the likelihood that the
ongoing identified weaknesses of gov-
ernmental public health in this country
will be well remedied.

CONCLUSIONS

The IOM's 1988 The Future of Public
Health was a major contributor to under-
standing the issues beleaguering the
public health profession 35years ago
and an important catalyst for the ensuing
work that led to remarkable progress. In
retrospect, we see that there are some
issues that perhaps should have been
addressed at that time, but many have
been subsequently. In our view, however,
despite progress made by efforts such
as the public health faculty-agency fo-
rum and the COL, governmental public
health agencies and workforce training
institutions have insufficient capacity and

coordination to respond to current and
future population health needs with uni-
form excellence. To achieve this end, the
profession’s philosophical renaissance
needs to be matched by a major funding
and structural renaissance creating a
true public health system. 4JPH
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Two reports'? of expert panels con-
vened by the Institute of Medicine

(IOM) to assess the state of public
health were guided by the same mis-
sion statement: public health is what
we can do as a society to assure the
conditions in which people can be
healthy. Going forward, what is our
greatest opportunity to accomplish
that mission and improve health at the
population level?

THE FIRST REPORT

The first of these two reports,1 released
in 1988, was focused on the assess-
ment of governmental public health
agencies. It strongly suggested that in-
sufficient investment in these agencies
was largely responsible for inadequate
progress in preventing and controlling
diseases and injuries.

Widespread underfunding and fluctu-
ating annual appropriations for state
and local public health departments
have contributed to variation in their
capacity, effectiveness, and efficiency.
But enhanced funding alone did not
and will not eliminate major deficien-
cies in leadership, organizational struc-
ture, staffing, and experience.

We still live in a nation where the
leading causes of mortality and disability
are chronic diseases, such as cardio-
vascular disease, cancers, and mental
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health, and health-harming behaviors
such as opioid use, smoking, unsafe
driving, and deadly firearm injuries.
Reducing these burdens requires close
cooperation between many public
agencies and private organizations.
However, public health's traditional
focus on disease and injury fails to
address the serious underlying causes
nor the major determinants of human-
kind's long-term well-being. Adding
resources to governmental public
health agencies to do more of the
same, however necessary, is far from
sufficient.

Thus, the charge to the 1988 report,
The Future of Public Health," left serious
issues underaddressed. The report's
title itself may have given readers the
impression that our nation’s efforts to
improve health primarily work though
state and local public health depart-
ments. The report did, however,
recognize that public health’s many
collaborators, public and private, in
health care, mental health, and, impor-
tantly, in other sectors, needed to
address our collective health were
identified. Unfortunately, the resources
required for public health to do so
were not forthcoming. Moreover, since
it was US-focused, there was no discus-
sion of what we could learn from public
health agencies in other high-income
nations with better health outcomes.

THE SECOND REPORT AND
HEALTHY PEOPLE

The second IOM report, entitled The
Future of the Public’s Health in the 21st
Century,” was published in 2002, almost
15years after the first. At first glance, it
appeared to maintain the definition of
public health in the 1988 report. How-
ever, closer examination revealed a
strategically placed apostrophe S modi-
fying “Public” in the title. That small
orthographic change emphasized a
broader scope, encompassing all public
and private organizations whose
actions affect health at the population
level. The second report was strongly
influenced by Healthy People 2010,
released in 2000 by the US Department
of Health and Human Services, which
filled in some detail suggested by the
1988 report. It proposed a comprehen-
sive national agenda with 467 objec-
tives to increase years of healthy life
and to eliminate health disparities.

It outlined a systems approach to as-
suring the nation’s health in practice,
research, and policy. That document
further emphasized the critical role of
nongovernmental entities in all sectors
via strategic partnerships.

Multiple broad determinants of our
collective health and ill health—social,
economic, and political environments—
were a central theme of Healthy People
2010° and the second IOM? report.
Critical emphasis was accorded
variations in health status, termed
“disparities,” on the path to more accu-
rately brand them as “inequities.” The
rapidly increasing disconnect between
health care cost expenditures and pop-
ulation health was also highlighted.

Some noteworthy improvements in
the public’s health have occurred since
the IOM reports; however, there are
also many lessons from our collective



failures to ameliorate some burdens of
ill health. After years of progress in
extending lifespan, from 1977 to 2019,
our rank in longevity dropped from
14th to 46th among 236 other coun-
tries.* But worse, much worse, is yet to
come no matter what actions we take
now. We know that because the inciting
conditions are already baked into our
environment.

A MAJOR GAP

While the 1988 report was written as
critical information was just emerging,
the subsequent IOM report, several
iterations of Healthy People and many
public health leaders have in common
that we were missing in action for too
long in identifying the most important
issue we will ever confront and for
which our inaction will be called out
as, at best, ignorant, and, more prop-
erly, tragic, threatening our entire
civilization—climate change.

How could public health ignore this
singular existential threat to Homo sapi-
ens as a species for multiple decades?
Despite the period between 1940
and 1970 when global temperatures
declined slightly because of a higher
release of sunlight deflecting aerosols,
virtually all the experts in atmospheric
chemistry and related disciplines have
found a clearcut causal relationship
between rising atmospheric carbon
and global warming, beginning with
the start of the Industrial Revolution.
Indeed, 2023 was the hottest year on
record. Ironically, many experts consider
1988, the year of the first IOM report, as
a turning point. That summer was the
hottest on record and was accompanied
in the United States by extensive wild-
fires and drought. That same year, NASA
scientist James Hansen” presented
models to Congress relating that he

was 99% sure that we were suffering
from global warming.

Implications of the expert models of
increasing global warming were many:
exceptional heat, intensive storms, ex-
tended droughts, increasing wildfires,
accelerated melting of glaciers with sea
level rise of between 11 and 38 inches
by 21 00,” and increased communicable
diseases. All the experts, except a few
supported by fossil fuel producers,
agreed that greenhouse gases from
burning fossil fuel were the cause of
climate change and the singular exis-
tential threat to a habitable planet.
Efforts to reduce the global release of
greenhouse gases to limit global warm-
ing to at least 1.5 degrees Centigrade
(2.7 degrees Fahrenheit) ensued
internationally, starting with the 1997
adoption of the Kyoto Protocol,® and
subsequent international treaties
setting goals for nations to limit green-
house gases. Yet many signatory
nations are falling below their promised
reduction targets under the current
Paris Accord.”

Where was our public health enter-
prise in this history? Did we sound the
alarm that climate change is the great-
est threat to our collective health? Did
we reprioritize our work accordingly?
Did we brief the elected officials on
what we and our sister organizations
could do in support of a smaller carbon
footprint? Did we expose the disinfor-
mation of the fossil fuel companies,
who were using the tobacco company
playbook to instill doubt that climate
change was real and that disastrous
consequences were already baked
into the current greenhouse gas
concentration?

Like many city, county, and state lea-
ders, I was late to the fray. | only started
to talk about the effects of climate
change already in evidence in about
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1995 and only become a committed
climate change fighter after reading
about the scientific consensus and the
dire predictions. As Los Angeles County
public health officer and department
head, | resolved to build the capacity to
sound the alarm broadly and develop
departmental expertise in how best to
adapt to worsening heat-related health
and environmental problems and sup-
port efforts to mitigate the concentra-
tion of carbon dioxide (CO,) and other
greenhouse gases.

But | had to fight with the county
bureaucrats who did not see the need
or value in hiring an expert in climate
change. Fortunately, our environmental
health chief and our science officer
were forward-thinking leaders with high
credibility. Together we prevailed and
in 2010 formed a climate change unit
headed by a PhD in environmental
health. That unit has become the coor-
dinating resource for all departments
in developing policies and programs for
Los Angeles County, the most populous
county in the United States.

The two IOM reports also failed to
mention, much less emphasize, popula-
tion growth as a major contributor to
climate change. From 1800 to present,
world population increased from an
estimated 1 billion to about 8 billion,
with reasonable projections of an addi-
tional 2 billion over the next 30 years.
The maximum carrying capacity of the
planet is unknown, but if we have not
already exceeded it, we are currently at
high risk because of inadequate food
supply, dwindling water reserves, and
environmental degradation.

One obvious reason for a slow public
heath response was the disinformation
campaign funded by the fossil fuel indus-
try, which succeeded in getting many
politicians, including two American presi-
dents, to deny the science-supported link
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between increased atmospheric CO, and
global warming.

Why, then, was this overriding issue
still not given prominence in the sec-
ond IOM report? In many states and
locales, environmental issues are the
purview of a separate department
and, often, public health agencies are
cautioned to “stay in their own lane.”
And most state and local health depart-
ments lack expertise in climatology and
environmental epidemiology. That
must be rectified.

As public health has embraced the
broader concepts of population health,
it is imperative that public health lea-
ders develop the expertise and vision
to place climate change at the top of
our action agenda. The public is begin-
ning to see the concrete impacts of
climate change on their lives with wild-
fires, hurricanes, drought, floods, and
heat domes. As the health effects
become more salient, public health
must give voice to the human toll and

promote near- and long-term solutions.

We owe it to future generations to
leave them a habitable planet. 4JPH
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e began our careers in public

health practice around the time
of the release of the landmark 1988
report, The Future of Public Health
(FOPH)." Perhaps the most widely pub-
licized quote in the report was “this
nation has lost sight of its public health
goals and has allowed the system of
public health to fall into disarray.”'®")
The FOPH highlighted the fragmented
and non-interconnected public health
system, along with public complacency.
While the theme of disarray was the at-
tention getter, many other topics have
resonated in the intervening 35 years,
showing the prescience of the FOPH,
including the introduction of core func-
tions of public health, the central role
of science, and ongoing gaps in work-
force development.

Many others have expanded upon
and critiqued the FOPH report. Cri-
tigues included a lack of a national
vision and too much emphasis on site
Visits to six states.? Largely missing was
a central focus on health equity, parti-
cularly a focus on historical structural
drivers of inequities.

Multiple other reports from the
Institute of Medicine covered related
themes, including a 2003 report that
focused on a policy approach to

population health, the need to empha-
size broader determinants of health,
the power of partnerships, and the
need for systems to address account-
ability and communication.® Three
related committees reviewed popula-
tion health strategies, metrics, and
interventions®; how statutes and regu-
lations can optimize health outcomes>;
and recommendations for funding
state and local health systems.®

We provide our current snapshot of
public health in light of the 1988 FOPH
report and those that followed—we
assess where we are making significant
progress (“the good”), where progress
is lagging (“the bad”), and where there
are strong warning signs and harms
(“the ugly”). Because we allocate more
space to what needs more attention,
our inclusion of “the good” will be brief.

THE LEDGER ON PROGRESS

Against the backdrop of macro trends
affecting public health (e.g., big data,
shifting demographics, climate
change)”® and the “fault lines” (e.g,,
inadequate surveillance, lack of invest-
ment in public health, lack of public
trust) revealed by COVID-19,%1° we
offer a report card on multiple issues
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being faced by public health. Some of
these were directly addressed in the
FOPH report, whereas others were
alluded to or only indirectly discussed,
and still others were not even imagined
in 1988 (e.g., workplace violence
against public health employees).

The Good

Investment in the public health work-
force. At the time of the d schools of
public health and eight accredited pro-
grams of public health in the United
States; as of July 31, 2023, there were
64 accredited schools, 149 accredited
programs, and 27 accredited stand-
alone baccalaureate programs in the
United States."" Although this phenom-
enal growth in academic programs
could be seen as an expanded pipeline
for public health practice workforce
development, this is not fully apparent
in national databases such as the Pub-
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lic Health Workforce Interests and
Needs Surveys (PH WINS)."? In 2021,
PH WINS showed that only 14% of state
and local governmental public health
employees had a public health degree.

Accreditation of public health agencies.
The 1988 FOPH report recommended
standards, minimum services, and
methods of financing for local public
health functions." This report and the
work of multiple other groups led to
the establishment of a national volun-
tary program for public health agency
accreditation through the Public Health
Accreditation Board (PHAB) in 2007. As
of July 31, 2023, PHAB had accredited
41 state, 321 local, and six tribal public
health agencies.'® There is growing
evidence of the impact and value of
accreditation,"* including an association
479
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between PHAB accreditation and
evidence-based decision-making."”

Emphasis on the linkages between
public health practice and academia.

A significant aspect of the “disarray” of
public health in the FOPH report was
the disconnect between governmental
public health agencies and academic
institutions, particularly schools of pub-
lic health." One of the first important
responses to this academic-practice
disconnect was the establishment of
the Public Health Faculty/Agency Forum
as a means for translating the Institute
of Medicine's recommendations on the
engagement between academia and
public health practice.'® This work
eventually led to the development of
the “academic health department”
concept, first described by Keck,"” with
subsequent significant expansion of
engagement between practitioners at
both the state and local level and
academicians as described by the
Academic Health Department Learn-
ing Community.

Rise of implementation research. The
importance of implementation re-
search was mentioned multiple times
in the FOPH, mainly because it provides
a set of research methods to bridge
academia and public health practice.
Implementation research seeks to
understand the processes and factors
that are associated with successful inte-
gration of evidence-based interventions
(EBIs) within a particular setting (e.g., a
worksite or school)."® A broader inter-
pretation of implementation research
also includes the study of discontinua-
tion of interventions and practices that
do not work or uptake of underutilized
EBIs (de-implementation'® and mis-
implementation??). These concepts are
especially important for making the
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best use of limited resources in public
health, resulting in more efficient policy
choices. Over the past several years,
implementation research has placed a
stronger focus on health equity, with an
urgency to improve the speed and
reach of EBIs to marginalized

communities.”'=%3

Growth of evidence-based public
health. While the FOPH report did not
explicitly describe the term “evidence-
based public health” (EBPH), it highlighted
in multiple places the science underlying
public health and many important tools
for following an evidence-based process.
Following landmark publications on
evidence-based medicine in the early
1990s,** the movement to establish the
tenets of EBPH took hold in the late
1990s.2>"?’ The core principles of EBPH
include making decisions based on the
best available scientific evidence, using
data and information systems systema-
tically, applying program planning frame-
works, engaging the community in
decision-making, conducting sound
evaluation, and disseminating what is
learned.?® The EBPH movement has
benefitted greatly by the increased

availability of a broad menu of EBIs.??'

Focus on equity and social risks. Finally,
one area that the FOPH report did not
focus on, but for which there has been
something “good” subsequent to the
report, is health equity. Over the
35years since the report, there has
been an increasing emphasis and ur-
gency to address health equity, driven
by several factors including increases in
income inequality®” and the visibility
and impacts of historic structural rac-
ism.3 Viewing public health practice
with a health equity lens moves away
from a deficit mindset of what society is
doing poorly (disparities) to one that is

positive about what society can achieve
(equity).>* Public health agencies are
taking stronger roles in addressing
health equity in multiple ways, including
making health equity a core value of
the agency, building skills among staff
members, and developing systems to
track health equity progress.

The Bad

Retention and salaries among practi-
tioners. The FOPH report noted that
the average tenure of a state health of-
ficer was two years, while the median
salary of the “principal state health
official” (in 1987) was approximately
$55000 ($134 000 in today's dollars).
The authors went on to note that not
only did low pay make it difficult to re-
cruit and retain leaders, but inadequate
salaries also fed into the negative
image of public health practice.

In the 2014 PH WINS, nearly one in
five state health department employ-
ees indicated they were planning to
leave their job within one year, and
40% of survey respondents reported
being somewhat or very dissatisfied
with their pay. By the 2021 PH WINS,
conditions had worsened: nearly one
third of state and local public health
employees (32%) said they were con-
sidering leaving their organization in
the next year,*® and almost half of
those planning to leave gave low pay
as the leading reason.

Role of policy-based evidence. The focus
on policy development was clearly evi-
dent in the FOPH report; however, the
report had much less to say about
evidence-based policy. For a wide
range of public health interventions,
the return on investment is large and is
often highest for policy approaches.®’
Evidence-based policy decisions are



grounded in, or influenced by, rigorous
objective evidence. Kingdon notes
very distinct “streams” that, when
co-occurring, increase the odds of a
policy being adopted.® The first of
these is the evidence of the problem.
The second is the development of po-
tential policies to solve that problem.
Finally, there is the role of politics, fac-
tors both inside and outside of govern-
ment that influence policymaking.
Policy change occurs when a "window
of opportunity” opens and policy actors
align the three streams to push
through evidence-based policy change.

Policy-based “evidence” is the reverse
process—instances in which a policy-
maker has already decided what they
want to do and then searches for
evidence to support their position,*”
often for ideological and political pur-
poses. This has become particularly
problematic during the COVID-19 pan-
demic. In studies of US local elected
officials, policymakers who were ideo-
logically predisposed against a policy
were relatively unwilling to learn from
others, but such ideological biases
can be overcome with framing of the
policy’s success or adoption of the
policy by copartisans in other
communities.*®

Rising inequities. Despite a growing
focus on health equity—part of the
“go0d” in public health practice®'—
more urgency, greater political will, and
new approaches are needed. In recent
data tracking of progress toward
achieving Healthy People 2020 objec-
tives, inequities by race and ethnicity
were reduced in only 20 of the 505
(4%) health objectives since its launch
in 2010.*" The necessity to address
equity is also illustrated by declining
US life expectancy among subgroups.
For example, among the American

Indian/Alaska Native population, life ex-
pectancy was 65.2 years in 2021, a de-
crease of 6.6 years since 2019 and the
same life expectancy as the total US
population in 1944.%? In mapping life
expectancies in several cities across
the United States, there are differences
as large as 20years in neighborhoods
just a few miles apart.*® The United
States has the highest geographic
health disparities among 11 high-
income countries.**

The Ugly

Politicization and polarization in public
health. Public health has always been
political.*> The FOPH report discussed
the dynamics of US politics and how
these forces can make progress in pub-
lic health difficult. On the heels of
COVID-19, public health is perhaps
more politicized than ever before, and
this increasing politicization is part of
the larger forces that are impacting
trust in government. The politicization
of public health is closely connected to
the polarization of the electorate. Polar-
ization occurs when population subsets
take on dissimilar attitudes toward po-
litical parties and party members (affec-
tive polarization) as well as ideologies
and policies (ideological polarization).*®
Polarization and politicization also both
contribute to, and are influenced by,
the epidemic of misinformation that
has been experienced throughout

the pandemic.

Progress in public health requires
policies supporting health—reaching
policy consensus is more difficult in a
politicized and polarized society. In a
study of US residents, Fraser et al.
found consistent patterns that indivi-
duals who feel more politically different
from the average voter in their state
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reported more days of poor health out-
comes.*’ The long-term challenge for
public health officials is convincing po-
litical leaders to view their efforts as a
health practice, not as something al-
ways viewed through a political lens.*®
This may be easier at the local level,
where trust in local government may
facilitate effective communication with
elected officials and residents.

Harassment of public health workers.
The 1988 FOPH did not imagine out-
right workplace violence affecting gov-
ernmental public health employees.
A strong influence on public health
employees’ decisions to leave govern-
mental public health agencies has been
the direct negative effects of COVID-19
on the workforce. In a media content
analysis and a national survey of US
local health departments, there were
nearly 1500 individual instances of
workplace violence against public
health officials between March 2020
and January 2021.* Partly as a result of
these experiences, 10% of state and lo-
cal health departments experienced a
loss or departure of leadership, with a
third directly attributable to harass-
ment. The share of US adults who be-
lieved that harassing or threatening
public health officials because of busi-
ness closures was justified rose from
20% to 25% and 15% to 21%, respec-
tively, from November 2020 to July and
August 2021.%°

From the 2021 PH WINS of local
health department employees, there
are high levels of stress and burnout
among the public health workforce.
More than half of all public health
employees reported one or more
symptoms of posttraumatic stress dis-
order, and 25% reported three or more
symptoms, equating to probable post-
traumatic stress disorder. Forty percent
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of public health workers, especially lea-
ders, reported bullying, threats, and
harassment.

Assault on human rights. Human rights
is a necessary condition for advancing
social justice and a central foundation
for public health policies and pro-
grams.”' The focus on human rights as
international law began with the Uni-
versal Declaration of Human Rights in
194822 The declaration established
that everyone has a right to an ade-
quate living standard for the health and
well-being of the individual and family.
In the United States, civil rights laws
have been essential in extending pro-
tections and privileges to multiple
groups, including individuals from racial
and ethnic minority groups, women,
people with disabilities, and lesbian,

gay, bisexual, transgender, and queer
(LGBTQ) individuals.>® Public health
should address rights related to equity,
nondiscrimination, and participation of
marginalized groups.>*

Despite advances, human rights face
unprecedented threats in the United
States, largely because of the emer-
gence of the populist radical right.”’
For example, voting is the centerpiece
of democracy—it shapes the public
health landscape in multiple ways. Vot-
ing is consistently associated with
health—individuals with poorer health
outcomes are less likely to engage in
voting—and gaps in voting may be as-
sociated with electoral outcomes.> Yet,
voting rights are under challenge in the
United States because of policy actions
to restrict access to voting.56 Second, a
record number of anti-LGBTQ bills

have been introduced over the past
few years in state legislatures.>” These
bills will cause harm to LGBTQ people
in civil rights, health, education, and
public accommodation.

SUMMARY AND A
WAY FORWARD

Society at large and policymakers can
become complacent about public
health—taking it for granted when it is
working at its best (the invisibility of
prevention) and criticizing public health
during a crisis. We need to shift our
thinking about public health toward its
value as a common good rather than a
commodity.”® For each of the “bad” and
“ugly” issues noted, we provide a brief
summary, ideas for actions, and select-
ed resources (Box 1).

I BOX 1— ways of Addressing Core Public Health Challenges (the “Bad” and the “Ugly”)

Challenge

Core Issues

Actions to Address

Selected Data Sources
and Resources

Retention and salaries
among practitioners

retention.

o Low salaries among governmental
public health professionals are a
challenge for recruitment and

practitioners.

e Show the real-world impacts of the
work of (nonelected) public health

Identify creative ways of increasing

PH WINS

https://debeaumont.org/phwins/what-
is-phwins

Partnership for Public Service

e More than one third of state health
department employees plan to
leave within five years.

the salary structure for
practitioners.

Develop agency-specific plans for
retention and replacement of
workers who retire or move to a
different job.

Review human resource practices in

governmental public health
agencies.

Adjust public health curricula to
prepare and inspire students for
governmental public health.

https://ourpublicservice.org

Policy-based evidence

o Policymaker seeks out evidence to
support a position already
determined.

Three “streams” are important
(problem, policy, politics).

Policy change happens when a
window aligns with the three
streams.

Fund and implement systematic
tracking of policies (i.e., policy
surveillance).

Translate empirical evidence into
easily understood stories.

Align evidence, if available, with
priorities of the policymaker.
Engage with copartisans in other
communities (nongovernmental
organizations, private sector).

Center for Evidence-based Policy

https://centerforevidencebasedpolicy.
org

National Conference of State
Legislatures

https://www.ncsl.org

Center for Public Health Law Research

https://phlr.org

Evidence-Based Policymaking Resource
Center

https://www.pewtrusts.org/en/
research-and-analysis/articles/2018/
12/18/evidence-based-policymaking-
resource-center
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BOX 1— continued

Challenge

Rising inequities

Politicization and
polarization in
public health

Harassment of public .
health workers

Assault on human
rights

Core Issues

Life expectancy is declining in some
racial/ethnic subgroups.

The United States has the highest
geographic health disparities among
high-income countries.

Inequities are highly influenced by
structural drivers (racism, unequal
access to housing and education).

Public health may be more
politicized than ever.

Politicization is closely connected
with polarization of the electorate.
Trust in governmental public health
agencies has declined.

Trust is higher at local and state
levels than at the national level.
Misinformation is a significant
challenge for public health.

Harassment of public health
workers is common.

One quarter of public health
workers report three or more
symptoms of posttraumatic stress
disorder.

Human rights is a central pillar for
public health.

Human rights face unprecedented
threats.

Many topics and groups are at risk
(e.g., voting rights, reproductive
rights, LGBTQ populations).

Actions to Address

Show the value and impact of EBIs
that address health equity and
social determinants.

Better balance health needs and
social needs in marginalized
populations.

Conduct more disease- and risk
factor-agnostic interventions.
Enhance skills in working across
sectors and agencies outside of
health.

Provide structural interventions in
collaboration with other sectors
(housing, education) to address
drivers.

Educate elected leaders to view
public health as a practice, not a
political activity.

Reach the electorate on public
health issues via a variety of
channels (social media, local
meetings, mass media).
Disseminate information via
nonpartisan experts and coalitions.
Identify “super-spreaders” of
misinformation.

Enlist trusted community members
to address public health issues
where misinformation is common.
Provide as much transparency as
possible in governmental actions.
Recommit governmental public
health agencies to solving big
problems.

Empower citizen voice in
governmental decision-making.
Rebuild trust in science-based public
health through clear messaging.

Establish a reporting system for
incidents of violence against public
health workers.

Provide legal protections for public
health workers.

Work with coalitions and elected
officials to protect the statutory
authority of public health.

Establish human rights as a core
function of public health.

e Join forces between public health
practitioners and advocates to
address human rights.
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Selected Data Sources
and Resources

Building a Movement, Transforming
Institutions: A Guide for Public
Health Professionals

https://www.policylink.org/our-work/
community/health-equity/
institutionalizing-health-equity

Pathways to Population Health Equity

https://www.publichealthequity.org

National Conference of State
Legislatures

https://www.ncsl.org

National Governors Association

https://www.nga.org

Partnership for Public Service

https://ourpublicservice.org

Open Government Partnership

https://www.opengovpartnership.org

Confronting Health Misinformation

https://www.hhs.gov/sites/default/
files/surgeon-general-
misinformation-advisory.pdf

Community Toolkit for Addressing
Health Misinformation

https://oes.gsa.gov/collaborations/
misinformation-toolkit

Stop Harassment and Violence
https://standwithpublichealth.jhsph.
edu/stop-harassment-against-

workforce
The Network for Public Health Law
https://www.networkforphl.org

World Health Organization: Human
Rights

https://www.who.int/news-room/fact-
sheets/detail/human-rights-and-
health

Human Rights Watch

https://www.hrw.org/topic/health

The Carter Center

https://www.cartercenter.org

Note. EBI = evidence-based intervention; LGBTQ = lesbian, gay, bisexual, transgender, and queer; PH WINS = Public Health Workforce Interests and

Needs Survey.
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Editorial

Our job as public health professionals
is to identify, advocate, implement, and
evaluate practices and policies that will
improve health. Progress begins with
adequate investment—we vastly under-
invest in public health, and public health
funding from all sources (governmental,
private) has declined over the past sev-
eral decades.”® We also need to train
practitioners with the skill sets to pre-
pare them for future challenges, not
for the issues and technologies of the
paSt‘7'6O

The science underlying public health
(e.g., a suite of EBIs) has grown expo-
nentially since the publication of the
landmark FOPH report—yet we have
not fully harvested these advances and
marshalled the political will to advance
equity and population health. 4JpH
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he main goals of the Institute of
T Medicine's 1988 report The Future
of Public Health" are laudable and still
necessary today. This report recog-
nized that the mission of public health
is “fulfilling society’s interest in assuring
conditions in which people can be
healthy.”"®” To achieve this, all levels of
the governmental public health field—
federal, state, local, and tribal—must be
engaged in addressing the defined
core functions. One major concern, as
the COVID-19 pandemic has demon-
strated, is that 36 years later, although
we have made improvements, the
overarching goals of the report remain
aspirational.

The COVID-19 pandemic brought into
sharp focus the need for a cross-sector,
multidisciplinary approach, and the
American Public Health Association
responded by organizing the Alliance for
Disease Prevention and Response.” The
Alliance is a collaborative initiative focus-
ing on advancing a strong public health
system for everyone and includes 80
cross-sectoral organizations. The Alli-
ance has received support from the
CDC Foundation, Kaiser Permanente,
the Rockefeller Foundation, the Skoll
Foundation, and the W.K. Kellogg

McGowan et al.

Foundation. The Alliance’s goal is to ac-
celerate building a robust and resilient
public health system that advances
health and well-being for all.

After extensive study and input from
the public health community and cross-
sectoral and community-based part-
ners, we believe a key next step is to
launch a large cross-sectoral move-
ment, including an action arm, the
Campaign for the Public's Health, to
expand active engagement and colla-
boration and champion advances in
public health and equity. This will
involve catalyzing community-level
partnership, communicating a shared
vision, and jointly advocating supportive
policy and system building. Linchpins of
these efforts are collaboration and
alignment, avoiding redundancy, and
identifying organizations ready to lead,
champion, support, and amplify the
work of others to reach shared goals.

BACKGROUND

To determine priorities for this move-
ment and the Campaign for the Public’s
Health, the Alliance undertook a com-
prehensive and collaborative process

of reviewing and summarizing more
than 100 recommendations from 13
recently released reports or activities
focusing on improving the public
health system, including those from the
Bipartisan Policy Center,” the Common-
wealth Fund,* the Robert Wood John-
son Foundation,® CDC Foundation's
Lights Camera Action series,® and the
President’s Council on Science and
Technology.” We identified four major
focus areas: (1) data and information
technology; (2) law and governance; (3)
social determinants of health, equity,
and partnerships; and (4) the work-
force. The vetting process, which
involved more than 200 individuals,
identified an agenda with focused pri-
orities for the public health system. The
process also identified the need for the
public health community to better em-
ploy tools and tactics, including advoca-
cy, communications, and partnerships,
and to better engage communities; it
also reinforced several key lessons.

KEY LESSONS

Here are the broader lessons we
learned, which are part of any compre-
hensive campaign and which we must
consider to achieve the goal of building
a robust and resilient public health sys-
tem that improves health for all and
better learns from and supports com-
munity coalitions:

1. Stop ruminating and start taking
action! Although we have seen
advances over the past 36 years,
we have not seen the necessary
wide-scale changes identified in
the 1988 report. Some things have
improved: diseases are close to be-
ing eradicated or are treatable,
more data are available, informa-
tion is shared rapidly, and environ-
ments are cleaner. But we still face



major challenges in supporting
wellness for all and preventing or
responding to major threats and
building trust in the public health
community. We must begin to
move past analysis and research to
implement the critical changes out-
lined in these reports and advance
this movement with necessary
resources, partners, and authority.

Recognize the broader focus that
is critical to improving the public's
health. The social determinants of
health, without necessary policy
solutions or the will required to fix
them, can be primary factors in ex-
acerbating health inequities. The
move from focusing on health
inequities to addressing health eg-
uity has been crucial, but as a field
we still need to continue to move
forward and to address some of
the structural barriers such as pov-
erty, discrimination, or environ-
mental threats that cause many
inequities. The incorporation of
new partners, communities, and
other fields has helped us address
these necessary precursors to
health in many places.

Governmental public health is core
to improving the public's health
but cannot do it alone. To promote
and protect health, many issues,
programs, functions, and capacities
must be called on from outside the
public health governmental infra-
structure. The pandemic showed
the need for collaboration with
partners, including health care
workers, social service providers,
businesses, schools, faith-based
organizations, and community resi-
dents of all backgrounds. The insti-
tution of public health has created
social movements and worked to

5.

ensure everyone has the opportu-
nity to live their healthiest lives, but
large-scale societal changes to
improve well-being for everyone in
every community across the nation
happen through collaboration and
aligned action.

Community must be central to
this work. Improving the health of
communities that are underserved
and disproportionately excluded
from decision-making through
power sharing and active listening
must become central to public
health practice. Many coalitions
responded to the COVID-19 pan-
demic, although their primary fo-
cus was on other health and social
determinants of health issues af-
fecting their communities, and they
provided the opportunity for resi-
dents to advocate for themselves.
Challenges include identifying
funding sources for basic coalition
capacity; engaging local, resident-
driven coalitions; and providing
them with the information and
tools they need to be effective.

The public health field is political
but not partisan. Although science
and evidence are core to public
health practice, during the pan-
demic many public health deci-
sions were made publicly in the
policy or political realm. As a result,
the public health field became a
political target. Our leaders and
practitioners must learn to regular-
ly engage with decision-makers
and advocate for public health at
all levels of government. The public
health community needs to cele-
brate successes, learn how to ex-
plain what we do to new and non-
scientific audiences, and make new
partners. Having community or
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cross-sectoral partners elevate the
value of public health would pro-
vide some credence and justifica-
tion for additional funding, pro-
jects, or partnerships.

We must learn to play the long
game. The pandemic reinforced
the importance of public health
and preparing for emergencies. Al-
though the field cobbled together
a response and prevented an even
more dire outcome, the struggle
revealed the impacts of long-term
underinvestment in public health.
We need to better explain preven-
tion and the value of public health
and the necessity of a trained, sup-
ported, and well-compensated
workforce and strong data sys-
tems. We must ensure that officials
have the authority to act to protect
the public and its health and invest
in preparedness to allow planning
and resources to act. We must en-
courage political leaders and fun-
ders to look beyond the short-
term nature of election cycles,
crisis-driven responses, or Con-
gressional Budget Office scoring
and instead make long-term con-
sistent investments to build the
public health system of the future.

Collaboration and aligning efforts
are key. Finally, public health is too
compartmentalized and, in many
places, unfocused. We need to
come together and better coordi-
nate messages, lessons, and
actions to ensure progress on a
common agenda. Creating a move-
ment and the Campaign for the
Public's Health are steps in that
direction.

By working together with partners, the
public health community must begin to
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take action toward the aspirational vi-
sion shared in many reports and
recommendations. Hopefully, we can
move forward from rhetoric, research,
and reactive responses toward collec-
tive and proactive action to achieve
large-scale changes in the health and
well-being of all. 4JPH
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the CDC

Edward L. Baker, MD, MPH

38 See also The 1988 IOM Report, pp. 453, 461, and 467-500.

The landmark 1988 Institute of Medicine report The Future of Public Health served the public health
community well by pointing to what needed to be done, fostering a sense of urgency, and offering
concrete directions to be pursued.

In this article, the impact of the 1988 report, and of the subsequent 2003 report on the Centers for
Disease Control and Prevention (CDCQ), is considered by tracing the course of the ideas that influenced
the consciousness of the public health community and subsequently catalyzed concrete action. Among
these ideas was that “public health is in disarray.” This assessment led to an awareness that something

needed to be done. Further, by stating that the public health enterprise had 3 core functions
(assessment, policy development, and assurance), the 1988 report set in motion policy development
to address the “disarray.”

At a more fundamental level, both reports championed the need for governmental public health
(particularly at the CDC) to take action to strengthen the capacity of local and state public health
agencies to address a growing range of public health threats and emergencies. (Am J Public Health.
2024;114(5):489-494. https://doi.org/10.2105/AJPH.2024.307598)

he landmark 1988 Institute of
T Medicine (IOM) report The Future of
Public Health" and its subsequent 2003
report? influenced a range of Centers
for Disease Control and Prevention
(CDQ) programs and perspectives. As a
result, CDC programs were created to
respond to the “call to action” of these
seminal reports. At a fundamental level,
both reports championed the need for
the CDC, along with its partners, to take
concerted action to strengthen the
nation’s public health system.

CONTEXT

The 1988 report came out during a pe-
riod of seminal research and policy

development focusing on building the
capacity of the public health system to
address a widening range of health
challenges. Prior to 1988, research had
revealed a high degree of variability in
the range of services provided by local
health agencies across the nation. To
address this high level of variability, vi-
sionary leaders at that time developed
a list of 10 public health practices as an
initial basis for standardization of
public health services at the local and
state levels.? This listing was used by
academic researchers to assess the
capacity and practices of local and state
health agencies, thereby providing
objective evidence for the “disarray”
noted in the 1988 report.

In addition, the 1990 Health Objec-

tives for the Nation built on other initia-
tives to enhance public health capacity.

Throughout the decades of the 1980s

and 1990s, tools were developed to as-

sist local and state health agencies in
strategic planning and partnership de-
velopment. The first tool was APEXPH
(Assessment Protocol for Excellence in
Public Health), which was then followed
by a widely used capacity-building tool
created by the National Association of
County and City Health Officials: MAPP
(Mobilizing for Action Through Planning
and Partnerships: A Community Ap-
proach to Health Improvement).*
These and other initiatives acted syner-
gistically with the 1988 report to foster
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concerted action to strengthen public
health agency capacity and to influence
leaders to act.

Then, the 2003 report built upon the
conceptual framework of the 1988
report by endorsing a range of conclu-
sions and recommendations from the
earlier report and by acknowledging
the progress made over a 15-year peri-
od. The 2003 report acknowledged the
progress made in creating a list of 10
Essential Public Health Services on
which the CDC-led National Public
Health Performance Standards were
based. The 2003 report also advocated
for the creation of a national system to
accredit local and state governmental
public health agencies.? Between 1988
and 2003, the use of computerized
information systems exploded, with
profound implications for the public
health enterprise; the 2003 report
acknowledged progress made to
strengthen the public health informa-
tion infrastructure since 1988, but not-
ed that much more work was needed.

IMPACT ON THE CDC

Central to the 1988 report was the the-
sis that action at the federal level was
essential to address the shortcomings
in the nation's public health system. In
general, the report was instrumental in
advancing the concept that the CDC
should commit to efforts to strengthen
the nation’s public health system. Ac-
cordingly, this article highlights the in-
fluence of ideas contained in the 1988
report on certain CDC programs and
priorities. The process, which was cata-
lyzed by the 1988 report, played out
over the decade of the 1990s and be-
yond. In order for the ideas noted in
the report to effect action through
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policies and programs, leadership was
an essential ingredient.

LEADERSHIP

On March 1, 1990, Bill Roper became
CDC director. I was most fortunate that
| started my tenure as director of the
CDC Public Health Practice Program Of-
fice on the same day in 1990. Shortly
after Roper became CDC director, he
articulated 3 top priorities for the CDC,
one of which was “Strengthening the
Public Health System.”> Because Roper
had served as a local health depart-
ment director in Birmingham, Alabama
and had studied the public health
system as a public health graduate
student at the University of Alabama at
Birmingham, he was well aware of the
issues cited in the 1988 report. As a
result of his leadership, the wheels
were set in motion for innovative
action over the coming decades.

Subsequently, other CDC directors,
notably David Satcher and Jeffrey
Koplan, continued to support a range of
efforts to strengthen the public health
infrastructure and to broaden the focus
(as noted in the 2003 report) to reach
out to community-based organizations
(under Satcher’s leadership). After the
terrorist attacks of September 11, 2001
and the subsequent anthrax attacks,
Koplan successfully advocated for
major increases in support for state and
public health capacity such that the
CDC fiscal year (FY) 2002 budget in-
creased substantially—by $865 million
annually—with $110 million earmarked
for the Health Alert Network along with
other initiatives (e.g., epidemiological
capacity, lab capacity, preparedness
planning, and education and training).
These areas of need were identified
both in the 1988 report and in the

2003 report. This increased funding con-
tinued for several years after the FY2002
funding cycle.

FROM DISARRAY TO
STANDARDIZATION AND
ACCREDITATION

The 1988 report took the first step
along the path from “disarray” to the
present system of health agency
accreditation by stating that public
health had 3 core functions: assess-
ment, policy development, and assur-
ance. Once these core functions were
articulated, public health leaders began
to support the concept that greater
uniformity of public health services was
desirable. However, these broad con-
cepts needed further refinement to
enhance policymakers' understanding
of what public health does. So, a set of
10 Essential Public Health Services was
created to elaborate more concretely
on the IOM's list of 3 core functions.®

Once the 10 Essential Public Health
Services were described, public health
leaders used that framework to build
out initiatives that were designed to
move from disarray to standardization.
This process, led by Paul Halverson and
Bud Nicola, was based on the maxim
that “what gets measured gets done,”
and produced a set of detailed National
Public Health Performance Standards,
which formed a blueprint for action.
These standards provided a uniform,
outcome-based model for evaluating
public health programs, which was
then used to guide action at the state
and local levels.”

Flowing from the creation of these
Performance Standards, accreditation
of local and state health agencies con-
stituted a further step toward addres-
sing the “disarray” noted in the 1988



report.” As a further step in that pro-
cess, the Exploring Accreditation Pro-
ject was launched in 2005, followed by
the creation of the nonprofit Public
Health Accreditation Board (PHAB) in
2007.8 This voluntary system of accred-
iting state and local health agencies be-
gan the accreditation process in 2011.
Since that time, PHAB has continued to
accredit public health departments to
strengthen public health infrastructure
and transform governmental public
health. To date, 41 state health depart-
ments, 321 local health departments,
and 6 tribal health departments have
been accredited. As a result, 90% of the
US population is served by an accre-
dited health department. The vast ma-
jority (95%) of accredited health depart-
ments say accreditation stimulated
quality and performance improvement,
77% say accreditation strengthened
relationships with key partners, and
65% say accreditation improved the
use of resources.®

The COVID-19 pandemic has been a
significantly difficult time for many
health departments. However, many
accredited health departments have
found accreditation to have been help-
ful in their preparedness for the pan-
demic. More than 80% of health
departments indicated that, overall, ac-
creditation has helped their response
to the pandemic. Preparation for ac-
creditation has been particularly helpful
in response to the COVID-19 pandemic
in the areas of preparedness plans and
policies and relationships with other
sectors and stakeholders.”

WORKFORCE DEVELOPMENT
AND PUBLIC HEALTH
EDUCATION

In addition to influencing the course of
organizational development, the 1988

report catalyzed CDC initiatives to
strengthen the public health workforce."®
These initiatives were designed to en-
hance a range of technical skills as well
as leadership and management skills.

Technical Skill Development

The CDC had a long history of providing
training and career development for
the public health workforce. However,
access to CDC training was limited; as
noted in the 1988 report, developing
the technical skills of the workforce in
core areas (e.g., immunization prac-
tices) was essential for the future of
public health. To address these needs,
the CDC created the Public Health
Training Network in 1993, which
employed innovative distance learning
techniques to enhance the reach of
CDC training programs under the lead-
ership of Dennis McDowell and other
pioneers. As a result, a national public
health training infrastructure was creat-
ed that ultimately served over 1 million
health professionals with timely training
related to current threats'®. Since then,
the CDC has continued to support ac-
cess to training materials for the public
health workforce.

Leadership and
Management Development

Another important conclusion from the
1988 report was the value of formal
leadership development programs.
The CDC took this charge seriously and
embarked on a journey to establish a
more systematic approach for develop-
ing public health leaders. The first step
was the creation of the national Public
Health Leadership Institute (PHLI), a flag-
ship program, which ultimately served
1000 scholars from 1992 to 2011.

An evaluation of the PHLI program

THE 1988 IOM REPORT

demonstrated that it promoted new
ways of thinking and new partnerships
across the public health community."""?

Further, a national network of state
and regional public health leadership
institutes was formed that reached
thousands more individuals, enhancing
thought leadership nationwide. The
benefits of these programs continue to
be felt to this day, as those who partici-
pated continue to apply skills and
perspectives gained from these devel-
opment programs. In addition to these
programs, many other public health
leadership development programs
have been created for a range of audi-
ences and focus areas (e.g., environ-
mental health) over subsequent years.
The 2003 report? acknowledged the
value of CDC-supported PHLIs at the
national, state, and regional levels and
advocated for continued support based
on the success of these programs.
Unfortunately, CDC support for PHLIs
was abandoned in 2011 and most
programs closed their doors.

Once leadership development was
under way and gaining wide support, a
need for a companion system for the
development of management skills was
acknowledged. To address that need,
the Management Academy for Public
Health was launched in the late 1990s,
led by Janet Porter and Jim Johnson at
the University of North Carolina." This
program, which was supported by a
consortium including the Robert Wood
Johnson Foundation, the Kellogg Foun-
dation, the Health Resources and
Services Administration, and the CDC,
ultimately reached hundreds of front-
line public health managers with core
management skills training."® Support
from the de Beaumont Foundation
served to sustain and strengthen the
Management Academy after the initial
phase of operations.
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Public Health Education

The 1988 and 2003 reports made ex-
tensive recommendations designed to
strengthen the roles of schools of pub-
lic health in contributing to the educa-
tion and training of the public health
workforce. These recommendations
related both to curriculum change for
students as well as short courses for
existing public health workers. These
recommendations set in motion discus-
sions designed to bridge the gap
between academia and the practice
community that the report delineated.
Programs were launched by the CDC
that began to address the gaps noted
in the 1988 report. These programs, led
by Maureen Lichtveld and Joan Cioffi,
included the creation of Centers for
Public Health Preparedness at schools
of public health, followed by Prepared-
ness and Emergency Response Learn-
ing Centers and the Preparedness and
Emergency Response Research Cen-
ters." Unfortunately, CDC support for
these academically based programs
ceased despite a clear recommendation
in the 2003 report? that these very suc-
cessful programs should continue and
be strengthened to further serve the
needs of the public health workforce.

THE BIRTH AND GROWTH
OF PUBLIC HEALTH
INFORMATICS

Although the word “informatics” does
not appear in the 1988 report, that re-
port and the 2003 report highlighted
the need for improving the ways in
which public health agencies manage
data and information. As the computer
revolution was reshaping life more
broadly in the early 1990s, public
health was being left behind as the In-
ternet extended into organizational
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and daily life. The need for improved
data and information management was
once again highlighted during the
COVID-19 pandemic as community
leaders required better information

to guide policy and practice.

During the late 1980s and early
1990s, CDC pioneers began to envision
a future in which data and information
could be managed more effectively and
efficiently. A microcomputer-based
tool—Epi Info—was created by a team
led by Andy Dean and his son Jeff Dean
to assist epidemiologists in carrying out
standard tasks in their work; this tool
is still in wide use today."® Another
innovation—CDC WONDER, created by
a team led by Howard Ory—provided
online access to CDC data and informa-
tion needed for epidemiological
research; CDC WONDER s also in
current use around the world."?

Following the publication of the 1988
report, the CDC undertook major initia-
tives to enhance the information infra-
structure of state and local health
agencies. The first such initiative—the
Information Network for Public Health
Officials (INPHO), led by Dave Ross—
was designed to connect health depart-
ments to the Internet (a revolutionary
concept in 1992); support the use of
e-mail; enhance information access,
including the creation of Web sites by
public health agencies; and provide a
platform to support access to distance
learning from the CDC over the Inter-
net.'® The INPHO initiative championed
the concept that the public health sys-
tem must move into the “information
age” and adopt innovative techniques
to manage and share information.

Later, the Health Alert Network was
created in the late 1990s as a response
to the growing concerns about bioter-
rorism. This initiative, managed by a
team led by Patrick O'Carroll, followed

the conceptual foundation established
by the INPHO project and reinforced
the need to act as stated in the 1988
IOM report. Ultimately, the CDC Health
Alert Network initiative achieved the
goal of having every local and state
health department connected to the
Internet with high-speed continuous
connection.'® Today, the Health Alert
Network is used regularly by the CDC
and state health agencies to notify the
public health system regarding health
threats and emergencies. The first
Health Alert Network message was sent
on September 11, 2001, following the
terrorist attacks on the World Trade
Center and the Pentagon. Most recently,
Health Alert Network Message #495
(sent on June 30, 2023) addressed the
threat of exposure to wildfire smoke
and Message #494 notified the public
health community regarding cases of
domestically acquired malaria."’

In 2022, the CDC launched the Data
Modernization Initiative as a next step
in this journey. Fueled by substantial
funding, the initiative is designed to
continue the process set in motion by
the recommendations of the 1988 and
2003 reports to improve health infor-
mation systems needed to support the
work of public health agencies.'®
Ultimately, this and other initiatives
are designed to create a national
network of “informatics sawy health
departments” with the capacity and
capability to manage and share public
health data and information for the
communities which they serve."?

During the years following the 2 IOM
reports, efforts to unify public health
information systems were challenged
by the plethora of information systems
designed to support categorical
disease programs, As noted in the
2003 report, failure to integrate
public health information systems



represented a clear threat to the ability
of the public health system to effective-
ly manage information in the event of a
major public health emergency by
employing interoperable approaches.
Recent events, including the COVID-19
pandemic, have validated the observa-
tions of the 2003 report. Hopefully, the
Data Modernization Initiative now un-
der way may address many of the
shortcomings of the fragmented public
health information infrastructure.

OTHER CDC-LED INITIATIVES

The momentum for public health sys-
tem change that was set in motion

by the 1988 report continued well
beyond the initial years following
publication of the report. These
"downstream” initiatives included the
creation of a Guide to Community Pre-
ventive Services, which has served pub-
lic health for over 25years in providing
evidence-based practices for popula-
tion health.?® Further, the CDC estab-
lished the Public Health Law program
(led by Gene Matthews, Rick Goodman,
and Tony Moulton) during this period
to support the legal foundation of the
public health enterprise.?’ The 2003 re-
port? highlighted the need to revamp
public statutes at the national and state
levels and documented early work to
achieve this goal. Recently, the Robert
Wood Johnson Foundation led the cre-
ation of a national network of regional
public health law centers, which are
carrying on the work highlighted in

the 2003 report.

OBSTACLES AND
FUTURE CHALLENGES

The initiatives noted here focused on
the need to address systemic issues
within the public health system. As in

any major change initiative, obstacles

and resistance to change occurred and
continue to this day. Perhaps the great-
est source of resistance to change was
attributable to the “categorical mindset
of most CDC programs. One of the ma-
jor strengths of the CDC has been the

expanding focus on a range of categori-

"

cal disease prevention programs, which
evolved from infectious disease preven-
tion in the early years and now include
prevention of chronic diseases, injuries,
health issues related to environmental
and occupational hazards, the opioid
epidemic, and other areas. An unfortu-
nate unintended consequence of this
expansion was that many CDC pro-
grams tended to focus on their specific
area of interest with little attention to
the needs of the public health system
more broadly. One manifestation of
this mindset is the proliferation of mul-
tiple surveillance systems for each
CDC-funded program that are not
interoperable, leading to inefficiency at
the state and local levels."® Hopefully,
the Data Modernization Initiative will
begin to address these “data silo”
issues.

Despite the progress noted here,
there remain many future challenges to
fulfilling the recommendations and
findings of the IOM reports. Continuing
the progress made toward national ac-
creditation of public health agencies is
central to addressing the “disarray”
noted decades ago; CDC support, with
increased attention to incentives and
policy innovation, is needed to foster
broader implementation of the PHAB
program. Improved public health infor-
mation systems are central to position-
ing public health to respond to the next
crisis and to managing the day-to-day
work of the public health enterprise.
Finally, enhanced advocacy skills among
public health leaders will be essential

THE 1988 IOM REPORT

to bolster support for the work of
public health at the local, state, and
national levels.??

CONCLUSION

The 1988 IOM report The Future of Pub-
lic Health and the 2003 report The
Future of the Public's Health lived up to
their names by offering ideas that influ-
enced the thinking of public health
leaders about the future. Further, these
ideas, along with other forces at work
in the decades that followed, led to
specific programs that fulfilled the vi-
sion that the CDC embrace the priority
of strengthening the public health infra-
structure.”® These initiatives have dem-
onstrated lasting benefits by fostering
innovation and serving the needs of
those who practice public health across
the nation today. Those who contribut-
ed to the creation of these reports can
be justifiably proud of their seminal
contributions to the present public
health structures and functions, with
continuing efforts for an even better
future of public health. 4JPH
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Revisiting the IOM Reports and
Envisioning a Promising Future
for Public Health

Alina B. Baciu, PhD, MPH, and Rose Marie Martinez, ScD

38 See also The 1988 IOM Report, pp. 453, 461, and 467-500.

Two public health reports from the National Academies of Sciences, Engineering, and Medicine

published in 1988 and 2003 by the Institute of Medicine continue to resonate.

The COVID-19 pandemic highlighted the need for a robust and adequately funded public health system

that has political and public support as well as strong connections to health care and other sectors.
However, a spate of recent assessments of the nation’s public health infrastructure shows continuing
gaps in funding, workforce, capacity, and other dimensions.

There are reasons for optimism and opportunities for progress in public health in the third decade of

the 21st century. There is great promise in cross-sector partnerships and in embracing the “public” in
public health by building power with communities in health improvement efforts and in decision-
making. (Am J Public Health. 2024;114(5):495-500. https://doi.org/10.2105/AJPH.2024.307584)

n 1988, The Future of Public Health
I (FPH) was published by the Institute
of Medicine (IOM) at a time character-
ized by concerns about HIV/AIDS, rising
infant mortality, outbreaks of measles,
and questions about the role of govern-
ment in the lives of US residents.” In
2003, IOM published The Future of
the Public’s Health in the 21st Century
(FPH21) to consider progress made
and changes needed to further the
mission of public health in the new
century. The context was similarly chal-
lenging in the aftermath of the 9/11
attacks.

Thirty-five and 20 years later, respec-
tively, only some things have changed.
The reports’ key messages still reso-
nate: public health is in disarray, there
is insufficient and sporadic funding to
support public health functions, more
and better partnerships with other sec-
tors and organizations are needed, and

public and policymaker awareness and
support are lacking. Today, the nation
again finds itself at a moment for soul
searching about the role of public
health in society.

CHALLENGES OUTLINED
IN FPH AND FPH21

FPH recommended that public health
agencies

seek stronger relationships and
common cause with other profes-
sional and citizen groups pursuing
interests with health implications,
including voluntary health organiza-
tions, groups concerned with
improving social services or the envi-
ronment, and groups concerned
with economic development.'®41”
FPHZ21 built on the 1988 definition
of public health (i.e., “what we, as a

society, do collectively to assure the
conditions in which people can be
healthy"'"")) as a shared and whole-of-
society undertaking.

FPH outlined core functions of public
health: assessment, policy develop-
ment, and assurance. It also described
responsibilities for each level of govern-
ment along with enabling steps (statu-
tory, structural and organizational, and
capacity building) and discussed work-
force education and training needs.
The report noted 2 factors that shaped
how public health problems were
solved: the contributions of scientific
and technical knowledge and the tenor
of public values and popular opinion.
Much has changed in how and what in-
formation is shared and accessed by
the public—with far-reaching effects on
their view of public health efforts and
services, their trust in government, and
their perception of threats to health.
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Several challenges described in FPH
still affect US public health:

e Public and political views of the role
of government as they inform con-
siderations about the scope of gov-
ernment public health (i.e., narrow
VS expansive);

e Inadequate and unstable funding;

e Lack of investment in public health
research;

e Insufficient collaboration between
and across relevant sectors, begin-
ning with the public health-health
care relationship, including in infor-
mation sharing and resource alloca-
tion; and

e Inability to navigate the politiciza-
tion of public health issues.

The COVID-19 pandemic demonstrat-
ed the potential of effective public
health infrastructure as some state and
local public health agencies, along with
private-sector partners, innovated and
achieved some wins in safeguarding
the public's health. These include the
stay-at-home orders that flattened the
curve of hospitalizations in the early
months of the pandemic, the rapid de-
velopment and production of vaccines,
and the eventual wide availability of an-
tigen tests. However, the crisis also laid
bare the continuing gaps in the public
health infrastructure and funding and in
the prerequisites for equitable health
and well-being, such as housing, work-
force protections, and economic stability,
along with a lack of robust cross-sector
partnerships and limited engagement
with communities on decision-making.

In explaining the need for multisector
action, FPH21 noted, “Government can-
not assure population health alone;
other sectors and parties have an inter-
est and a civic role to help create the

Baciu and Martinez

conditions that make health possi-
ble."?P?2) The report also asserted that
the nation’s investments and policies
accord a higher value to individual-
based rather than population health
approaches and to biomedical over
prevention research. It identified the
following shortcomings and gaps in the
US public health infrastructure:

vulnerable and outdated health in-
formation systems and technologies,
an insufficient and inadequately
trained public health workforce,
antiquated laboratory capacity, a
lack of real-time surveillance and
epidemiological systems, ineffective
and fragmented communications
networks, incomplete domestic pre-
paredness and emergency response
capabilities.”®

To address these challenges, the
authoring committee recommended
more flexible and adequate funding for
public health; expanding federal fund-
ing for prevention and population- and
community-based research; imple-
menting strategies for engaging other
sectors, such as business and the me-
dia, and for supporting community-led
efforts to improve community health;
and strengthening public health com-
munication to demonstrate value and
accountability to the public.

The time line in Table 1 lists some of
the milestones that illustrate the juxta-
position of public health crises with
fluctuations in public health funding
(increases, followed by cuts) over the
past 2 decades. Overall, the budget of
the Centers for Disease Control and Pre-
vention (CDC) fell by 2% between 2012
and 2021, and public health spending
stayed flat or decreased over the first 2
decades of the 21st century."’

BEYOND FPH AND FPH21

Between 2021 and 2023, several
reports on the US public health infra-
structure have been released that con-
tain recommendations and messages
that echo those of the decades-old
IOM reports, especially those related to
funding shortfalls and infrastructure
gaps. The Bipartisan Policy Center pub-
lished Public Health Forward: Moderniz-
ing the US Public Health System, which
outlined a vision of a healthier nation
(by 2026) with a public health system
supported by “sufficient, predictable,
and flexible public health funding”'”; a
modern, interoperable, and secure
public health information system; a di-
verse and well-equipped workforce;
modernized laws and policies; and
partnerships and community
engagement.

The CDC Foundation'’s Lights, Cam-
era, Action 4-part summit series held in
collaboration with other public health
organizations explored the following
dimensions of the public health system:
data infrastructure, workforce, funding,
and partnerships. The summit series
offered fresh perspectives and calls to
action that reflect contemporary con-
cerns, evidence, and practices. These
include acknowledging and repairing
historical harms; democratizing data
collection and sharing for narrative
building that advances racial justice
and health equity; engaging community
members in budgeting to develop trust,
share power, and build equity; addres-
sing structural racism in public health;
and shifting power dynamics.

The Commonwealth Fund Commis-
sion report Meeting America’s Public
Health Challenge outlined an expansive
vision of the public health system and



I TABLE 1— Time Line of Select Public Health Milestones
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Year Milestone

2001 9/11 terrorist attacks; anthrax attacks

2002-2003 Increase in total public health funding as part of emergency preparedness®

2005-2006 National pandemic influenza plans

2008 The Great Recession

2009 Increase in total public health funding (American Recovery and Reinvestment Act)*

2009-2010 H1N1 pandemic; $1.4 billion from CDC public health emergency response to support state and local public health agencies®

2010 Affordable Care Act provision for the prevention fund authorizes $18.75 billion in funding, intended to start at $0.5
billion/year and increase to $2 billion/year by 2015; Congress redirects funds to nonpublic health programs, decreasing
the amount of funding available®®

2010 The second wave of the opioid epidemic with a rapid increase in heroin-related overdose deaths (first wave in 1990s, natural
and semisynthetic opioids and methadone)’

2012 Prevention fund cut for Medicare physician payments®

2013 The third wave of the opioid epidemic, with increased overdose deaths from synthetic opioids, especially illicitly produced
fentanyl”

2014-2016 Cases of Ebola are treated in the United States'®

2014-2016 First cases of Zika in the Americas'"; the HHS struggles to identify resources'?

2016 Prevention fund cut for the 21st Century Cures Act®

2016 The HHS articulates Public Health 3.0—denoting a new era of cross-sector collaboration for collective action (with public
health agencies as “chief health strategist”) and a focus on improving the social determinants of health

2018 Prevention fund cut for short-term extension of Children’s Health Insurance Plan®

2018 The CDC budget increases $1.079 billion, including $350 million to support the opioid pandemic response'®

2019 The fourth wave of the opioid epidemic; federal appropriations increase from $2.1 billion to $6.1 billion between 2017 and
2020

2020 COVID-19 pandemic declared on March 11, 2020

2020-2021 Congress allocates $305.6 billion through 5 COVID-19 relief bills ($15.3 billion to CDC)'®

2023 CDC faces $1.5 billion in budget cuts'®

Note. CDC = Centers for Disease Control and Prevention; HHS = US Department of Health and Human Services; prevention fund = prevention and public

health fund.

workforce."® This report called for man-
datory, sustained funding and strate-
gies to strengthen infrastructure so
that all communities can be provided
with foundational public health capabil-
ities.”® The report also called for creat-
ing an undersecretary of public health
to provide leadership and coordination
in the US Department of Health and
Human Services, for adequate public
health funding (supporting all aspects
of the infrastructure), and for pairing
funding with accountability at each level
of government. Additionally, it called on
all levels of government to build

connections between public health and
health care for both day-to-day collabo-
ration and emergency preparedness
and to involve community partners in
decision-making.

These recent reports underscore
long-standing problems but also reiter-
ate the importance of partnerships and
of a focus on advancing health equity,
including through declarations of racism
as a public health crisis.'® This reflects
shifts in the field that were merely
glimpsed in FPH and FPH21. Next, we
discuss promising developments and
innovations in cross-sector partnerships

and the role of communities in improv-
ing health, equity, and well-being.

On Cross-Sector Partnerships

There are many frameworks for and
instances of effective partnerships of
public health with health care and with
other sectors. Some may be found in
communities where hospitals, public
health departments, and social sector
organizations have been collaborating
to conduct community health needs
assessments and community health im-
provement planning (as called for in
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the Affordable Care Act and related In-
ternal Revenue Service regulations).?°
Examples include those showcased by
the Funders Forum on Accountable
Health and by Communities Joined in
Action.?" There are also cross-sector
partnerships with government agencies
in transportation, housing, and other
domains?? and cross-sector partner-
ships across multiple public and
private-sector organizations, such as
those nurtured by the multifunder
BUILD Health Challenge.”®

But the capacity of public health
agencies to build and sustain lasting
partnerships across sectors remains
variable and depends on idiosyncratic
leaders—rather than on robust institu-
tionalized processes—as well as fund-
ing and capacity. Often, only large,
well-equipped public health agencies
can build sustained relationships with
community and regional partners.®*
However, examples, toolkits, and guid-
ance on effective cross-sector collabo-
ration are more available than ever and
could assist smaller or less well-
resourced public health agencies.*®

Partnerships between public- and
private-sector public health entities re-
main an area of enormous promise for
many reasons, including better com-
munication, greater visibility, and great-
er trust in and growing a constituency
for public health. For example, the pub-
lic health-business relationship has
been discussed in a US surgeon gener-
al's report on community health and
economic prosperity (https://bit.ly/
3Talshw) and a de Beaumont Founda-
tion and Johns Hopkins University
Bloomberg School of Public Health
guide on alignment between business
and public health leaders (https://
debeaumont.org/businesspublichealth).

Several funders launched the Health
Action Alliance to bring leaders in
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public health and business together
with communication experts to help
employers navigate evolving health
challenges, advance health equity,

and prepare for future health emer-
gencies.?® The COVID-19 pandemic
highlighted the relationship between
health and economic well-being. De-
spite the fog of mis- and disinformation
about the virus and the vaccine,
employers understood that lowering
infection rates was beneficial to their
business: some collaborated with pub-
lic health agencies to enact policies
that protected workers' health.?’

On Community, Power,
and Democracy

FPH stated, “Many public health profes-
sionals who talked with us seemed to
regard politics as a contaminant of an
ideally rational decision-making process
rather than as an essential element of

"3 The com-

democratic governance.
mittee observed “little evidence of con-
stituency building, citizen participation,
or continuing (as opposed to crisis-
driven) communications with elected
officials or with the community at

large.""P>) FPH21 asserted:

Theories of democracy demonstrate
that the public’s health is an impor-
tant collective good because public
funds are expended to benefit all or
most of the population. The public's
health can be supported only
through collective action, not
through individual endeavor 2?2
Researchers and decision-makers ac-
knowledge the relationship between
health and democracy. In 2020, a Na-
tional Academies of Sciences, Engineer-
ing, and Medicine (NASEM) report
recommended, based on evidence of
the relationship between health and

civic engagement, that voting participa-
tion be considered for inclusion among
the leading health indicators in Healthy
People 2030.%% In 2023, voting partici-
pation was added to Healthy People
2030 as a core objective.?’ The Ameri-
can Medical Association and the Ameri-
can Public Health Association recently
developed and adopted policy state-
ments recognizing voting as a social
determinant of health.%3" In 2021,
Healthy Democracy Healthy People
launched the Health and Democracy
Index, a Web-based tool that overlays
12 health indicators on state maps of
the Cost of Voting Index (i.e., a metric
of the restrictiveness of voting policies
in each state; https://democracyindex.
hdhp.us).

A growing number of health care
organizations and providers participate
in the work of Vot-ER, a national non-
profit and nonpartisan organization
that works to integrate civic engage-
ment into health care (https://vot-er.
org). The nexus of civic engagement
and health has also been highlighted in
the NASEM report Federal Policy to Ad-
vance Racial, Ethnic, and Tribal Health Eqg-
uity.3? This report discusses evidence
for the relationship of health and well-
being with feelings of efficacy and
belonging and with civic engagement.
To better support states, localities,
tribes, territories, and communities, the
committee asserted, federal agencies
should “prioritize, value, and incorpo-
rate community voice in the work of
government."22(P12)

The evolution of community partner-
ships shows a maturation of the public
health view of community members:
service recipients, authentic partners in
improving health and health equity, co-
researchers, decision-makers, and lea-
ders. Examples of such partnerships in-
clude the 24 communities that



implemented the Community of Solu-
tions Framework From 100 Million
Healthier Lives’' SCALE initiative, sup-
ported by the Robert Wood Johnson
Foundation (RWJF), the power-
building work of the 14 communities in
the Building Healthy Communities ini-
tiative supported by the California En-
dowment,>* and the 9 community-
based and cross-sector partnerships
highlighted in the NASEM report Com-
munities in Action: Pathways to Health
Equity>®

There are many examples of public
health collaboration with community
power-building organizations that ele-
vate the voices and expertise of com-
munity members to influence the policy
agenda and change inequitable condi-
tions for health and well-being*® The
Health Improvement Partnership of
Cuyahoga County, Ohio, is co-led by
community and public health leaders
working to address inequities in health
and in opportunities to live long,
healthy lives (https://bit.ly/3uSgoen). In
Santa Barbara, California, local grass-
roots organizations partner with the
county health department to protect
farmworker health.®” Aspects of the
work of power building and its relation-
ship with health equity have been
examined by Lead Local, an effort sup-
ported by RWJF (https://www.lead-local.
org). A key finding is that community
members “can hold community power
organizations, academics, and policy-
makers accountable to the community”
and “push against institutional tenden-
cies to pursue incremental change rath-

er than transformational change."*8"%

CONCLUSIONS

In 2000, the CDC published a list of the
10 greatest public health achievements
of the 20th century. The list includes

vaccination, control of infectious dis-
eases, healthier mothers and babies,
and family planning. As vaccine and
other health disinformation is propa-
gated on social media, and as the pub-
lic dialogue refracted by the news me-
dia appears more strident and
polarized on topics that include sci-
ence, health, and medicine, the nation
may be losing ground on these historic
achievements.

How can the United States strengthen
its public health infrastructure when
there is an ongoing debate about the
role of government in people’s lives, oth-
er funding focuses take precedence, the
public conflates health and health care,
and decision-makers react to social pro-
blems (e.g., violence, homelessness) in-
stead of proactively and preventively
addressing vital conditions? for health
and well-being (e.g., quality early child-
hood education, humane housing)? The
Federal Plan for Equitable Long-Term
Recovery and Resilience, an initiative
begun in 2020 during the early part of
the pandemic, seems to point the
way forward through interagency and
cross-sector efforts and through
public-private and community
partnerships.®®

Governmental public health agencies
must build and sustain cross-sector
partnerships and put the public back in
public health® through greater trans-
parency and accountability and by
sharing power and decision-making
with the people who experience health
and social inequities. Workforce devel-
opment and resources, unrestricted
funding, and technical assistance will be
needed to develop and sustain capabili-
ties for partnership across sectors and
with communities. The ravages of the
pandemic, the unfolding climate emer-
gency, and other threats underscore the
messages of FPH and FPH21: the public
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health system and the nation'’s social,
economic, and democratic well-being
are linked. 4JPH
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Per- and Polyfluoroalkyl Substance
Exposure Risks in US Carceral
Facilities, 2022
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Objectives. To assess the US incarcerated population’s risk of exposure to per- and polyfluoroalky!

substances (PFASs).

Methods. We assessed how many of the 6118 US carceral facilities were located in the same hydrologic
unit code watershed boundaries as known or likely locations of PFAS contamination. We conducted
geospatial analyses on data aggregated from Environmental Protection Agency databases and a PFAS
site tracker in 2022 to model the hydrologically feasible known and presumptive PFAS contamination
sites for nearly 2 million incarcerated people.

Results. Findings indicate that 5% (~310) of US carceral facilities have at least 1 known source of PFAS
contamination in the same watershed boundary and that it is at a higher elevation than the facility; also
47% (~2285) have at least 1 presumptive source. A minimum of 990 000 people are incarcerated in
these facilities, including at least 12 800 juveniles. Exposure risks faced by incarcerated youths are
disproportionately underassessed.

Conclusions. The long-term impacts from potential exposures to PFAS are preventable and exacerbate
health inequities among incarcerated populations. Widespread public attention to PFASs can be
parlayed into broader environmental monitoring for imprisoned people. (Am J Public Health.
2024;114(5):501-510. https://doi.org/10.2105/AJPH.2024.307571)

n recent decades, significant con-
I cerns have emerged about exposure
to and associated health effects from
per- and polyfluoroalkyl substances
(PFASSs). These substances, which are
commonly referred to as “forever
chemicals” because of their extreme
environmental persistence, are among
the highest priority emerging environ-
mental health risks." PFASs are the
subject of major federal regulations,
hundreds of state and federal legisla-
tive bills, major advocacy campaigns,
interdisciplinary research initiatives,
and multibillion-dollar lawsuit settle-
ments." ™ Yet, because of protracted
corporate secrecy, the difficulty and

expense of testing, and slow govern-
mental oversight, little is known about
the health equity dimensions of PFAS
exposures. The environmental condi-
tions of carceral facilities are similarly
difficult to research despite longstand-
ing concerns about the environmental
health of incarcerated populations ow-
ing to reduced exposure mitigation
agency, health vulnerability, and racial
inequity.>”’ Connecting these critical
issues, we assessed whether and how
incarcerated people might be exposed
to PFASs through drinking water, which
is the most studied and regulated
route of exposure for this family of
chemicals.

PFAS chemicals are a broad class of
at least 12 000 chemicals. Sources of
PFAS emissions to the environment in-
clude industrial emissions to water, air,
or soil; use of fluorinated firefighting
foams for training, testing, and fire re-
sponse; application of contaminated
sludge to agricultural lands; effluent
discharges from wastewater treatment
plants; emissions from incinerators or
landfills handling PFAS-contaminated
waste; and consumer uses.® Exposure
to PFASs is associated with reproduc-
tive and developmental effects, multiple
cancers, liver effects, and hormone dis-
ruption, and it is a key interest for state
and federal regulators.” PFASs are
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particularly a concern for drinking
water exposures, with an estimated
200 million US residents receiving
PFAS-contaminated drinking water."®
In March 2023, the US Environmental
Protection Agency (EPA) proposed
maximum contaminant levels for 6
PFAS, including health-based maximum
contaminant-level goals for 2 PFASs
at zero parts per trillion, indicating
the toxicity of this chemical class at
extremely low concentration."’

Despite research documenting
PFASS' extreme persistence and ubiqui-
tous exposure, the degree of potential
exposure for the highly vulnerable in-
carcerated population remains un-
known. The United States, which bears
the highest total and per capita num-
ber of incarcerated people in the world,
was home to almost 2 million people
detained in prisons, jails, detention cen-
ters, and other carceral facilities,'? with
some 8.7 million people cycling through
the nation'’s jails in 2022." These popu-
lations are disproportionately Black,
Latinx, Indigenous, low-income, and
LGBTQ+ (lesbian, gay, bisexual, trans-
gender/-sexual, queer or questioning,
and all subsects), making the United
States' exceedingly large number of
carceral institutions an important win-
dow into how the justice system
advances public health inequities.®

Incarceration—a key institution of
structural racism in the United States—
is also a major driver of morbidity and
mortality in the United States,””'*
that 1 year of incarceration is estimated
to reduce life expectancy by 2 years."
Both the physical health and mental

SO

health consequences of incarceration
complicate employment and financial
stability and are associated with rein-
carceration.'® Furthermore, a study
estimates that without the rise in incarcer-
ation from the 1980s to the mid-2000s,
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the life expectancy at birth in the United
States would have increased 51% more
than it did during that time.”

Juvenile detention is also associated
with worse physical health later in life."”
In 2019, 36479 youths were detained
or committed to a juvenile facility, and
an estimated 2900 people younger
than 18 years were serving time in
jail."? Incarcerated youths are dispro-
portionately adolescents of color, with
Black youths more than 4 times as likely
to be held in a juvenile facility as White
youths."® Overrepresentation of lesbi-
an, gay, and bisexual people in juvenile
detention is driven by female lesbian,
gay, and bisexual youths' detention,
which is more than 3 times larger than
the corresponding free population.
Underlying the intersectionality of
health issues facing this population,
85% of incarcerated lesbian, gay,
bisexual, transgender, and gender-
nonconforming incarcerated youths
are people of color.'® Between 70%
and 95% of detained youth offenders
have at least 1 psychiatric diagnosis, "
yet juvenile detention and mental
health services are often poorly inte-
grated into detention facilities.

Although some mechanisms leading
to health disparities for incarcerated
populations, such as infectious disease,
are well documented,?® little research
exists on the role of environmental
contaminants. We contribute to under-
standing the potential environmental
tributaries of the negative public health
outcomes advanced by incarceration. A
few studies illuminate a range of expo-
sure routes. Toxic air releases near
state prisons were found to be signifi-
cantly elevated in the eastern Midwest,
the Mountain region, and the Pacific
region.?’ Incarcerated populations are
vulnerable to heat-related mortality,??
and EPA inspectors found a 100%

violation rate across multiple hazard-
ous waste regulations in the only
known multistate prison inspection
campaign.?

Incarcerated populations face parti-
cularly acute risks from contaminated
drinking water for several reasons. First,
unlike most conventional residential
housing, carceral facilities can be zoned
and built in industrialized areas, poten-
tially increasing proximity to industrial
exposures.® Second, incarcerated
individuals have restricted exposure
mitigation options if facilities’ water
becomes contaminated because of
their limited or completely absent ac-
cess to alternative drinking water
sources or water treatment devices.
Finally, because of the structural mar-
ginalization of criminalized populations,
incarcerated populations have elevated
chronic disease burdens that can in-
crease an individual's risk of iliness and
death when facing environmental
exposures.?*

We are aware of no national studies
on the drinking water quality of carceral
facilities and just 2 articles on regional
or subregional carceral drinking water.
One study found that the water sys-
tems of carceral facilities in the US
Southwest were disproportionately
affected by regional exposures to arse-
nic.?®> Another, smaller-scale study
found that a prison in California’s Cen-
tral Valley received drinking water viola-
tions for arsenic exceeding maximum
contaminant levels for 7 years, demon-
strating clear violations of the human
right to water, given the health impacts
of chronic arsenic exposure.?® Although
some people incarcerated in that facility
could theoretically purchase unconta-
minated bottled water, extremely low
pay and regulated income limits for in-
carcerated people make this alternative
water source infeasible.?®



To evaluate this potential environmen-
tal source of health inequity in the con-
text of acutely insufficient national testing
data, we investigated possible exposure
based on validated approaches to esti-
mating drinking water contamination.?
We modeled the hydrologically feasible
PFAS drinking water exposures for the
6118 carceral facilities in the United
States to determine (1) how many incar-
cerated people are potentially affected,
and (2) where testing disparities may lead
to underassessments of risk for incarcer-
ated people and, by extension, account-
ability for PFAS contamination. To achieve
these goals we modeled both known
contamination sources®’ and, using a
newly created and validated method,
presumptive contamination sources.® We
elucidate, to our knowledge, previously
unknown drivers of exposure risks faced
by a large structurally vulnerable popula-
tion and indicate priority sites for testing.

METHODS

We conducted geospatial data analysis
in R version 4.1.0 (RStudio, Boston, MA)
to identify US carceral facilities in the
same watershed boundary and, as a
proxy for hydrological flow direction, at a
lower elevation than point sources with
known and likely PFAS contamination.

We identified 6118 US carceral facili-
ties designated as not closed from the
Department of Homeland Security
(DHS) Prison Boundaries data set.”®
This data set records administrative
data, along with polygon geometries
of fence lines or building footprints, for
secure detention centers in the United
States, ranging in jurisdiction from
federal facilities (including military facili-
ties) to local governments.

We then identified 1774 known PFAS
contamination sites using the PFAS
Project Lab's PFAS Contamination Site

Tracker.?” These are locations where
environmental monitoring has identi-
fied a specific facility or location as
having PFAS contamination above labo-
ratory detection or reporting limits.
However, known PFAS contamination
has been disproportionately identified
in states with rigorous testing regimes
and thus underrepresents the scope
of contamination. Unrepresentative
testing is compounded by historically
high detection and reporting thresh-
olds, geographically uneven levels of
testing, exclusions of private wells from
government testing programs, and dis-
incentives to develop and report PFAS
testing data in the absence of federal
standards and funding.®

Therefore, we also identified 57412
presumptive PFAS contamination sites
using the presumptive PFAS contami-
nation model of Salvatore et al.,® which
identifies locations where contamina-
tion is likely and should be assumed in
the absence of high-quality testing data
to the contrary. This model includes 3
categories of PFAS point sources: sites
that release aqueous film-forming foam
(including Department of Defense sites,
fire training sites, and airports), certain
industrial sites, and sites related to PFAS
waste (including wastewater treatments
plants and landfills). PFASs are a central
component of aqueous film-forming
foam used in firefighting, which is widely
used in suppressing fuel fires and, even
more frequently, training exercises. Addi-
tionally, PFASs are used in more than 200
categories in industrial or manufacturing
processes or finished goods.?? Wastewa-
ter treatment plants and landfills are
sources because they concentrate the
waste stream PFAS-containing products
and PFAS-contaminated water. The vali-
dation techniques in Salvatore et al.®
show high correspondence between
known and suspected sites.

RESEARCH & ANALYSIS

We excluded a number of potentially
relevant data sources from analysis be-
cause of data quality concerns. As of
2020, certain US facilities were required
to report certain PFAS emissions via
the Toxic Release Inventory. In 2022, 47
facilities reported PFAS emissions to
the Toxic Release Inventory. We con-
ducted separate analyses that included
these point sources, and changes to
our findings were negligible. We exclud-
ed this category based on our concern
that the recent implementation, com-
bined with a very small number of actu-
al reported sites, resulted in dramatic
underestimations of the total emitted
PFASs.?

We were unable to include in our
analysis data from the EPA's third Unre-
gulated Contaminant Monitoring Rule
(UCMR 3), which at the time of our anal-
ysis provided the only available nation-
wide data on PFAS concentration levels
reported in public drinking water sys-
tems. (The next round of UCMR is on-
going through 2025.) Matching UCMR
3 data at the water system level with
point data on carceral facility locations
is impossible because there is no na-
tionwide database with geolocation
boundaries for all public drinking water
systems. By individually checking every
carceral facility in the DHS Prison
Boundaries data set with EPA's Facility
Registration Service, we found that only
383 carceral facilities (< 6%) have their
own Safe Drinking Water Information
Service ID and therefore their own pub-
lic water system. Additionally, because
UCMR 3 includes only public drinking
water systems serving more than
10000 and a small sample of smaller
systems, virtually all carceral drinking
water systems would have been ex-
cluded from UCMR 3 testing entirely.

Using the US Geological Survey's
(USGS's) 12-digit hydrologic unit codes
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(HUC-12), we determined the water-
shed boundaries for all point sources.
HUC-12 s designate upstream areas of
land that contribute to surface water
runoff toward a specific pointin a
stream or other body of water and rep-
resent the smallest watershed subdivi-
sions available via USGS's Watershed
Boundary Dataset. We determined ele-
vations for point sources via the USGS
Elevation Point Query Service. We then
calculated the number, percentage,
and populations of carceral facilities
colocated with a point source.

Throughout this article, we use the
term “colocated” to refer to facilities
that are in a HUC-12 with and at a low-
er elevation than a PFAS point source.
We also identified each carceral facility's
census block, using the US Census
Bureau's TIGERweb API (application
programming interface), and we deter-
mined whether the facility was in a rural
or urban location via census block clas-
sification. We disaggregated the results
by carceral facility type, whether the
facility was a juvenile facility, and wheth-
er the facility was in an urban census
block. To contextualize the results, we
repeated all calculations using the DHS
Hospitals data set,>" which allowed us
to determine the percentage of the
8013 US hospitals (excluding nursing
homes and health centers) colocated
with PFAS point sources.

We selected hospitals as a compari-
son setting because the number of US
hospitals is similar to the number of US
carceral facilities, although hospitals
house a less racially skewed vulnerable
population. Notably, exposure risks in
hospitals are likely lower than those in
carceral facilities, given that most hospi-
tal stays are considerably shorter than
detention durations. Additionally, some
hospitals use point-of-entry and point-
of-use filters for infection prevention,
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which could mitigate PFAS exposure.
The prevalence and PFAS efficacy of
these filters has not been studied.

Finally, to determine priority locations
for increased PFAS monitoring, we per-
formed a series of statistical tests to de-
termine whether there was a significant
difference in proportions of certain car-
ceral facilities near known versus pre-
sumptive PFAS contamination sites.
Specifically, we determined the propor-
tions of carcerally proximate PFAS sites
that were industrial sources (vs nonin-
dustrial) from the corpus of known sites
and the corpus of presumptive sites.
We used a 2-proportion z-test to deter-
mine whether there was a statistically
significant difference in proportions
across the 2 data sources.

To assess the spatial independence
of facilities, we ran a spatial bootstrap
test based on the Moran | statistic and
found the spatial autocorrelation of
the type of facilities to be very weak
(/=0.08). Our analysis thus assumes
that point locations are independent
and identically distributed. In addition,
for both juvenile and nonjuvenile
facilities, we tagged each facility we
determined to be colocated with a sus-
pected PFAS contamination source but
not a known contamination source as
“presumed only.” Using a permutation
test, we tested the null hypothesis that
whether a facility is juvenile or adult
makes no difference when it comes to
the proportion of facilities where colo-
cation with a PFAS source was pre-
sumed only. Permutation tests only
presume the exchangeability of obser-
vations, an assumption that these data
meet.

RESULTS

We found that 310 (5%) active US carceral
facilities have at least 1 known source of

PFAS contamination in the same water-
shed boundary and at a higher eleva-
tion than the facility (Figure 1). At least
150000 people are incarcerated in
these facilities, including at least 2200
juveniles. Calculations of the size of
affected populations are significantly
underestimated because 31% of all ac-
tive carceral facilities are missing popu-
lation data. Missing population data are
biased toward juvenile carceral facilities,
with 50% of juvenile carceral facilities
missing population data compared with
27% of adult carceral facilities. Proximity
to known PFAS contamination sites is
likely the tip of the iceberg when it
comes to risks of PFAS exposure. Nearly
half (47%) of all active US carceral facili-
ties have at least 1 presumptive source
of PFAS contamination in the same wa-
tershed boundary and at a higher eleva-
tion than the facility. At least 990 000
people are incarcerated in those facili-
ties, including at least 12 800 juveniles.

These values are similar to the per-
centages of hospitals colocated with a
source of PFAS contamination: 6% of
hospitals are colocated with a known
source, and 56% are colocated with a
presumptive source. Disaggregating
the results by urban versus rural loca-
tion, we determined that 66% of urban
carceral facilities and 24% of nonurban
carceral facilities are colocated with a
presumptive source, whereas 64% of
urban hospitals and 23% or nonurban
hospitals are colocated with a pre-
sumptive source. This suggests the
importance of considering urbanity
when investigating facilities’ PFAS expo-
sure risks.

Many carceral facilities face cumula-
tive PFAS exposures: 1874 (31%) active
facilities have more than 1 presumptive
source of PFAS contamination in the
same watershed boundary and at a
higher elevation than the facility, and
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FIGURE 1— carceral Facilities Colocated With Known and Presumptive Per- and Polyfluoroalkyl Substance (PFAS)
Contamination Sources (a) Overall, (b) by Source, and (c) by Juvenile Carceral Facilities: United States, 2022

Note. FAA = Federal Aviation Administration. Percentages indicate the percentage of the total carceral facilities in the same watershed boundary and at a lower
elevation than PFAS contamination sites. “Waste” and “other” are not included as categories of presumptive PFAS contamination. “Multiple” is not included as a

category of known PFAS contamination.

800 (13%) have more than 5 presump-
tive sources of PFAS contamination
meeting these criteria (Table 1).
Industrial sources are the most fre-
quent presumptive PFAS contamination
source to be colocated with carceral
facilities (Figure 2), with 2658 (43%)
active carceral facilities having at least 1
presumptive PFAS industrial source in
the same watershed boundary and at a
higher elevation than the facility. Of
the presumptive PFAS contamination
sources colocated with carceral facilities,

93% were industrial facilities, whereas of
the known colocated PFAS contamina-
tion sources, 54% were industrial facili-
ties. A z-score test indicates a statistically
significant difference in proportions
across the 2 groups (P<.01), highlighting
the disproportionate lack of testing at
industrial sources compared with
other sources, such as military sites
and waste sites.

The majority of individuals incarcerat-
ed in colocated facilities are in state-
and county-run facilities, with at least

480000 individuals incarcerated in
colocated state-run facilities and at
least 410000 in county-run facilities.
Juvenile facilities are disproportion-
ately colocated with presumptive PFAS
contamination sites, with 56% of juve-
nile facilities in the same watershed
boundary and at a lower elevation than
a presumptive PFAS contamination site
and 46% of nonjuvenile facilities meet-
ing these criteria. Furthermore, 65% of
locally run juvenile facilities and 62%
of county-run juvenile facilities have
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I TABLE 1— carceral Facilities in the Same Watershed Boundary and at a Lower Elevation Than Per- and
Polyfluoroalkyl Substance (PFAS) Contamination Sites: United States, 2022

Total Carceral Juvenile Carceral
Total Carceral Population, No. Juvenile Carceral Population (Low
Measure Facilities, No. (%) (Low Estimate) Facilities, No. (%) Estimate)
Known sources of PFAS contamination
<1 310 (5.0) 152595 57 (5.7) 2287
2-5 79 (1.3) 32902 11 (1.1) 460
>5 10 (0.2) 5443 3(0.2) 225
Presumptive sources of PFAS contamination
<1 2885 (47.2) 995768 558 (55.5) 12872
2-5 1874 (30.6) 666748 394 (39.2) 9169
>5 800 (13.1) 327339 175 (17.4) 4106

Note. Of all active carceral facilities, 31% were missing population data in the Department of Homeland Security’s Prisons Boundaries data set. Percentages
in the first column indicate the percentage out of the total carceral facilities in the country. Percentages in the third column indicate the percentage out of

the total juvenile carceral facilities in the country.

presumptive PFAS exposure (Figure 3).
However, the exposure risks faced by
incarcerated youths are also dispropor-
tionately underassessed. Via a permu-
tation test, we determined a statistically
significant difference (P<.01) in the
proportion of juvenile versus adult facil-
ities documented as being near a sus-
pected contamination source but not a
known contamination source, indicat-
ing a need for further testing near juve-
nile facilities.

DISCUSSION

juvenile carceral facilities and facilities
near industrial sources that are pre-
sumptive PFAS contamination sources,
suggesting the need for targeted
testing. These spatial gaps in water
monitoring both limit possibilities for
regulatory action and mark epistemic
inequalities®” in knowledge invest-
ments, as data absences position incar-
cerated individuals in certain groups
and locations to receive less attention
from regulators and scientists.

Limitations

We found that nearly half of carceral fa-
cilities are near at least 1 presumptive
PFAS contamination site, suggesting
that the incarcerated population poten-
tially faces a major environmental
health hazard through their drinking
water. By analyzing national data of en-
vironmental risks faced by the carceral
population, we document the scale of
potential exposure risk and inform
population health research priorities
and interventions. We also found infor-
mation gaps associated with PFAS con-
tamination to be disproportionate for
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Our analysis likely significantly underes-
timates PFAS exposure potential be-
cause the data sets we used to identify
known and presumptive contamination
are conservative estimates: location of
known contamination is biased toward
states with rigorous PFAS testing, and
the operationalization of presumptive
contamination significantly underesti-
mates sites because of limitations in
publicly available and geocoded data.®
In particular, certain states have con-
ducted extensive testing and identified
numerous PFAS contamination sites,

whereas others have done no focused
PFAS testing to date.

Furthermore, our analysis may mises-
timate drinking water exposure for
carceral facilities that receive drinking
water sourced from a different water-
shed, but no nationwide data exist link-
ing carceral facilities’ water systems
with source locations. It also underesti-
mates potential PFAS exposure by fo-
cusing exclusively on drinking water
exposures, excluding other known
exposure routes, including food, occu-
pation, and inhalation exposures.*3*
Future research should include expo-
sure investigations of PFAS contamina-
tion in carceral facilities, including
drinking water and soil sampling, and
epidemiological investigations of associ-
ated health effects for incarcerated and
formerly incarcerated people. Research
can also locate existing studies of health
status of incarcerated people and de-
termine whether sicker populations are
more highly exposed to PFASs.

Public Health Implications

Increased monitoring of carceral facility
drinking water is needed to identify the
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FIGURE 2— Number of (a) Carceral Facilities and (b) Population Colocated with Presumptive Per- and Polyfluoroalkyl
Substance (PFAS) Contamination Sources: United States, 2022

Note. FAA = Federal Aviation Administration.

extent of PFAS contamination and po-
tential exposure risk, and testing results
should be disclosed to incarcerated
populations. If drinking water is contam-
inated with PFASs above the EPA's pro-
posed maximum contaminant levels,
remediation would be required if and
when those maximum contaminant

levels are finalized. Based on our analy-
sis, in addition to prioritizing testing of
water systems serving a large number
of individuals, researchers and prison
decision-makers should prioritize PFAS
testing of drinking water and other
media (including soil and food grown
onsite) at both juvenile carceral facilities

and facilities near known and likely con-
tamination sources.

Partnerships with advocacy groups
concerned with carceral health are neces-
sary to ensure that such research is con-
ducted equitably and with meaningful
involvement of incarcerated people,
their families, and communities hosting
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FIGURE 3— Juvenile Carceral Facilities Colocated With at Least 1 Per- and
Polyfluoroalkyl Substance (PFAS) Contamination Source That Is (a) Known,
or (b) Presumptive: United States, 2022

Note. Values to the right of the bars indicate the number of colocated juvenile facilities of the corre-
sponding type with the percentage (in parentheses) of the total juvenile facilities of that type.

carceral facilities. Incarcerated people
face structural barriers to raising aware-
ness of the health inequities they face, as
well as barriers in obtaining the data,
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monitoring, and services they need to
protect themselves from PFASs and other
environmental hazards. This is in stark
contrast to the exceptionally rapid and

widespread mobilization in the nonincar-
cerated population of PFAS-affected resi-
dents across the United States.

PFASs are immunosuppressants and
are associated with increased COVID-19
severity and mortality. In the tight con-
fines of carceral facilities, which increase
respiratory infectious disease transmis-
sion, it is imperative to reduce any fac-
tors that could exacerbate the hazards
of airborne pandemics such as COVID-19.
Beyond the acute infectious disease cri-
sis that has swept the world over the
past nearly 4 years, the chronic health
impacts of incarceration are unequally
distributed across race, gender, sexual
orientation, and gender identity. The
long-term effects from these potential
exposures are preventable and contrib-
ute to health inequities among those
who are incarcerated.

Today's widespread public, scientific,
and regulatory attention to PFASs could
be parlayed into broader environmental
monitoring for imprisoned people. That
monitoring can contribute to more at-
tention to the overall health of this pop-
ulation, which is historically neglected
and faces heightened likelihood for neg-
ative health outcomes. 4JPH
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Trajectories of Mental Distress Among

RESEARCH & ANALYSIS AIDI—I

US Women by Sexual Orientation and
Racialized Group During the First Year

of the COVID-19 Pandemic

Ariel L. Beccia, PhD, Dougie Zubizarreta, SM, S. Bryn Austin, ScD, SM, Julia R. Raifman, ScD, SM,
Jorge E. Chavarro, MD, ScD, SM, and Brittany M. Charlton, ScD, SM

Objectives. To describe longitudinal trends in the prevalence of mental distress across the first year of
the COVID-19 pandemic (April 2020-April 2021) among US women at the intersection of sexual
orientation and racialized group.

Methods. Participants included 49 805 cisgender women and female-identified people from the
COVID-19 Sub-Study, a cohort of US adults embedded within the Nurses’ Health Studies 2 and 3 and the
Growing Up Today Study. We fit generalized estimating equation Poisson models to estimate trends in
depressive and anxiety symptoms by sexual orientation (gay or lesbian, bisexual, mostly heterosexual,

completely heterosexual); subsequent models explored further differences by racialized group (Asian,
Black, Latine, White, other or unlisted).

Results. Relative to completely heterosexual peers, gay or lesbian, bisexual, and mostly heterosexual
women had a higher prevalence of depressive and anxiety symptoms at each study wave and

experienced widening inequities over time. Inequities were largest for sexual minority women of
color, although confidence intervals were wide.

Conclusions. The COVID-19 pandemic may have exacerbated already-glaring mental health inequities
affecting sexual minority women, especially those belonging to marginalized racialized groups. Future

research should investigate structural drivers of these patterns to inform policy-oriented interventions.
(Am J Public Health. 2024;114(5):511-522. https://doi.org/10.2105/AJPH.2024.307601)

he COVID-19 pandemic has had
Ta profound negative impact on
mental health in the United States, in-
cluding by exacerbating long-standing
inequities experienced by structurally
marginalized populations. Sexual
orientation-related inequities (i.e.,
those rooted in heterosexism and
affecting lesbian, gay, bisexual, and
other sexual minority groups) have

been particularly amplified.” For exam-

ple, nationally representative data

reveal how sexual minorities were
more than twice as likely as heterosex-
uals to report depression and anxiety
in March and April of 202073, there is
also evidence that the increases in
mental distress observed pre- to post-
pandemic onset of the COVID-19 pan-
demic within the general US population
were significantly larger among sexual
minority groups.*® These patterns hold
concerning implications for health jus-
tice, and they underscore the urgent

need to consider sexual minority men-
tal health within COVID-19 relief efforts
and in response to future crises.
However, attributable in part to the
systematic erasure of sexual minorities
within public health surveillance sys-
tems,® critical knowledge gaps remain
that are hindering action. First, it is
largely unknown whether the inequities
observed at the start of the pandemic
have attenuated, persisted, or even
widened over time—information
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needed to guide resource allocation
and intervention development. We are
aware of only 2 studies that used pro-
spectively collected longitudinal data to
examine changes in mental distress
prevalence by sexual orientation from
early to late 2020”%; other studies aim-
ing to assess such trends have relied
on data collected at a single point in
time,? which can be subject to recall
bias and cannot capture long-term
fluctuations.

Second, despite substantial evidence
regarding the gendered nature of the
pandemic (e.g., increased domestic
loads, financial strain, and exposure to
violence for individuals from marginal-
ized gender groups),'® very few studies
have focused on elucidating the poten-
tially unigue mental health experiences
of sexual minority women. Extant re-
search has mostly analyzed sexual
minority participants of all genders to-
gether within umbrella lesbian, gay,
bisexual, transgender, and queer
(LGBTQ+) categories,"""? likely be-
cause of small samples; yet, available
studies that have been able to disag-
gregate by both sexual orientation and
gender point to subgroup differences,
including pronounced inequities for les-
bian and bisexual women.>'® Addition-
al research is needed to further parse
out these patterns.

Finally, there continues to be a con-
cerning lack of data on pandemic-related
mental health at the intersection of sexu-
al orientation, gender, and other dimen-
sions of social position, most notably
race and ethnicity. The disproportionate
negative impacts of the pandemic on
marginalized racialized groups in the
United States as a result of historical and
ongoing forms of structural racism (e.g.,
residential segregation) are widely docu-
mented,"*"> and numerous studies re-
veal how such impacts have contributed

Peer Reviewed  Becciaetal.

to elevated depression and anxiety and
exacerbated mental health inequities for
Asian, Black, and Latine people.®"”
Moreover, research from Europe has
found that sexual minority women of col-
or experienced especially high levels of
mental distress during early pandemic
waves,'® which is suggestive of com-
pounded patterns of risk for multiply
marginalized communities. However,
whether the same is true in the United
States and, more generally, how the pan-
demic has impacted mental health
across diverse population subgroups
over time, is understudied.

We sought to address these gaps by
examining changes in mental distress
over the first year of the pandemic
among US women across intersections
of sexual orientation and racialized
group. Using data from a cohort of cis-
gender women and female-identified
people, we aimed to (1) describe longi-
tudinal trends in the prevalence of de-
pressive and anxiety symptoms from
April 2020 to April 2021, (2) identify
and quantify the magnitude of sexual
orientation-related inequities, and
(3) explore further heterogeneity by
racialized group. Our analyses were
informed by the minority stress mod-
el,'9?" a leading theory of sexual
minority health that situates sexual
orientation-related inequities in rela-
tion to heterosexist stigma and discrim-
ination and recognizes the likelihood of
differential stigma and discrimination
experiences and resultant mental
health outcomes across sexual minority
subgroups (e.g., lesbian vs bisexual
women); accordingly, we formulated
our models to obtain subgroup-specific
estimates and interpreted our findings
as reflecting the downstream impact of
relevant social stressors. For our ex-
ploratory third aim, we additionally
drew on the Black feminist principle

of intersectionality,>~** which high-
lights the interconnected nature of het-
erosexism with other systems of power
(e.g., sexism, racism), in turn emphasiz-
ing the need to examine population
health patterns along multiple axes of
social position simultaneously.? Taken
together, our theoretically guided anal-
yses allow us to build on the extant lit-
erature and provide new knowledge on
how the pandemic has shaped popula-
tion mental health and mental health
inequities in the United States.

METHODS

We used data from the COVID-19 Sub-
Study,”® a US-based cohort embedded
within the Nurses’ Health Studies 2
(NHS2) and 3 (NHS3) and the Growing
Up Today Study (GUTS). Baseline sur-
veys were completed by 58612 of
105662 invited participants in April
2020; follow-ups were administered
monthly and then quarterly (7 total
study waves). Because NHS2, NHS3,
and GUTS originally enrolled registered
or in-training nurses and their fami-
lies,” a sizeable proportion of partici-
pants in the COVID-19 Sub-Study are
current or previous health care workers
and are predominantly White and mid-
dle- to upper-middle-class. Further
details about these cohorts are provid-
ed elsewhere %%’

For the current study, we restricted
inclusion to 56 483 cisgender women
and female-identified participants
(hereafter sometimes referred to as
“women"; see Appendix A, available as
a supplement to the online version of
this article at https://ajph.org, for details
on gender measurement). We excluded
those who lived outside the United
States (n = 747), as such individuals
likely had unique experiences with pan-
demic stressors and resultant mental



health outcomes. We subsequently
excluded those with missing data

on sexual orientation (n = 4395), racial-
ized group (n = 142), or covariates
(n=1375), as well as those who never
responded to the relevant outcome
measures (n = 246). Our final analytic
sample size was 49 805.

Measures

Sexual orientation was assessed at
multiple waves of NHS2, NHS3, and
GUTS data collection using an item cap-
turing sexual identity and attraction,
with response options including
“completely heterosexual (attracted to

"o

persons of the opposite sex),” “mostly
heterosexual,” “bisexual (equally

attracted to men and women),

|u u
1

"

mostly
homosexual,” “completely homosexual
(attracted to persons of the same sex),”
or “unsure.”?® To limit misclassification
from sexual fluidity, we took partici-
pants’ report of their sexual orientation
from the survey administered closest in
time to the start of the pandemic (2017
for NHS2, 2019 for NHS3 and GUTS) and
defined 4 categories: completely hetero-
sexual, mostly heterosexual, bisexual,
and gay or lesbian (derived by combining
mostly and completely homosexual).
Unsure respondents were excluded be-
cause of small sample sizes.

Our outcomes included depressive
and anxiety symptoms, which were
assessed at all 7 study waves using the
Patient Health Questionnaire (PHQ-2)
and the Generalized Anxiety Disorder
Scale (GAD-2), respectively.??3° These
measures follow a similar structure, in
that they ask participants to indicate
how often they experienced a given
symptom during the past week on a
4-point scale. A total score is generated
by summing responses to the included

items (range = 0-6); we used a cut-
point of 3 to identify participants exhi-
biting clinically meaningful depressive
or anxiety symptoms 2?30

We identified a set of adjustment
variables inclusive of factors that dif-
fered by sexual orientation and were
associated with our outcomes but were
not hypothesized mediators: cohort
(NHS2, NHS3, GUTS), age in years, and
US Census region of residence (North-
east, Midwest, South, West, US territo-
ry). Racialized group (Asian, Black,
Latine, White, other or unlisted) was
treated as an effect measure modifier
in our exploratory analyses. To further
describe the sample, we additionally
provide information on participants’
occupation, household income, and
experiences with pandemic-related
financial strain.

Analysis

We started by describing the analytic
sample with respect to all variables,
overall and by sexual orientation. We
then assessed whether the prevalence
of depressive and anxiety symptoms
differed by sexual orientation or racial-
ized group at each study wave with the
X’ test.

For our primary analyses, we fit gen-
eralized estimating equation Poisson
models with an exchangeable correla-
tion matrix to examine longitudinal
trends in the prevalence of our mental
distress outcomes.®' Model 1 used
study wave as the predictor and esti-
mated its association with a given out-
come to obtain prevalence trajectories
for the full sample; model 2 used sexu-
al orientation as the predictor and
omitted study wave to identify and
quantify time-averaged inequities
between gay or lesbian, bisexual, or

RESEARCH & ANALYSIS

mostly heterosexual participants and the
completely heterosexual referent; and
model 3 introduced sexual-orientation-
by-study-wave interactions to test wheth-
er the magnitude of inequities changed
over the study period. All models adjust-
ed for cohort, age, and Census region
and were weighted by the inverse of the
probability of being censored at a given
study wave (see Appendix B, available as
a supplement to the online version of
this article at https://ajph.org). We sum-
marized results by using prevalence ra-
tios (PRs) and 95% confidence intervals
(Cls), as well as predicted probabilities.
We also conducted an exploratory
analysis to examine whether preva-
lence trajectories varied simultaneously
along axes of sexual orientation and ra-
cialized group. As previously explained,
the COVID-19 Sub-Study is predomi-
nantly White and middle- to upper-
middle-class (as well as cisgender and
heterosexual), which limited our ability
to comprehensively investigate inter-
sectional inequities. That being said,
more than 3000 participants belonged
to a marginalized racialized group—
including 400 who were also sexual
minorities—and intersectional data on
pandemic-related mental distress re-
main sparce. As such, we believed it
was important to reveal the experi-
ences of these multiply marginalized
subgroups to the extent possible given
our sample size constraints. We started
by constructing 2 versions of a joint
sexual orientation-racialized group var-
iable, one with 8 categories defined by
all combinations of sexual orientation
and a binarized version of racialized
group (marginalized racialized groups
[Asian, Black, Latine, and other or un-
listed] vs White) and one with 10 cate-
gories defined by all combinations
of racialized group and a binarized
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version of sexual orientation (sexual mi-
norities [gay or lesbian, bisexual, and
mostly heterosexual] vs completely het-
erosexual). We then fit a second series
of generalized estimating equation
Poisson models (using the same
covariates and inverse probability
weights as described previously): model
4 mirrored model 2 by including the
8-category joint variable as the primary
predictor to identify and quantify time-
averaged inequities across the relevant
intersectional positions; model 5 mirrored
model 3 by introducing joint-variable-by-
study-wave interactions; and models

6 and 7 mirrored models 4 and 5, respec-
tively, by replacing the 8-category joint
variable with the 10-category one.

RESULTS

Characteristics of the analytic sample
are presented in Table 1. Most partici-
pants were White women from NHS2
who were either working full-time or
retired and had a household income of
$50001 to $100000. Their mean age
was 57.6 years, with sexual minority
participants (i.e., those identifying as
mostly heterosexual, bisexual, or gay or
lesbian) being slightly younger than
those identifying as completely hetero-
sexual. Although levels of unemploy-
ment and pandemic-related financial
strain were relatively low in the full
sample, these experiences were more
common for sexual minorities. Further-
more, mostly heterosexual, bisexual,
and gay or leshian participants were all
significantly more likely than completely
heterosexual peers to report depres-
sive and anxiety symptoms at each
study wave (Table A, available as a sup-
plement to the online version of this
article at https://ajph.org). The distribu-
tion of these outcomes by racialized
group was less clearly patterned, with
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some marginalized racialized groups
(Latine, other or unlisted) having higher
prevalences than White participants
and other such groups (Asian, Black)
having lower prevalences (Table B,
available as a supplement to the online
version of this article at https://ajph.org).

Results from our primary analyses
are presented in Table 2 and Table C
(available as a supplement to the online
version of this article at https://ajph.
org). In models estimating mental dis-
tress trajectories for the full sample,
PRs for study wave indicated that the
prevalence of depressive symptoms
was highest in April 2020 and then sub-
sequently decreased, whereas the
prevalence of anxiety symptoms fluctu-
ated across the study period and
peaked in October 2020 (Table C,
Model 1; Figure 1a). There were consid-
erable inequities by sexual orientation
when considering average differences
from April 2020 to April 2021, with sex-
ual minorities having a 51% to 95%
higher prevalence of depressive symp-
toms and a 40% to 56% higher preva-
lence of anxiety symptoms compared
with completely heterosexuals; inequi-
ties in both outcomes were largest for
bisexual participants (Table C, Model 2).
Most sexual-orientation-by-study-wave
interactions were nonsignificant, indi-
cating that the magnitude of inequities
remained stable over time, apart from
periodic widenings in depressive symp-
tom inequities for mostly heterosexual
and bisexual participants and in anxiety
symptom inequities for mostly hetero-
sexual and gay or lesbian participants
(Table 2; Figure 1b).

Our exploratory analyses provide
evidence of further heterogeneity by
racialized group. Given the noted differ-
ences in mental distress between
Asian, Black, Latine, and other or unlist-
ed racialized groups in relation to White

participants, we focus here on results
from models using the 10-category
joint variable that kept racialized
groups disaggregated. Considering first
the models examining time-averaged
differences (Table D, Model 6, available
as a supplement to the online version
of this article at https://ajph.org), we
found that White sexual minorities,
Latine sexual minorities, and sexual mi-
norities belonging to an other or unlist-
ed racialized group had significantly
higher prevalences of depressive and
anxiety symptoms compared with
White completely heterosexual partici-
pants from April 2020 to April 2021;
Asian and Black sexual minorities,
Latine completely heterosexual partici-
pants, and completely heterosexual
participants belonging to an other or
unlisted racialized group had PRs sug-
gestive of similar inequities, although
Cls were wide. As indicated by the
interaction models (Table D, Model 7;
Figure 2), the magnitude of inequities
fluctuated across the study period, with
several intersectional positions inclu-
sive of multiply marginalized partici-
pants (e.g., Black and Latine sexual
minorities) experiencing widening
inequities over time. Results from mod-
els using the 8-category joint variable
are given in Table E (available as a sup-
plement to the online version of this
article at https://ajph.org).

DISCUSSION

Our results reveal concerning mental
health inequities among US sexual mi-
nority women that either persisted or
widened in magnitude during the first
year of the COVID-19 pandemic. Con-
sistent with previous work,?> we found
that gay or lesbian, bisexual, and mostly
heterosexual participants reported
higher levels of depressive and anxiety
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TABLE 1— Baseline Sociodemographic Characteristics of the Cisgender Women and Female-Identified
Participants in the COVID-19 Sub-Study: United States, April 2020

Completely Mostly Bisexual
Full Sample Heterosexual Heterosexual (n=559), Gay or Lesbhian
(n=49805), No. (%) | (n=45299), No. (%) (n=3262), No. (%) No. (%) or (n=685), No. (%)
or Mean +=SD or Mean =SD or Mean =SD Mean =SD or Mean +SD

Cohort

Nurses’ Health Study 2 35352 (71.0) 33768 (74.5) 1022 (31.3) 172 (30.8) 390 (56.9)

Nurses’' Health Study 3 10097 (20.3) 8356 (18.4) 1308 (40.1) 228 (40.8) 205 (29.9)

Growing Up Today Study 4356 (8.7) 3175 (7.0) 932 (28.6) 159 (28.4) 90 (13.1)
Age, y (range = 21-74y)? 57.6+13.2 58.6 +12.6 456+ 14.3 456+ 14.9 54.5+14.3
Racialized group

Asian 593 (1.2) 546 (1.2) 37 (1.1) <10 <10

Black 496 (1.0) 455 (1.0) 28 (0.9) <10 <10

Latine 1019 (2.0) 886 (2.0) 91 (2.8) 23 (4.1) 19 (2.8)

White 46601 (93.6) 42495 (93.8) 2985 (91.5) 493 (88.2) 628 (91.7)

Other or unlisted 1096 (2.2) 917 (2.0) 121 (3.7) 35(6.3) 23 (3.4)
Census region of residence

Midwest 14833 (29.8) 13792 (30.4) 774 (23.7) 120 (21.5) 147 (21.5)

Northeast 13505 (27.1) 12277 (27.1) 887 (27.2) 156 (27.9) 185 (27.0)

South 11711 (23.5) 10773 (23.8) 669 (20.5) 106 (19.0) 163 (23.8)

West 9743 (19.6) 8445 (18.6) 932 (28.6) 177 (31.7) 189 (27.6)

US territories 13 (0.0) 12 (0.0) <10 <10 <10
Occupational status®

Working full-time 19162 (38.5) 16 657 (36.8) 1842 (56.5) 326 (58.3) 337 (49.2)

Working part-time 7133 (14.3) 6441 (14.2) 533 (16.3) 80 (14.3) 79 (11.5)

Volunteering 1541 (3.1) 1427 (3.2) 77 (2.4) 14 (2.5) 23 (3.4)

Student 830 (1.7) 606 (1.3) 152 (4.7) 51 (9.1) 21 (3.1)

Military 51 (0.1) 40 (0.1) <10 <10 <10

Parental leave 246 (0.5) 193 (0.4) 43 (1.3) <10 <10

Staying home with children 2605 (5.2) 2244 (5.0) 296 (9.1) 42 (7.5) 23 (3.4)

Retired 19365 (38.9) 18568 (41.0) 505 (15.5) 84 (15.0) 208 (30.4)

Retired but working because of 163 (0.3) 156 (0.3) <10 <10 <10

pandemic

Unemployed, laid off, or 1643 (3.3) 1412 (3.1) 168 (5.2) 41 (7.3) 22 (3.2)

furloughed

Not working because of 899 (1.8) 799 (1.8) 55 (1.7) 16 (2.9) 29 (4.2)

disability

Other 1171 (2.4) 1072 (2.4) 71 (2.2) 14 (2.5) 14 (2.0)
Current health care worker® 19484 (39.1) 17 382 (38.4) 1565 (48.0) 257 (46.0) 280 (40.9)
Household income, $¢

<15000 181 (0.5) 145 (0.5) 20 (1.1) 10 (3.1) <10

15000-30 000 777 (2.3) 605 (2.0) 100 (5.5) 41 (12.7) 31 (7.1)

30001-50000 3705 (11.1) 3373 (11.0) 212 (11.7) 54 (16.7) 66 (15.1)

50001-100000 15095 (45.3) 14099 (45.8) 703 (38.9) 116 (35.8) 177 (40.4)

100001-200 000 8906 (26.7) 8130 (26.4) 573 (31.7) 77 (23.8) 126 (28.8)

>200000 4683 (14.0) 4428 (14.4) 197 (10.9) 26 (8.0) 32(7.3)

Missing 16458 14519 1457 235 247

Continued
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B TABLE 1— continued

Completely Mostly Bisexual
Full Sample Heterosexual Heterosexual (n=559), Gay or Lesbian
(n=49805), No. (%) | (n=45299), No. (%) | (n=3262), No. (%) No. (%) or (n=685), No. (%)
or Mean =SD or Mean =SD or Mean =SD Mean =SD or Mean =SD
Pandemic-related financial strain®
Moderate to extreme 2526 (5.7) 2142 (5.3) 269 (9.9) 61 (12.9) 54 (9.0)
Missing 5778 5063 540 87 88
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Note. All percentages are column percentages and may not sum to 100% because of rounding and non-mutually exclusive categories.
“Nurses' Health Study 2 participants were born in years 1947-1964; Nurses' Health Study 3 participants were born in years 1965-2001; and Growing Up
Today Study participants were born in years 1982-1995.

bCategories are non-mutually exclusive.

‘Includes currently employed participants who reported working or volunteering within a health care setting and having direct patient contact since

March 1, 2020.

dMost recently reported in 2001 for the Nurses' Health Study 2, 2010 for the Nurses' Health Study 3, and 2019 for the Growing Up Today Studly.
€Assessed via an item that asked, “Since the pandemic started, how much of a concern is having enough money for essentials like food and clothing or
for paying rent or mortgage?” Those who reported “moderate” to “extreme” concerns were coded as experiencing pandemic-related financial strain.

symptoms compared with completely
heterosexual peers from April 2020 to
April 2021, with bisexual participants
experiencing the widest inequities during
this time. Furthermore, our exploratory
analyses provide insights into how the
pandemic has shaped mental health
along intersecting axes of sexual orienta-
tion and racialized group, including
evidence of pronounced inequities for
sexual minority women of color. These
findings add nuance to the available
longitudinal research on COVID-19-
related mental health in the general US
population—especially studies finding
that early pandemic spikes in mental
distress have since attenuated—by
revealing how the prevalence of depres-
sive and anxiety symptoms remained
high for sexual minority women.

Our guiding theoretical frameworks
offer useful interpretations of these
patterns. As previously introduced, the
minority stress model implicates het-
erosexist stigma and discrimination in
the (re)production of sexual orienta-
tion-related mental health inequi-
ties,'?" with recent work highlighting
how the pandemic served to increase
sexual minority people's exposure to

Peer Reviewed  Becciaetal.

relevant stressors (e.g., homophobic or
biphobic victimization, identity conceal-
ment) and amplify their effects. For ex-
ample, and as revealed by qualitative
research,?*3* sexual minority women
faced myriad unique challenges
throughout 2020 and 2021 related to
their social positioning, including forced
time with unsupportive family or
housemates during shelter-in-place
orders, isolation from the LGBTQ+
community, and rising antiqueer and
antifeminist sentiments across mass
and social media (as well as within the
US government) stemming from the
pandemic’s divisive politicization. All
these experiences could help explain
the persistently elevated levels of de-
pressive and anxiety symptoms we
observed among mostly heterosexual,
bisexual, and gay or lesbian partici-
pants, including the spike in anxiety
symptoms that occurred in October
2020 during the second major pan-
demic wave and just before the 2020
presidential election.

Intersectionality extends this per-
spective by shifting the lens further
upstream to consider how structural
forms of heterosexism, sexism, and

racism may have jointly impacted
COVID-19-related mental health out-
comes for sexual minority women, and
sexual minority women of color specifi-
cally. In their essay on intersectional
COVID-19 inequities, Pirtle and Wright
explain how structural gendered racism
(i.e., "the totality of interconnectedness
between structural racism and struc-
tural sexism”) manifested as excess re-
source insecurity during the pandemic
to drive poor outcomes for women of
color in the United States.**®"”" Such
harms were likely further exacerbated
for sexual minority women of color
because of compounding effects of
structural heterosexism, including with
respect to this population’s increased
likelihood of holding essential worker
positions and of experiencing job loss
or other economic shocks, heteronor-
mativity embedded within COVID-19
containment measures and recovery
efforts (e.g., their focus on nuclear or
biological families), and a spate of dis-
criminatory anti-LGBTQ+ policies (e.g.,
“Don't Say Gay" laws) that were intro-
duced and implemented across the
United States during the pandemic
period.?33343637 Collectively, these
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TABLE 2— Longitudinal Trends in the Prevalence of Depressive and Anxiety Symptoms Overall and
by Sexual Orientation Among Cisgender Women and Female-ldentified Participants in the COVID-19
Sub-Study: United States, April 2020-April 2021

Depressive Symptoms, PR (95% CI)

Anxiety Symptoms, PR (95% ClI)

Study wave

Baseline/wave 1, Apr 2020

1 (Ref)

1 (Ref)

Wave 2, May 2020

0.84 (0.81, 0.87)

0.90 (0.88, 0.92)

Wave 3, Jun 2020

0.89 (0.86, 0.91)

0.97 (0.95, 1.00)

Wave 4, Jul 2020

0.93 (0.90, 0.96)

1.00 (0.98, 1.03)

Wave 5, Oct 2020

0.97 (0.94, 1.00)

1.14 (1.11, 1.16)

Wave 6, Jan 2021

0.95 (0.92, 0.98)

0.89 (0.87, 0.92)

Wave 7, Apr 2021

0.80 (0.77, 0.82)

0.71 (0.70, 0.73)

Sexual orientation

Completely heterosexual

1 (Ref)

1 (Ref)

Mostly heterosexual

1.60 (1.49, 1.71)

1.34 (1.27, 1.41)

Bisexual

1.86 (1.63, 2.13)

1.50 (1.36, 1.66)

Gay or lesbian

1.49 (1.27, 1.73)

1.23 (1.09, 1.39)

Study wave x sexual orientation®

Wave 2 X mostly heterosexual

1.08 (0.99, 1.17)

1.10 (1.04, 1.16)

Wave 3 X mostly heterosexual

1.01 (0.93, 1.10)

1.03 (0.97, 1.09)

Wave 4 X mostly heterosexual

1.01 (0.92, 1.10)

1.06 (1.00, 1.12)

Wave 5 X mostly heterosexual

1.10 (1.01, 1.20)

1.07 (1.00, 1.13)

Wave 6 X mostly heterosexual

0.94 (0.86, 1.03)

1.02 (0.95, 1.09)

Wave 7 X mostly heterosexual

1.12 (1.03, 1.22)

1.10 (1.03, 1.18)

Wave 2 X bisexual

1.20 (1.03, 1.40)

1.09 (0.97, 1.24)

Wave 3 X bisexual

1.00 (0.83, 1.19)

1.07 (0.95, 1.21)

Wave 4 X bisexual

0.98 (0.82, 1.16)

1.02 (0.90, 1.16)

Wave 5 X bisexual

1.13 (0.97, 1.32)

1.07 (0.95, 1.20)

Wave 6 X bisexual

0.99 (0.83, 1.17)

1.03 (0.90, 1.19)

Wave 7 X bisexual

1.05 (0.88, 1.25)

0.94 (0.80, 1.11)

Wave 2 X gay or lesbian

1.11 (0.92, 1.34)

1.12 (0.98, 1.29)

Wave 3 X gay or lesbian

0.92 (0.74, 1.14)

1.08 (0.94, 1.24)

Wave 4 X gay or lesbian

1.00 (0.83, 1.21)

1.07 (0.93, 1.24)

Wave 5 X gay or lesbian

1.11 (0.93, 1.32)

1.21 (1.06, 1.39)

Wave 6 X gay or lesbian

1.09 (0.91, 1.30)

1.25 (1.08, 1.45)

Wave 7 X gay or lesbian

0.85 (0.69, 1.06)

1.26 (1.08, 1.48)

Note. Cl = confidence interval; PR = prevalence ratio. Results from generalized estimating equation Poisson models. All models are adjusted for cohort,
age, and Census region and were weighted to account for loss to follow up and item nonresponse.
Interaction estimates are ratios of prevalence ratios (e.g., the prevalence ratio for mostly heterosexuals vs completely heterosexuals at wave 2/the
prevalence ratio for mostly heterosexuals vs completely heterosexuals at wave 1).

ongoing macro-level stressors that
uniquely or disproportionately affected
multiply marginalized populations
could underlie our findings of height-
ened COVID-19-related mental distress
throughout 2020 and 2021 for sexual

minority women of color. That being
said, we urge caution in drawing con-
clusions from our exploratory analyses
given the following limitations and em-
phasize the need for further work ex-
amining these patterns.

Limitations

As discussed, the COVID-19 Sub-Study is
not representative, and its participants
are predominantly White women of
middle- to upper-middle-class standing.
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FIGURE 1— Trajectories of Depressive and Anxiety Symptoms Among Cisgender Women and Female-ldentified
Participants in the COVID-19 Sub-Study (a) Overall and (b) by Sexual Orientation: United States, April 2020-April 2021

Moreover, the relatively small sample
sizes across Asian, Black, Latine, and oth-
er or unlisted racialized groups, coupled
with the suboptimal measurement of
additional axes of social position (espe-
cially gender), precluded our ability to
conduct more nuanced intersectional
analyses. As such, and in light of the dis-
proportionate impact that the pandemic

Peer Reviewed  Becciaetal.

has had on marginalized racialized
groups, transgender or nonbinary people,
and low-income and working-class com-
munities, our findings may not generalize.
Second, we were unable to fully ex-
plore spatial heterogeneity in our
outcomes given data sparsity within
small geographic areas (e.g., counties).
Studies have documented important

differences in pandemic-related mental
distress across US geographies as a re-
sult of varying public health policies,
provision of social safety nets, and ac-
cess to services*® % our approach of
controlling for Census region will likely
have obscured these patterns (includ-
ing how they intersected with those by

sexual orientation and racialized group)
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FIGURE 2— Trajectories of Depressive and Anxiety Symptoms Among Cisgender Women and Female-ldentified
Participants in the COVID-19 Sub-Study by Intersecting Sexual Orientation and (a) Asian Participants, (b) Black
Participants, and (c) Hispanic/Latine Participants: United States, April 2020-April 2021

Note. For a full figure showing all racialized groups, see Figure A (available as a supplement to the online version of this article at https://ajph.org).

and may have resulted in residual
confounding.

Third, although our study period cap-
tured a key timeframe that included 3
pandemic surges and numerous socio-
political events relevant to the health
and well-being of US sexual minority
women, especially sexual minority
women of color (e.g., an upsurge of

Black Lives Matter protests in response
to ongoing police violence, the 2020
presidential election, and the onslaught
of anti-LGBTQ+ legislation), there have
been further shifts throughout 2022 to
2023 that likely continued to impact
population mental health in complex
ways. It will be important for future
studies to address these limitations by

recruiting diverse, representative, and
geographically granular samples and to
investigate the multilevel determinants
of the inequities we observed.

Public Health Implications

Our study offers several implications
for public health practice. First, there is
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a critical need for enhanced collection
of data on sexual orientation and gen-
der identity (SOGI) within local, state,
and federal public health surveillance
systems.**? Despite early evidence of
disproportionate pandemic impacts

on LGBTQ+ communities,**44

only

5 states and 2 municipalities ever
mandated SOGI data be collected at
COVID-19 testing or treatment sites,*
limiting our ability to track these inequi-
ties and intervene upon them.**#
Even now, as priorities shift to under-
standing the pandemic’s long-term
impacts across health, social, and eco-
nomic domains, the experiences of
LGBTQ+ people continue to be erased
because of the omission of SOGI mea-
sures from population surveys used to
monitor such outcomes.** Work like
the current study can contribute impor-
tant insights; however, we acknowledge
that our data’s nonrepresentative
nature will fail to make visible the full
extent to which the pandemic has
harmed structurally marginalized popu-
lations. We echo Sell and Krims in
naming such gaps as public health mal-
practice® and urge the Centers for Dis-
ease Control and Prevention and other
institutions to require the collection
and reporting of SOGI data in ongoing
and future surveillance efforts.

With respect to scholarship, research-
ers who do have access to pandemic-
related SOGI data should analyze them
intersectionally (e.g., stratified by multi-
ple dimensions of social position simul-
taneously and contextualized within
systems of power) whenever possible. As
we and others have shown,*® the pan-
demic's mental health consequences
disproportionately burden those margin-
alized by intersections of heterosexism,
sexism, and racism (among other axes of
inequity)—ignoring such patterns by as-
suming within-group homogeneity risks
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producing ungeneralizable results that
could impede actions toward equity.
We encourage researchers who are en-
gaged in this work to follow guidelines
regarding the incorporation of intersec-
tionality into quantitative study designs

and analyses?™>"

and emphasize the im-
portance of clearly articulating potential
biases introduced when using nonrepre-
sentative, predominantly White, cisgen-
der, and heterosexual data. We also
stress the importance of centering the
experiences of impacted communities
through equitable partnerships, power
sharing, and capacity building.

Finally, it will be essential for public
health professionals and communities
to collaboratively develop equity-
centered mental health interventions
as part of ongoing COVID-19 relief
efforts and in preparation for future cri-
ses. Thus far, interventions aimed at
addressing mental health inequities ex-
perienced by sexual minorities during
the pandemic have focused on bolster-
ing individual-level responses to minori-
ty stressors to promote resilience®°3;
however, informed by intersectional
scholarship-activism,>* we recognize
the need to additionally target up-
stream determinants related to system-
ic oppression that disproportionately
expose structurally marginalized popu-
lations to these stressors in the first
place." For example, sexual minority
women face well-documented barriers
to accessing mental health care be-
cause of deficits in culturally competent
providers and insurance coverage that
were further exacerbated by lockdowns
and other necessary containment mea-
sures”; the expansions to telehealth
and Medicaid enrollment that occurred
in early 2020 were critical to mitigating
these inequities and represent key poli-
cy levers that can be continued in the
postpandemic era.*® Alongside health

care-specific policies, those focused on

extending social safety nets (e.g., evic-

38,39

tion moratoriums), as well as those

providing support to community orga-

nizations (including LGBTQ+ centers),”®

are known to have positively impacted
mental health during the pandemic,
and were likely especially salient for
sexual minority women of color and
other multiply marginalized popula-
tions that experienced severe spikes in

unemployment, houselessness, food

insecurity, and other stressors.*>44

Future research should be directed
toward understanding how this
multifaceted pandemic policy environ-
ment shaped mental health outcomes
for diverse sexual minority people

to inform structural interventions

that promote intersectional mental
health equity, during COVID-19 and
beyond. AJPH
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Temporal Trends in Mental Health
in the United States by Gender
Identity, 2014-2021

Donn Feir, PhD, and Samuel Mann, PhD

Objectives. To examine the temporal trends in the transgender-cisgender mental health disparity in

the United States.

Methods. We used 2014-2021 US Behavioral Risk Factor Surveillance System Survey data with logistic
and ordinary least squares regression to document temporal trends in the transgender-cisgender

disparity in self-reports of the number of poor mental health days in the past month and frequent

mental distress.

Results. In 2014, cisgender individuals reported a mean average of 3.68 (95% confidence interval

[Cl] = 3.65, 3.70) poor mental health days compared with a mean average of 5.42 (95% Cl = 4.68, 6.16)
poor mental health days among transgender respondents. The size of this disparity adjusted by
differences in observable characteristics increased by 2.75 days (95% Cl = 0.58, 4.91) over the sample
period. In 2014, 11.4% (95% Cl = 11.3%, 11.5%) of cisgender adults reported frequent mental distress
compared with 18.9% (95% Cl = 15.9%, 22%) of transgender adults. By 2021, 14.6% (95% Cl = 15.9%,
22%) of cisgender adults and 32.9% (95% Cl =30.7%, 35.1%) of transgender adults reported frequent

mental distress.

G ON ‘7LL 'IOA '720C AeN HdIV

Conclusions. Policies are needed to address the worsening mental health of transgender and gender-
nonconforming people in the United States. (Am J Public Health. 2024;114(5):.523-526. https://doi.org/
10.2105/AIPH.2024.307603)

G ender minority (i.e., transgender,
gender diverse, gender-

nonconforming and gender nonbinary)
adults have higher rates of depression,
anxiety, suicidal behavior, substance
use, and self-reported poor mental
health than do their cisgender counter-
parts.' However, most previous work
has relied on convenience samples or a
single year of data, limiting analysis of
temporal trends in transgender mental
health disparity. Analysis of temporal
trends is needed to inform progress in
addressing health disparities among
gender minority populations. To our
knowledge, this study is the first

population-representative analysis of
temporal trends in the mental health
disparity between cisgender and
gender minority populations.

METHODS

In this repeated cross-sectional study,
we used yearly probability-based sam-
ples from the 2014-2021 Behavioral
Risk Factor Surveillance System (BRFSS)
from 43 states implementing the op-
tional sexual orientation and gender
identity module. The exposure variable
was gender minority identity, which
was elicited by the question “Do you

consider yourself to be transgender?”
Outcomes included the number of
poor mental health days in the past
month (0-30) and frequent mental dis-
tress (= 14 poor mental health days in
the past month).> We conducted statis-
tical analysis with Stata version 17.0
(StataCorp LP, College Station, TX). We
estimated unadjusted and adjusted
models using ordinary least squares for
the outcome “number of poor mental
health days” and logistic models for

the outcome “frequent poor mental
health.” Negative binomial regression
estimated rate ratios for the number of
poor mental health days are reported
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in Appendix Table B (available as a sup-
plement to the online version of this
article at http://www.ajph.org). We gen-
erated estimates by year, controlling
for whether the respondent was con-
tacted via cellphone or landline, state
of residence, binary gender (which
comes from the question "Are you male
or female?”), age (and its quadratic
transformation), race and ethnicity,
education level, marital status, parent-
hood, insurance status, income, and
state indicators. We generated all esti-
mates using the BRFSS sampling
weights.®

RESULTS

The sample included 3402 830 adults
of whom 0.24% identified as gender
minority. Among the gender minority
sample, 3113 identified as transgender
men, 3297 identified as transgender
women, and 1753 identified as gender
nonconforming. Compared with cisgen-
der adults, gender minority adults were
more likely to be younger than 24 years
and identify as non-White and less likely
to have graduated from college, to
have a household income greater than
$75000, or to have health insurance
(Appendix Table A, available as a sup-
plement to the online version of this
article at http://www.ajph.org).

We present the unadjusted and ad-
justed poor mental health days results
in Figure 1, which presents the clear
trends visually, showing the growing
divide in average mental health mea-
sures between gender minority and cis-
gender respondents. The table portion
of Figure 1 presents the underlying
means and adjusted and unadjusted
changes. In 2014, cisgender individuals
reported a mean average of 3.68 (95%
confidence interval [Cl] = 3.65, 3.70)
poor mental health days compared

Peer Reviewed  Feirand Mann

with a mean average of 5.42 (95%
Cl=4.48,6.16) poor mental health
days among transgender adults. By
2021, cisgender individuals reported a
mean average of 4.61 (95% Cl = 4.59,
4.64) poor mental health days com-
pared with a mean average of 9.57
(95% Cl=9.03,10.11) poor mental
health among transgender adults. In
fully adjusted models, transgender indi-
viduals reported significantly more
poor mental health days since 2016.
The size of this disparity adjusted by
differences in observable characteris-
tics increased by 2.75 days (95%
Cl=0.58,4.97).

Appendix Figure A (available as a sup-
plement to the online version of this
article at http://www.ajph.org) demon-
strates similar results regarding the
proportion reporting frequent mental
distress. In 2014, a mean average of
11.4% (95% Cl=11.3%, 11.5%) of cis-
gender individuals reported frequent
mental distress compared with a mean
average of 18.9% (95% Cl = 15.9%, 22%)
of transgender adults. By 2021, a mean
average of 14.6% (95% Cl = 14.5%,
14.7%) of cisgender individuals reported
frequent mental distress compared
with a mean average of 32.9% (95%
Cl'=30.7%, 35.1%) of transgender
adults. In fully adjusted models, trans-
gender adults had significantly higher
odds of reporting frequent mental dis-
tress since 2016.

Appendix Figure B (available as a sup-
plement to the online version of this
article at http://www.ajph.org) demon-
strates similar patterns for transgender
minority, transgender women, and
gender-nonconforming populations for
the average number of poor mental
health days and for the proportion
of respondents with frequently poor
mental health (Appendix Figure C,
available as a supplement to the online

version of this article at http://www.
ajph.org).

DISCUSSION

We document worsening mental health
among gender minority and cisgender
populations. These trends are not at-
tributable to changes in the composi-
tion of states that ask questions that
allow gender minority individuals to be
identified. We observed similar trends
when we restricted the sample to in-
clude only states that asked respon-
dents about gender identity in every
year from 2014 to 2021; these trends
are presented in Appendix Figure D
(available as a supplement to the online
version of this article at http://www.
ajph.org). Adjusted models also include
state indicators.

Findings suggest that disparities in
mental health across gender identity
have increased over time, despite
broad improvements in attitudes to-
ward gender minorities,” increasing
access to gender-affirming care,® and
national policy progress.” However, the
passage of antitransgender legislation
over the past 5years has likely contrib-
uted to these worsening trends.'® Dur-
ing the first 10 months of 2023 alone,
there were more than 550 new anti-
transgender bills introduced,"" and
scholarship indicates negative associa-
tions between these bills and mental
health outcomes."® Although structural
factors have likely contributed to the
documented disparities, overturning
related policies is unlikely to eradicate
the disparity. Indeed, even in countries
with high levels of protection for trans-
gender individuals (e.g., Denmark),
mental health disparities persist.'?
Addressing mental health disparities
remains a priority in research and
clinical practice, and our findings
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2014 2015 2016 2021
Years
Change

2014 2015 2016 2017 2018 2019 2020 2021 2014-2021
Cisgender, 3.68 3.69 3.76 3.95 403 428 424 461 0.94
mean (95% Cl) (3.65,3.70) (3.66,3.71) (3.73,3.78) (3.92,3.97) (4.00, 4.05) (4.26,4.31) (4.22,4.30) (4.59, 4.64) (0.86, 1.02)
Gender minority, 5.42 471 6.86 6.74 9.62 9.11 10.12 9.57 414
mean (95% Cl) (4.48,6.16) (4.07,5.35) (6.11,7.61) (6.07,7.41) (8.90,10.34) (8.46, 9.76) (9.50,10.74) (9.03,10.11) (2.07,6.22)
Unadjusted difference 175 1.03 3.10 2.80 5.59 483 5.87 495 321
(95% CI) (0.29,3.21) (-0.14,2.20) (1.71,4.50) (1.66,3.93) (3.82,7.37) (3.55,6.12) (4.52,7.22) (3.48,6.43) (1.13,5.28)
Adjusted difference 1.22 0.65 235 227 459 3.77 493 3.80 275
(95% CI) (-0.34,2.77) (0.53,1.83) (0.99,3.72) (1.17,3.38) (2.91,6.26) (2.54,5.01) (3.55,6.30) (2.41,5.18) (0.58,4.91)
No. 443601 424055 466 689 439543 421944 401964 392360 412674 856 275

FIGURE 1— Trends Over Time in Mean Average Number of Poor Mental Health Days in the Past 30 Days by Gender
Minority Status: United States, BRFSS, 2014-2021

Note. BRFSS = Behavioral Risk Factor Surveillance System; Cl = confidence interval. All statistics use BRFSS survey weights. Light gray circles indicate averages
for cisgender individuals, and the black squares indicate the means value for all gender minorities. Results for specific groups are reported in the Appendix
Figures B and C. The 95% Cls are the shaded reasons around the mean markers and are very narrow for cisgender respondents. Adjusted models for

means estimated using ordinary least squares.

demonstrate the need to explore multi-
level legal-, clinical-, and community-
based approaches to addressing this
disparity.

Limitations

This study is subject to several limita-
tions. Our measures of mental health
are from self-reports. Future work that
can explore whether similar trends are
seen using clinical measures would help
to further validate our findings. Addi-
tionally, we do not have data for 7 states
(i.e., Alabama, Maine, Nebraska, New
Hampshire, North Dakota, Oregon, and

South Dakota) or Washington, DC. This
is attributable to states opting to not in-
clude the sexual orientation and gender
identity module in the BRFSS. Such a
decision may be associated with the
outcome variables as well as broader
stigma toward transgender people. The
BRFSS also does not survey people who
are unhoused, are incarcerated, or
reside in group-living quarters.
Furthermore, although Appendix
Figures B and C show that the mental
health disparity is most pronounced for
gender-nonconforming persons, the lim-
ited sample size prevented us from ex-
ploring how the documented disparities

vary across other demographic groups
(e.g., race, sexual orientation). Future
work should explore how intersectional
identities and associated structural
forces affect gender identity-based men-
tal health disparities. Finally, these widen-
ing disparities in mental health should
be understood in a social context and
not used in any fashion that results in
increased stigma against the gender
minority community.

Public Health Implications

Our findings demonstrate sizable and
worsening inequities in mental health
Feir and Mann
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across gender identity. Mental health
and primary care providers must be
prepared to address the unique psy-
chosocial needs of gender minority
adults. Furthermore, our findings high-
light the need for action to reduce
these disparities. Future work that

can identify the best approaches to
mitigating both external and internal
factors that drive mental health dispari-
ties for gender minority populations
will be critical to developing targeted
responses to transgender mental
health disparity. AJPH
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State Medicaid Initiatives Targeting
Substance Use Disorder in Criminal
Legal Settings, 2021

Cashell D. Lewis, MSW, Christina Andrews, PhD, Amanda J. Abraham, PhD, Melissa Westlake, MSW, Faye S. Taxman, PhD, and

Colleen M. Grogan, PhD

Objectives. To document state Medicaid pre- and postrelease initiatives for individuals in the criminal
legal system with substance use disorder (SUD).

Methods. An Internet-based survey was sent in 2021 to Medicaid directors in all 50 US states and the
District of Columbia to determine whether they were pursuing initiatives for persons with SUD across 3
criminal legal settings: jails, prisons, and community corrections. A 90% response rate was obtained.

Results. In 2021, the majority of states did not report any targeted Medicaid initiatives for persons with

SUD residing in criminal legal settings. Eighteen states and the District of Columbia adopted at least 1
Medicaid initiative for persons with SUD across the 3 criminal legal settings. The most commonly
adopted initiatives were in the areas of medication for opioid use disorder treatment and Medicaid
enrollment. Out of 24 possible initiatives for each state (8 initiatives across 3 criminal legal settings), the
2 most commonly adopted were (1) provision of medication treatment of opioid use disorder before
release from criminal legal settings (16 states) and (2) facilitation of Medicaid enrollment through
suspension rather than termination of Medicaid enrollment upon entry to a criminal legal setting
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(14 states). Initiatives pertaining to Medicaid SUD care coordination were adopted by the fewest (9) states.

Conclusions. In 2021, states’ involvement in Medicaid SUD initiatives for criminal legal populations
remained low. Increased adoption of Medicaid SUD initiatives across criminal legal settings is needed,
especially knowing the high rate of overdose mortality among this group. (Am J Public Health.

2024;114(5):527-530. https://doi.org/10.2105/AJPH.2024.307604)

n 2020, approximately 5.5 million
I people were incarcerated or serving
under community corrections in the
United States." Estimates vary, but all
studies report an extraordinarily high
prevalence of substance use disorder
(SUD) among individuals engaged in
the criminal legal system. From 2007 to
2009, more than 60% of those residing
in prisons and jails had SUD.2 A 2016
survey of those residing in state and fe-
deral prisons similarly reported nearly
two thirds (64%) using at least 1 drug in
the 30 days before arrest and nearly

half (47%) meeting clinical criteria for
SUD.? The criminal legal-involved
populations' risk of overdose is 129
times greater than that of the general
population.”

As the largest payer of SUD treatment
in the United States, Medicaid has
played a leading role in expanding ac-
cess to treatment, particularly in states
that have expanded Medicaid.” Howev-
er, the Medicaid Inmate Exclusion Act of
1965, which disallows Medicaid cover-
age for incarcerated populations, has
resulted in approximately 80% of those

released from criminal legal settings
reentering the community without
health insurance.® Because individuals
face a number of barriers to enrolling
and receiving Medicaid-covered ser-
vices,” evidence suggests that securing
Medicaid coverage before release can
improve treatment access for indivi-
duals reentering the community after
incarceration.® Among incarcerated
adults with a history of SUD, the likeli-
hood of visiting an SUD treatment out-
patient facility within the first 30 days of
release increased by approximately 8%
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after implementation of prerelease
Medicaid enrollment assistance.®
Although many states have submit-
ted proposals to waive the Medicaid in-
mate exclusion provision (4 approved
in 2023 and 14 pending),” states con-
tinue to have the option to adopt a
number of prerelease and reentry Med-
icaid initiatives focused on individuals
with SUD using sources other than fe-
deral Medicaid funds.'® However, to
our knowledge, no previous data are
available describing what initiatives
states have adopted to enroll and con-
nect criminal legal system populations
to Medicaid SUD services or how imple-
mentation varies across criminal legal
settings (e.g., prisons, jails, and commu-
nity corrections).

METHODS

Our research team conducted an
Internet-based survey of Medicaid
programs in the 50 states and the Dis-
trict of Columbia. Each state Medicaid
director was emailed a packet that con-
tained a study description, an invitation
to participate, and a request to send
the survey link to the most knowledge-
able staff person or persons. Follow-up
emails and phone calls were made to
fillin missing data. Forty-six Medicaid
programs responded for a survey re-
sponse rate of 90%.

The survey asked if the state Medic-
aid program was involved in any SUD
initiatives for criminal legal-involved
populations. If the state answered “yes,”
we inquired about 8 initiatives. If the
state selected “no” or left the answer
blank, we counted the state as not be-
ing involved in any initiatives. The initia-
tives fell into 3 main categories. First,
respondents were asked about medi-
cation for opioid use disorder (MOUD)
treatment—specifically, whether they
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1. provide MOUD before release for
individuals leaving criminal legal
system settings and

2. provide MOUD for individuals re-
siding in criminal legal settings.

Second, we asked about Medicaid en-
roliment, including whether states

3. suspend or reclassify Medicaid
enrollees upon entry to enable
coverage,
enroll persons before release, and

5. assign Medicaid application
counselors.

Third, we asked respondents about
SUD care coordination initiatives, in-
cluding whether they

6. provide SUD care coordination
planning as part of discharge
planning,

7. assign individuals to Medicaid
Health Homes with emphasis on
SUD treatment, and

8. assign individuals to a Medicaid
managed care plan.

For each initiative, we asked about
adoption across 3 settings: jails (pre-
conviction and short-term sentences),
prisons (settings for individuals con-
victed of a felony), and community cor-
rections (resident population under
correctional supervision)'" (for exact
wording of survey questions, see the
Supplemental Instrument, available as
a supplement to the online version of
this article at https://ajph.org).

RESULTS

Eighteen states (AZ, CA, IL, LA, MA, MD,
MO, MT, ND, NJ, NM, NV, NY, OH, RI, UT,
VA, and VT) and the District of Columbia
adopted at least 1 Medicaid initiative
for criminal legal-involved populations.
The most commonly adopted initiatives

(17 states) were in the areas of MOUD
treatment and Medicaid enrollment
(Table 1).

Out of 24 possible initiatives for each
state (8 initiatives across 3 criminal le-
gal settings), states most commonly
supported the following initiatives: (1)
provision of MOUD just before release
(16 states in at least 1 setting) or during
residence in criminal legal settings (14
states in at least 1 setting), and (2) facili-
tation of Medicaid enrollment through
suspension rather than termination of
Medicaid enrollment upon entry to a
criminal legal setting (14 states in at
least 1 setting) or providing prerelease
enrollment into Medicaid (13 states in
at least 1 setting).

Eleven states adopted at least 1 SUD
care coordination initiative with dis-
charge SUD planning being the most
common (9 states in at least 1 setting).
Initiatives were most commonly
adopted in prison settings, followed by
jails, and then community corrections.

DISCUSSION

Given the high rates of overdose mor-
tality among this population, there is an
urgent need to provide SUD treatment
before release and a clear SUD care co-
ordination plan upon release. Despite
this urgent need, the majority of states
have no Medicaid initiatives targeted
for persons with SUD in criminal legal
settings. Among the 19 states that

have adopted Medicaid initiatives, they
most commonly focus on prison set-
tings, followed by jails. There is 1 excep-
tion to this pattern: suspending and
reclassifying as opposed to terminating
Medicaid enrollment upon entry was
more commonly adopted in jails, which
makes sense considering jail sentences
can be as short as 1 day. The higher in-
volvement in prisons and jails is to be
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TABLE 1— Number of US States Adopting Specific Medicaid-Covered Criminal Legal Initiative for
Persons With Substance Use Disorder (SUD) as of 2021

Total No. of Total No. of
States Adopting Total No. of Total No. of States Adopting
in at Least 1 States Adopting States Adopting in Community
Type of Initiative Setting in Prisons in Jails Corrections
Any of the 2 initiatives related to MOUD treatment 17 14 14 9
MOUD prerelease treatment 16 14 12 8
MOUD treatment residing in these settings 14 12 10 7
Any of the 3 initiatives related to Medicaid enrollment 17 16 15 11
Suspend or reclassify 14 12 13 8
Prerelease enroliment 13 12 10 5
Onsite application counselor 8 7 6 4
Any of the 3 initiatives related to SUD care coordination 1 10 8 4
Discharge SUD planning 9 8 5 4
Assign to MCO 6 6 5 1
Assign to SUD health home 2 2 2 2

Note. MCO = managed care organization; MOUD = medication for opioid use disorder.

expected given restrictions from the
Inmate Exclusion Act and findings
reporting extremely high incidence of
overdose rates upon release from these
settings. Nonetheless, although the low-
er adoption of initiatives embedded in
community corrections may logically re-
flect a less urgent need compared with
initiatives in jails and prisons, it may also
reflect a lost opportunity to improve
continuity of Medicaid coverage and
service provision, especially since this
population is often highly mobile and,
thus, difficult to reach once in the com-
munity corrections setting.

Only a handful of states adopted SUD
care coordination models for criminal
legal-involved populations. This may im-
prove over time as Medicaid initiatives
may choose to focus first on getting
criminal legal-involved populations
enrolled and on MOUD and then, as
a second step, engaged with care
coordination models. Future research
should study Medicaid initiatives that

provide care coordination in addition
to enrollment and MOUD to determine
if this comprehensive approach is more
effective in reducing overdose rates
and moving persons toward recovery.

Finally, all states (and DC) with SUD
Medicaid initiatives for criminal legal-
involved populations are Medicaid ex-
pansion states. While noteworthy, this
relationship is expected because single
adults are not eligible for Medicaid in
nonexpansion states.

PUBLIC HEALTH
IMPLICATIONS

Medicaid coverage for criminal legal-
involved populations before release
(just 1 of the 8 initiatives reported here)
is associated with higher health service
usage among the population.® Coordi-
nation between these 2 disparate
systems also increases the possibility
for continuity of care, and there is
some evidence that Medicaid coverage

reduces recidivism."? Given these
public health benefits, lack of state
adoption of Medicaid initiatives across
criminal legal settings is concerning,
and further study of state initiatives tar-
geting this population is crucial. AJPH
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