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INTRODUCTION

The FY 2009 Congressional Justification is one of several documents that fulfill the Department
of Health and Human Services’ (HHS’) performance planning and reporting requirements. HHS
achieves full compliance with the Government Performance and Results Act of 1993 and Office
of Management and Budget Circulars A-11 and A-136 through HHS agencies’ FY 2009
Congressional Justifications and Online Performance Appendices, the Agency Financial Report
and the HHS Performance Highlights. These documents can be found at
http://www.hhs.gov/budget/docbudget.htm and_http://www.hhs.gov/afr/.

The Performance Highlights briefly summarize key past and planned performance and financial
information. The Agency Financial Report provides fiscal and high-level performance results.
The FY 2009 Department's Congressional Justifications fully integrate HHS’ FY 2007 Annual
Performance Report and FY 2009 Annual Performance Plan into its various volumes. The
Congressional Justifications are supplemented by the Online Performance Appendices. Where
the Justifications focus on key performance measures and summarize program results, the
Appendices provide performance information that is more detailed for all HHS measures.

The CDC Congressional Justification and Online Performance Appendix can be found at
http://www.CDC.gov.
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MESSAGE FROM THE DIRECTOR

As the Director of the Centers for Disease Control and Prevention and the
Administrator of the Agency for Toxic Substances and Disease Registry, it is my
pleasure to present the agency’s budget request for Fiscal Year (FY) 2009. In
response to the evolving public health challenges of the 21st century, this budget
addresses a balanced portfolio of health protection activities, emphasizing both
urgent threats we must be prepared to face tomorrow and the urgent realities we
are confronting today. This dual emphasis reflects CDC’s complex mission in
the 21% century — to protect the public’s health against major calamities such as pandemic
influenza, natural disasters, and terrorism, while remaining focused on the threats to health and
welfare that Americans face each day, including chronic diseases, injuries and disabilities.

CDC’s mission is focused on maintaining health, not treating illness; on health protection
(through health promotion, prevention and preparedness), not disease care; on integrated
programs that work, not narrowly defined activities. And most importantly, we are committed to
achieving the best possible value from our public health investments across our federal, state,
local, tribal and territorial health network. We center our efforts on a set of fundamental Health
Protection Goals designed to accelerate health impact, reduce health disparities, and protect
people at home and abroad from current and imminent health threats. These overarching goals
articulate CDC's vision in the following four areas: Healthy People in Every Stage of Life,
Healthy People in Healthy Places; People Prepared for Emerging Health Threats; and Healthy
People in a Healthy World.

As we evaluate our investments in the context of the FY 2009 budget cycle, | stress the
importance of these agency-wide Health Protection Goals and the need to direct investments to
areas that demonstrate the greatest public health impact. Moreover, as the goals are refined
and implemented, CDC will continue to improve our capacity to measure and demonstrate the
impact of our health protection activities and the benefit that accrues to the public as a result of
the agency’s efforts. These efforts support the HHS FY 2007-2012 Strategic Plan and the
Secretary’s 500 Day Plan to achieve measurable improvements in health.

The expected life span of Americans continues to exceed previous generations, and we have a
historic opportunity to ensure people are healthy at every life stage. For many priorities, we
know what to do to improve health and it is imperative that we bring interventions to scale to
elicit the greatest good for the greatest number of people. For others, CDC needs to support
and conduct health protection research to find new interventions that work and effective ways to
disseminate them. Maintaining the agency’s critical programmatic investments into FY 2009 will
allow us to advance our core health protection mission, providing the leadership and investment
required to move our nation firmly in the direction of better health.

In highlighting our accomplishments and prioritizing our investments, the FY 2009 budget
request reinforces CDC's position as America’s health protection leader and conveys our vision
for continuing this important work in the future.

Sincerely,

Jo (S Sty

Julie Louise Gerberding, M.D., M.P.H.
Director, Centers for Disease Control and Prevention, and

Administrator, Agency for Toxic Substances and Disease Registry
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EXECUTIVE SUMMARY
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INTRODUCTION AND MISSION

AGENCY MISSION

When the Centers for Disease Control and Prevention (CDC) was founded in 1946, the major
threats to public health involved infectious diseases. Today, as a
leading public health agency in the United States and abroad, || cbDc's Mission: To promote
CDC faces contemporary urgent health threats like terrorism and health and quality of life by
SARS in addition to fighting less sensational public health realities Ppreventing and controlling

such as obesity and heart disease. Accordingly, CDC’s mission disease, injury, and disabiliy.
and scope have evolved to face the broad range of public health
threats and challenges of the 21% Century. CDC strives to maintain a balanced portfolio of
health protection activities, emphasizing both the urgent threats we must be prepared to face
tomorrow and the urgent realities we are confronting today.

The world today is more interconnected than ever, necessitating a new, broader approach to
public health. CDC collaborates with a diverse set of local, state, and international partners to
prevent, monitor, investigate, and resolve the wide range of complex health issues facing the
United States and global communities. CDC also recognizes the importance of providing and
delivering health information directly to citizens when, where, and how they need it most. CDC’s
scientific expertise and workforce remains committed to basing all public health decisions on the
highest quality of scientific data and research—thus assuring the trust given to us by our
partners and individuals.

The Agency’s work directly supports the Secretary’s 500-Day Plan for the Department of Health
and Human Services (HHS), the newly developed HHS strategic plan, and the Administration’s
priorities, transforming public health to ensure that its science and programs continue to secure
the homeland, improve the human condition around the world, and protect the lives of
Americans. As diligent stewards of the public dollars with which we are entrusted each year,
CDC focuses its efforts to accelerate health impact, reduce health disparities, and protect
people from current and imminent health threats.

HEALTH PROTECTION GOALS

CDC has refocused its efforts, reflected in its core Health Protection Goals, to accelerate health
impact, reduce health disparities, and protect people from current and imminent health threats.
These goals are organized in four thematic areas:

e Healthy People in Every Stage of Life — CDC is customizing science and programs in the
areas where it can accelerate health impact by focusing on Americans’ health protection
needs during each stage of life. Recognizing that many health problems that occur in
adulthood can be prevented by mitigating risk factors early in life, the life stage goals
take an early and lifelong approach to prevention. By using the unique routes by which
people at various stages of life receive health information most effectively, CDC will
improve its ability to develop targeted prevention-oriented health solutions.

e Healthy People in Healthy Places — CDC is exploring the potential for accelerating health
impact by improving the quality and safety of the places where Americans live, work,
learn, and play. By bringing CDC science and programs together to focus on these
environments, we will ensure that we are doing everything we can to improve the lives
and health of Americans.
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INTRODUCTION AND MISSION

People Prepared for Emerging Health Threats — CDC has shifted the strategic focus of
its preparedness investments from building infrastructure to improving the speed at
which the agency and its partners respond to public health emergencies. Our
preparedness goals are designed to directly measure how quickly we prevent, detect,
investigate, and control public health emergencies resulting from natural disasters,
terrorism, infectious disease, and occupational and environmental threats. CDC is using
scenario analysis to identify key factors for improving response time. The first scenarios
to be addressed include influenza, anthrax, plague, emerging infections, and toxic
chemical and radiation exposure.

Healthy People in a Healthy World — The pace at which global threats are emerging is
accelerating with increasing international travel and the interconnectivity of national
economies. Recognizing the growing health, economic, and political consequences of
global health threats, CDC is working with American and international partners to
dramatically increase the scale and effectiveness of its efforts to protect Americans at
home and abroad and to promote health globally.
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BUDGET OVERVIEW

The FY 2009 President’'s Budget submission includes a total funding level for CDC/ATSDR of
$8.8 billion, which reflects a decrease of approximately $412.1 million below the FY 2008
Enacted level. The FY 2009 budget request for CDC addresses a balanced portfolio of health
protection activities emphasizing both urgent threats we must be prepared to face tomorrow and
the urgent realities we are confronting today. This dual emphasis reflects CDC’s complex
mission in the 21% Century — to protect the public’s health against major calamities such as
pandemic influenza, natural disasters, and terrorism, while remaining focused on the threats to
health and well-being that Americans face each day, including chronic diseases, injuries, and
disabilities. CDC continues its strong commitment to advancing the field of public health and
accelerating health impact by focusing its efforts on a balance between these urgent threats and
urgent realities.

CDC remains committed to allocating resources in a way that maximizes our ability to enhance
public health capabilities at the federal, state, and local level. Currently, CDC executes and
tracks hundreds of budget lines, corresponding with program activities across the agency.
Reduced direction at this detailed level would increase CDC's ability to address programmatic
and scientific areas using a more coordinated, science-based approach to public health.
Therefore, CDC requests a simplified FY 2009 budget with fewer budget levels set by
Congress. CDC will continue to be accountable for health impact across priority areas
determined by Congress.

INCREASED PROGRAM INVESTMENTS (+$168.4 MILLION)
Vaccines for Children Program (VFC) (+$64.0 million)

The VFC Program allows vulnerable children access to lifesaving vaccines as a part of routine
preventive care, focusing on children without insurance, those eligible for Medicaid, and
American Indian/Alaska Native children. Children with commercial insurance that lacks an
immunization benefit are also entitled to VFC vaccine, but only at Federally Qualified Health
Centers (FQHCs) or Rural Health Clinics (RHCs). The current FY 2009 estimate for the VFC
program is $2,766,230,000, an increase of $64,024,000 above the current FY 2008 estimate.
This increase reflects the net difference between a rise in vaccine purchase costs based on
inflation and a savings of $55,700,000 in FY 2008 due to vaccine inventory reduction as
additional grantees transition to the vaccine management business improvement plan (VMBIP)
consolidated distribution contract.

Quarantine Stations (+$33.5 million)

The FY 2009 request includes a $33,485,000 increase to support Quarantine station
maintenance and expansion. The 20 quarantine stations operated by CDC across the U.S.
serve to limit the introduction of infectious diseases into the U.S. and to prevent the spread of
diseases such as tuberculosis, smallpox and cholera. These stations serve over 120 million
airline passengers who fly internationally each year. The importance of quarantine stations
continues to rise as new infectious diseases such as SARS and avian influenza emerge and
more people travel internationally. The requested FY 2009 increase of $33,485,000, for an
overall investment of $53,355,000, will fully staff existing domestic stations and add five new
international quarantine stations.
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Strategic National Stockpile (+$19.9 million)

The FY 2009 estimate includes a $19,881,000 increase to support the Strategic National
Stockpile (SNS), enabling CDC to continue to purchase, warehouse and manage medical
countermeasures. These countermeasures are necessary to provide an adequate response
during a catastrophic public health event to treat affected populations, prevent additional illness,
and provide medical services and shelter. CDC will also continue to advance the Federal
Medical Station (FMS) program designed for low to mid-acuity patient hospital bed surge for
victims of catastrophic health events in FY 2009. CDC will continue working towards the
achievement of 100 percent preparedness of state public health agencies regarding the use of
materials contained in the SNS.

BioSense (+$15.6 million)

The FY 2009 request includes a $15,611,000 increase for BioSense. Data received by the
BioSense system improves the nation's capabilities for rapid disease detection, monitoring and
real-time situational awareness through access to existing data from health care organizations.
These data are available simultaneously to state and local health departments, participating
hospitals, and CDC, through a web-based application that is accessed through the CDC Secure
Data Network. The requested FY 2009 funding increase will enable BioSense to expand from
over 800 users in 124 state and local public health jurisdictions by implementing new
connections with emerging Regional Health Information Organizations (RHIOs) and Health
Information Exchanges (HIESs).

National Center for Health Statistics (+$11.1 million)

The FY 2009 request includes an increase of $11,065,000 that will allow the program to
continue providing timely, accurate estimates of high priority health measures. CDC will
maintain and enhance a variety of surveys and statistical programs that are critical not only to
CDC, but throughout government at the federal, state and local level. With the increase, CDC
will ensure full 12-month reporting of birth and death data from the states; maintain full field
operations of the National Health and Nutrition Examination Survey (NHANES); enhance
mechanisms for data access and use through the NHANES tutorial and web-based data access
tools; enable the National Health Interview Survey to return to its designed sample size of
100,000, providing improved estimates for smaller population sizes; maintain and redesign
systems of the National Health Care Surveys in response to changing patterns of health care
delivery and public health; and transition from ICD-9-CM to ICD-10-CM code sets to improve
comparability between mortality and morbidity data in the U.S. and internationally.

Upgrading CDC Capacity (+$10.6 million)

The FY 2009 request includes an increase of $10,576,000 for Upgrading CDC Capacity. This
increase will ensure that all-hazards preparedness and emergency response activities continue
building and enhancing systems at the federal, state and local levels catalyzing and
implementing preparedness and response capabilities. Within this requested increase,
$10,000,000 will be used to further develop CDC's radiological response capabilities through
the creation of a radiologic-specific Laboratory Response Network, or LRN-R. Building a
dedicated CDC capability for radiological events will further define surveillance needs and gaps,
allowing the development of appropriate data elements to be inserted into existing state, local,
and federal surveillance systems to guide detection and monitoring of a radiological event.
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Pandemic Influenza (+$3.1 million)

The FY 2009 request includes an increase of $3,131,000 for CDC's Influenza Program. This
funding will work to minimize domestic and global iliness, suffering, and death from seasonal
influenza; investigate and contain the spread of avian influenza; and minimize the illness and
death that will occur during the next influenza pandemic. Funding will also fund influenza
pandemic preparedness priorities such as risk communications.

HIV/AIDS, Domestic Testing Initiative (+$10.6 million)

At the President’s request, CDC has undertaken the Domestic HIV/AIDS Initiative to increase
testing in medical and community-based settings, make voluntary testing a routine part of
medical care, and create new testing guidelines, models and best practices. The initiative is
focused on areas and populations with the highest burden of disease. The FY 2009 budget
request includes an increase for Domestic Testing and Early Diagnosis Program for an overall
investment of $93,000,000.

PROGRAM REDUCTIONS AND ELIMINATIONS (-$574.4 MILLION)

Upgrading State and Local Capacity (-$135.5 million)

The FY 2009 request includes a decrease of $135,497,000 for upgrading state and local
capacity, including a decrease of $128,475,00 for the Public Health Emergency Preparedness
(PHEP) state and local cooperative agreement program. CDC will continue to strengthen the
nation’s public health preparedness by supporting 62 grantees with funding, technical
assistance and program evaluation services to improve their ability to detect and respond to
public health threats. Under the Pandemic and All Hazards Preparedness Act (PAHPA), grant
cycles will shift during FY 2009 to better align with state funding cycles. CDC will complete this
shift in FY 2009 by providing grantees with a nine-month and three-week funding cycle to
coincide with a June 1st state funding start date. This shift, along with the funding reduction will
allow monthly funding levels to the states to be maintained at FY 2008 funding levels. CDC wiill
continue to provide all hazards preparedness planning, exercise, evaluation and technical
assistance services to the grantees in FY 2009. FY 2010 grantee funding will resume the 12-
month cycle as grants will have completed realignment.

Within the Upgrading State and Local Capacity program, CDC will implement and establish the
Real Time Disease Detection system, with data collection and analysis to ensue in following
fiscal years. The receipt, analysis, and evaluation of national health related data enables early
event detection and health situational awareness needed to identify, contain, and minimize
terrorist threats in the U.S. Under the Pandemic and All Hazards Preparedness Act (PAHPA)
legislation, CDC is responsible for the design and development of a new national electronic data
collection network. This network will collect and analyze public health data from governmental
and private entities within “real time” of an exposure or release.

Preventive Health and Health Services Block Grant (-$97.3 million)

CDC proposes the elimination of the Preventive Health and Health Services Block Grant
(PHHSBG). As CDC strives to improve efficiency and effectiveness, other existing resources
will continue to be available for programs which have traditionally addressed similar public
health issues.

World Trade Center (-$83.1 million)

The FY 2009 request of $25,000,000 reflects a decrease of $83,083,000 from the FY 2008
Enacted level.
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Building and Facilities (-$55.0 million)

For FY 2009, CDC requests no funding for the Buildings and Facilities Program, a decrease of
$55,022,000 from the FY 2008 Enacted level. In FY 2009, CDC will sustain existing facilities
with carryover balances from previous appropriation.

Business Services Support (-$31.4 million)

The FY 2009 request includes a decrease of $31,352,000 for Business Services Support (BSS).
The BSS budget line covers a variety of critical administrative costs, including rent, utilities,
telecommunications, and security. With the proposed funding, CDC will continue to strive to
fulfill needs and mandatory requirements.

Individual Learning Accounts / Administrative Cost (-$31.0 million)

The CDC FY 2009 request includes an across-the-board reduction of $31,000,000 from the FY
2008 Enacted level related to CDC's Individual Learning Accounts (ILA's) and other
administrative costs. ILA's and administrative costs are shared across CDC; therefore this
reduction is applied directly to programs across the agency with the exception of the Public
Health Service (PHS) Evaluation Transfer activities. Existing CDC/ATSDR staff will be able to
utilize carryover balances for training in FY 2009.

Congressional Projects (-$26.7 million)

Funding for Public Health Improvement and Leadership is reduced in FY 2009 to reflect the
removal of FY 2008 Congressional Projects.

All Other Emerging Infectious Diseases (-$24.0 million)

The FY 2009 request includes a decrease of $24,000,000 for this activity. Funding appropriated
in FY 2007 (for pandemic influenza preparedness) and in FY 2008 supported improvements in
State infrastructure for surveillance of emerging infectious diseases.

Mining Research (-$11.2 million)

The FY 2009 request includes a decrease of $11,178,000 for Mining Research. In FY 2006 and
FY 2007 CDC received $23,000,000 in supplemental funding to implement the mandate
included in the Mine Improvement and New Emergency Response Act (MINER Act). Mine
Research activities will continue with base resources in FY 2009.

National Occupational Research Agenda (NORA) (-$10.4 million)

The FY 2009 request includes a decrease of $10,374,000 for the National Occupational
Research Agenda (NORA). NORA funds are used to establish and maintain public-private
partnerships and to create a new culture of priority-driven research. Now in its second decade,
NORA is pursuing an industry sector-based approach to move research results into workplace
practice and to ensure the most direct connection possible with workers, business, and other
partners.

Steps to a Healthier U.S. (-$9.6 million)

The FY 2009 request includes a decrease of $9,553,000 for the Steps program. Steps is
changing the grant structure and will fund 50 Steps Community Grants. Based on lessons
learned from the initial Steps communities, the Steps Program will broaden its reach and impact
to activate change in communities across the United States. Communities will identify local
priorities, using science-based tools and strategies to respond, and evaluate the success of
their interventions. Tools, resources, and training will be provided to community leaders and
public health professionals to equip these entities to effectively confront the growing national
crisis in obesity and other chronic diseases in their communities.
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EXECUTIVE SUMMARY
BUDGET OVERVIEW

Leadership and Management (-$8.9 million)

The FY 2009 request includes a decrease of $8,923,000 in funding for Leadership and
Management. CDC's Leadership and Management activity supports areas such as strategy
and innovation, goals management, and health disparities. With the requested funding amount,
CDC will continue to ensure that essential administration and coordination activities continue.

Environmental Health Laboratory (-$7.4 million)

The FY 2009 request includes a decrease of $7,440,000 for the CDC’s National Center for
Environmental Health (NCEH) Laboratory. This activity provides technical assistance to State
screening labs, assisting in developing new screening tools and methods to increase accuracy
and expand the number of disorders screened, and population-based pilot testing to ensure the
effectiveness of new screening tools. CDC also provides technical assistance and training to
States in bio-monitoring.

Safe Water (-$7.2 million)

The FY 2009 request does not include funding for this program, redirecting resources to other
high priority public health activities. The decrease will eliminate research, surveillance, and
technical assistance activities associated with Pfisteria issues. This program was also proposed
for termination in the FY 2007 Budget.

West Nile Virus (WNV) (-$6.9 million)

The FY 2009 request includes a decrease of $6,932,000 for West Nile Virus. CDC has awarded
funds to 57 state, local, and territorial public health agencies to assist in the development of
comprehensive, long-term disease monitoring, prevention, and control programs for WNV.
WNV funding has built infrastructure and led to the enhancement of state-based programs to
make states better able to prevent, detect, and respond to the threat of WNV and other vector-
borne infectious diseases. The establishment of this national program has also enhanced viral
laboratory capacity, veterinarian epidemiology capacity, and surveillance of disease. The FY
2009 Budget will decrease the amount of funds available to state and local health departments.
Several years of CDC funds have allowed states to develop and enhance their WNV activities.
CDC will distribute funds according to the profile of the WNV epidemic.

Johanna’s Law (-$6.5 million)

In FY 2008, CDC was funded to continue activities authorized by Johanna's Law: The
Gynecologic Cancer Education and Awareness Act. In FY 2009 CDC is not requesting funds
for Johanna’s Law. The FY 2009 Budget continues to support funding for gynecologic cancer
prevention through the National Education Campaign.

Director’s Discretionary Fund (-$5.9 million)

The FY 2009 request includes a decrease of $5,895,000 for The Director’s Discretionary Fund,
which would eliminate this activity. This funding has given the CDC Director the flexibility to
address a number of important public health issues. The agency will work to assure that many
of the major issues facing the public health system can be effectively addressed.

Demonstration Project for Teen Pregnancy (-$2.9 million)

The FY 2009 request includes a decrease of $2,948,000 for the Demonstration Project for Teen
Pregnancy. CDC received funding to assist states with preventing teen pregnancies by
providing information about both abstinence and contraception, and dissemination of science-
based tools and strategies to prevent HIV, STD, and teen pregnancy. In FY 2009, CDC does
not request funding for the demonstration project. CDC will continue its work with teen
pregnancy prevention through other programmatic mechanisms.
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EXECUTIVE SUMMARY
BUDGET OVERVIEW

Pioneering Healthier Communities - YMCA (-$2.9 million)

The FY 2009 Budget includes no funding for this activity. CDC will continue to support
community health promotion activities through other funding mechanisms.

National Center for Health Marketing (-$2.1 million)

The FY 2009 request includes a decrease of $2,140,000 for the National Center for Health
Marketing (NCHM). The Health Marketing program conducts activities that involve creating,
communicating, and delivering health information and interventions using customer-centered
and science-based strategies to protect and promote the health of diverse populations. With the
requested funding, CDC will work to maintain the existing activities of the Health Marketing
program.

National Amyotrophic Lateral Sclerosis (ALS) (-$2.0 million)

The FY 2009 request of $863,000 reflects a decrease of $1,950,000 from the FY 2008 Enacted
level. Funding for this activity supports the maintenance of a national amyotrophic lateral
sclerosis (ALS) registry to include other neurodegenerative disorders.

Education and Research Centers (ERCs) (-$1.7 million)

The FY 2009 request includes a decrease of $1,731,000 for the Education and Research
Centers. CDC has established partnerships with 52 academic institutions that comprise the
academic network responsible for the nation’s Occupational Safety and Health (OSH) training
infrastructure. CDC funds 17 University-based ERCs to train occupational safety and health
specialists. The ERCs are located in 17 states, representing each HHS Region: AL, OH, CA
(two ERCs), CO, MA, IL, MD, IA, MI, MN, NY & NJ, NC, FL, TX, UT, WA.

Mind Research Program (-$1.7 million)

The FY 2009 request includes a decrease of $1,719,000 for the Mind Body Research Program.
This program will end its five-year cooperative agreement cycle in FY 2008. In FY 2009, the
Mind Body Research Program will not be continued.

Real Time Lab Reporting (-$1.6 million)

The FY 2009 request includes $7,470,000 for the Real Time Lab Reporting program, a
decrease of $1,552,000 below the FY 2008 Enacted level. This funding will be used to continue
FY 2008 releases of LRN Results Messenger, which will provide for the general availability of
LRN-Chemical functionality to support data exchange for LRN laboratories performing chemical
terrorism testing in FY 2009. Given existing and ongoing programmatic progress, additional
laboratories will gain the capability to submit Health Level 7 (HL7) standardized messages to
CDC despite the funding decrease.

Heart Disease and Stroke (-$1.0 million)

The FY 2009 request includes a decrease of $1,064,000 for heart Disease and Stroke. CDC will
continue its heart disease and stroke prevention activities in partnership with state health
departments, as well as with other governmental and non-governmental organizations. This
program will be supported at the FY 2008 Budget level.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER'HEALTHIER'PEOPLE™
15



EXECUTIVE SUMMARY
BUDGET OVERVIEW

Food Allergies (-$0.5 million)

The FY 2009 request includes a decrease of $491,000 for the Food Allergies program, which
will eliminate this program. CDC was funded to manage the risk of food allergies and
anaphylaxis in schools and provide parents with enhanced information on these conditions via
the Internet. In FY 2009, CDC is not requesting funds for the food allergy project.
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EXECUTIVE SUMMARY
ALL PURPOSE TABLE

LL PURPOSE TABLE

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

ALL PURPOSE TABLE

(DOLLARS IN THOUSANDS)

FY 2007 FY 2008 FY 2009
Budget Activity Actual * Enacted * Estimate
Infectious Diseases *
Budget Authority $1,796,792 $1,891,741 $1,857,183
PHS Evaluation Transfers $12,794 $12,794 $12,794
Subtotal, Infectious Diseases - $1,809,586 $1,904,535 $1,869,977
Health Promotion $947,004 $961,193 $932,073
Health Information and Service *
Budget Authority $136,247 $89,868 $132,970
PHS Evaluation Transfers $133,826 $186,910 $151,385
Subtotal, Health Information and Service - $270,073 $276,778 $284,355
Environmental Health and Injury Prevention $282,752 $289,323 $270,872
Occupational Safety and Health
Budget Authority $227,620 $286,985 $183,573
PHS Evaluation Transfers $87,480 $94,969 $87,480
Subtotal, Occupational Safety and Health - $315,100 $381,954 $271,053
Global Health > °
Budget Authority $307,497 $302,371 $302,025
Subtotal, Global Health - $307,497 $302,371 $302,025
Public Health Research (PHS Evaluation Transfers) $31,000 $31,000 $31,000
Public Health Improvement and Leadership (PHIL)
Budget Authority $202,559 $224,899 $182,143
Subtotal, PHIL - $202,559 $224,899 $182,143
Preventive Health & Health Services Block Grant (PHHSBG) $99,000 $97,270 $0
Buildings and Facilities $134,400 $55,022 $0
Business Services Support " ® $378,289 $371,847 $337,906
Terrorism °
Budget Authority $1,472,553 $1,479,455 $1,419,264
Subtotal, Terrorism - $1,472,553 $1,479,455 $1,419,264
Unspecified Reductions $0 $0 $0
Total, L/HHS/ED - $5,984,713 $6,049,974 $5,618,009
Total, L/HHS/ED (inc. PHS) - $6,249,813 $6,375,647 $5,900,668
PHS Evaluation Transfer (non-add) $265,100 $325,673 $282,659
(Agency for Toxic Substances and Disease Registry $75,212 $74,039 $72,882
Vaccines for Children $2,735,925 $2,702,206 $2,766,230
Energy Employees Occupational lliness Compensation Program Act (EEOICPA) *° $52,336 $55,358 $55,358
User Fees $2,226 $2,226 $2,226
Total, CDC/ATSDR Program Level - $9,115,512 $9,209,476 $8,797,364
Full-Time Equivalents (FTEs) - 8,579 8,896 8,829

1 The FY 2007 Enacted reflects the Joint Resolution level including a proposed budget reprogramming and supplementals for World Trade Center and Mine Safety.
2The FY 2008 Enacted funding levels have been revised to reflect proposed consolidation of Flu funding.

2 Funding in FY 2007 and FY 2008 for Section 317 Immunization Program include a comparability adjustment of -$2.1 million. In the FY 2009 budget, CDC is proposing to transfer the
funds to support AIDS Clearing House activities currently financed by the National Center for Health Marketing.

4 Funding in FY 2007 and FY 2008 for the National Center for Health Marketing include a comparability adjustment of +$2.1 million. In FY 2009 budget, CDC is proposing to transfer
the funds to support AIDS Clearing House activities.

s Funding does not include transfers to CDC from the Department of State Office of the Global AIDS Coordinator ($917.2 million to date in FY 2007), as part of the President’s
Emergency Plan for AIDS Relief.

6 Funding in FY 2007 and FY 2008 forGlobal AIDS Program include a comparability adjustment of -$0.6 million. In the FY 2009 budget, CDC is proposing to transfer the funds to
support AIDS Clearing House activities currently financed by the National Center for Health Marketing.

7 Funding in FY 2007 for Business Services Support include a comparability adjustment of -$0.039 million for activities that were jointly funded in prior years, and are financed
centrally in the General Departmental Management account in the FY 2008 request.

8 Funding in FY 2007 and FY 2008 for the Business Services Support include a comparability adjustment of +$7.4 million. In FY 2009 budget, CDC is proposing to transfer the funds
to support administrative and Business Services Support activities.

° Funding in FY 2007 and FY 2008 for Strategic National Stockpile program include a comparability adjustment of -$7.4 million. In FY 2009 budget, CDC is proposing to transfer the
funds to support Business Services Support activities.

10 Reflects the proposed EEOICPA transfer from the Department of Labor. The FY 2007 and FY 2008 funding levels have been made comparable to reflect the proposed transfer.
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EXECUTIVE SUMMARY
FY 2007 APPROPRIATION ADJUSTMENTS

FY 2007 APPROPRIATION ADJUSTMEN

CENTERS FOR DISEASE CONTROL AND PREVENTION
ALL PURPOSE TABLE

(DOLLARS IN THOUSANDS)

FY 2007 Adjustments
cDC
FY 2007 Reallocations Flu Emergency Comparable FY 2007
Budget Activity Enacted * and Transfers Adjustments  |Other Adjustments] Supplemental Adjustments Comparable Actual
Infectious Diseases
Budget Authority $1,791,437 ($17,534) $25,000 $0 $0 ($2,111) $1,796,792
PHS Evaluation Transfers $12,794 $0 $0 $0 $0 $0 $12,794
Subtotal, Infectious Diseases - $1,804,231 ($17,534) $25,000 $0 $0 ($2,111) $1,809,586
Health Promotion $959,662 ($12,658) $0 $0 $0 $0 $947,004
Health Information and Service *
Budget Authority $88,418 $48,162 (83,000) $0 $0 $2,667 $136,247
PHS Evaluation Transfers $134,235 ($409) $0 $0 $0 $0 $133,826
Subtotal, Health Information and Service - $222,653 $47,753 ($3,000) $0 $0 $2,667 $270,073
Environmental Health and Injury Prevention $288,104 ($5,352) $0 $0 $0 $0 $282,752
Occupational Safety and Health
Budget Authority $167,028 (82,408) $0 $0 $63,000 $0 $227,620
PHS Evaluation Transfers $87,071 $409 $0 $0 $0 $0 $87,480
Subtotal, Occupational Safety and Health - $254,009 ($1,999) $0 $0 $63,000 $0 $315,100
Global Health “*
Budget Authority $334,038 (3,985) (822,000) $0 $0 ($556) $307,497
Subtotal, Global Health - | $334,038 ($3,985) ($22,000) $0 $0 ($556) $307,497
Public Health Research (PHS Evaluation Transfers) $31,000 $0 $0 $0 $0 $0 $31,000
Public Health Improvement and Leadership (PHIL]
Budget Authority $189,808 $12,751 $0 $0 $0 $0 $202,559
Subtotal, PHIL - $189,808 $12,751 $0 $0 $0 $0 $202,559
Preventive Health & Health Services Block Grant (PHHSBG) $99,000 $0 $0 $0 $0 $0 $99,000
Buildings and Facilities $134,400 $0 $0 $0 $0 $0 $134,400
Business Services Support®’ $344,338 $26,594 $0 $0 $0 $7,357 $378,289
Terrorism °
Budget Authority $1,541,300 (845,570) $0 (815,820) $0 (87,357) $1,479,910
Subtotal, Terrorism - $1,541,300 ($45,570) $0 ($15,820) $0 ($7,357) $1,479,910
Total, UHHS/ED - | $5937,533 $0 $0 ($15,820) $63,000 $0 $5,984,713
Total, L/HHS/ED (inc. PHS and supplementals) - |  $6,202,633 $0 $0 ($15,820) $63,000 $0 $6,249,813
PHS Evaluation Transfer (non-add) $265,100 $0 $0 $0 $0 $0 $265,100
[Agency for Toxic Substances and Disease Registry $75,212 $0 $0 $0 $0 $0 $75,212
Vaccines for Children $2,735,925 $0 $0 $0 $0 $0 $2,735,925
Energy Employees Occupational lliness Compensation Program Act (EEOICPA)® $0 $0 $0 $0 $0 $52,336 $52,336
User Fees $2,226 $0 $0 $0 $0 $0 $2,226
Total, CDC/ATSDR Program Level - $9,185,401 $0 $0 ($15,820) $63,000 $0 $9,115,512

1 The FY 2007 Enacted reflects the Joint Resolution level.

2 Funding in FY 2007 for Section 317 Immunization Program includes a comparability adjustment of -$2.1 million. In the FY 2009 budget, CDC is proposing to transfer the funds to support AIDS Clearing House activities
currently financed by the National Center for Health Marketing.

2 Funding in FY 2007 for the National Center for Health Marketing includes a comparability adjustment of +$2.1 million. In FY 2009 budget, CDC is proposing to transfer the funds to support AIDS Clearing House activities.
4 Funding does not include transfers to CDC from the Department of State Office of the Global AIDS Coordinator ($917.2 million to date in FY 2007), as part of the President's Emergency Plan for AIDS Relief.

° Funding in FY 2007 for Global AIDS Program includes a comparability adjustment of -$0.6 million. In the FY 2009 budget, CDC is proposing to transfer the funds to support AIDS Clearing House activities currently financed
by the National Center for Health Marketing.

© Funding in FY 2007 for Business Services Support includes a comparability adjustment of -$0.039 million for activities that were jointly funded in prior years, and are financed centrally in the General Departmental
Management account in the FY 2008 request.

7 Funding in FY 2007for the Business Services Support includes a comparability adjustment of +$7.4 million. In FY 2009 budget, CDC is proposing to transfer the funds to support administrative and business support service
activities.

8 Funding in FY 2007 for Strategic National Stockpile program includes a comparability adjustment of -$7.4 million. In FY 2009 budget, CDC is proposing to transferthe funds to support Business Services Support activities.

9 Reflects the proposed EEOICPA transfer from the Department of Labor. The FY 2007 funding levels has been made comparable to reflect the proposed transfer.
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EXECUTIVE SUMMARY
FY 2008 APPROPRIATION ADJUSTMENTS

Y 2008 APPROPRIATION ADJUSTMEN

FY 2008 APPROPRIATION ADJUSTMENTS
CENTERS FOR DISEASE CONTROL AND PREVENTION

ALL PURPOSE TABLE
(DOLLARS IN THOUSANDS)

FY 2008 Adjustments
FY 2008 1.747% Comparabe FY 2008
Budget Activity Omnibus Bill Reduction Flu Adjustments Adjustments Enacted
Infectious Diseases *
Budget Authority $1,824,103 ($31,867) $101,616 ($2,112) $1,891,741
PHS Evaluation Transfers $12,794 $0 $0 $0 $12,794
Subtotal, Infectious Diseases - $1,836,897 ($31,867) $101,616 ($2,111) $1,904,535
Health Promotion $978,284 ($17,091) $0 $0 $961,193
Health Information and Service *
Budget Authority $113,168 ($1,976) ($23,991) $2,667 $89,868
PHS Evaluation Transfers $186,910 $0 $0 $0 $186,910
Subtotal, Health Information and Service - $300,078 ($1,976) ($23,991) $2,667 $276,778
Environmental Health and Injury Prevention $294,467 ($5,144) $0 $0 $289,323
Occupational Safety and Health
Budget Authority $291,084 ($4,099) $0 $0 $286,985
PHS Evaluation Transfers $94,969 $0 $0 $0 $94,969
Subtotal, Occupational Safety and Health - $386,053 ($4,099) $0 $0 $381,954
Global Health **
Budget Authority $377,352 ($6,592) ($67,833) ($556) $302,371
Subtotal, Global Health - $377,352 ($6,592) ($67,833) ($556) $302,371
Public Health Research (PHS Evaluation Transfers) $31,000 $0 $0 $0 $31,000
Public Health Improvement and Leadership (PHIL)
Budget Authority $228,898 ($3,999) $0 $0 $224,899
Subtotal, PHIL - $228,898 ($3,999) $0 $0 $224,899
Preventive Health & Health Services Block Grant (PHHSBG) $99,000 ($1,730) $0 $0 $97,270
Buildings and Facilities $56,000 ($978) $0 $0 $55,022
Business Services Support ° $370,971 ($6,481) $0 $7,357 $371,847
Terrorism °®
Budget Authority $1,523,214 ($26,610) ($9,792) (87,357) $1,479,455
Subtotal, Terrorism - $1,523,214 ($26,610) ($9,792) ($7,357) $1,479,455
Total, L/HHS/ED - $6,156,541 ($106,567) $0 $0 $6,049,974
Total, L/HHS/ED (inc. PHS and supplementals) - $6,482,214 ($106,567) $0 $0 $6,375,647
PHS Evaluation Transfer (non-add) $325,673 $0 $0 $0 $325,673
Agency for Toxic Substances and Disease Registry $75,212 ($1,173) $0 $0 $74,039
Vaccines for Children $2,702,206 $0 $0 $0 $2,702,206
Energy Employees Occupational lllness Compensation Program Act (EEOICPA)7 $0 $0 $0 $55,358 $55,358
User Fees $2,226 $0 $0 $0 $2,226
Total, CDC/ATSDR Program Level - $9,261,858 ($107,740) $0 $0 $9,209,476

* Funding in FY 2008 for Section 317 Immunization Program includes a comparability adjustment of -$2.1 million. In the FY 2009 budget, CDC is proposing to transfer the funds to support AIDS Clearing
House activities currently financed by the National Center for Health Marketing.

2 Funding in FY 2008 for the National Center for Health Marketing includes a comparability adjustment of +$2.1 million. In FY 2009 budget, CDC is proposing to transfer the funds to support AIDS Clearing
House activities

3 Funding does not include transfers to CDC from the Department of State Office of the Global AIDS Coordinator ($917.2 million to date in FY 2007), as part of the President's Emergency Plan for AIDS
Relief.

4 Funding in FY 2008 for Global AIDS Program includes a comparability adjustment of -$0.6 million. In the FY 2009 budget, CDC is proposing to transfer the funds to support AIDS Clearing House activities
currently financed by the National Center for Health Marketing.

s Funding in FY 2008 for the Business Services Support includes a comparability adjustment of +$7.4 million. In FY 2009 budget, CDC is proposing to transfer the funds to support administrative and
business support service activities.

¢ Funding in FY 2008 for Strategic National Stockpile program includes a comparability adjustment of -$7.4 million. In FY 2009 budget, CDC is proposing to transferthe funds to support Business Services
Support activities.

7 Reflects the proposed EEOICPA transfer from the Department of Labor. The FY 2008 funding levels has been made comparable to reflect the proposed transfer
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EXHIBITS
APPROPRIATION LANGUAGE AND ANALYSIS

APPROPRIATION LANGUAGE AND ANALYSIS

CENTERS FOR DISEASE CONTROL AND PREVENTION APPROPRIATION LANGUAGE

DISEASE CONTROL, RESEARCH, AND TRAINING

To carry out titles Il, 1, VII, XI, XV, XVII, XIX, XXI, and XXVI of the Public Health Service Act (“PHS Act"),
sections 101, 102, 103, 201, 202, 203, 301, 501, and 514 of the Federal Mine Safety and Health Act of
1977, section 13 of the Mine Improvement and New Emergency Response Act of 2006, sections 20, 21,
and 22 of the Occupational Safety and Health Act of 1970, title IV of the Immigration and Nationality Act,
section 501 of the Refugee Education Assistance Act of 1980, and for expenses necessary to support
activities related to countering potential biological, disease, nuclear, radiological, and chemical threats to
civilian populations; including purchase and insurance of official motor vehicles in foreign countries; and
purchase hlre malntenance and operatron of aircraft, $5 673 368 000, ef—whreh—$5&9004990—shau
jes: of whrch

$118 727, 000 for |nternat|onal HIV/AIDS shaII remain avallable unt|I September 30, 2999 2010 of which,
of the funds made available under this heading for domestic HIV/AIDS, $30,000,000 shall remain
available until expended for section 2625 of the PHS Act; and of which $25,000,000 shall be available
until expended to provide screening and treatment for first response emergency services personnel;
resrelents—students—and—ethers related to the September 11 2001 terrorlst attacks on the World Trade

In add|t|on such sums as may be denved from authonzed
user fees, which shall be credited to this account Provided, That in addition to amounts provided herein,
the following amounts shall be available from amounts available under section 241 of the Public Health
Service Act: (1) $12,794,000 to carry out the National Immunization Surveys; (2) $124,701,000 to carry
out the National Center for Health Statistics surveys; (3) $24,751,000 to carry out information systems
standards development and architecture and applications-based research used at local public health
levels; (4) $1,933,000 for Health Marketing; (5) $31,000,000 to carry out Public Health Research; and (6)
$87,480,000 to carry out research activities within the National Occupational Research Agenda: Provided
further, That none of the funds made available for injury prevention and control at the Centers for Disease
Control and Preventlon may be used in whole or |n part to advocate or promote gun control Prewded

That the Dlrector may redlrect the total amount made avallable under authonty of Publlc Law 101- 502
section 3, dated November 3, 1990, to activities the Director may so designate: Provided further, That the
Committees on Appropriations of the House of Representatives and the Senate are to be notified
promptly of any such transfer: Provided further, That not to exceed $12,500,000 may be available for
making grants under sectlon 1509 of the Public HeaIth SerV|ce Act to not Iess than 15 States tribes, or
trlbal organlzatlons ,

eentmn—th&elause—ax&lab#ﬁy—oﬁemds#ewqd—ﬂ&eﬁ%z—zs%}& Provided further, That of the funds

appropriated, $10,000 is for official reception and representation expenses when specifically approved by

the Director of the Centers for Disease Control and Prevent|on Prewded—fuﬁher—'lihat—empleyees—ef—the
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departmentsfor HN\ - prevention—activities: In addition, for necessary expenses to administer the
Energy Employees Occupational Illiness Compensation Act, $55,358,000, to remain available until

expended: Provided, That this amount shall be available consistent with the provision regarding
administrative expenses in Section 151 of Division B, Title | of Public Law 106-554.
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CENTERS FOR DISEASE CONTROL AND PREVENTION LANGUAGE ANALYSIS

LANGUAGE ANALYSIS

PURCHASE AND LANGUAGE PROVISION EXPLANATION

“...including purchase and insurance of official motor vehicles
in foreign countries...”

No specific authorization exists for the provision regarding
insurance; however, experience of the Centers for Disease
Control and Prevention (CDC) in stationing Public Health
Service officials overseas and at the Mexican Border
indicates that this provision is essential. Unless adequate
automobile insurance is provided, Public Health Service
officials could be subject to arbitrary arrest if they were
involved in an accident.

“.and purchase, hire, maintenance, and operation of
aircraft...”

CDC must maintain the ability to purchase or hire aircraft for
deployment of the Strategic National Stockpile or other
emergency response operations; testing of new insecticides
and formulations; and for applying the insecticides when
outbreaks of mosquito-borne disease, such as encephalitis,
occur in populous areas where no other method can be used
to control the spread of the disease.

The FY 2009 Budget request for CDC does not include
funding for equipment, construction, and renovation of
facilities.

The FY 2009 Budget request does not include one-time
project costs included in the FY 2008 enacted appropriation.

“...of which $30,000,000 shall remain available until
expended for section 2625 of the PHS act.”

Provides specific authorization for CDC to fund HIV/AIDS
testing in states with laws or regulations for voluntary opt-out
testing of clients at sexually transmitted disease clinics and
substance abuse centers, as authorized in the Ryan White
HIV/AIDS Treatment and Modernization Act.

“..for first response emergency services personnel;
readen&s—students—md—e%heps related to the September 11,
2001 terrorist attacks on the World Trade Center...

This language reflects the prioritization of resources for first
response emergency services personnel consistent with the
program’s direction in FY 2006 and FY 2007.

The FY 2009 Budget request does not include funds for this
purpose in the manner specified in the FY 2008 enacted
appropriation.

“...such sums as may be derived from authorized user fees,
which shall be credited to this account.”

Provides specific authorization to allow all funds collected as
user fees to be deposited to this appropriation.

The FY 2009 Budget request for CDC does not include

expended-for-Individual Learning-Accounts—" funding for Individual Learning Accounts.
“—shall-award—a—single—contract—or—related—contracts—for | The FY 2009 Budget request for CDC does not include
development-and-construction— funding for equipment, construction, and renovation of

facilities.

The FY 2009 Budget request for CDC does not include
funding for equipment, construction, and renovation of
facilities.
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EXHIBITS
APPROPRIATION LANGUAGE AND ANALYSIS

PURCHASE AND LANGUAGE PROVISION EXPLANATION

The FY 2009 Budget request for CDC does not include a
provision which allows employees detailed to States,
municipalities, or other organizations, or on overseas
assignments, to be exempt from applicable personnel
ceilings during the period of detail or assignment.

The above provision providing no-year funding for the
purpose of HIV/AIDS testing in states with laws or regulations
for voluntary opt-out testing, as authorized in the Ryan White
HIV/AIDS Treatment and Modernization Act., is included in
place of this language.

..for necessary expenses to administer the Energy
Employees Occupational lllness Compensation  Act,
$53, 358,000, to remain available until expended...”

The FY 2009 Budget request for CDC includes new language
to permit the direct appropriation of resources for the Energy
Employees Occupational lllness Compensation Program
(EEOICPA) to the Department of Health and Human
Services rather than the Department of Labor.
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EXHIBITS
APPROPRIATION LANGUAGE AND ANALYSIS

HEALTH AND HUMAN SERVICES GENERAL PROVISIONS LANGUAGE

HEALTH AND HUMAN SERVICES GENERAL PROVISIONS LANGUAGE ANALYSIS

PURCHASE AND LANGUAGE PROVISION EXPLANATION

Section 216: Funds which are for Individual Learning
Accounts for employees of the Centers for Disease control
and Prevention and the Agency for Toxic Substances and
Disease Registry may be transferred into “Disease Control,
Research, and Training” appropriation, to be available only
for Individual Learning Accounts: Provided, That the total
available for such accounts under the heading “Disease
Control, Research, and Training” or “Toxic Substances and
Environmental Public Health” for any individual full time
equivalent employee may be used while such employee is
employed by either agency: Provided further, that such
transferred funds shall remain available until expended.

The FY 2009 Budget request for CDC and ATSDR does not
include funding for Individual Learning Accounts.
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EXHIBITS
AMOUNTS AVAILABLE FOR OBLIGATION

AMOUNTS AVAILABLE FOR OBLIGATION

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

DISEASE, CONTROL, RESEARCH AND TRAINING

AMOUNTS AVAILABLE FOR OBLIGATION *

FY 2007 FY 2008 FY 2009
Actual Enacted Budget
General Fund Discretionary Appropriation:
Annual 5,900,572,000 6,156,541,000 5,618,009,000
Rescission (106,567,000)
Unobligated halance permanently reduced - Bulk Monov alent (29,680,000)
Subtotal, adjusted Appropriation 5,870,892,000 6,049,974,000 5,618,009,000
Transfers to Other Accounts (Section 202 Transfer to CMS) (100,000,000)
Transfers from Other Accounts (Office of the Secretary)
Transfers from Other Accounts (Department of State)
Subtotal, adjusted General Fund Discr. Appropriation 5,770,892,000 6,049,974,000 5,618,009,000
Mandatory Appropriation:
Appropriation (CRADA) 3,000,000 3,000,000 3,000,000
Appropriation (EEOICPA) 55,358,000
Transfer (Vaccines for Children) 2,735,925,000 2,702,206,000 2,766,230,000
Subtotal, adjusted Mandatory Appropriation 2,738,925,000 2,705,206,000 2,824,588,000
Receipts from CRADA 3,496,000 1,000,000 1,000,000
Recovery of prior year Obligations (4,081,000
Unobligated halance start of y ear (466,305,000) (419,221,000) (418,000,000)
Unobligated balance ex piring (3,716,000)
Unobligated balance end of year 419,221,000 418,000,000 419,000,000
Total Obligations 8,458,432,000 8,754,959,000 8,444,597,000

1Excludes the following amounts for reimbursements: FY 2007 $485,443,000; FY 2008 $615,000,000; and FY 2009 $635,000,000.
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EXHIBITS
SUMMARY OF CHANGES

SUMMARY OF CHANGES

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

SUMMARY OF CHANGES
(DOLLARS IN THOUSANDS)

Dollars FTEs
FY 2009 Budget (Budget Authority) $5,618,009 8,509
FY 2008 Enacted (Budget Authority) $6,049,974 8,583
Net Change ($431,965) (75)
FY 2008 Enacted Change from Base
FTE Budget Authority FTE Budget Authority
Increases: *
1. Pandemic Influenza - $154,632 $3,131
2. HIV/AIDS Research & Domestic - State and Local H elath Departments - $454,796 $25,868
3. Health Statistics - $113,636 - $11,065
4. Upgrading CDC Capacity - $120,744 $10,576
5. Biosense - $34,389 $15,611
6. Quarantine Stations - $9,870 - $33,485
7. Strategic N ational Stockpile - $551,509 $19,881
Total Increases N/A $1,439,576 N/A $119,617
Decreases: "
1. HIV/AIDS Research & Domestic - N ational/Regional/Other Organizations -—- $165,343 - ($23,494)
2. West Nile Virus - $26,299 ($6,932)
3. All Other Emerging Infectious Diseases - $130,281 ($23,976)
4. Heart Disease and Stroke - $50,101 - ($1,064)
5. Johanna's Law - $6,466 ($6,466)
6. Mind-Body Institute $1,719 ($1,719)
7. Pioneering H ealthier Communities (YMCA) - $2,948 - ($2,948)
8. Food Allergies - $491 ($491)
9. Steps to a Healthier U.S. - $25,158 ($9,553)
10. Demonstration Project for Teen Pregnancy - $2,948 ($2,948)
11. Health Marketing $92,652 ($2,140)
12. Environmental Health Laboratory - $33,797 ($7,440)
13. Environmental H ealth Activities - Safe Water - $7,199 ($7,199)
14. Environmental H ealth Activities - Amy otrophic Lateral Sclerosis Registry (ALS) - $2,821 - ($1,950)
15. Occupational Safety and Health Research - Education and Research Centers $21,425 ($1,731)
16. Occupational Safety and Health Research - Personal Protective Technology $12,804 ($156)
17. National Occupational Research Agenda (NORA) - $109,889 ($10,374)
18. World Trade Center - $108,083 ($83,083)
19. Occupational Safety and H ealth Research - Mining Research - $49,126 ($11,178)
20. Leadership and M anagement $158,255 ($37,152)
21. Director's Discretionary Fund - $5,895 ($5,895)
22. Congressional Projects - $26,740 ($26,740)
23. Public Health Workforce Dev elopment - $34,009 ($431)
24. Preventive Health and H ealth Services Block Grant - $97,270 - ($97,270)
25. Buildings and Facilities - $55,022 ($55,022)
26. Business Services Support - $371,847 ($31,352)
27. Upgrading State and Local C apacity - $746,039 --- ($135,497)
28. Real-Time Lab Reporting - $9,022 ($1,552)
29. Individual Learning Accounts ' - N/A ($29,843)
Total Decreases N/A $2,353,649 0 ($625,596)
Built-In:
1. January 2009 Pay Raise/Locality Pay - - 18,796
2. Annualization of FY 2008 Pay Increase 7,501
3. One Less Day of Pay - - - (3,285)
4. Within-Grade Increases 15,431
5. Rental Payments to GSA and Others 1,521
6. HHS Service & Supply Fund 1,752
7. Mecical Inflation 9,524
8. Inflation Costs on Other Objects 30,929
Total Built-In 8,583 $6,049,974 (75) 82,168
1. Absorption of Current Services - ($82,168)
Total ($82,168)
Total Increases (Budget Authority) 8,583 $6,049,974 (75) $201,785
Total Decreases (Budget Authority) N/A N/A 0 ($707,764)
NET CHANGE - L/HHS/ED BUDGET AUTHORITY 8,583 $6,049,974 (75) ($505,979)
Program Level Changes
1. Vaccines for Children - $2,702,206 $64,024
2. ATSDR 313 $74,039 7 ($1,157)
3. PHS Evaluation Transfers - $325,673 - ($43,014)
4. User Fees - $2,226 $0
Total - Program Level Net Increase 313 $3,104,144 7 $19,853
NET CHANGE: BUDGET AUTHORITY & PROGRAM LEVEL 8,896 $9,154,118 (75) ($486,126)

* Increases and decreases do not reflect ILA reductions. The total ILA reduction is display ed on a separate line.
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EXHIBITS
BUDGET AUTHORITY BY ACTIVITY (ALL PURPOSE TABLE)

BUDGET L PURPOSE TABLE

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

ALL PURPOSE TABLE

(DOLLARS IN THOUSANDS)

FY 2007 FY 2008 FY 2009
Budget Activity Actual X Enacted > Estimate
Infectious Diseases *
Budget Authority $1,796,792 $1,891,741 $1,857,183
PHS Evaluation Transfers $12,794 $12,794 $12,794
Subtotal, Infectious Diseases - $1,809,586 $1,904,535 $1,869,977
Health Promotion $947,004 $961,193 $932,073
Health Information and Service *
Budget Authority $136,247 $89,868 $132,970
PHS Evaluation Transfers $133,826 $186,910 $151,385
Subtotal, Health Information and Service - $270,073 $276,778 $284,355
Environmental Health and Injury Prevention $282,752 $289,323 $270,872
Occupational Safety and Health
Budget Authority $227,620 $286,985 $183,573
PHS Evaluation Transfers $87,480 $94,969 $87,480
Subtotal, Occupational Safety and Health - $315,100 $381,954 $271,053
Global Health *°
Budget Authority $307,497 $302,371 $302,025
Subtotal, Global Health - $307,497 $302,371 $302,025
Public Health Research (PHS Evaluation Transfers) $31,000 $31,000 $31,000
Public Health Improvement and Leadership (PHIL)
Budget Authority $202,559 $224,899 $182,143
Subtotal, PHIL - $202,559 $224,899 $182,143
Preventive Health & Health Services Block Grant (PHHSBG) $99,000 $97,270 $0
Buildings and Facilities $134,400 $55,022 $0
Business Services Support"® $378,289 $371,847 $337,906
Terrorism °
Budget Authority $1,472,553 $1,479,455 $1,419,264
Subtotal, Terrorism - $1,472,553 $1,479,455 $1,419,264
Unspecified Reductions $0 $0 $0
Total, L/HHS/ED - $5,984,713 $6,049,974 $5,618,009
Total, L/HHS/ED (inc. PHS) - $6,249,813 $6,375,647 $5,900,668
PHS Evaluation Transfer (non-add) $265,100 $325,673 $282,659
[Agency for Toxic Substances and Disease Registry $75,212 $74,039 $72,882
[Vaccines for Children $2,735,925 $2,702,206 $2,766,230
Energy Employees Occupational lliness Compensation Program Act (EEOICPA) 10 $52,336 $55,358 $55,358
User Fees $2,226 $2,226 $2,226
Total, CDC/ATSDR Program Level - $9,115,512 $9,209,476 $8,797,364
Full-Time Equivalents (FTEs) - 8,579 8,896 8,829

1 The FY 2007 Enacted reflects the Joint Resolution level including a proposed budget reprogramming and supplementals for World Trade Center and Mine Safety.
2The FY 2008 Enacted funding levels have been revised to reflect proposed consolidation of Flu funding.

?Funding in FY 2007 and FY 2008 for Section 317 Immunization Program include a comparability adjustment of -$2.1 million. In the FY 2009 budget, CDC is proposing to transfer the
funds to support AIDS Clearing House activities currently financed by the National Center for Health Marketing.

4 Funding in FY 2007 and FY 2008 for the National Center for Health Marketing include a comparability adjustment of +$2.1 million. In FY 2009 budget, CDC is proposing to transfer
the funds to support AIDS Clearing House activities.

N Funding does not include transfers to CDC from the Department of State Office of the Global AIDS Coordinator ($917.2 million to date in FY 2007), as part of the President’s
Emergency Plan for AIDS Relief.

6 Funding in FY 2007 and FY 2008 forGlobal AIDS Program include a comparability adjustment of -$0.6 million. In the FY 2009 budget, CDC is proposing to transfer the funds to
support AIDS Clearing House activities currently financed by the National Center for Health Marketing.

7 Funding in FY 2007 for Business Services Support include a comparability adjustment of -$0.039 million for activities that were jointly funded in prior years, and are financed
centrally in the General Departmental Management account in the FY 2008 request.

8 Funding in FY 2007 and FY 2008 for the Business Services Support include a comparability adjustment of +$7.4 million. In FY 2009 budget, CDC is proposing to transfer the funds
to support administrative and Business Services Support activities.

9 Funding in FY 2007 and FY 2008 for Strategic National Stockpile program include a comparability adjustment of -$7.4 million. In FY 2009 budget, CDC is proposing to transfer the
funds to support Business Services Support activities.

10 Reflects the proposed EEOICPA transfer from the Department of Labor. The FY 2007 and FY 2008 funding levels have been made comparable to reflect the proposed transfer.
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AUTHORIZING LEGISLATION

AUTHORIZING LEGISLATION

FY 2008 EY 2008 FY 2009 EY 2009

DOLLARS IN THOUSANDS AMOUNT AMOUNT
AUTHORIZED ENACTED AUTHORIZED ESTIMATE

Infectious Diseases:

Immunization and Respiratory Diseases Indefinite $684,634 Indefinite $686,465

PHSA 88 301, 307, 310, 311, 317, 317(a),
317(j), 317(k)(1), 319, 319E, 327, 340C, 352,
2125, 2126, 2127, Title XXI, 1928 of Social
Security Act (42 U.S.C 1396s)

Pandemic Influenza:

317N3, 317S5, 319, 319C(1), 319F(2), 322, 325,
327

Immigration and Nationality Action 212
Immigration and Nationality Action 232
Pandemic and All Hazards Preparedness Act
(PAHPA) of 2006

HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention

PHSA §8 301, 3061, 307, 308(d), 310, 311, 317,
317(a), 318Bt, 322, 325, 327, 352, 1102,
2317, 2320, 2341, 2500, 2521-2524, 2625
International authorities: P.L. 110-161 sec. 215

Zoonotic, Vector-Borne, and Enteric Diseases Indefinite $67,846 Indefinite $60,632

PHSA 8§ 301, 307, 310, 311, 317, 317P, 317R,
3178, 319, 319E, 319F3, 319G?, 327, 352, 361-
363, 1102,

Immigration and Nationality Act 8§ 212, 232

Preparedness, Detection, and Control of
Infectious Diseases

PHSA §8 301, 304, 307, 310, 311, 317, 317G,
319, 319D, 319E, 319G, 322, 325, 327, 352,
361-369, 1222, 1182

Immigration and Nationality Act §§ 212, 232
Refugee Health Act 1980 §§ 412

Indefinite $1,002,130 Indefinite $1,000,037

Indefinite $149,925 Indefinite $122,843

Health Promotion:

Chronic Disease Prevention, Health Promotion,
and Genomics

PHSA §§ 301, 307, 310, 311, 317, 317C, 317D,
317H2, 317K, 317K(a), 317K(b), 317L2, 317M2,
330E, 399B-399D2, 399F!, 399H-399L, 399W-
39972, 1102, 1501-1510, 1509, 1701, 1702,
1703, 1704, 1706

Comprehensive Smoking Education Act of 1984
Comprehensive Smokeless Tobacco Health
Education Act of 1986

Fertility Clinic Success Rate and Certification
Act of 1992

Asthmatic ~ Schoolchildren’s  Treatment and
Health Management Act of 2004

Indefinite $833,827 Indefinite $805,321
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DOLLARS IN THOUSANDS

EXHIBITS
AUTHORIZING LEGISLATION

FY 2008

FY 2009
AMOUNT
AUTHORIZED

FY 2008
ENACTED

FY 2009

AMOUNT ESTIMATE

AUTHORIZED

Benign Brain Tumor Cancer Registries
Amendment Act
Prematurity Research Expansion and Education
for Mothers who Deliver Infants Early Act (S.
707)
Public Health Cigarette Smoking Act of 1969
Birth Defects, Developmental Disabilities, . -
Disabilities & Health Indefinite $127,366 Indefinite $126,752
PHSA 8§ 301, 307, 310, 311, 317, 317C, 317J2,
317Q, 327, 352, 399G, 399H, 399I, 399J,
399M1,1102, 11082
PHSA Title V2
42 U.S.C. Section 247b-4b, “Developmental
disabilities surveillance and research programs”
Health Information and Service:
Health Statistics Indefinite $113,636 Indefinite $124,701
PHSA §§ 301, 304, 306 307, 308 Not more than
1% Evaluation: PHSA § 241 (non-add) 1.25% of amounts Not morte than 1'2,50?5"‘
(Superseded in the FY 2002 Labor HHS | appropriated for amounts appropriate
- ) for PHSA programs as
Appropriations Act - Section 206) PHSA programs d ined by th
as determined by etermined by the
the Secretary Secretary
Public Health Informatics Indefinite $70,490 Indefinite $70,075
PHSA §§ 301, 304, 3061, 308, 307, 310, 311,
317, 3181, 319, 319A3, 319B1, 319C8, 327, 352,
3912, 1102, 2315, 2341, Clinical Laboratory
Improvement Amendments of 1988, § 4
Health Marketing Indefinite $92,652 Indefinite $89,579
PHSA §§ 301, 304, 307, 308, 310, 311, 317,
3181, 319, 319A3, 319Bt, 319C8, 327, 352, 3912,
1102, 2315, 2341, 2521
Environmental Health and Injury:
Environmental Health Indefinite $154,486 Indefinite $136,606
PHSA §8 301, 307, 310, 311, 317, 317A2, 317B,
31712, 327, 352, 361, 399N, 1102
Housing and Community Development Act,
1021 (15 U.S.C. 2685)
Title 50 — sections 1512 and 1521 of the
Chemical Weapons Elimination Activities
Housing and Community Development (Lead
Abatement) Act of 1992 (42 U.S.C. § 4851 et
seq.)
Injury Prevention and Control Indefinite $134,837 Indefinite $134,266
PHSA 8§ 301, 307, 310, 311, 317, 319, 327,
352, 391-394A2, 1252
Use of Allotments for Rape Prevention
Education (393B8)
Section 4, P.L. 104-166 (expired)
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AUTHORIZING LEGISLATION

FY 2008 EY 2008 FY 2009 EY 2009

DOLLARS IN THOUSANDS AMOUNT AMOUNT
AUTHORIZED ~ ENACTED AUTHORIZED ~ |EOTIMATE

Sec 318 (42 USC Sec. 10418) of the Family
Violence Prevention and Services Act of 2003

Occupational Safety and Health:
Occupational Safety and Health Indefinite $381,954 Indefinite $271,053

PHSA 8§ 301, 304, 3061, 307, 310, 311, 317,
317A2, 3178, 327

Occupational Safety and Health Act of 1970
(P.L. 91-596), 889, 20-22 (29 USC 657)
Federal Mine Safety and Health Act of 1977,
P.L. 91-173 as amended by P.L. 95-164, §§
101, 102, 103, 202, 203, 204, 205, 206, 301,
501, 502, 508 and PL 95-239 § 19 (30 USC 904)
Federal Fire Prevention and Control Act, § 209,
(29U.S.C.671(a))

Radiation Exposure Compensation Act, §§ 6
and 12(42U.S.C.2210)

Housing and Community Development Act of
1922 81021 (15 U.S.C. 2685)

Energy  Employees  Occupational lliness
Compensation Program Act (2000) 42 U.S.C.
7384, et. Seq. (as amended)

Floyd D. Spence National Defense Authorization
Act 88 3611, 3612, 3623, 3624, 3625, 3626 of
P.L. 106-393

National Defense Authorization Act for Fiscal
Year 2006, PL 109-163

Toxic Substances Control Act (15 USC 2682)
Prohibition of Age Discrimination Act (29 USC
623)

Mine Improvement and New Emergency
Response Act of 2006 (MINER Act), P.L. 109-
236 (29 U.S.C. 671, 30 U.S.C. 963 and 965) §§
6,11 and 13

Global Health:
Global Health Indefinite $302,371 Indefinite $302,025
PHSA 88§ 301, 304, 307, 310, 319, 327, 340C,

361-369, 2315, 2341

Foreign Assistance Act of 1961 8§ 104, 627,
628

Federal Employee International Organization
Service Act § 3

International Health Research Act of 1960 § 5
Agriculture Trade Development and Assistance
Act of 1954 § 104

Economy Act

22 US.C. 3968 Foreign Employees
Compensation Program

41 US.C. 253 International Competition
Requirement Exception)
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AUTHORIZING LEGISLATION

FY 2008 EY 2008 FY 2009 EY 2009

DOLLARS IN THOUSANDS AMOUNT AMOUNT
AUTHORIZED ~ ENACTED AUTHORIZED ~ |EOTIMATE

P.L. 107-116 sec. 215
HR 5656 § 220 FY 2001 Appropriations Bill

Public Health Research:
Public Health Research Indefinite $31,000 Indefinite $31,000

PHSA 88§ 301, 304, 307, 310, 317, 327 Not more than
1.25% of amounts
appropriated for
PHSA programs
as determined by
the Secretary

Not more than 1.25% of
amounts appropriated
for PHSA programs as

determined by the
Secretary

Public Health Improvement and
Leadership:

Public Health Improvement Indefinite $224,899 Indefinite $182,143

PHSA 8§ 301, 304, 3061, 307, 308, 310, 311,
317, 317(F), 319, 319A3, 322, 325, 327, 352,
361 -369, 3912, 399(F), 399G, 1102, 2315, 2341
Federal Technology Transfer Act of 1986, (15
U.S.C. 3710)

Bayh-Dole Act of 1980, P.L. 96-517

Clinical Laboratory Improvement Amendments
of 1988, § 4

Preventive Health and Health Services
Block Grant:

Preventive Health and Health Services Block
Grant

Grants: PHSA Title XIX!

Prevention Activities: PHSA 8§ 214, 301, 304,
3061, 307, 308, 310, 311, 317J? 327

Violent Crime Reduction Programs 40151 of
P.L.103-322

Indefinite $97,270 Indefinite

Buildings and Facilities:
Buildings and Facilities Indefinite $55,022 Indefinite
PHSA §§ 304 (b)(4), 319D3, 321(a)

Business Services Support:
Business Services Support Indefinite $371,847 Indefinite $337,906
PHSA 8§ 301, 304, 307, 310, 3173, 317F,
319, 327, 361, 362, 368, 399F!

Federal Technology Transfer Act of 1986, (15
U.S.C. 3710)

Bayh-Dole Act of 1980, P.L. 96-517

Terrorism:
Terrorism Indefinite $1,479,455 Indefinite $1,419,264

PHSA 8§ 301, 307, 311, 3178 319, 319A°
319C-1, 319D8, 319F3, 319G3, 351A, 361-368
(42 U.S.C. 262 note), 2801-2811

Public Health Security and Bioterrorism
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DOLLARS IN THOUSANDS

Preparedness and Response Act of 2002

Pandemic and All Hazards Preparedness Act of
2006

EXHIBITS
AUTHORIZING LEGISLATION

FY 2008
AMOUNT
AUTHORIZED

FY 2009
AMOUNT
AUTHORIZED

FY 2008

FY 2009

ENACTED ESTIMATE

Reimbursables and Trust Funds: (non-
add)

PHSA 88 301, 306(b)(4)!, 353
Clinical Laboratory Improvement Act
User fee: Labor-HHS FY Appropriations

Indefinite Indefinite

Agency for Toxic Substances and
Disease Registry:

ATSDR

Indefinite $74,039 Indefinite $72,882

The Great Lakes Critical Programs Act of 1990,
33U.S.C. §1268

Section 104(i) of the Comprehensive
Environmental Response, Compensation and
Liability Act of 1980 (CERCLA), as amended by
the Superfund Amendments and
Reauthorization Act of 1986 (SARA), 42 U.S.C §
9604(j)

The Defense Environmental Restoration
Program, 10 U.S.C. § 2704

The Resource Conservation and Recovery Act,
as amended, 42 U.S.C § 321 et seq.

The Clean Air Act, as amended, 42 U.S.C. §
7401 et seq.

Total Appropriation

$6,449,686 $5,973,550

* Expired Prior to 2005
% Expired 2005
% Expired 2006
* Expired 2007
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EXHIBITS
APPROPRIATIONS HISTORY

APPROPRIATIONS HISTORY

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION*

APPROPRIATION HISTORY TABLE

DISEASE CONTROL, RESEARCH, AND TRAINING

Estimate AL SEICE Appropriation
Allowance Allowance

1997 2,229,900,000 2,187,018,000 2,209,950,000 2,302,168,000°
1998 2,316,317,000 ° 2,388,737,000 2,368,133,000 2,374,625,000 *
1998 Supplemental - - - 9,000,000 °
1999 2,457,197,000 2,591,433,000 2,366,644,000° 2,609,520,000
1999 Offset - - - (2,800,000) °
1999 Resc./1% Transfer - - -- (3,539,000)
2000 2,855,440,000 ° 2,810,476,000 2,802,838,000 2,961,761,000 *°
2000 Rescission - -- - (16,810,000)
2001 3,239,487,000 3,290,369,000 3,204,496,000 3,868,027,000
2001 Rescission - - -- (2,317,000)
2001 Sec's 1% Transfer - -- - (2,936,000)
2002 3,878,530,000 4,077,060,000 4,418,910,000 4,293,151,000 **
2002 Rescission - -- - (1,894,000)
2002 Rescission - - -- (2,698,000)
2003 4,066,315,000 4,288,857,000 4,387,249,000 4,296,566,000
2003 Rescission - -- - (27,927,000)
2003 Supplemental ** - - . 16,000,000
2004 ** 4,157,330,000 4,538,689,000 4,494,496,000 4,367,165,000
2005 314 4,213,553,000 4,228,778,000 4,538,592,000 4,533,911,000
2005 Labor/HHS Reduction - - - (1,944,000)
2005 Rescission - -- - (36,256,000)
2005 Supplemental - - - 15,000,000
2006 **° 3,910,963,000 5,945,991,000 6,064,115,000 5,884,934,000
2006 Rescission - -- - (58,848,000)
2006 Suplemental™® - - . 275,000,000
2006 Supplemental™’ - - - 218,000,000
2006 Section 202 Transfer to CMS - - - (4,002,000)
2007 13191618 5,783,205,000 6,073,503,000 6,095,900,000 5,736,913,000
2008"*° 5,716,690,000 6,141,753,000 6,157,169,000 6,156,541,000
2008 Rescission - - -- (106,567,000)
2009 5,616,852,000 - - -

"Does not include funding for ATSDR
2Includes $32,000,000 for the transfer of the Bureau of Mines. Transfer occurred in FY 1997.
®Includes $522,000 supplemental increase for ICASS activities.

“Includes $509,000 supplemental increase for ICASS activities/transfer from Department of State and a $4,436,000 million reduction due to the exercise of the Secretary’s 1%
Transfer Authority.

*This supplemental increase was provided for emergency Polio eradication efforts in Africa.

®Does not include emergency funding provided under the Public Health and Social Services Emergency Fund (PHSSEF) for $228,400,000 or $25,000,000 in interagency transfer
from NIH for state tobacco control activities.

"Does not include $156,600,000 in FY 1999 for emergency funding provided under the PHSSEF for Bioterrorism, Polio & Measles, and the Environmental Health Laboratory.
®This offset was used to fund Bioterrorism across the Department of Health and Human Services.
°Revised to include $35,000,000 for Global HIV initiative. Does not include $20,000,000 ($18,040,000 with rescission of $1,960,000) transferred from NIH for Anthrax.

Does not include $229,000,000 ($228,680,000 with rescission of $320,000) in FY 2000 for emergency funding provided under the PHSSEF for Bioterrorism, Global AIDS, Polio,
Malaria, Micronutrient Malnutrition, and the Environmental Health Laboratory.

includes Retirement accruals of +$57,297,000; Management Reform Savings of -$27,295,000
12Emergency Wartime Supplemental Appropriations Act, 2003 PL 108-11 for SARS

ey 2004, FY 2005, FY 2006, FY 2007 and FY 2008 funding levels for the Estimate reflect the Proposed Law for Immunization.

EY 2005 includes a one time supplemental of $15,000,000 for avian influenza through the Emergency Supplemental Appropriations Act for Defense, the Global War on Terror,
and Tsunami Relief, 2005.

15Beginning in FY 2006, Terrorism funds are directly appropriated to CDC instead of being appropriated to the Public Health and Social Service Emergency Fund (PHSSEF). As a
result, FY 2006 House, Senate, and Appropriation totals include Terrorism funds. The FY 2007 and FY 2008 levels also include Terrorism funding.

*®Ey 2006 includes a one-time supplemental of $275,000,000 million for pandemic influenza and World Trade Center activities through P.L.109-141, Department of Defense
Emergeny Supplemental Appropriations to Address Hurricanes in the Gulf of Mexico, and Pandemic Influenza Act, 2006

YFY 2006 includes a one time supplemental of $218,000,000 million for pandemic influenza, mining safety, and mosquito abatement through P.L. 109-234, Emergency
Supplemental Appropriations Act for Defense, the Global War on Terror, and Hurricane Recovery, 2006.

®The FY 2007 appropriation amount listed is the FY 2007 estimated CR level based on a year long Continuing Resolution.
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION*

APPROPRIATION HISTORY TABLE

EXHIBITS

APPROPRIATIONS HISTORY

TERRORISM FUNDING

House

Senate

Estimate Appropriation
Allowance Allowance
1999 43,000,000 81,000,000 123,600,000
2000 118,000,000 138,000,000 189,000,000 155,000,000
2000 Rescission (320,000)
2001 148,500,000 182,000,000 148,500,000 180,919,000
2002 181,919,000 231,919,000 181,919,000 181,919,000

2002 PHSSEF ?

2002 Rescission *

2003 *

2003 Transfer ®

2004 *

2004 Transfer ®

2005

2005 Labor/HHS Reduction

2005 Rescission
2005 Supplemental

2006 °°

1,116,740,000

(400,000,000)

1,116,156,000

(400,584,000)

1,509,571,000

1,796,723,000

1,522,940,000

1,116,156,000

1,637,760,000

1,536,740,000

1,116,156,000

1,639,571,000

2,070,000,000

(396,000)

1,507,211,000

1,577,612,000

(271,000)

(12,584,000)

58,000,000

“This funding was an amendment to the original House mark, which did not include Bioterrorism.
2public Health and Social Services Emergency Fund
3Administrative and Related Expenses Reduction.

*Funding will be provided through the Public Health and Social Services Emergency Fund (PHSSEF).

°$300,000,000 for the National Pharmaceutical Stockpile and $100,000,000 for Smallpox to the Department of Homeland Security.

5Same transfer as FY 2003 to the Department of Homeland Security, plus an additional $584,000 for support/overhead.

FY 2005 includes a one time supplemental of $58,000,000 for avian influenza through the Emergency Supplemental Appropriations Act for Defense, the Global War
on Terror, and Tsunami Relief, 2005.

8Starting with the FY 2006 House Mark, Terrorism funds are directly appropriated to CDC instead of being appropriated to the Public Health and Social Service
Emergency Fund (PHSSEF). As a result these funds are now included in CDC's appropriation history table.

“The FY 2006 President's Budget for Terrorism was amended after submission of the FY 2006 Justification of Estimates for Appropriations Committee to include an
additional $150,000,000 for influenza activities through the Strategic National Stockpile.
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NARRATIVE BY ACTIVITY
INFECTIOUS DISEASES

COORDINATING CENTER FOR INFECTIOUS DISEASES

FY 2007 FY 2008 FY 2009 J FY 2009 +/-
~ ACTUAL  ENACTED  ESTIMATE |  FY2008
Budget Authority $1,796,792,000 $1,891,741,000 $1,857,183,000 -$34,558,000
PHS Evaluation Transfers $12,794,000 $12,794,000 $12,794,000 $0
Total $1,809,586,000 $1,904,535,000 $1,869,977,000 -$34,558,000
FTE 2,405 2,484 2,451 -33

SUMMARY OF THE REQUEST

The Infectious Diseases budget supports critical management and coordination functions for
infectious disease science, program, and policy, including infectious disease specific epidemiology
and laboratory activities. The four functional areas by which the budget activity is organized are:
vaccine preventable diseases, routes of disease transmission, sexually transmitted diseases, and
preparedness and response. The specific budget categories within Infectious Diseases are: 1)
Immunization and Respiratory Diseases; 2) Human Immunodeficiency Virus/Acquired
Immunodeficiency Syndrome (HIV/AIDS), Viral Hepatitis, Sexually Transmitted Diseases (STDs)
and Tuberculosis (TB) Prevention; 3) Zoonotic, Vector-Borne, and Enteric Diseases, and 4)
Preparedness, Detection and Control of Infectious Diseases.

CDC requests $1,869,977,000 for the Coordinating Center for Infectious Diseases, a decrease of
$34,558,000 below the FY 2008 Enacted level. This request includes $9,156,000 for an Individual
Learning Account (ILA) and administrative reduction. This includes:

e $686,465,000 for the Immunization and Respiratory Diseases program, an increase of
$1,831,000 above the FY 2008 enacted level to prevent disease, disability and death
through immunization and the control of respiratory and related diseases; reduce burden of
complications associated with pneumonia and influenza; and improve preparedness and
response capacity for a potential influenza pandemic.

e $1,000,037,000 for the HIV/AIDS, Viral Hepatitis, STD and TB Prevention program, a
decrease of $2,093,000 below the FY 2008 Enacted level to prevent, eliminate and control
diseases, disability and death caused by HIV/AIDS, non-HIV retroviruses, viral hepatitis,
STDs, TB and non-tuberculosis mycobacteria.

e $60,632,000 for the Zoonotic, Vector-Borne and Enteric Diseases program, a decrease of
$7,214,000 below the FY 2008 Enacted level to protect, identify, investigate, diagnose as
well as prevent and control diseases associated with zoonotic (animal to-human
transmission) vector-borne (insects or ticks) waterborne and foodborne (enteric).

e $122,843,000 for the Preparedness, Detection and Control of Infectious Diseases program,
a decrease of $27,082,000 over the FY 2008 Enacted level to improve the detection of
disease emergencies and outbreaks and to provide sound epidemiological and operational
response during events. These resources enhance and promote improved laboratory
practices as well as help develop, evaluate and implement methods and systems to improve
overall laboratory quality.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
38




NARRATIVE BY ACTIVITY

INFECTIOUS DISEASES

IMMUNIZATION AND RESPIRATORY DISEASES

IMMUNIZATION AND RESPIRATORY DISEASES

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

Section 317 Immunization Program $450,837,000 $465,901,000 $465,002,000 -$899,000

Program Operations $61,967,000 $61,458,000 $61,366,000 -$92,000
Influenza $72,626,000 $157,275,000 $160,097,000 +$2,822,000
Total $585,430,000 $684,634,000 $686,465,000 +$1,831,000

SUMMARY OF THE REQUEST

CDC provides leadership in preventing disease, disability, and death through immunization and by
control of respiratory and related diseases. With a strategy that will improve prevention of and
response to seasonal influenza, CDC is working throughout the world, in support of the President’s
National Strategy on Pandemic Influenza, the Department of Health and Human Services
Pandemic Influenza Plan, and other initiatives to ensure that the U.S. is prepared for an influenza
pandemic. Inthe U.S., immunization programs have made a major contribution to the elimination of
many vaccine-preventable diseases and significant reductions in the incidence of others.
Immunization and Influenza programs nationally and internationally are supported by CDC'’s
infectious disease infrastructure that integrates epidemiologic and laboratory capacity, advancing
our knowledge of disease burden and effective strategies to prevent disease. Immunization and
Respiratory Disease programs, supported by this strong integrated infrastructure improve national,
state, local and global public health capacity to respond to outbreaks of respiratory and related
infectious diseases.

CDC requests $686,465,000 for Immunization and Respiratory Diseases, an increase of
$1,831,000 above the FY 2008 Enacted level. This request includes a reduction of $1,302,000 for
Individual Learning Accounts (ILA) and administrative costs. This includes:

e $526,328,000 for the Immunization Program, a decrease of $991,000 below the FY 2008
Enacted level to support efforts to plan, develop and maintain a public health infrastructure
that helps assure high immunization coverage levels and low incidence of vaccine-
preventable diseases.

e $160,097,000 for the Influenza Program, an increase of $2,822,000 above the FY 2008
Enacted level to provide the highest quality of public health preparedness and response to
limit morbidity and mortality from domestic and global, including seasonal (annual)
influenza, avian and pandemic influenza.

These programs are among the Infectious Disease programs subject to reauthorization.
Immunization and Respiratory Disease related Infectious Disease Programs do not anticipate
reauthorization action in FY 2009.

Consistent with the multi-center funding streams for infectious disease activities, related National
Center for Immunization and Respiratory Disease functions and programs not described in the
Immunization or Influenza sections are described in the following sections:

e Emerging Infections and Antimicrobial Resistance sections of Preparedness, Detection,
Control of Infections Diseases

¢ Food Safety section of Zoonotic, Vector Borne and Enteric Diseases
e Global Immunization section of Global Health
e Anthrax activities in Terrorism and Emergency Response
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IMMUNIZATION PROGRAM

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

Section 317 Immunization Program | $450,837,000 $465,901,000 $465,002,000 -$899,000
Program Operations $61,967,000 $61,458,000 $61,366,000 -$92,000
Total $512,804,000 $527,359,000 $526,368,000 -$991,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, 317, 317(a), 317(j), 317(k)(1), 319, 319E, 327, 340C, 352, 2125,
2126, 2127, Title XXI, 1928 of Social Security Act (42 USC 1396s)

FY 2009 AUTNOTIZAtiON ..o s Indefinite

Y[ Fo ez i) I 1Y/ 1= 1 T Yo £ P Direct
Federal/Intramural; Formula Grants/Cooperative Agreements; Contracts; and Other

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

Vaccines are one of the most successful and cost-effective public health tools for preventing

disease and death.
COST-EFFECTIVENESS OF CHILDHOOD VACCINES

For every $1.00 spent on an individual vaccine:
o Diphtheria-Tetanus-acellular Pertussis (DTaP) saves $27.00
0  Measles, Mumps, and Rubella (MMR) saves $26.00
0  Perinatal Hepatitis B saves $14.70
0 Varicella saves $5.40
0 Inactivated Polio (IPV) saves $5.45
For every $1.00 spent:

o  Childhood Series (7 vaccines) saves $16.50"

' Series includes DTaP, Td, Hib, IPV, MMR, Hep B and Varicella

Source: various peer reviewed publications. Direct and indirect savings included.
An economic impact evaluation of seven vaccines (DTaP, Td, Hib, polio, MMR, hepatitis B, and
varicella) routinely given as part of the childhood immunization schedule found that vaccines are
tremendously cost-effective. Routine childhood vaccination with these seven vaccines resulted in
annual cost saving of $9,900,000,000 in direct medical cost and an additional $33,400,000,000 in
indirect cost savings.

In 1962, with the enactment of the Vaccination Assistance Act, the Section 317 Immunization
Program (Section 317 of the Public Health Service Act) was created. The Program is a
discretionary federal grant program to 64 state and local public health immunization programs that
include all 50 states, six city/urban areas, and eight U.S. territories and protectorates. The purpose
of the Section 317 Program is to support efforts to plan, develop, and maintain a public health
infrastructure that helps assure high immunization coverage levels and low incidence of vaccine-
preventable diseases. As part of this effort, the Section 317 Program provides vaccines to
underinsured children and adolescents not served by the Vaccines for Children (VFC) program and,
as funding permits, to uninsured and underinsured adults.

Since 1994, the VFC program, established by Section 1928 of the Social Security Act, has allowed
eligible children to receive vaccinations as part of routine care, supporting the reintegration of
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vaccination and primary care. The VFC program serves children through 18 years of age without
insurance, those eligible for Medicaid, American Indian/Alaska Native children, and underinsured
children who receive care through Federally Qualified Health Centers (FQHCs) or Rural Health
Centers (RHCs). Through VFC, CDC provides funding to 61 state and local public health
immunization programs that include all 50 states, six city/urban areas, and five U.S. territories and
protectorates.

Although the VFC program was established subsequent and separate from the Section 317
Program, the Section 317 Program remains the most significant source of federal funding for most
jurisdictional vaccine program operations. Immunization infrastructure is crucial, especially when
public health priorities can shift rapidly in the event of an outbreak of a vaccine-preventable disease
or a bioterrorism event. Managing resources to address urgent events or unanticipated shortages
pose challenges to state programs.

CDC supports the immunization efforts of states by providing extramural support and funding
through grants and contracts for vaccine purchase and operations/infrastructure activities. Over 90
percent of Section 317 Program funds are provided to states through grants for vaccine purchase
and state operations and infrastructure. The remaining funds are used intramurally by CDC or for
contracts in support of the immunization program’s operations and infrastructure. Funding supports
the following activities:

e Vaccine purchase grants — supports the purchase of the Advisory Committee on
Immunization Practices (ACIP) recommended vaccines through CDC’s consolidated
vaccine purchase contracts available to state and local health departments.

o Integration of new vaccines into routine medical care — increases vaccination coverage
rates, and decreases racial and ethnic disparities.

e Front-line public health professionals — includes nurses who administer vaccines;
professionals who work with immunization providers to improve their immunization practices
and handling of vaccines; and immunization managers who coordinate and direct the
complex activities needed to assure vaccination of a population.

¢ Immunization information systems — tracks the vaccination status of individuals, thus
ensuring that individuals are vaccinated appropriately and on-time to minimize susceptibility
to vaccine preventable diseases while saving money by eliminating unnecessary
immunizations.

¢ Disease surveillance systems — monitors the occurrence of vaccine preventable diseases at
the state and local levels. Surveillance of vaccine-preventable diseases also facilitates
faster response to outbreaks.

o Education and outreach activities — supports educational campaigns, public and private
provider education, and quality assurance and improvement reviews.

e Post-licensure vaccine safety surveillance and research activities — identifies and analyzes
safety concerns; tests potential vaccine related hypotheses; standardizes case definitions
and clinical guidelines for studying vaccine adverse events; collaborates with partners to
develop a scientifically robust vaccine safety research agenda; and fortify the nation’s
vaccine safety infrastructure to prepare for and respond to public health emergencies.

Assuring strong immunization programs are in place to protect Americans requires ongoing
evaluation of immunization coverage as well as understanding the impact of vaccination efforts on
disease outcomes. Thus there are four key performance measures for the program that track
impact on disease reduction, immunization coverage, improved vaccine safety surveillance, and
improved efficiency.
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Impact on Disease Reduction — Measuring the disease reduction impact of vaccines provides
essential information to ensure that U.S. immunization vaccine policies in place are effective and
safe (see outcome table). For the past four years, the reduction in the number of indigenous cases
targets have been met or exceeded for six out of nine routinely recommended childhood vaccines
(paralytic polio, rubella, measles, diphtheria, congenital rubella syndrome, and tetanus). Although
disease reduction achievements are largely due to reaching and maintaining high vaccine coverage
levels, disease outbreaks occur even among diseases controlled by ongoing immunization. Hence,
U.S. vaccination coverage information, as well as disease incidence information is essential to
responding when vaccine-preventable disease outbreaks occur. For example:

e To address challenges in reducing pertussis disease, one of the vaccine-preventable
diseases for which disease rates remain high, it is likely that new vaccination
recommendations for adolescents and adults to receive DTaP vaccine may accelerate the
reduction of pertussis disease among children.

¢ In addition, improved laboratory diagnostics can improve understanding about the molecular
epidemiology of the disease, and this information can be used to improve disease control
measures. Appropriate laboratory confirmation of disease was part of the challenge in
setting and achieving disease reduction targets for Haemophilis influenza type B.

o Furthermore, inadequate laboratory diagnostics can hamper disease investigations and
responses as was the case in 2006 when the U.S. experienced the largest outbreak of
mumps in 20 years. CDC is working to ensure that lessons learned from the 2005-2006
outbreak and specific enhancements in mumps prevention and control are fully applied to
reverse the increase in disease cases.

Immunization Coverage — The nation’s childhood immunization coverage rates are at record high
levels for most vaccines and for all the vaccination series measures. As childhood immunization
coverage rates increase, cases of vaccine preventable diseases decline significantly.

One performance measure is used to ensure that children are appropriately vaccinated by age two
(see output table). For the past five years, the 90 percent coverage target has been exceeded for
four of the seven routinely recommended childhood vaccines (Hib, MMR, hepatitis B, and polio) and
has almost reached the 90 percent target for varicella (currently at 89 percent).

e To sustain current high coverage rates and increase coverage rates for vaccines that have
not yet reached the 90 percent target, CDC provides funding, guidance, and technical
assistance to state and local immunization programs so that they may conduct provider
assessments, develop and utilize immunization information systems, and provide education
and training to both public and private immunization providers.

Another important performance measure is the increased proportion of adults who are vaccinated
annually against influenza and ever vaccinated against pneumococcal disease among persons 65
years of age and older (see output table). During the past decade, vaccination coverage levels
among older adults have slowly increased as CDC implemented national strategies and promoted
adult and adolescent immunization among healthcare providers and state and local governments.
Influenza vaccination coverage levels among the elderly have increased from 30 percent in 1989 to
64 percent in 2006 and pneumococcal vaccination levels have increased from 15 percent in 1989 to
57 percent in 2006 (most recent data available).

o Despite the increases in coverage, the performance targets have not been met and
coverage has plateaued in recent years and remains well below the 2010 target of 90
percent coverage. To reach these ambitious targets, CDC and its partners will continue to
aggressively promote vaccination.  Efforts will encourage healthcare providers to
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recommend influenza vaccine to their patients and encourage vaccination of healthcare
providers, a recommended group with consistently low vaccine coverage.

Improved Vaccine Safety Surveillance and Research — Improved vaccine safety is evaluated
through the goal of increasing the total population of managed care organization members from
which Vaccine Safety Datalink (VSD) data are derived annually. The VSD Project includes eight
managed care organizations that represent a total of more than nine million members of which
comprehensive medical information is collected for approximately 5.5 million people annually.
Since 2005 a total population of nine million has been achieved. However, the performance target
of 10 million has not yet been met due to challenges with increasing populations in large-linked
databases which is contingent on cooperating entities, resources, and technologies. In addition,
there have been several significant accomplishments in the area of improved vaccine safety
surveillance and research not captured by this performance measure. For example,

¢ Findings from Vaccine Adverse Event Reporting System (VAERS) and the VSD Project
resulted in changes to the newly licensed MCV4 (Menactra®) vaccine’s recommendations
and instructions for use. CDC published three Morbidity and Mortality Weekly Report
articles to inform public health professionals of this information in FY 2006 and 2007.

e VSD published a major study in the New England Journal of Medicine addressing the
hypothesized relationship between thimerosal and neurodevelopmental outcomes. This
study found no evidence that thimerosal is associated with neurodevelopmental outcomes.

e The Brighton Collaboration completed 24 case definitions for use in immunization safety
surveillance and research, and 16 were published in 2007 in the Journal of Vaccine.

e The Clinical Immunization Safety Assessment (CISA) Network established a centralized
registry of clinical data and a repository of biological specimens, which are useful in
increasing our understanding of virologic, immunologic, and genetic markers for post-
vaccination adverse events.

Improved Efficiency — The Section 317 Program was among the first round of programs OMB
reviewed with its PART tool unveiled with the FY 2004 budget submission. The review gave the
Section 317 Program high marks for its design, function, and success in achieving dramatic disease
reduction though childhood vaccination. PART found that the program would be improved by a
more specific mechanism to link successful outcomes to program processes and budgets.
Subsequent to the PART review, the program initiated the vaccine management business
improvement project (VMBIP) to revamp the entire vaccine distribution process and enhance the
efficiency and accountability of vaccine management systems. Efficiencies anticipated include
improved management of vaccine inventory through use of distribution best practices and
increased visibility of the location of vaccines throughout the public vaccine supply chain. Full
implementation is anticipated to gain efficiencies by reducing vaccine wastage and reducing
inventory holding costs.

e The program consistently meets or exceeds its targets for this measure. As of October
2007, 34 of the 64 immunization program grantees have transitioned inventories to the
centralized distributor, and the number of depots has been reduced by 36 percent (from 396
depots to 253) thus exceeding the anticipated reduction target of 17 percent. Currently,
CDC is on track to meet the target of reducing inventory depots by 98 percent by January
2010.
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FUNDING HISTORY TABLE

FISCAL YEAR AMOUNT

FY 1999 $367,015,000
FY 2000 $373,882,000
FY 2001 $446,028,000
FY 2002 $493,567,000
FY 2003 $502,765,000
FY 2004 $468,789,000
FY 2005 $493,032,000
FY 2006 $517,199,000
FY 2007 $512,804,000
FY 2008 $527,359,000

BUDGET REQUEST

CDC requests $526,368,000 for Section 317 Immunization Program activities in FY 2009, a
decrease of $991,000 below the FY 2008 Enacted level for an Individual Learning Account (ILA)
and administrative reduction. This includes:

e $465,002,000 for the Section 317 Program vaccine purchase and state operations and
infrastructure grants, and

e $61,366,000 for program operations activities.

The Section 317 Program’s budget will be used to continue to support efforts to plan, develop, and
maintain a public health infrastructure that helps assure high immunization coverage levels and low
incidence of vaccine-preventable diseases. The Section 317 Program budget will continue to
provide vaccines to underinsured children and adolescents not served by the VFC program and to
uninsured and underinsured adults. In addition, the Section 317 Program budget will support
immunization infrastructure activities including vaccine safety surveillance and research activities.

Subsequent to the PART review, the program initiated the vaccine management business
improvement project (VMBIP) to revamp the entire vaccine distribution process and enhance the
efficiency and accountability of vaccine management systems. CDC will continue to leverage
commercial best practices to address all aspects of vaccine procurement, ordering, distribution, and
management and achieve efficiencies through VMBIP. Vaccine management and accountability
needs have grown dramatically since the inception of the immunization program. VMBIP has
increased overall program efficiency through inventory reduction and increased visibility of the
location of vaccines throughout the program, enhancing CDC’s ability to address public health
emergencies such as vaccine shortages. VMBIP will also improve accountability at the individual
immunization provider level. Through VMBIP, CDC is working to build a foundation that will support
the long-term requirements and accountability of the program.

The following are a few of the program’s key outputs:

¢ The number of grantees achieving 80 percent on the 4:3:1:3:3:1 series (four (4) doses DTP
or DTaP, three (3) doses Polio, one (1) dose MMR, three (3) doses Hib, three (3) doses
Hepatitis B vaccine, and one (1) dose of PCV7) has increased from one grantee in 2002 to
12 grantees in 2006. One of the major challenges in achieving this target is the number of
new vaccines developed, licensed, and recommended for routine use for children,
adolescents, and/or adults since 2000, as well as the expansion of routine
recommendations for vaccine use (such as expansion of the routine recommendation for
individuals of annual influenza vaccination). With funding in FY 2009, an estimated 42
grantees will be achieving an 80 percent level on the 4:3:1:3:3:1 series.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
44



NARRATIVE BY ACTIVITY
INFECTIOUS DISEASES
IMMUNIZATION AND RESPIRATORY DISEASES

e The number of grantees using Section 317 Program funds to purchase vaccines for adults
off the federal adult vaccine contract has increased from 43 grantees in 2004 to 48 in 2007.
Grantees prioritize Section 317 Program funds to meet the needs of priority populations who
primarily seek vaccination at local health departments. Through this program, states and
grantees have broad decision-making ability as to which ages, life stages, high-risk groups,
or diseases will be targeted. However, historically, the vast majority of funds are devoted to
vaccinating children. Vaccines are provided to uninsured and underinsured adults as
funding is available. With FY 2009 funding, an estimated 48 grantees will continue to use
Section 317 funds to purchase vaccines for adults.

¢ The number of children able to be fully vaccinated with Section 317 Program funds is based
on the amount of 317 vaccine purchase funding available divided by the least expensive
cost to fully vaccinate a child with all routinely recommended vaccines. Consequently, the
number of children represents the maximum number of children that can be vaccinated with
Section 317 Program funds. Though the available funding has increased since 2004, the
number of children able to be vaccinated has decreased due to the dramatic increase in the
cost to vaccinate; from $472 in 2004 to a cost of $924 for males and $1,214 for females (as
of December, 2007). With FY 2009 funding, an estimated 232,883 children will be fully
vaccinated.

Adolescent vaccination is a new challenge facing the program. Since 2005, three new vaccines
specifically for older children have been licensed and recommended in the U.S. In order to achieve
the target of more than 90 percent vaccination coverage among adolescents for the five vaccines,
an adolescent vaccination infrastructure is needed to deliver the new vaccines at the state level and
conduct routine adolescent vaccination assessment.

A major challenge related to immunizations is extending the success in childhood immunization to
the adult population. In contrast to children, the burden of vaccine-preventable diseases in adults in
the U.S. remains high. Approximately 46,700 U.S. adults die annually of vaccine-preventable
diseases.

A challenge for vaccine safety monitoring and evaluation is to have the necessary systems in place
to keep pace with the increasing number of vaccines recommended for use in the U.S. In order to
address this challenge, CDC needs to establish methods to integrate new electronic technologies;
implement new education, outreach and training to increase the use of standardized case
definitions by scientists, health care providers and the public; and integrate CDC vaccine safety
data systems with other federal and state data sources (e.g., state immunization information
systems, private health care groups, and electronic medical records).
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OUTCOME TABLE
FY 2006 FY 2007 Out-
# Key Outcomes FY 2004 | FY 2005 FY 2008 | FY2009 | Year
Actual Actual Target BT Target B Target Target | Targets
Long-Term Objective 1.E: Efficiency Measure
Make vaccine distribution Award
more efficient and improve contract to Reduce Reduce | Reduce Maintain
availability of vaccine inventory centralize inventory 36% inventorv | invento 98%
1.E.1 | by reducing the number of N/A [>400 (Met)|distribution,| Yes (Met) | depots by | reduction deots tr)y depots tr)y reduction in
vaccine inventory depots in the validate approximat|(exceeded) 200/ y 88"/ y inventory
US. [E] existing ely 17% ° ° depots
baseline

Long-Term Objective 1.1: Reduce the number of indigenous cases of vaccine-preventable diseases

The number of indigenous cases of paralytic polio?, rubella’, measles!, Haemophilus influenzae invasive disease (type b and unknown
types) 2, diphtheria 3, congenital rubella syndrome 4 5, and tetanus 3 will remain at or be reduced to 0 by 2010. [O]

- Paralytic Polio 0 (Met) [ 0 (Met) 0 0 (Met) 0 9/2008 0 0 0
- Rubella 7 7 11
(Exceeded)|(Exceeded) 15 (Exceeded) 8 9/2008 8 5 0
- Measles 10 42 24
(Exceeded)|(Exceeded)|  °  |(Exceedeq)| *° | Y2008 | 35 % 0
111 - Haemophilus influenzae 196b+ | 226b+ 208 b +
unknown | unknown 150 unknown 150 9/2008 150 75 0
(Unmet) | (Unmet) (Unmet)
- Diphtheria 0 0 0
(Exceeded)|(Exceeded) ° (Exceeded) 4 9/2008 4 3 0
- Congenital rubella Syndrome 0 0 0
(Exceeded)|(Exceeded) 5 (Exceeded) 4 82008 3 2 0
- Tetanus 6 5 12
(Exceeded)|(Exceeded) 2 (Exceeded) 13 9/2008 10 8 0
Reduce the number of
indigenous cases of mumps in
142 | persons of all ages from 666 (Uif]fet) (uilfet) 200 (Sﬁ?ﬁ:t) 200 | o008 | 200 100 0
(1998 baseline) to 0 by
2010.[0F
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FY 2006 FY 2007 out-
# Key Outcomes FY 2004 | FY 2005 FY 2008 | FY 2009 | Year
Actual Actual WSS | || B TETgEE || AEE] Target | Target | Target®
Reduce the number of
indigenous cases of pertussis 6,850 7,347 3,841
113 among children under 7 years | (Unmet) | (Unmet) 2,300 (Unmet) 2,300 9/2008 2,300 2150 2000
of age. [O]
Long Term Objective 1.4: Protect Americans from infectious disease — pneumococcal
By 2010, reduce the rates of
invasive pneumococcal 213 208
1.4.1 | disease in children under 5 N/A ) 48 : 47 6/2008 46 46 46
(Exceeded) (Exceeded)
years of age to 46 per
100,000. [O]
By 2010, reduce the rates of
invasive pneumococcal 38.8 40.5
141 disease in adults aged 65 N/A (Exceed 47 (Exceed 45 6/2008 42 42 42
years and older to 42 per ed) ed)
100,000. [O]
TAll ages

2Children under five years of age
3Persons under 35 years of age

“Children under one year of age. Result column indicates all cases — indigenous and imported. Imported cases will be differentiated in 2007, but those data
are not yet available.
®Results column indicates all cases — indigenous and imported. Imported cases will be differentiated in 2007, but those data are not yet available.
6Outyear targets reflect Healthy People 2010 targets.

OUTPUT TABLE
FY 2006 FY 2007 Out-
i oyl FY 2004 | FY 2005 : || FY2008 | FY2009 | Year
Actual | Actual | 'ar@et | Actual | Target | Actual | 7506t | Target | Targett
Long Term Objective 1.2: Ensure that children and adolescents are appropriately vaccinated.
1.2.1 | Achieve or sustain immunization coverage of at least 90% in children 19- to 35-months of age for:
-4 doses DTaP vaccine! At least At least Atleast | Atleast | 0 q
86% 85% 90% 85% 90% 9/2008 90% 90% 90%
(unmet) (unmet) [ covera | (unmet) | covera coverag | coverag ’
coverage
ge ge e e
-3 doses Hib vaccine At least At least Atleast | Atleast At least
94% 94% 90% 93% 90% 90% 90% o
9/2008 90%
exceeded | exceeded | covera | exceeded | covera coverag | coverag
coverage
ge ge e e
-1 dose MMR vaccine? At least At least Atleast | Atleast At least
93% 92% 90% 92% 90% 90% 90% o
9/2008 90%
exceeded | exceeded | covera | exceeded | covera coverag | coverag
coverage
ge ge e e
-3 doses hepatms B vaccine At least At least At least At least At least
92% 93% 90% 93% 90% 90% 90% o
9/2008 90%
exceeded | exceeded | covera | exceeded | covera coverag | coverag
coverage
ge ge e e
-3 doses po”o vaccine At least At least At least At least At least
92% 92% 90% 93% 90% 90% 90% o
9/2008 90%
exceeded | exceeded | covera | exceeded | covera coverag | coverag
coverage
ge ge e e
-1 dose varicella vaccine At least At least At least At least At least
88% 88% 90% 88% 90% 9/2008 90% 90% 90%
(unmet) (unmet) | covera | (unmet) | covera coverag | coverag ’
g % o o coverage
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Key Outputs

FY 2004
Actual

FY 2006

FY 2007

FY 2005
Actual

Target

Actual

Target

Actual

Out-
Year
Target/s

FY 2008
Target

FY 2009
Target

-4 doses pneumococcal
conjugate vaccine (PCV7)3

N/A

N/A

At least
90%
covera
ge

68%
(unmet)

At least
90%
covera
ge

9/2008

Atleast | Atleast
90% 90%
coverag | coverag

e e

At least
90%
coverage

122

Achieve or sustain
immunization coverage of at
least 90% in adolescents 13
to 15 years of age for:

- 1 dose of Td containing
vaccine 4

N/A

N/A

(Base-
line)

56.7%

90%
cover-
age

9/2008

90%
cover-
age

90%
cover-
age

90%
cover-
age

Long Term Objective 1.3: Increase the proportion

pneumococcal disease.

of adults who are vaccinated annu

ally against influenza

and ever vaccinated against

Increase the rate of
influenza vaccination in
persons 65 years of age
and older to 90% by 2010.

65%
(Unmet)

59.6%
(Unmet)

74%

69%
(Unmet)

74%

1/2009

85% 85% 90%

Increase the rate of

pneumococcal vaccination
in persons 65 years of age
and older to 90% by 2010.

57%
(Unmet)

56.2%
(Unmet)

69%

63%
(Unmet)

69%

1/2009

80% 80% 90%

1.3.2

Increase the rate of
influenza vaccination
among non-institutionalized
high-risk adults aged 18 to
64 years to 60% by 2010.

35% (Met

25.3%
(Unmet)

32%

34%
(Met)

32%

1/2009

40% 40% 60%

Increase the rate of
pneumococcal vaccination
among non-institutionalized
high-risk adults aged 18 to
64 years to 60% by 2010.

21%
(Unmet)

22.6%
(Met)

22%

23%
(Met)

22%

1/2009

35% 35% 60%

Long Term Objective 1.5: Improve vaccine safety

surveillance.

Improve capacity to conduct
immunization safety studies
by increasing the total
population of managed care
organization members from
which the Vaccine Safety
Datalink (VSD) data are
derived annually to 13
million by 2010.

75
million
(Unmet)

9.0
million
(Unmet)

10
million

9.0
million
(Unmet)

10
million

6/2008

10 10 10
million million million

Other Immunization and Respiratory Disease Outputs

1.A

# of grantees who have
transitioned to CDC's
centralized distribution
contract

N/A

N/A

N/A

0
(baseline

)

34

34

64 N/A N/A

1.B

# of children able to be fully
vaccinated with 317 funds!

444,873

380,295

380,29
5

260,000

238,08
9

234,449

238,620 | 232,883 N/A

Number of grantees
achieving 80% on the
4:3:1:3:3:1 series’

11

1

12

28

3/2008

36 42 N/A
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FY 2006 FY 2007 o

# Key Outputs FY 2004 | FY 2005 | | FY2008 | FY2008 | vear
Actual | Actual | 'arget | Actual | Target | Actual | rj0et | Target | Targett

Number of grantees with
95% of the children

1.D | participating in fully 1 11 1 15 25 3/2008 30 40 N/A
operational, population-
based registries

# of grantees utilizing 317
grant funds to develop
1E and/or maintain N/A 64 64 60 62 62 60 60 N/A
immunization information
systems.

# of grantees using 317
grant funds to purchase
1.F vaccines for adults off the 43 49 49 41 48 48 48 48 N/A
federal adult vaccine
contract.

Appropriated Amount
(§ Million)* $468.8 $493.0 $517.2 $512.8 $527.4 | $526.4

"The change in reporting this output is due to the fact that additional data are available that enable the program to more accurately estimate this output.
When estimates for FY 2007 and FY 2008 were provided, the only data available were for 2002 through 2004. Now that 2005 data are available the
program is able to offer more accurate estimates.

2Rotavirus was licensed, recommended, and funded for part of FY 2006.

30utyear targets reflect Healthy People 2010 targets.
“The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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STATE TABLES
FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION
FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
SECTION 317
FY 2007 FY 2008 FY 2009 FY 2009+/-
State/Territory/Grantee Actual Enacted President’s Budget FY 2008
Alabama $8,390,033 $8,683,439 $8,683,439 $0
Alaska $3,702,770 $3,842,352 $3,842,352 $0
Arizona $10,270,161 $10,622,454 $10,622,454 $0
Arkansas $2,572,901 $2,645,913 $2,645,913 $0
California $52,577,481 $54,314,049 $54,314,049 $0
Colorado $4,872,877 $5,019,435 $5,019,435 $0
Connecticut $7,911,840 $8,206,052 $8,206,052 $0
Delaware $1,064,559 $1,090,294 $1,090,294 $0
District of Columbia (DC) $1,909,185 $1,962,526 $1,962,526 $0
Florida $19,874,964 $20,543,420 $20,543,420 $0
Georgia $10,428,140 $10,762,007 $10,762,007 $0
Hawaii $4,114,379 $4,256,449 $4,256,449 $0
Idaho $4,990,098 $5,175,756 $5,175,756 $0
lllinois $5,267,881 $5,452,194 $5,452,194 $0
Indiana $6,890,528 $7,147,687 $7,147,687 $0
lowa $4,197,982 $4,345,674 $4,345,674 $0
Kansas $2,555,287 $2,632,356 $2,632,356 $0
Kentucky $2,547,154 $2,601,403 $2,601,403 $0
Louisiana $5,808,033 $6,026,159 $6,026,159 $0
Maine $5,907,230 $6,118,073 $6,118,073 $0
Maryland $3,830,678 $3,911,201 $3,911,201 $0
Massachusetts $9,718,300 $10,061,847 $10,061,847 $0
Michigan $13,309,640 $13,760,584 $13,760,584 $0
Minnesota $7,377,766 $7,630,794 $7,630,794 $0
Mississippi $2,818,314 $2,919,102 $2,919,102 $0
Missouri $7,330,561 $7,601,518 $7,601,518 $0
Montana $1,837,900 $1,899,233 $1,899,233 $0
Nebraska $4,382,243 $4,540,094 $4,540,094 $0
Nevada $5,019,069 $5,203,347 $5,203,347 $0
New Hampshire $3,642,835 $3,774,699 $3,774,699 $0
New Jersey $7,791,944 $8,031,509 $8,031,509 $0
New Mexico $2,201,932 $2,279,404 $2,279,404 $0
New York $10,710,535 $11,012,081 $11,012,081 $0
North Carolina $12,067,656 $12,493,250 $12,493,250 $0
North Dakota $3,786,778 $3,932,354 $3,932,354 $0
Ohio $9,412,798 $9,714,448 $9,714,448 $0
Oklahoma $3,500,215 $3,599,253 $3,599,253 $0
Oregon $3,023,549 $3,097,157 $3,097,157 $0
Pennsylvania $11,732,213 $12,133,829 $12,133,829 $0
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

SECTION 317
FY 2007 FY 2008 FY 2009 FY 2009+/-

State/Territory/Grantee Actual Enacted President’s Budget FY 2008
Rhode Island $5,204,284 $5,402,231 $5,402,231 $0
South Carolina $4,750,031 $4,903,005 $4,903,005 $0
South Dakota $2,366,509 $2,453,916 $2,453,916 $0
Tennessee $6,712,887 $6,946,087 $6,946,087 $0
Texas $30,720,741 $31,788,979 $31,788,979 $0
Utah $5,179,918 $5,365,401 $5,365,401 $0
Vermont $3,067,746 $3,178,115 $3,178,115 $0
Virginia $12,960,379 $13,461,666 $13,461,666 $0
Washington $13,191,575 $13,674,182 $13,674,182 $0
West Virginia $2,598,126 $2,680,264 $2,680,264 $0
Wisconsin $5,828,344 $6,003,007 $6,003,007 $0
Wyoming $913,670 $941,501 $941,501 $0
Chicago $4,697,974 $4,820,679 $4,820,679 $0
Houston $1,812,908 $1,850,595 $1,850,595 $0
New York City $8,907,890 $9,138,942 $9,138,942 $0
Philadelphia $2,046,866 $2,095,587 $2,095,587 $0
San Antonio $2,004,916 $2,053,861 $2,053,861 $0
American Samoa $338,434 $345,842 $345,842 $0
Guam $356,307 $364,515 $364,515 $0
Marshall Islands $1,192,940 $1,226,817 $1,226,817 $0
Micronesia $1,626,866 $1,678,782 $1,678,782 $0
Northern Mariana Islands $748,692 $769,161 $769,161 $0
Puerto Rico $1,676,920 $1,746,426 $1,746,426 $0
Republic Of Palau $3,166,960 $3,235,860 $3,235,860 $0
Virgin Islands $912,050 $933,874 $933,874 $0
Total States/Cities/Territories $412,332,337 $426,109,765 $426,109,765 $0

Other Adjustments! $38,504,663 $39,791,235 $38,892,235 -$899,000

Subtotal Adjustments $38,504,663 $39,791,235 $38,892,235 -$899,000

Total Resources $450,837,000 $465,901,000 $465,002,000 -$899,000

" Adjustments include costs associated with remaining state vaccine resources due to vaccine purchase contracts that span fiscal years,
special projects, and program support services.
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

STATE/FORMULA GRANTS

VACCINE FOR CHILDREN (VFC) PROGRAM

FY 2007 FY 2008 FY 2009 FY 2009+/-

State/Territory/Grantee Actual Estimate Estimate FY 2008
Alabama $42,356,476 $46,191,491 $47,522,644 $1,331,153
Alaska $10,003,466 $10,909,194 $11,223,577 $314,383
Arizona $47,602,254 $51,912,229 $53,408,244 $1,496,015
Arkansas $25,835,725 $28,174,928 $28,986,878 $811,949
California $270,856,761 $295,380,512 $303,892,833 $8,512,321
Colorado $25,589,794 $27,906,730 $28,710,950 $804,220
Connecticut $22,849,589 $24,918,423 $25,636,526 $718,103
Delaware $6,769,530 $7,382,453 $7,595,201 $212,749
District of Columbia (DC) $6,998,666 $7,632,335 $7,852,285 $219,950
Florida $116,024,778 $126,529,824 $130,176,180 $3,646,356
Georgia $90,269,596 $98,442,732 $101,279,670 $2,836,938
Hawaii $9,774,947 $10,659,985 $10,967,186 $307,201
Idaho $13,070,539 $14,253,964 $14,664,737 $410,773
lllinois $66,778,391 $72,824,601 $74,923,271 $2,098,670
Indiana $41,224,251 $44,956,752 $46,252,323 $1,295,571
lowa $15,607,912 $17,021,074 $17,511,590 $490,516
Kansas $12,836,589 $13,998,832 $14,402,253 $403,420
Kentucky $23,062,769 $25,150,905 $25,875,707 $724,803
Louisiana $48,630,644 $53,033,731 $54,562,065 $1,528,334
Maine $8,509,789 $9,280,278 $9,547,718 $267,440
Maryland $43,232,649 $47,146,994 $48,505,683 $1,358,689
Massachusetts $46,705,647 $50,934,442 $52,402,278 $1,467,836
Michigan $58,662,232 $63,973,593 $65,817,193 $1,843,601
Minnesota $16,761,583 $18,279,200 $18,805,973 $526,773
Mississippi $31,068,297 $33,881,264 $34,857,659 $976,395
Missouri $32,861,986 $35,837,356 $36,870,123 $1,032,766
Montana $5,479,767 $5,975,913 $6,148,128 $172,215
Nebraska $10,355,523 $11,293,126 $11,618,573 $325,447
Nevada $23,852,302 $26,011,923 $26,761,539 $749,616
New Hampshire $9,422,440 $10,275,561 $10,571,684 $296,123
New Jersey $47,226,265 $51,502,197 $52,986,395 $1,484,198
New Mexico $35,691,639 $38,923,210 $40,044,905 $1,121,695
New York $66,233,863 $72,230,770 $74,312,328 $2,081,557
North Carolina $77,527,125 $84,546,539 $86,983,014 $2,436,475
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

STATE/FORMULA GRANTS

VACCINE FOR CHILDREN (VFC) PROGRAM

FY 2007 FY 2008 FY 2009 FY 2009+/-
State/Territory/Grantee Actual Estimate Estimate FY 2008
North Dakota $4,229,595 $4,612,548 $4,745473 $132,925
Ohio $63,935,106 $69,723,880 $71,733,193 $2,009,313
Oklahoma $38,036,818 $41,480,725 $42,676,123 $1,195,398
Oregon $21,261,675 $23,186,737 $23,854,936 $668,199
Pennsylvania $49,147,874 $53,597,792 $55,142,381 $1,544,589
Rhode Island $10,302,529 $11,235,334 $11,559,116 $323,782
South Carolina $40,958,104 $44,666,508 $45,953,714 $1,287,206
South Dakota $9,093,527 $9,916,867 $10,202,653 $285,786
Tennessee $43,020,388 $46,915,515 $48,267,533 $1,352,018
Texas $239,764,316 $261,472,914 $269,008,080 $7,535,166
Utah $10,312,467 $11,246,172 $11,570,266 $324,094
Vermont $6,134,711 $6,690,157 $6,882,955 $192,798
Virginia $27,084,805 $29,537,101 $30,388,306 $851,205
Washington $58,282,978 $63,560,001 $65,391,682 $1,831,682
West Virginia $11,962,243 $13,045,322 $13,421,264 $375,942
Wisconsin $30,084,913 $32,808,843 $33,754,333 $945,490
Wyoming $4,643,926 $5,064,394 $5,210,340 $145,946
Chicago $32,597,332 $35,548,740 $36,573,189 $1,024,449
Houston $834,139 $909,663 $935,878 $26,215
New York City $81,926,191 $89,343,904 $91,918,630 $2,574,726
Philadelphia $19,399,305 $21,155,745 $21,765,414 $609,669
San Antonio $15,694,881 $17,115917 $17,609,166 $493,249
American Samoa $609,621 $664,817 $683,976 $19,159
Guam $1,743,606 $1,901,475 $1,956,272 $54,797
N Mariana Island $969,582 $1,057,369 $1,087,840 $30,471
Puerto Rico $40,139,759 $43,774,069 $45,035,557 $1,261,488
Virgin Islands $1,495,065 $1,630,430 $1,677,416 $46,986
Total States/Cities/Territories $2,273,399,240 $2,479,236,000 $2,550,683,000 $71,447,000
Other Adjustments ! $462,526,042 $222,970,000 $215,547,000 -$7,423,000
Subtotal Adjustments $462,526,042 $222,970,000 $215,547,000 -$7,423,000
Total Resources $2,735,925,282 $2,702,206,000 $2,766,230,000 $64,024,000

' Adjustments include costs associated with remaining state vaccine resources due to vaccine purchase contracts that span fiscal years, vaccines stockpile purchases, storage and

rotations, special projects, and program support services.
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INFLUENZA
FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
Seasonal Influenza $2,626,000 $2,643,000 $2,638,000 -$5,000
Pandemic Influenza $70,000,000 $154,632,000 $157,459,000 +$2,827,000
Total $72,626,000 $157,275,000 $160,097,000 +$2,822,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, 317, 3173, 317(a), 317(j), 317(j)(1)3, 317(k)(1), 317N3, 317S5, 319,
319C 1) 319E, 319F(2), 322, 325, 327, 340C, 352, 361-369, 2102 (6), 2102(7) 2125, 2126, 2127,
Title XXI, 1928 of Social Security Act (42 USC 1396s); Immigration and Nationality Act §§ 212,
232; Pandemic and All-Hazards Preparedness Act (PAHPA) of 2006.

FY 2009 AUTNOTIZAtION ..o e e Indefinite

AllOCAtioN METNOAS: ... e e e e e Direct
Federal/Intramural, Competitive Grants/Cooperative Agreements, Contracts; and Other

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

The CDC Influenza Program provides the highest quality of public health preparedness and
response to limit illness and death from domestic and global influenza, including:

e Seasonal influenza — annual epidemics of influenza among humans, estimated to cause
200,000 hospitalizations and 36,000 deaths each year in the U.S.

e Avian influenza — ongoing outbreaks of influenza among birds with occasional transmission
of infection to humans. Over 300 human infections from the H5N1 strain of avian influenza
have been reported; 62 percent of cases have resulted in death.

e Pandemic influenza — genetic changes to avian influenza viruses leading to global human-
to-human transmission of a novel strain; impacts include 30 percent of population infected,
social and economic disruption, severe disease, and death. A severe pandemic such as the
1918 pandemic occurring in the U.S. is projected to cause 90 million infections and 1.9
million deaths.

The CDC Influenza Program began with the establishment of national and international influenza
surveillance in 1956. The Program serves people of all ages in the U.S. and globally, with
emphasis on services to populations at high risk of complications, illness, and death from influenza.
CDC has made great progress in many critical areas including health monitoring, epidemiology,
laboratory capabilities, response, and recovery.

The program collaborates with many governmental and non-governmental organizations to provide
and support domestic and international disease surveillance; epidemiological and laboratory
research; rapid response to influenza outbreaks; guidance for prevention of influenza disease;
vaccine development; and education and promotion of health information about influenza and its
prevention.

The program also forms the core of CDC’s pandemic influenza preparedness activities. In
responding to an influenza pandemic, CDC would operate under the National Incident Management
System and work with international, federal, state, and other partners to ensure a rapid and
coordinated response in order to: (1) immediately detect cases of infection due to novel influenza
viruses with pandemic potential; (2) contain outbreaks due to these influenza viruses; (3) prevent
illness and death by delaying the introduction and reducing the transmission of pandemic viruses in
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the U.S.; and (4) assist state, local, territorial, and tribal nation (SLTT) partners in the management
of influenza pandemic events.

CDC organizes and reports influenza accomplishments under six overarching goals.

1. Increase use and development of interventions known to prevent influenza illness in
humans

Worked with partners to increase use, production, and distribution of annual influenza
vaccine.

Influenza Vaccine Production and Distribution for 2000 — 2007 Seasons

Influenza Season Doses Produced (in millions) [Doses Distributed in Millions (%)"?

2000-2001 77.9 70.4 (90%)

2001-2002 87.7 77.7 (89%)

2002-2003 95.0 83.0 (87%)

2003-2004 86.9 83.1 (96%)

2004-2005 61.0 57.0 (93%)

2005-2006 88.1 81.1 (92%)

2006-2007 115.0 102.5 (89%)

2007-2008 (projected) 132.0 (projected) 109.3 (as of 11/23/2007)

Data provided by vaccine manufacturers. CDC does not have data on the number of influenza vaccine doses
administered or not used each year.
2 Doses not distributed are destroyed because they expire at the end of the influenza season.

Led the Annual Influenza Vaccination Campaign, including National Influenza Vaccination
Week, which resulted (in 2006) in coverage in 96 broadcast news markets, representing
more than 67 percent of the U.S. population.

Received and characterized over 3,000 influenza viruses needed for strain selection for
seasonal influenza vaccine, in collaboration with the Federal Drug Administration (FDA) and
the World Health Organization (WHO).

Principle WHO partner in determination of virus selection for annual influenza vaccines and
creation of vaccine strains for dissemination to manufacturers for production.

Developed the first two H5N1 pandemic influenza vaccine candidates, representing viruses
from Indonesia and China, for use in manufacturing of pre-pandemic vaccines.

Expanded use of the Countermeasure and Response Administration Application system to
support specific requirements of tracking vaccine doses administered on a national basis.
The application helps ensure that targeted groups receive vaccine and determine the extent,
impact, and aid in recall of vaccine should adverse events occur.

Developed and exercised methods for distribution of pandemic influenza vaccine.

2. Decrease the time needed to detect and report cases of influenza virus infection with
pandemic potential.

Developed methods and trained public health laboratories to perform advanced technology
(RT PCR) rapid testing (four hour) to identify H5 viruses and distributed reagents globally to
more than 100 National Influenza Centers to diagnose seasonal and H5 avian influenza.

Awarded approximately $11,000,000 in awards to support development of new rapid point-
of-care devices for clinics and settings that detect seasonal and potential pandemic viruses.
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Analyzed 134 H5N1 viruses to assess ongoing genotype changes and track the molecular
evolution of the H5N1 viruses in Southeast Asia to assess its capacity to cause human
disease.

Distributed close to $72,000,000 to over 40 countries and WHO Headquarters and Regional
Offices along with technical assistance to develop capacity and support development of
pandemic plans; improved epidemiologic investigation and response capacity; laboratory
infrastructure and testing; training; and risk communications.

Investigated H5N1 virus outbreaks among humans in 20 countries in collaboration with
WHO and country ministries of health.

Trained over 5,000 public health professionals representing Asia, Africa, and South
America, from more than 100 countries in rapid outbreak response to avian influenza.

Established new U.S. national requirements for reporting of laboratory-confirmed influenza
deaths in children and early detection of novel influenza infections in humans.

Improve the timeliness and accuracy of communications regarding seasonal, avian, and
pandemic influenza.

Developed audience-centered communication materials to specific groups (e.g., vulnerable
populations, physicians).

Launched daily media monitoring report for avian and potential pandemic influenza.
Trained and exercised 85 CDC staff to help in pandemic training and response.

In collaboration with ministers of health and other partners, trained 92 communication
professionals from every Pan-American Health Organization (PAHO) country to develop and
deliver culturally relevant risk communications.

Supported a global pandemic influenza communications workshop in Cairo, Egypt for 115
members from 28 nations globally.

Strengthened U.S. emergency communication infrastructure by developing risk
communication materials (e.g., messages, checklists); expanded production and
partnerships in media programming, including new media; expanded participants in the
CDC risk communication network; and built readiness capacity for global partners to use
risk communication principles and provide appropriate information and communication.

Decrease the time to effectively identify causes, risk factors, and appropriate
interventions regarding seasonal, avian, and pandemic influenza.

Developed and disseminated community mitigation guidance using early, targeted, layered
non-pharmaceutical interventions to reduce pandemic impact on communities.

Developed Influenza Data Summary (IDS) tool, a module that collates influenza surveillance
and automated clinical data for display using the CDC Biosense system.

Completed public engagement and development of Ethical Guidelines in Pandemic
Influenza, made available to the public in February 2007.

In collaboration with  WHO Headquarters and Regional Offices, provided technical
assistance to develop standard surveillance protocols for influenza, severe respiratory
disease, and potential cases of avian influenza to work towards implementation of the
International Health Regulations for potential events of public health concern.
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Established active, population-based surveillance in key U.S. regions for influenza risk
factors and outcomes, allowing more rapid characterization of people most affected by
influenza and measures to attain the most impact on infection prevention and treatment.

Identified means by which avian influenza viruses cause severe disease when they infect
human cells enabling better therapies and vaccines.

Decrease the time needed to provide countermeasures for seasonal, avian, and
pandemic influenza.

Built Strategic National Stockpile (SNS) inventory to 37 million antiviral regimens, 104
million N95 respirators, and 51 million surgical masks.

Conducted 14 drills, tabletop simulations, and major functional exercises to identify potential
gaps in pandemic preparedness and response, both within CDC and with other federal and
state partners. After-action reports informed changes in operations plans.

Developed the North American Plan for Avian and Pandemic Influenza in coordination with
other federal agencies and counterparts in Mexico and Canada to strengthen collaborative
public health efforts associated with border crossings, international airports, and other
components of a comprehensive global migration and quarantine system.

Developed protocols for rapid response training that were used to train epidemiologists and
health care workers from more than 100 countries. Development of containment training
materials has been piloted in three regional trainings in the WHO Regional Office for Africa
(AFRO). These training tools will be fine-tuned for global use.

Pre-positioned 253,800 antiviral regimens overseas to support international containment in
coordination with the Department of Defense and the Department of State.

Trained officials from 50 state health departments in rapid response procedures; funded and
provided materials for states to train additional local public health staff. Developed a web-
based program to expand training access for public health department staff.

Supported expanded research on community use of non-pharmaceutical interventions to
reduce and prevent influenza transmission through more than $5,000,000 in awards.

In FY 2006 and FY 2007, provided technical assistance to 62 state, local, tribal, and
territorial grantees to plan, analyze, and exercise community pandemic influenza
preparedness.

Decrease the time needed to restore health services and environmental safety to pre-
event levels.

Developed and submitted four consensus recommendations for surge capacity and
allocation of scarce resources through the Critical Care Collaborative.

Developed standard approach to diagnostic and surveillance testing for each interval of the
pandemic to prevent influenza laboratories from becoming overwhelmed.

Developed staffing, stockpile, communications, and surge testing needs for incorporation
into a pandemic laboratory surge plan; this is essential for quick implementation and turn-
around times during initial stages of a pandemic.

To prepare for surge during a pandemic, determined that 200 - 250 trained staff will be
needed to maintain CDC Influenza laboratory needs. Developing estimates for local level
staffing needs.
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FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $2,733,000
FY 2005 $2,710,000
FY 2006 $2,659,000
FY 2007 $72,626,000
FY 2008 $157,275,000

BUDGET REQUEST

CDC requests $160,097,000 for Influenza Program activities in FY 2009, an increase of $2,822,000
above the FY 2008 Enacted level. In FY 2009, CDC has consolidated all funding for Influenza
within the Immunization and Respiratory Diseases budget rather than displaying funding within
several budget categories. This request includes a reduction of $309,000 for Individual Learning
Accounts (ILA) and administrative costs. This includes:

e $157,459,000 for pandemic influenza activities, an increase of $2,827,000 to fund influenza
pandemic preparedness priorities such as risk communications, and

e $2,638,000 for annual/seasonal influenza activities.

CDC’s Influenza Program funding works to minimize domestic and global illness, suffering, and
death from seasonal influenza; investigate and contain the spread of avian influenza; and
minimizes the illness and death that will occur during the next influenza pandemic. Specifically,
CDC will use FY 2009 influenza funding to achieve the following:

¢ Reduce the time between detection of a pandemic and the development and administration
of a vaccine that is well matched to the pandemic strain.

e Continue enhancement and support of the Countermeasure and Response Administration
application. This national tracking system allows all levels of public health to ensure that
targeted groups receive adequate supplies of scarce vaccine; to help understand
effectiveness; in an adverse event to provide denominator data in determining extent, and
impact; and to aid in product recall.

o |Initial development has been completed and is currently being tested by the 62
project areas via a pilot. Using the pilot results as a guide, funding will be used for
enhancement and development to ensure each of the options are supported.

o0 In addition, remaining development includes Health Level 7 (HL7) data exchange
and detailed data collection based on CDC guidance, development of library of
candidate vaccine viruses for H5, H7, H9, and other influenza viruses with pandemic
potential.

¢ Reduce the time to detect a pandemic in the U.S., including developing better tests to detect
influenza virus. In FY 2009, CDC strives to:

o0 Sustain sentinel physician reporters and increase the use of electronic data to detect
increase in influenza-like iliness earlier.

o Build the capability to detect and report novel influenza virus infections at state and
local levels. Increasing the number of state/local health departments supported to
build epidemiological and laboratory capacity for influenza.

o0 Reach a level of 55 state/local health departments that support building
epidemiological and laboratory capacity for influenza. In addition, these sites will
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provide dedicated staff and laboratory support to more rapidly investigate suspect
cases, to serve as local subject matter experts for emergent influenza events, and to
provide for local training and risk communications activities.

Reduce the time to detect a pandemic internationally through development and
maintenance of surveillance, diagnostic, and rapid response capabilities.

(0]

Sustain the target of approximately 40 countries that receive funding for international
influenza assistance.

Allow for further training and use of CDC laboratory methods for accurate and timely
detection of potentially pandemic influenza virus infections.

Rapid response teams within funded countries will be trained and exercised to
assure efficient and rapid investigations and interventions.

Allow for a network of CDC field staff and international public health partners that
greatly facilitate rapid communication and decision-making on emergent avian and
potentially pandemic influenza events.

Increase the timeliness and effectiveness of communications for the public to prepare and
respond to a pandemic. Funding in FY 2009 will be used to continue to strengthen risk
communications by:

(0]

Identifying and filling critical gaps in the Nation’s emergency communication
infrastructure by developing information and communication with the target
audience;

Developing additional mechanisms, messages, materials, and processes with target
audiences to ensure their readiness;

Expanding production and partnerships for media programming;

Increasing the number of active risk communicators in CDC’s risk communication
network to build bench strength and add redundancy in the event of partial staff
incapacitation during a pandemic influenza event;

Continuing to build readiness capacity in global partners (e.g., China and Central
America) to use risk communication principles and provide appropriate information
and communication to their citizens.

Respond quickly and effectively to reduce transmission of the virus causing the pandemic
using community mitigation strategies and antiviral drugs to treat and prevent infection.

Procure, develop, and test plans to distribute countermeasures such as antiviral drugs,
masks, and respirators at the outset of pandemic.

Sustain the medical care system during a pandemic.

New strategies for FY 2009 include expansion of drills, tabletop simulations and functional
exercises coordinated with government and non-governmental organizations at local, state, federal,
and international levels to identify and address gaps in preparedness and to clarify leadership roles
and responsibilities.
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OUTPUT TABLE
FY 2006 FY 2007 FY FY Out-
# Key Outputs FY200s | PR 2008 | 2009 | Year
Target Actual Target Actual Target | Target | Target
Long Term Objective 1.6: Protect Americans from infectious diseases - Influenza.
By 2010, enhance 9
preparedness for networks;
pandemic influenza by 1 with
establishing influenza 100%
networks globally geographic
through bilateral coverage;
cooperative agreements 70%
that are actively population
producing usable coverage;
1.6.1 | samples for testing as gwith 10- | ¢ 12 9 net 3 20 net- 30 30net- | 30 net N/A
. 0 xceeded | works | Exceeded | works | Exceeded | works works
measured by geographic 40%
and population geographic
coverage. coverage
and 10-
40%
population
coverage
per county
network
Other Influenza Outputs
Number of reporting
domestic sentinel
1.G | physician sites to 891 1000 1300 1300 1,300 1300 1,300 1,300 1,300
improve influenza
surveillance
Number of state/local
health departments
1.H | supported to build 47 47 47 47 47 47 55 55 55
epidemiological and lab
capacity for influenza
Number of countries
1.l receiving funds for N/A N/A 35-40 35-40 35-40 35-40 35-40 35-40 35-40
international influenza
Appropriated Amount
(8 Million)’ $2.7 $2.7 $2.7 $72.6 $157.3 | $160.1

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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HIV/AIDS, VIRAL HEPATITIS, STD, AND TB PREVENTION

FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
HIV/AIDS, Research and Domestic $695,454,000 $691,860,000 $691,147,000 -$713,000
Viral Hepatitis $17,354,000 $17,582,000 $17,504,000 -$78,000
Sexually Transmitted Diseases (STDs) $155,037,000 $152,329,000 $151,651,000 -$678,000
Tuberculosis (TB) $134,668,000 $140,359,000 $139,735,000 -$624,000
Total $1,002,513,000 $1,002,130,000 $1,000,037,000 -$2,093,000

SUMMARY OF THE REQUEST

CDC maximizes public health and safety nationally and internationally through the elimination,
prevention, and control of diseases, disability, and death caused by HIV/AIDS, non-HIV

retroviruses, viral

hepatitis, STDs, TB and non-tuberculous mycobacteria. CDC works in

collaboration with partners at community, state, national, and international levels applying well-
integrated, multidisciplinary programs of research, surveillance, risk factor and disease intervention,
and evaluation. These efforts are guided by three overarching priorities:

Reducing Health Disparities — Improving the health of populations disproportionately
affected by HIV, viral hepatitis, STDs, TB, and other related diseases and conditions.

Encouraging Program Collaboration and Service Integration — Striving to provide prevention
services that are holistic, evidence-based, comprehensive, and high quality to appropriate
populations at every interaction with the health care system.

Maximizing Global Synergies — Cultivating partnerships in prevention and research to
maximize health impact around the world.

CDC requests $1,000,037,000 for HIV/AIDS, viral hepatitis, STD, and TB, a decrease of
$2,093,000 below the FY 2008 Enacted level. This request includes $4,466,000 for an Individual
Learning Account (ILA) and an administrative reduction. This includes:

$691,147,000 for the Domestic HIV/AIDS Prevention Program, a decrease of $713,000
below the FY 2008 Enacted level to sustain activities to track the epidemic, research and
implement prevention interventions, and deliver technical assistance to HIV prevention
partners.

$17,504,000 for the Viral Hepatitis Program, a decrease of $78,000 below the FY 2008
Enacted level to fund prevention education, surveillance, counseling, diagnosis,
management, and treatment of acute and chronic viral hepatitis infections.

$151,651,000 for the STD Program, a decrease of $678,000 below the FY 2008 Enacted
level to support research, surveillance, policy development, and assistance to states,
territories, and local health departments to prevent and control STDs.

$139,735,000 for the TB program, a decrease of $624,000 below the FY 2008 Enacted level
to support research, TB prevention and control services, public information and education
programs, and partner education, training, and clinical skills improvement activities to
prevent, control, and eliminate TB.

These programs are among the Infectious Disease programs subject to reauthorization.
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EFFICIENCY MEASURE

FY FY FY 2006 FY 2007 FY FY Out-
# Key Outcomes 2004 2005 2008 2009 Year
Actual | Actual | Target | Actual | Target | Actual | Target | Target | Target

Efficiency Measure 2.E.1:

Increase the efficiency of core
HIV/AIDS surveillance as
2.E.1 | measured by the cost per $807 $887 $940
estimated case of HIV/AIDS
diagnosed each year.

Available
12/2008

Available

62008 | 870

$840 $775 NA

CDC supports HIV/AIDS surveillance in collaboration with state and territorial health departments
as a key component of its HIV prevention efforts. HIV/AIDS case surveillance data provide
information on what populations are most affected by HIV/AIDS and are used to guide prevention,
treatment and support programs at the local, state, and national levels. This measure reflects
efficiencies that are being achieved in HIV surveillance nationally. While differing methods of HIV
case surveillance have been implemented in different states, CDC recommends confidential, name-
based surveillance of HIV infection as the best means of providing accurate, reliable and
unduplicated data. To monitor trends in the epidemic at a national level, CDC can only analyze data
from states with mature, confidential, name-based HIV reporting systems. The number of states
included in this analysis has risen over the years as additional states adopt confidential, name-
based HIV reporting methods, and as those systems are implemented and stabilize. Because CDC
provides technical and financial support to HIV and AIDS reporting systems regardless of the type
of reporting used, funds allocated to states to conduct core case surveillance are not anticipated to
rise dramatically with the adoption and maturation of confidential, name-based surveillance in more
states. Additional efficiencies might also be achieved as surveillance systems work with existing
resources to accommodate increased reports of HIV resulting from widespread implementation of
HIV screening.
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DoMESTIC HIV/AIDS PREVENTION

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
BA $695,454,000 $691,860,000 $691,147,000 -$713,000

*Includes up to $30,000,000 for the RWHATMA Early Diagnosis Program

AUTHORIZING LEGISLATION

PHSA §§ 301, 306, 307, 308(d), 310, 311, 317, 317(a), 318, 318B, 327, 352, 1102, 2317, 2320,
2341, 2500, 2521- 2524, Early Diagnosis Grant Program 2625; International authorities: P.L. 110-
161, Section 215.

FY 2009 AUTNOTIZAtION. . ..o e Indefinite

AloCAtIoN MeEthOAS. ... e, Direct Federal/Intramural;
Competitive Grant/Cooperative Agreements; Formula Grants/Cooperative Agreements; Contracts,
and Other.

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

CDC has provided leadership in preventing and controlling HIV infection since the first cases of
AIDS were discovered in 1981. CDC'’s efforts are aimed at reducing the number of new infections in
the U.S. each year, with special attention to those populations most affected by disease. Other
measurable goals of the HIV prevention program are to:

e Reduce HIV transmission rates

o Reduce behaviors related to the acquisition of HIV

¢ Increase the proportion of those who are infected who are aware of their infection
o Link those who are infected with effective prevention, care and treatment programs

Considerable progress has been made in these areas over the past two decades. Perinatal AIDS
cases have declined from almost 1,000 per year in the early 1990s to less than 70 per year today.
Racial disparities in HIV/AIDS diagnoses as measured by black:white rate ratios have declined, and
multiple sources of data point to declines in new infections among injection drug users (IDUs).
Further, effective prevention interventions have been identified, developed and adapted to the
needs of populations most at risk today. A strong public health infrastructure, involving the affected
communities has been developed and public health professionals trained to implement these
interventions. In addition, effective systems have been developed and deployed to monitor the
epidemic and related risk factors.

Surveillance

CDC carefully monitors the status of HIV and AIDS by race, risk group, and gender, enabling
communities to base public health strategies on the best possible understanding of the epidemic.
This effort includes HIV and AIDS case reporting, and systems to estimate HIV incidence and
monitor trends in risk behaviors and provision of care. CDC conducts surveillance activities in
conjunction with state and local health departments. Recent accomplishments include:

o The expansion of confidential, name-based HIV case surveillance. Currently 48 states have
adopted policies for confidential, name-based HIV surveillance, and 33 of those states have
systems sufficiently mature to allow analysis of trends. These 33 states account for almost
two thirds of the estimated HIV/AIDS cases in the nation.
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e The development of new methods to estimate HIV incidence, with the use of the most
current available laboratory technology. These estimates, to be finalized and issued in 2008,
will provide the clearest picture of the epidemic in the U.S. to date and improve our ability to
focus prevention efforts on those most at risk.

e The initiation of behavioral surveillance for the three groups at highest risk for acquiring HIV
infection: MSM, IDU, and high-risk heterosexuals.

Prevention Research

CDC conducts biomedical and behavioral research to better understand the complex factors that
lead to HIV infection and to identify effective approaches to prevent infection. Priorities for HIV
research include research related to diagnostic tests, microbicides, vaccines, and behavioral
research focused on eliminating health disparities.

o Data from Project START, a four-site intervention trial sponsored by CDC, demonstrated the
efficacy of a sexual risk reduction intervention for young incarcerated men.

e The Collaborative Injection Drug Users Study Ill/Drug Users Intervention Trial, a multi-site
study funded by CDC to evaluate primary prevention for injection drug users was shown to
produce a 76 percent decline in injection risk compared to baseline. Declines were also
shown for sexual risk behaviors.

Capacity Building and Technical Assistance

CDC works to ensure that organizations implementing HIV prevention programs at the state and
local level are equipped with the information and training necessary to implement effective
programs and build long-term capacity for prevention in their communities. To build the capacity of
its state and community-based organization (CBO) partners to prevent HIV, CDC: 1) supports
national meetings and satellite broadcasts as a forum for sharing new ideas and best practices; 2)
funds non-governmental organizations to provide training and materials; 3) provides direct technical
assistance to CBOs and health departments; and 4) synthesizes and disseminates information on
science-based interventions. Recent accomplishments include:

o From September 2006 to September 2007, provision of training in the Diffusion of Effective
Behavioral Interventions (DEBI) to a total of 387 health department employees and 1659
CBO employees. During this time period, 156 DEBI trainings on 12 different interventions
were conducted.

e |dentification of an additional 31 evidence-based prevention interventions, bringing the total
number of evidence-based interventions identified by CDC to 49. Descriptions of these
interventions, including target population, methods, and findings are available on CDC’s
website.

Prevention Interventions

The primary component in CDC’s fight against HIV/AIDS is the support and funding of HIV
prevention programs. Programs consist of interventions intended to eliminate or reduce risky
behavior and improve the health of the people served. CDC provides funding to state and local
health departments as well as to CBOs to conduct HIV prevention programs with at-risk uninfected
populations and persons living with HIV and AIDS in a variety of settings across the nation. All
prevention programs funded by CDC are designed to meet the cultural needs, expectations, and
values of the populations they serve. In addition, CDC helps to ensure that available prevention
funding goes to those who need it the most by involving affected communities in the HIV prevention
community planning process. Through the community planning process, communities prioritize
populations to be served.
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Key prevention strategies include:

HIV Prevention Counseling, Testing, and Referral Services — CDC issues guidelines that
are used for counseling, testing and referral services in traditional and non-traditional
settings and provides financial support for counseling and testing services provided at
publicly funded clinics.

Partner Notification, Including Partner Counseling and Referral Services (PCRS) with Strong
Linkages to Prevention and Treatment/Care Services — CDC issues guidance on conducting
PCRS and provides funding to grantees to ensure that PCRS is a high priority and that
services are offered to HIV-infected persons.

Prevention for High-Risk Populations — CDC supports prevention services for persons
infected with HIV/AIDS and other high-risk populations. In addition, CDC encourages
grantees to work with the primary health care clinics in their communities to integrate HIV
prevention services into care and treatment services.

Health Education and Risk Reduction (HE/RR) Activities — CDC supports focused health
communications campaigns directly and provides funding for state and local health
departments and CBOs to offer HE/RR services for those most at-risk of transmitting or
acquiring HIV infection.

Perinatal Transmission Prevention — CDC provides funding for state and local health
departments to work with all health-care providers to promote routine, universal HIV
screening of all of their pregnant patients. In addition, CDC grantees work with organizations
involved in prenatal and postnatal care for HIV-infected women to ensure that appropriate
HIV prevention counseling, testing, and therapies are provided to reduce the risk of perinatal
transmission.

Recent initiatives to support HIV prevention interventions include:

The Heightened National Response to the HIV/AIDS Crisis Among African Americans. CDC
convened a partnership of influential leaders from the African-American community in March
2007. In total, participants committed to more than 60 actions to engage communities in HIV
awareness, communication and testing activities.

Launch of the President’s Domestic HIV initiative in 2007. Initial funding of $45 million is
expected to result in the testing of approximately 1.5 million Americans, and the
identification of more than 20,000 previously undiagnosed infections.

Program Evaluation and Policy Development

CDC develops policies and recommendations to guide HIV prevention programs across the nation
and supports monitoring and evaluation to ensure that programs are effectively implemented. All
programs funded by CDC are required to develop evaluation plans and activities, establish
performance indicators, and target activities to those persons living with HIV/AIDS and those at
highest risk for HIV acquisition and transmission.

One of the most significant actions to strengthen the assessment of program impact and
effectiveness in reducing HIV infections is CDC’s Program Evaluation and Monitoring
System (PEMS). PEMS will improve CDC'’s ability to monitor, evaluate, and coordinate HIV
prevention programs and ensure that timely and verifiable data are available for use by both
grantees and CDC.

CDC continues to promote the uptake of its recently released recommendations for routine
HIV testing. To this end, CDC has worked closely with professional medical associations
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and other federal agencies to encourage them to conduct and support HIV screening in
health care settings.

FUNDING HISTORY TABLE

Research and Domestic

Other Domestic HIV

Fiscal Year HIV Prevention (Infectious p ; Global AIDS Program* CDC-Wide HIV total®
Disease) revention
1999 N/A N/A $0 $$656,590,000
2000 $564,458,000 $87,706,000 $35,000,000 $687,164,000
2001 $653,462,000 $96,199,000 $104,527,000 $854,188,000
2002 $689,169,000 $96,038,000 $168,720,000 $953,927,000
200372 $699,620,000 $93,977,000 $182,569,000 $976,166,000
2004723 $667,940,000 $70,032,000 $266,864,000 $1,004,836,000
20056 $662,267,000 $69,438,000 $123,830,000 $855,535,000
20060 $651,657,000 $64,008,000 $122,560,000 $838,225,000
2007 $695,454,000 $62,802,000 $120,985,000 $879,241,000
2008 $691,860,000 $61,704,000 $118,863,000 $872,427,000

" Due to a budget restructuring in FY 2002, funding levels in 2000 are not directly comparable to those of previous years.

2 Global AIDS amounts include funding for the Prevention of Mother to Child HIV Transmission initiative, which was transferred to the Department of State Office of the Global AIDS
Coordinator in 2005

3In FY 2004, CDC'’s budget was restructured to separate actual program costs from the administration and management of those programs. Funding levels are not comparable to those of
previous years.

4 Amount for Global AIDS Program does not include PEPFAR funding.

5 From 2000 to 2003 CDC-wide HIV/AIDS funding is comprised of specific activities within the National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (NCHHSTP), the National
Center for Chronic Disease Prevention and Health Promotion (NCCDPHP), and the National Center for Infectious Diseases (NCID). From 2004 to 2009, CDC-wide HIV/AIDS funding was
comprised of activities conducted by NCHHSTP, NCCDPHP, NCID, and the National Center for Birth Defects and Developmental Disabilities (NCBDDD).

6 HIV/AIDS Basic Research was moved to the CDC Research, Surveillance, Analysis, and Technical line under HIV/AIDS, Viral Hepatitis, STD, and TB Prevention in 2006.

CDC-WIDE HIV/AIDS TABLE

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION
CDC-WIDE HIV/AIDS
(DOLLARS IN THOUSANDS)
Budget Activity FY 2007 Actual FY 2008 Enacted FY 2009 Estimate
HIV, STD, and TB Prevention
1. State and Local Health Departments $454,175 $454,796 $478,527
2. Directly Funded Community, National, Regional
and Other Organizations $168,283 $165,343 $141,218
3. CDC Research, Surveillance Analysis, Technical
Assistance, and Program Support $72,99 $71,721 $71,402
Subtotal, HIV, STD, and TB Prevention - $695,454 $691,860 $691,147
Global HIV/IAIDS $120,985 $118,863 $118,727
Chronic Disease Prevention and Health Promotion $45,769 $44,969 $44,785
Birth Defects, Developmental Disabilities $17,033 $16,735 $16,655
Total, CDC - $879,241 $872,427 $871,314
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BUDGET REQUEST

For FY 2009, CDC requests $691,147,000 for Research and Domestic HIV/AIDS prevention
activities, a decrease of $713,000 below the FY 2008 Enacted level. This request includes
$3,087,000 for an Individual Learning Account (ILA) and an administrative reduction.

Of this request, $478,527,000 is requested for State and Local Health Departments, an increase of
$23,731,000 above the FY 2008 Enacted level. The request includes $63,000,000 for the
President's Domestic HIV/AIDS Initiative to increase testing in medical and community-based
settings. The testing initiative focuses on areas and populations with the highest burden of disease
and includes $30,000,000 for the Early Diagnosis Program authorized in the Ryan White HIV/AIDS
Treatment Modernization Act of 2006.

In addition, $141,218,000 is requested for National/Regional/Other Organizations, a decrease of
$24,125,000 over the FY 2008 Enacted level, for expiring grants made to nongovernmental
organizations including community-based and national and regional organizations.

In FY 2009, CDC will continue to work to reduce new HIV infections, reduce behaviors associated
with HIV transmission and acquisition, increase knowledge of HIV infection, and link infected
persons into needed prevention, care and treatment services. Emphasis will continue to be placed
on ensuring that those who are infected have an opportunity to learn of their infection and receive
supportive prevention interventions. About 25 percent of those who are infected are unaware of
their infection, and because those who are unaware of their infection are unable to take advantage
of treatments to preserve their health and protect the health of their partners. In addition, CDC will
continue to emphasize prevention for those most affected by HIV/AIDS, especially racial and ethnic
populations and men who have sex with men. Efforts to integrate services for HIV, viral hepatitis,
STD, and TB prevention will also be supported. Finally, CDC will continue to build the systems
needed to monitor the epidemic, strengthen prevention programs and capacity of grantees to
deliver effective prevention services, and evaluate our efforts.

Specific activities to be supported in 2008 and 2009 include:
Surveillance

CDC will continue in conjunction with state and local health departments to conduct HIV and AIDS
surveillance nationwide. In FY 2009, CDC will:

e Fund 65 areas for HIV/AIDS surveillance. Data from this system will provide national
estimates of HIV/AIDS, help local areas describe and plan for HIV prevention programs, and
guide the allocation of over $2 billion in federal funding for treatment, prevention and
housing assistance programs.

e Fund up to 25 areas to estimate HIV incidence. This system utilizes newly available
laboratory technology to ascertain new infections among all those reported through routine
HIV case surveillance. Data from this system will be released in FY 2008 and provide the
clearest picture to date of new infections in the U.S. Such data are critical to identifying the
most recent trends in HIV transmission, populations at greatest risk of new infections, and
enabling prevention programs to be targeted to those most at risk.

o Fund up to 22 cities to conduct surveillance for behavioral risks for HIV infection in at-risk
populations. Data from this system have revealed very high prevalence (46 percent) of HIV
among African American MSM, high rates of risk behaviors including use of crystal meth
and other drugs among all MSM, and growing use of the Internet to meet sex partners. Data
from the next round of surveys will address IDU risk and heterosexual risk.
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e Support the Medical Monitoring Project (MMP) to assess provision of care for those in care
and treatment. MMP is a nationally representative, population-based surveillance system
designed to assess clinical outcomes, behaviors and the quality of care for persons living
with HIV.

Prevention Research

CDC will sustain research to better understand the complex factors that lead to HIV infection and to
identify effective approaches to prevent infection.

e Funding will support research on new biomedical interventions including microbicides and
prophylactic use of antiretrovirals. Most recently, CDC has initiated trials investigating the
safety and efficacy of the prophylactic use of tenofovir alone and tenofovir with
amtricitabine. These trials are designed to answer important questions about the safety and
efficacy of these antiretroviral medications for use in preventing HIV infection.

Capacity Building and Technical Assistance

CDC will continue to build the capacity of its state and CBO partners to prevent HIV through
training, technical assistance, and synthesis and dissemination of science-based interventions. In
FY 2009, CDC will reduce the number of awards to capacity building assistance providers.

e CDC will continue to train up to 1000 providers each year to implement science-based
interventions for high-risk populations including those infected with HIV, and will fund 18
capacity building assistance providers supporting CBOs and state and local health
departments.

e CDC will develop a new comprehensive capacity building assistance (CBA) program
announcement to provide more focused CBA for funded grantees. The new announcement
will include extensive input from grantees to ensure that critical CBA activities are included
and funded.

e CDC will disseminate information about effective interventions identified through the
prevention research synthesis project. To date, 7 of the 49 identified interventions have
been disseminated. An additional 16 are currently being packaged or prepared for
dissemination in the near future. These additional interventions will provide more up to date
options for addressing the prevention needs of at risk populations.

Prevention Intervention Activities

CDC will continue to provide funding to 65 state and local health departments as well as directly
funded CBOs to conduct HIV prevention programs with at-risk populations and in a variety of
settings across the nation.

¢ In 2007, CDC began an initiative to increase HIV testing in jurisdictions with the highest
number of cases of AIDS among African Americans. Twenty-three jurisdictions were funded.
These jurisdictions account for more than 80 percent of the national HIV/AIDS epidemic
among African Americans. This effort is expected to result in the testing of approximately
1.5 million Americans, and the identification of more than 20,000 persons with previously
undiagnosed infections. These individuals will be able to access care and treatment to
protect their health, and, since those who are aware of their infection are much more likely
to take steps to protect their partners, this effort is expected to prevent thousands of
infections in the first year alone.

e In FY 2008, $53 million (an increase of $8 million) was appropriated for this initiative to
continue to support testing in jurisdictions with a high burden of disease among African
Americans.
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e Early Diagnosis Program — In addition to these programs, in FY 2008, CDC will allocate up
to $30 million of the funds appropriated for the HIV Testing initiative to jurisdictions with HIV
testing policies specified in section 209 of the Ryan White HIV/AIDS Treatment
Modernization Act of 2006. Funds will be spent on activities specified in the Act.

e CDC will also continue to implement the Heightened National Response to the HIV/AIDS
Crisis Among African Americans. Key strategies include: expanding the reach of prevention
services, increasing opportunities for diagnosing and treating HIV, developing new, effective
prevention interventions, and mobilizing broader community action.

e CDC will announce a new cycle of HIV prevention funding for CBOs. CDC will support
CBOs in providing effective, science-based HIV prevention interventions for persons at-risk
of acquiring or transmitting HIV.

Program Evaluation and Policy Development

CDC will continue to develop evidence-based recommendations to support and guide HIV
prevention programs. CDC will also continue to require rigorous evaluation of HIV prevention
activities. The implementation of PEMS will improve CDC’s ability to monitor, evaluate, and
coordinate prevention programs of grantees.

In 2008, health departments and CBOs will begin reporting on performance indicators established
at base-line and one-year intervals that detail, for example, the number of people served, tested for
HIV, and linked to prevention, care and treatment services.

In FY 2009:

e CDC will increase the percentage of HIV prevention program grantees using PEMS to
monitor program implementation. When fully implemented PEMS will be used by all health
departments and CBOs funded through CDC HIV prevention cooperative agreements and
will provide quantitative data to show program progress toward meeting implementation
goals.

e CDC is developing updated guidance for the provision of partner counseling and referral
services. PCRS services, which aim to reach the sex and drug using partners of HIV-
infected persons, are important and effective HIV prevention interventions. This critical
update will streamline provision of services and be made consistent with partner notification
services for STD prevention.

e CDC will continue to work with health-care providers to effectively implement its Revised
HIV Testing Recommendations for Adults, Adolescents, and Pregnant Women in Health
Care Settings.

Despite the successes made in the HIV/AIDS surveillance, research and prevention, several
challenges remain. Certain subpopulations including men who have sex with men (MSM) remain at
increased HIV risk. The availability of effective treatments has led many to be more complacent
about their HIV risk, and HIV/AIDS-related stigma also inhibits the recognition of HIV risk. Public
health must identify and respond to ever new changes in this environment.

To address these challenges and make continued progress in HIV prevention, CDC focuses on five
key activities: surveillance; prevention research; capacity building and technical assistance;
intervention activities including testing programs and other prevention activities carried out by state,
local and CBOs; and program evaluation and policy development. The vast majority of CDC'’s
domestic HIV/AIDS funding is spent extramurally through cooperative agreements to private-sector,
state and local health departments, education agencies, and non-governmental organizations,
including CBOs and CBAs.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
69



NARRATIVE BY ACTIVITY
INFECTIOUS DISEASES
HIV/AIDS, VIRAL HEPATITIS, STD, AND TB PREVENTION

OUTCOME TABLE
FY FY 2005 FY 2006 FY 2007 FY FY Out-
# Key Outcomes 2004 Actual Taraet Actual | Target Actual 2008 2009 Year
Actual g ! g . Target | Target | Target
Long-Term Objective 2.1: Decrease the Annual HIV Incidence Rate.
Decrease the annual HIV incidence
211 rate 6/2008 NA 3/2009 NA 3/2010 TBD TBD TBD
Decrease the number of pediatric Available Available
21.2] ADs cases. M 68 <100 | 3008 | <% |'gip008 | <0 | <P NA
Reduce the black:white rate ratio of Available Available
2.1.3| HIV/AIDS diagnoses. 9.09:1 8.71:1 8.7:1 32008 8.4:1 11/2008 8.4:1 8.2:1 NA
Reduce the Hispanic:white rate ratio Available Available
2.1.4| of HIVIAIDS diagnoses. 361 351 351 312008 34:1 11/2008 34:1 331 NA
Increase the number of states with )
215 mature, name-based HIV surveillance 33 33 33 33 34 Available 35 37 NA
Systems_ 3/2008
Increase the percentage of HIV
prevention program grantees using Available
2.1.6] PEMS to monitor program Baseline 0 20% 11/2008 45% 65% 80%
implementation.
Increase the number of evidence-
based prevention interventions that
are packaged and available for use in trend Availabl
2.1.7| the field by prevention program 1 14 [ dretn 14 15 1\11?28086 18 21 NA
grantees. ata]
Increase the number of Agencies [trend Available
2.1.8| trained each year to implement 1,068 1,114 987 1,100 1,100 1,100 NA
data] 2/2008
DEBIs.
Long-Term Objective 2.2: Decrease the Rate of HIV Transmission by HIV-infected persons.
Decrease the rate of HIV . . .
o - Baseline- Available Available
2.2.1] transmission by HIV-infected 8/2008 NA 3/2009 NA 32010 TBD TBD TBD
persons
Decrease risky sexual and drug
using behaviors among persons at .| Available

222 risk for transmitting HIV. Baseline 11/2008 TBD TBD NA

Long-Term Objective 2.3: Decrease risky sexual and drug using behaviors among persons at risk for acquiring HIV.
Decrease risky sexual and drug-
h ! IDU - HRH - . MSM —

2.3.1| Using behaviors among persons at MS'}," | Available |Baseline| Available MSI\OA - |Available)  1pp, TBD 45%

risk for acquiring HIV 47% 12/2008 12/2008 47% | 12/2008 in 2013
Increase the proportion of persons at DU - HRH -

232 risk for HIV who received HIV MSM - Available |Baseline| Available MSM - [ Available [ DU - HRH - NA
7| prevention interventions. 18.9% 12/2008 12/2008 20% | 12/2009 | TBD TBD
Long-Term Objective 2.4: Increase the proportion of HIV-infected people in the United States who know they are infected.

Increase the proportion of HIV- . .

5 4.1 infected people in the United States Available | -\ NA NA | NA NA | Na | B0%

. . 6/2008 in 2015
who know they are infected

> 4 9| Increase the proportion of persons 84% 83% geus | Available | oo, Available | oo 90% NA

with HIV-positive test results from 10/2008 11/2009
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FY
# Key Outcomes 2004
Actual

FY 2006 FY 2007 FY FY Out-
2008 2009 Year
Target | Target | Target

FY 2005
Actual | Target Actual | Target | Actual

publicly funded counseling and
testing sites who receive their test
results.

Increase the proportion of people with
2.4.3 HIV diagnosed before progression to 77.8% 76.5% 78%
AIDS.

Available Available

32008 | "% | 1008 | 9% | 80% | NA

Long-Term Objective 2.5: Increase the percentage of HIV-infected persons in publicly funded counseling and testing sites who were referred
to Prevention Counseling and Referral Services (PCRS).

Increase the percentage of HIV-infected Baseline-
person in publicly funded counseling 11/2009 NA TBD
and testing sites who were referred to
PCRS*

251

Increase the percentage of HIV-infected
persons in publicly funded counseling Baseline-
2.5.2| and testing sites who were referred to 11/2009 TBD N/A
medical care and attended their first

appointment.

Increase the percentage of HIV-infected
persons in publicly funded counseling Baseline-
and testing sites who were referred to 11/2009
HIV prevention services.

253 TBD N/A

Increase the percentage of HIV-infected
persons in medical care who initiated
medical care within three months of
diagnosis.

254 Baseline| 11/2008 | TBD TBD N/A

*NA: Annual targets not established for this long-term goal.
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Key Outputs

FY 2004
Actual

FY 2005
Actual

FY 2006

FY 2007

Target. Actual

Target Actual

FY 2008
Target.

FY 2009
Target

Out-Year
Target

2.A

Areas funded for HIV
prevention

65

65

65

65

65

65

65

65

N/A

2B

Areas funded for HIV/AIDS
surveillance

65

65

65

65

65

65

65

65

N/A

2.C

Number of areas funded
to estimate HIV incidence

34

34

34

34

34

34

25

25

N/A

2D

Number of jurisdictions to
conduct surveillance for
behavioral risks for HIV
infection in high-risk
groups

24

24

24

24

24

24

21

21

N/A

2.E

Number of capacity
building assistance
providers supporting
minority CBOs

30

31

31

31

31

32

31

18

N/A

2.F

Number of CBOs funded
to support community
level interventions

166

162

162

162

162

164

162

147

N/A

2.G

Number of jurisdictions
funded with enhanced
testing activities

23

23

23

N/A

2H

Number of HIV tests
supported through the HIV
testing initiative*

N/A

N/A

N/A

N/A

N/A

1,500,000

1,500,000

1,500,000

N/A

2l

Minority postdoctoral
fellowships

4

3

N/A

Appropriated Amount
($ Million)*

$667.9

$662.3

$651.7

$695.5

$691.9

$691.1

*Precise targets are not available at this time.

The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
HIV/AIDS SURVEILLANCE PROGRAM

State/Territory/Grantee ;Ztﬁg%
Alabama? $855,835
Alaska $120,010
Arizona* $630,733
Arkansas $215,333
California? $2,503,358
Colorado®? $1,483,874
Connecticut® $992,965
Delaware!! $218,628
District of Columbia® $1,757,516
Florida2 $3,278,335
Georgia® $1,235,185
Hawaii $175,975
Idaho $69,747
Illinois* $729,058
Indiana® $758,488
lowa $176,112
Kansas $143,735
Kentucky $133,063
Louisiana® $1,479,984
Maine $105,487
Maryland? $1,749,181
Massachusetts® $1,096,037
Michigan12 $1,701,840
Minnesota $257,870
Mississippi $334,518
Missouri® $1,161,182
Montana $66,893
Nebraska $142,515
Nevadal® $785,703
New Hampshire $93,099
New Jersey? $3,372,243
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FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

HIV/AIDS SURVEILLANCE PROGRAM

State/Territory/Grantee Zztﬁg%
New Mexico $234,483
New York? $2,733,243
North Carolina? $792,412
North Dakota $63,329
Ohio* $911,402
Oklahoma# $484,092
Oregon $291,031
Pennsylvanial $616,209
Rhode Island $224,293
South Carolina® $809,337
South Dakota $61,003
Tennessee* $942,399
Texas? $2,229,005
Utah $177,801
Vermont $84,325
Virginias $827,536
Washington? $1,704,245
West Virginia $208,934
Wisconsin $399,453
Wyoming $61,819
Chicago® $1,433,107
Houston? $1,705,603
Los Angeles? $2,369,850
New York City? $3,968,220
Philadelphia? $1,212,151
San Francisco® $1,849,740
American Samoa $6,719
Guam $22,975
Marshall Islands $17,672
Micronesia $17,273
Northern Mariana Islands $22,712
Palau $22,091
Puerto Rico® $1,136,524
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
HIV/AIDS SURVEILLANCE PROGRAM

. FY 2007

State/Territory/Grantee Actual’3

Virgin Islands $120,495
Total States/Cities/Territories $55,585,985

' Amount includes for Incidence Surveillance; see below for number of grantees and total funding.

2 Amount includes funding for Incidence and Behavioral Surveillance; see below for number of grantees and total funding.

3 Amount includes funding for Direct Assistance, Incidence, and Behavioral Surveillance; see below for number of grantees and total funding.

4 Amount includes funding for Incidence Surveillance and EPI/EVAL TA; see below for number of grantees and total funding.

® Amount includes funding for Incidence and Behavioral Surveillance, and EPI/EVAL TA; see below for number of grantees and total funding.

5 Amount includes funding for Incidence and Behavioral Surveillance, EPI/EVAL TA, and ALOHA; see below for number of grantees and total funding.
" Amount includes funding for Incidence and Behavioral Surveillance, STARHS, and ALOHA; see below for number of grantees and total funding.

8 Amount includes funding for Incidence Surveillance, EPI/EVAL TA, and ALOHA; see below for number of grantees and total funding.

® Amount includes funding for Incidence and Behavioral Surveillance, and Name-Based Reporting; see below for number of grantees and total funding.
' Amount includes funding for Behavioral Surveillance and EPI/EVAL TA; see below for number of grantees and total funding.

" Amount includes funding for EPI/EVAL TA; see below for number of grantees and total funding.

2 Amount includes funding for Incidence and Behavioral Surveillance and ALOHA; see below for number of grantees and total funding.

" In addition to Core Surveillance, support was provided to selected health departments in FY 2007 for the following projects: Incidence Surveillance,
Behavioral Surveillance, Capacity Building for Epidemiologic and Program Evaluation Activities (EPI/EVAL TA), Laboratory Testing For Recent HIV Infection
(STARHS), Augmenting Laboratory Outcomes In HIV Assessment (ALOHA), and Name-Based HIV Reporting Supplement for Los Angeles And San
Francisco.

Non-Core Elements: FY 2007

Number of Grantees FY 07 Funding
INCIDENCE SURVEILLANCE: 34 $14,294,781
BEHAVIORAL SURVEILLANCE: 24 $8,257,656
EPI/EVAL TA: 20 $1,810,897
STARHS: 1 $449,472
ALOHA: 5 $481,072
NAME-BASED REPORTING 2 $497,326
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FY 2009 BUDGET SUBMISSION

HIV PREVENTION PROJECTS FOR STATE/LOCAL HEALTH DEPARTMENTS

FY 2007
State/Territory/Grantee Actual*

Alabama! $2,129,587
Alaska $1,417,619
Arizona $3,028,369
Arkansas $1,582,922
California? $13,618,189
Colorado $4,387,622
Connecticut? $6,260,601

Delaware? $1,888,920
District of Columbia3 $5,736,854
Florida3 $19,255,996
Georgia? $8,090,047
Hawaii $2,041,255
Idaho $883,103

llinois? $4,068,878
Indiana $2,508,313
lowa $1,649,372
Kansas $1,617,269
Kentucky! $1,921,570
Louisiana3 $5,227,602
Maine $1,613,073
Maryland? $9,737,986
Massachusetts $8,655,094
Michigan $6,386,659
Minnesota $3,171,739
Mississippi $1,835,920
Missouri $3,737,842
Montana $1,263,843
Nebraska $1,205,605
Nevada $2,756,285
New Hampshire $1,598,713
New Jersey? $13,192,984
New Mexico $2,270,963
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FY 2009 BUDGET SUBMISSION

HIV PREVENTION PROJECTS FOR STATE/LOCAL HEALTH DEPARTMENTS

FY 2007
State/Territory/Grantee Actual*
New York? $26,785,716
North Carolinat $4,208,066
North Dakota $672,678
Ohio $5,206,904
Oklahoma $2,434,358
Oregon $3,018,171
Pennsylvania $4,377,928
Rhode Island $1,642,131
South Carolina? $4,460,943
South Dakota $642,291
Tennessee $3,913,051
Texas? $12,936,907
Utah $1,071,870
Vermont $1,460,681
Virginia! $4,938,495
Washington $3,337,579
West Virginia $1,684,759
Wisconsin $2,788,528
Wyoming $787,249
Chicago $5,443,889
Houston $5,092,037
Los Angeles $12,888,698
New York City! $21,281,593
Philadelphia? $6,327,782
San Francisco $9,005,739
American Samoa $174,435
Guam $499,622
Marshall Islands $122,518
Micronesia $212,866
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

HIV PREVENTION PROJECTS FOR STATE/LOCAL HEALTH DEPARTMENTS

FY 2007
State/Territory/Grantee Actual*
Northern Mariana Islands $192,386
Palau $235,697
Puerto Rico? $4,051,694
Virgin Islands $407,698
Total States/Cities/Territories $297,045,753

* Amounts reflect new funding only. Approximately $3 million in unobligated funds was used as an offset.
' Amount includes Direct Assistance; see below for number of grantees and funding.
2 Amount includes funding for perinatal prevention; see below for number of grantees and funding.

* Amount includes Direct Assistance and perinatal prevention funds: see below for number of grantees and funding.

Additional Components:

NUMBER OF GRANTEES FY 07 FUNDING
DIRECT ASSISTANCE: 10 $1,383,499
PERINATAL PREVENTION 15 $5,845,208
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VIRAL HEPATITIS

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

BA $17,354,000 $17,582,000 $17,504,000 -$78,000

AUTHORIZING LEGISLATION
PHSA §§ 301, 306, 307, 308(d), 310, 311, 317, 317(a), 317N
FY 2009 AUTNOTIZAtION. . ..o e e Indefinite

ANOCATION METNOAS. . ...t Direct Federal/Intramural;
Competitive Grant/Cooperative Agreements; Contracts, and Other.

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

Since early in its history, CDC has been involved in viral hepatitis prevention and control programs.
In 2006 the Division of Viral Hepatitis was transferred to NCHHSTP, which has enabled CDC to
better integrate the prevention and control of viral hepatitis infections and disease into public health
programs (such as STD treatment and HIV counseling and testing facilities) for individuals with
similar risk factors and to collaborate more effectively with international partners in halting the
spread of viral hepatitis.

CDC conducts surveillance, research, education and training, and program development in order to
provide leadership and coordination for the viral hepatitis prevention and control efforts of public
and private sector partners in the U.S., with activities focusing on hepatitis A virus (HAV), hepatitis
B virus (HBV), and hepatitis C virus (HCV). All three viruses can cause an acute illness
characterized by nausea, malaise, abdominal pain, and jaundice. HBV and HCV also can produce
a chronic infection that is associated with an increased risk for chronic liver disease and
hepatocellular carcinoma.

CDC has issued recommendations to eliminate HBV in the U.S., as well as guidelines for
prevention and control of HAV and HCV. The availability of effective vaccines for HAV and HBV has
enabled great progress in the control of these two infections.

o Hepatitis A incidence has decreased by approximately 88 percent nationwide. The 2005
rate of 1.5 new cases per 100,000 population was the lowest ever recorded.

o Among Alaska Natives and American Indians, which are the populations with the highest
disease rates in the pre-vaccine era, hepatitis A incidence has declined by 99 percent,
thereby eliminating a racial disparity in health.

e Childhood immunization and perinatal screening programs have produced similar results in
regard to hepatitis B. The 2005 rate of 1.9 cases of acute hepatitis B per 100,000 population
was also the lowest rate ever recorded, and rates among children aged less than 19 years
have decreased 96 percent since 1990, from 2.4 to 0.1 per 100,000.

e As aresult of CDC's measures to prevent perinatal HBV transmission, more than 95 percent
of pregnant women in the United States are now screened for HBV infection during
pregnancy. Since the implementation of routine childhood hepatitis B immunization, an
estimated 6,800 perinatal infections and an additional 18,700 infections during the first 10
years of life have been prevented annually in the United States.

e Hepatitis B incidence has declined most among children and adolescents in Asian/Pacific
Islander, Alaska Native, and black populations, eliminating another racial disparity in health.
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Targeted prevention efforts have yielded a decline of approximately 80 percent in hepatitis
C incidence since the late 1980s. Blood donor screening has virtually eliminated
transfusion-associated cases of HCV infection, which are now estimated to occur less than
once per 2 million transfused units of blood.

Challenges remain, however, and viral hepatitis still represents a major health concern for the
citizens of the U.S.

Hepatitis A vaccination coverage remains low among some populations at risk, and new
infections continue to occur. Large, multi-state outbreaks have been caused by the
distribution of food contaminated with the hepatitis A virus (HAV). An estimated 42,000 new
HAV infections occurred in this country in 2005.

More significantly, adults engaged in risk behaviors and members of certain ethnic populations
continue to be at increased risk for infection with and transmission of the hepatitis B and hepatitis C
viruses (HBV and HCV).

The prevalence of HBV infection among young men who have sex with men (MSM), for
example, has changed little from that which was observed when vaccine first became
available more than 20 years ago.

While hepatitis B immunization is routinely recommended for MSM, other persons with
multiple sex partners, and injection drug users (IDUs), numerous barriers such as the lack of
ongoing availability and/or administration of the vaccine have limited implementation of this
prevention activity.

Specific CDC activities to prevent and control viral hepatitis include:

Supporting adult viral hepatitis prevention coordinators in 55 health departments to facilitate
activities including: 1) promoting program integration to increase effectiveness and
efficiency in public health and clinical settings; 2) identifying resources for hepatitis A and B
vaccination and improving vaccine coverage among vulnerable populations; 3) increasing
the number of persons with chronic infections who know their status, and developing referral
networks to address their needs; and 4) reducing health disparities among Asian Americans
in regard to HBV infection and among blacks in regard to HCV infection.

Educating health care and public health professionals to improve identification of persons at
risk for chronic infection as well as ensuring appropriate counseling, diagnosis,
management, and treatment. Particular emphasis is placed on integrating hepatitis control
activities with other services for at-risk populations.

Continuing to monitor acute infections, helping more states adopt surveillance for chronic
HBV and HCV infections, evaluating nationwide surveillance activities, and implementing
enhanced surveillance in selected states and counties.

FUNDING HISTORY TABLE*

FISCAL YEAR AMOUNT ‘
FY 2004 $18,065,000
FY 2005 $17,912,000
FY 2006 $17,578,000
FY 2007 $17,354,000
FY 2008 $17,582,000

*Additional funding for hepatitis control is provided in the Food Safety
and the Emerging Infections budget activities.
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BUDGET REQUEST

The CDC FY 2009 request includes $17,504,000 for Viral Hepatitis, a decrease of $78,000 below
the FY 2008 Enacted level for an Individual Learning Accounts (ILA) and an administrative
reduction. All other activities will be supported at the FY 2008 Enacted level. Hepatitis A outbreak
response and hepatitis B control activities are also supported in the emerging infections and food
safety budget lines.

Since 1995, the reported incidence of hepatitis A, B, and C has declined by 75 percent or more.
These data both confirm and inform the efficacy of public health interventions, including vaccination
(for hepatitis A and B), screening of the blood supply, and other health interventions, such as
decreasing injection drug use.

In FY 2009, CDC will fund viral hepatitis prevention and control activities in 55 areas. CDC will also
continue its hepatitis prevention and control activities by sustaining support to education and
training, epidemiology and surveillance activities, and laboratory research.

Epidemiology and Surveillance Activities

CDC will continue to monitor and evaluate rates and risk factors associated with acute and chronic
infections with hepatitis viruses; conduct research, including outbreak investigations, clinical trials
and population-based demonstration projects; and provide consultation to state, local, national, and
international authorities.

e CDC will fund seven viral hepatitis surveillance sites to implement enhanced surveillance
and develop best practices for monitoring chronic HBV and HCV infections, and aims to
achieve the following target for FY 2009:

¢ Increase the number of areas reporting chronic hepatitis C virus infections to CDC from 24
in 2004 to 35 states.

Education, Training, and Program Collaboration

CDC will fund Viral Hepatitis Education and Training Projects to develop and disseminate viral
hepatitis education and training materials.

CDC will continue to provide leadership in program collaboration and service integration for
populations affected by viral hepatitis, HIV/AIDS, STDs and TB, with a particular focus on
appropriate integration of screening and immunization for viral hepatitis into HIV/AIDS and STD
prevention programs.

CDC will continue to provide technical assistance, recommendations, and guidelines for the
prevention and control of viral hepatitis such as the following:

¢ In 2006, CDC published a comprehensive immunization strategy to eliminate transmission
of HBV in the United States, outlining a national strategy to accomplish this important public
health objective.

e In 2007, CDC published a Public Health Reports Supplement titled “Integrating Viral
Hepatitis Prevention into Public Health Settings.” This supplement detailed and encouraged
the integration of viral hepatitis prevention into public health settings to achieve better health
outcomes especially for those populations at highest risk for HCV, HIV, and STDs.

e |n 2008, CDC will publish screening guidelines for hepatitis B infection.
Laboratory Research

CDC will continue to conduct and support laboratory studies related to the epidemiology, molecular
epidemiology, and natural history of acute and chronic infections with hepatitis viruses and liver
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disease; develop and validate diagnostic approaches to identify infections with hepatitis viruses;
develop and evaluate methods to prevent acute and chronic infection and disease outcomes,
including vaccines; and ensure the transfer to partners of state-of-the-art methods and approaches
for the identification and diagnosis of infections with hepatitis viruses.

OUTCOME TABLE
FY FY FY 2006 FY 2007 FY FY Out-
# Key Outcomes 2004 2005 2008 2009 Year
Actual | Actual | Target | Actual | Target | Actual | Target | Target | Target

Long-Term Objective 2.6: Reduce the Rates of Viral Hepatitis in the United States.

Reduce the rate of new Available

2.6.1 | cases of hepatitis A (per 1.9 1.5 2.6 1.2 25 7/2008 24 24 2
100,000 population)!
Reduce the rate of new Available

2.6.2 | cases of hepatitis B (per 21 1.9 * 1.6 1.9 7/2008 1.8 1.8 15
100,000 population)?
Increase the proportion of

263 | Indviduals knowing their Baseline | 50% NA NA NA NA NA NA NA

hepatitis C virus infection
status

Increase the number of areas
reporting chronic hepatitis C
2.6.4 | virus infections to CDC to 50 24 29 * NA NA 36 33 35 37
states and New York City
and the District of Columbia

* New measure established in 2007.

! Target is consistent with Healthy People 2010 goals for hepatitis A. Additional funding to support hepatitis A outbreak response and vaccination is provided
in the food safety and immunization budget lines.

2 Additional funding to support hepatitis B control and immunization is provided in the Emerging Infections line.

OUTPUT TABLE
FY FY FY 2006 FY 2007 FY FY 2009 Out-
# Key Outputs 2004 2005 2008 Year
Target
Actual | Actual | Target | Actual | Target | Actual | Target g Target
2 Number ofsﬁes fun'ded for N N N 7 7 7 7 7 NA
viral hepatitis surveillance
Number of areas funded for
2.K | viral hepatitis prevention * * * 52 52 52 52 52 NA
activities
Appropriated Amount
(8 Million)’ $18.1 $17.9 $17.6 $17.4 $17.6 $17.5

* The Division of Viral Hepatitis was added to NCHHSTP Fiscal Year 2007

The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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SEXUALLY TRANSMITTED DISEASES (STDS)
FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

BA $155,037,000 $152,329,000 $151,651,000 -$678,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 306, 307, 308(d), 310, 311, 317, 317(a), 317P, 318, 318A, 322, 325, 327, 352,
Tuskegee Health Benefits: P.L. 103-333

FY2009 AUNOTIZAION ...t e e e e e Indefinite

AOCAtION METhOAS. ... e Direct Federal/Intramural;
Competitive Grant/Cooperative Agreements; Formula Grants/Cooperative Agreements; Contracts,
and Other.

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

Grant programs to states to prevent and control STDs were first authorized in the National Venereal
Disease Control Act of 1938. In 1957, the program was transferred to CDC where it evolved to
address changing demographics in the U.S., changes in the disease burden, and changing
prevention modalities. For instance, in the early 1990s, a program to reduce STD-related infertility
was implemented, after trials demonstrated that screening of young women for chlamydia could
reduce high rates of disease in this population. The primary authorizing language for CDC’s STD
Prevention Program is section 318 of the Public Health Service Act. Infertility prevention activities
are authorized under section 318A, and HPV-related activities are authorized under section 317P.

STDs remain a "hidden epidemic" in the United States, with about 19 million new infections each
year. They are among the most costly and preventable diseases in the U.S., mainly affecting
adolescents and adults, and are the source of some of the most profound racial disparities in
health. CDC supports STD prevention and control. The program’s overarching long-term goal is to
reduce the rates of non-HIV STDs in the U.S. This goal is accomplished by:

e Monitoring disease trends using national and local data to focus and assess current
prevention activities.

o Conducting behavioral, clinical, and health services research and program evaluation to
provide a scientific base for improving program efforts.

e Providing education and training through guideline development, 10 regional STD/HIV
Prevention Training Centers, and programs to ensure that healthcare professionals are
prepared to provide optimal STD treatment, care, and prevention services.

e Building national partnerships for STD prevention to educate health professionals, the
public, and policymakers about the importance of STD prevention and the impact of STDs
on the health of Americans, particularly women and infants, adolescents, and minority
populations.

¢ Providing financial, direct personnel, and technical assistance to state and local health
departments to deliver clinical and prevention services.

About 75 percent of CDC’s STD prevention funds are allocated through Comprehensive STD
Prevention Systems (CSPS) grants to state, local, and territorial health departments, promoting a
community-wide, science-based, interdisciplinary systems approach to STD prevention as
recommended by the Institute of Medicine (IOM) in its report, The Hidden Epidemic: Confronting
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Sexually Transmitted Diseases. Two foci are syphilis elimination and infertility prevention. CDC also
supports special surveillance studies for human papillomavirus (HPV) and herpes simplex 2 (HSV-
2); supports epidemiologic, behavioral, laboratory and health services research on a variety of
STDs; provides program support, training, and health communications for national STD prevention
programs; and develops recommendations for HPV vaccines and implementation issues pertinent
to such vaccines.

Infertility Prevention Program

The national Infertility Prevention Program, a collaboration between CDC and the Office of
Population Affairs, supports chlamydia screening and treatment services for low-income, sexually
active women attending family planning, sexually transmitted diseases, and other women’s
healthcare clinics through cooperative agreements. Screening is necessary because Chlamydia is
usually asymptomatic and, if untreated, can cause severe health consequences for females,
including pelvic inflammatory disease (PID), ectopic pregnancy, and infertility. Up to 40 percent of
females with untreated chlamydia infections develop PID, and 20 percent of those may become
infertile. CDC also conducts research to identify the biological and behavioral determinants of
chlamydia transmission and assess the feasibility, acceptability, and cost-effectiveness of
chlamydia screening for males. CDC supports screening programs in all 65 STD project areas.
CDC recommends annual screening of all sexually active women 25 years and younger for
chlamydia.

o Between 1988 and 2006, screening programs supported by CDC in HHS Region 10
(serving Alaska, ldaho, Oregon and Washington) have demonstrated a decline in chlamydia
positivity of 50 percent (from 15.1 percent to 7.5 percent) among 15 to 24-year-old women
in participating family planning clinics.

e In 2006, the median state-specific prevalence among women 15 to 24 years of age
screened in family planning clinics was 6.7 percent.

Syphilis Elimination

In 1999, CDC launched its National Plan to Eliminate Syphilis from the U.S. to capitalize on a
decade of declining rates of syphilis. The plan was designed to end the sustained transmission of
the disease in the U.S. by focusing efforts on the populations most affected by syphilis—
heterosexual minority populations, particularly African Americans. In these populations, substantial
progress has been made in reducing the burden of syphilis, yet overall syphilis rates have been on
the rise, largely because of increasing rates of syphilis among men who have sex with men (MSM).
CDC provides additional funding through a component of the CSPS to a limited number of
jurisdictions to address syphilis. Funding is based in part upon a formula utilizing syphilis cases.
CDC, with its partners, has:

o Reduced the reported rate of primary and secondary syphilis among females 50 percent
from 2.0 cases per 100,000 population in 1999 to 1.0 cases per 100,000 population in 2006.

¢ Reduced the reported rate of congenital syphilis 41 percent from 14.5 cases per 100,000
live births in 1999 to 8.5 cases per 100,000 live births in 2006.

o Decreased black-to-white ratio of reported syphilis 79 percent from 28.6:1 in 1999 to0 5.9:1 in
2006.

Human Papillomavirus (HPV) and other STDs

CDC also supports developing recommendations for HPV vaccines and implementation issues
pertinent to such vaccines, including monitoring HPV vaccine impact through new surveillance
programs. In addition, CDC supports special surveillance studies for HPV and HSV-2;
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epidemiologic, behavioral, laboratory and health services research on a variety of STDs; and
program support, training and health communications for STD prevention programs nationally.
Accomplishments include:

e Development of an HPV Webpage with fact sheets in English and Spanish. Through
December 2006, there were 6.7 million page views of this material.

o Developed educational materials for providers, patients and the general public.
e Conducted sentinel surveillance of HPV infection and published results.
¢ Initiated behavioral studies of the impact of HPV-related diagnoses.

STD/HIV Training Centers

The National Network of STD/HIV Prevention Training Centers (PTCs) is a CDC-funded group of
10 regional centers created in partnership with health departments and universities. The PTCs are
dedicated to increasing the knowledge and skills of health professionals in the areas of sexual and
reproductive health. The National Network provides health professionals with a spectrum of state-
of-the-art educational opportunities including experiential learning with an emphasis on prevention.

e From April 2006 - March 2007 32,414 students have been trained, 12,895 course hours
have been provided and 1,010 training events have occurred.

FUNDING HISTORY TABLE

FISCAL YEAR AMOUNT

FY 2004 $158,580,000
FY 2005 $159,633,000
FY 2006 $157,201,000
FY 2007 $155,037,000
FY 2008 $152,329,000

BUDGET REQUEST

The CDC FY 2009 request includes $151,651,000 for STD prevention, a decrease of $678,000
below the FY 2008 Enacted level for an Individual Learning Accounts (ILA) and an administrative
reduction. All other activities will be supported at the FY 2008 Enacted level.

CDC will continue its STD prevention and control activities in conjunction with state and local health
departments. Some key activities, objectives and targets that will guide activities in FY 2009 are:

STD Prevention

About 75 percent of CDC’s STD prevention budget supports cooperative agreements for the
Comprehensive STD Prevention Systems (CSPS). CSPS grants support state, local, and territorial
health department efforts to provide community and individual behavior change interventions;
ensure medical, laboratory services and partner services; conduct surveillance and data
management; provide or ensure training and professional development; and ensure a documented
STD outbreak response plan.

e In 2009, CDC will provide technical and financial assistance to 65 grantees for STD
prevention activities.

e Reported cases of nationally-notifiable STDs have leveled or increased in recent years,
putting intense pressure on state and local health departments to address these STDs with
diminished state and local funding and national funding that has remained level.
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e Increase in reported chlamydia cases and rates per 100,000 population of 5.6 percent
between 2005 and 2006. Increase partly reflects increased screening and use of more
sensitive screening tests, but also likely a real increase in infections. CDC aims to reduce
any increases in infection and has set targets for no increase in reported cases in family
planning clinics and for decreases in prevalence among high risk women.

e Following a 74 percent decline in reported rate of gonorrhea between 1975 and 1997, the
rate of reported gonorrhea plateaued for several years, but increased in 2005 and 2006. In
2009, CDC aims to halt these increases and bring rates in women down to 2005 levels.

o The rate of primary and secondary (P&S) syphilis decreased throughout the 1990s, and in
2000 reached an all-time low. After reaching a nadir in 2001, diagnoses of primary and
secondary syphilis are again on the increase. Today, more than 60 percent of new
infections are diagnosed in men who have sex with men (MSM), presenting the challenge of
the need to address two distinctly different syphilis epidemics. In 2009, CDC aims to reverse
these increases by redoubling prevention for MSM.

Because STDs are increasingly diagnosed in the private sector, in 2009, CDC will broaden its
efforts to include new partnerships with professional organizations, private health care providers
and the general public, while maintaining its support and work within the public sector.

e In 2006, 76 percent of Chlamydia cases, 65 percent of gonorrhea cases, and 65 percent of
primary and secondary syphilis cases were reported from the private sector.

Drug resistance is an increasingly important concern in the treatment and prevention of gonorrhea.
In FYs 2008 and 2009, CDC will continue to monitor the presence of drug resistant gonorrhea
through the Gonoccocal Isolates Surveillance Project, a model national sentinel surveillance system
that monitors antimicrobial resistance to Neisseria gonorrhoeae in the U.S. CDC will also work with
NIH and others to identify potential treatments for resistant infections.

e In April 2007, based on preliminary 2006 data that showed widespread fluoroquinolone-
resistance among both heterosexuals and men who have sex with men (MSM), CDC
revised its gonorrhea treatment guidelines, no longer recommending that this class of
antibiotics be used to treat gonorrhea in the United States in any population or geographic
area.

o With the loss of fluoroquinolones, recommended gonorrhea treatments are limited to a
single class of antibiotics, cephalosporins. At the same time, local and state surveillance
capacity for monitoring resistant gonorrhea has diminished over time with the increasing use
of nucleic acid amplification tests as fewer U.S. laboratories are conducting culture and
susceptibility testing.

There are numerous other challenges to core STD prevention and control efforts:

¢ With diminishing treatment options for gonorrhea, program areas will need to be able to
quickly identify gonorrhea treatment failures, which may reflect resistant cases and respond
to outbreaks of resistant gonorrhea to contain the spread of infection for which there may be
no treatment options in the near future. Program capacity does not currently exist for this.

o Data systems for disease surveillance are outdated and unable to keep pace with
technology. Outbreak detection and timely recognition of disease resistance is thus severely
impaired and difficult to achieve.

Infertility Prevention

The Infertility Prevention Program will continue to be supported as part of the CSPS in FY 2009.
The Infertility Prevention Program provides grants or cooperative agreements to 65 state and local
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STD prevention programs and regional infertility programs to ensure clinical services including
chlamydia and gonorrhea screening and treatment of young, sexually active women and their
sexual partners; support laboratory testing; and develop surveillance and data management
systems to ensure collection of all CDC core data elements.

Chlamydia screening is ranked as a highly-cost effective clinical preventive service with low delivery
rate (<50 percent adherence to guidance in the private sector) CDC has set a priority to increase
chlamydia screening rates nationally and has developed an initiative to engage partners in the
private sector on this important reproductive health issue. In 2008 and 2009, CDC will continue to
pursue important elements of the initiative, including:

o Collaboration with the Partnership for Prevention, a national nonprofit organization, to
promote the use of high-impact preventive services, including chlamydia screening.

o Conducting research to address barriers to screening, the role of partner services, and the
potential of male screening.

o Creating a National Chlamydia Screening Coordinator position to coordinate CDC’s private
sector relationships and initiative, and convening a coalition of national partners with
common interest in preventing Chlamydia.

In FY 2009, CDC will fund 65 state and local STD prevention programs (through Comprehensive
STD Prevention Program) and 10 regional infertility programs, with the following targets for FY
2009:

e Reduce the prevalence of chlamydia among high-risk women under age 25 to 8.7 percent.

e Reduce the prevalence of chlamydia among women under age 25 in publicly funded family
planning clinics to 6.3 percent.

¢ Reduce the incidence of gonorrhea in women aged 15 to 44 to 276 per 100,000 population.

In FY 2009, CDC is undertaking policy initiatives to assist STD prevention programs with
implementation of Expedited Partner Therapy (EPT), the practice of providing treatment to partners
of persons diagnosed with an STD without clinical examination or encounter with those partners.

In 2006, CDC recommended EPT as a useful option for treatment of partners of patients diagnosed
with chlamydia and gonorrhea, and further collaboration with partners such as the American
Medical Association, the American Bar Association, and the Counsel of State Governments will
speed the adoption of this important healthcare practice. In FY 2009, CDC will begin implementing
stage 1 and stage 2 of this effort.

Syphilis Elimination

At least $30.0 million will support the Syphilis Elimination (SE) efforts in FY 2009. This funding,
awarded as a component of CSPS grants, supports enhanced surveillance; community involvement
and partnerships; rapid outbreak response capabilities; and enhanced health promotion.

CDC plans to fund 42 syphilis elimination programs and award 15 percent of funds to project areas
to support non-governmental organizations serving affected populations.

e To be more responsive to the evolving syphilis epidemic, wide variation in project area
funding, and overall level funding, in 2008, CDC implemented a new SE funding formula.

To improve monitoring of syphilis elimination activities and progress toward meeting elimination
objectives, CDC provides guidance for Evidence-based Action Planning for SE.

e SE programs are required to use an evidence-based action plan to guide the collection of
information on the target populations, interventions provided, resources allocated, and
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outcomes to facilitate program assessment, improve effectiveness, and inform decisions
about future program development.

Other Activities

In 2009, CDC will continue to conduct Human Papillomavirus (HPV) surveillance and evaluate
vaccination impact.

o CDC has undertaken a number of projects to monitor the impact of HPV vaccination,
including: 1) monitoring CIN 2/3 by establishing a network of geographically diverse sentinel
sites from well-defined populations; 2) monitoring changes in anogenital warts; and 3)
monitoring the behavioral impact of the HPV vaccine (e.g., Pap testing and sexual
behavior).

CDC plans to sustain funding of 10 STD/HIV regional prevention training centers. Training courses
focus on such topics as HIV/AIDS, adolescent health, racial and sexual minorities, correctional
health, substance abuse and women’s health.

OUTCOME TABLE

FY FY FY 2006 FY 2007 FY FY Out-
# Key Outcomes 2004 2005 2008 2009 Year
Actual | Actual | Target | Actual | Target | Actual | Target | Target | Target

Long-Term Objective 2.7: Reduce the rates of Non-HIV Sexually Transmitted Diseases (STDs) in the United States.

Reduce pelvic inflammatory 132,000 | 176,000

27.1 | disease in the United States visits visits NA NA NA NA NA NA <150,000
Reduce the prevalence of Available

2.7.2 | chlamydia among high-risk 9.70% 9.20% 9.30% | 13.10% [ 9.30% 10/2008 9.00% 8.70% 8.50%
women under age 25
Reduce the prevalence of
chlamydia among women Available

273 | inder age 25, in publicly 6.30% 6.30% 6.30% 6.70% 6.30% 10/2008 6.30% 6.30% 6.30%

funded family planning clinics

Reduce the incidence of
2.7.4 | gonorrhea in women aged 15
to 44 (per 100,000 population)

267/ 275/ 278/ 290/ 278/ | Available | 276/ 276/ <276/
100,000 | 100,000 | 100,000 | 100,000 | 100,000 | 10/2008 | 100,000 | 100,000 | 100,000

Eliminate syphilis in the 2.7/ 3.0/ <3.2/
275 | United States 100,000 | 100000 | A NA NA NA NA NA 1 100,000

Reduce the incidence of P&S
2.7.6a | syphilis in men (per 100,000
population)

4.7/ 5.1/ Establish 5.7/ 4.5/ | Available 5.5/ 54/ <5.4/
100,000 | 100,000 | baseline | 100,000 | 100,000 | 10/2008 | 100,000 | 100,000 | 100,000

Reduce the incidence of P&S
2.7.6b | syphilis in women (per
100,000)

0.8/ 0.9/ 0.58/ 1.0/ 0.8/ | Available [ 0.9/ 0.9/ <0.9/
100,000 | 100,000 | 100,000 | 100,000 | 100,000 | 10/2008 | 100,000 | 100,000 | 100,000

Reduce the incidence of
2.7.7 | congenital syphilis per
100,000 live births

9.1/ 8.0/ 8.8/ 8.5/ 8.8/ | Available 8.5/ 8.5/ <8.5/
100,000 | 100,000 | 100,000 | 100,000 | 100,000 | 10/2008 | 100,000 | 100,000 | 100,000

Reduce the racial disparity of

278 | P&S syphilis (reported ratio is 5.5 5.4:1 56:1 59:1 561 Available 551 5 4:1 <41
o black:white) - o e e -0 10/2008 oH A4 4:
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Key Outputs

FY 2004
Actual

FY 2005
Actual

FY 2006

FY 2007

Target Actual

Target Actual

FY 2008
Target

FY 2009
Target

QOut-Year
Target

2L

Technical and
financial assistance
to grantees for STD
Prevention

65

65

65

65

65

65

65

65

NA

2M

Syphilis Elimination
Programs Funded

35

35

38

38

38

38

42

33

NA

2N

Regional Infertility
Programs Funded

10

10

10

10

10

10

10

NA

20

STD/HIV Regional
Prevention Training
Centers Funded

10

10

10

10

10

10

10

NA

2P

Percent of Syphilis
elimination funds
awarded to project
areas to support
organizations serving
affected populations

30

30

30

30

30

30

30

15

NA

Appropriated
Amount
($ Million)!

$158.6

$159.6

$157.2

$155.0

$152.3

$151.7

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
COMPREHENSIVE SEXUALLY TRANSMITTED DISEASES (STD)

PREVENTION PROGRAM
FY 2007
State/Territory/Grantee Actual**
Alabama* $2,019,893
Alaska $435,671
Arizona* $1,850,872
Arkansas $1,167,046
California* $6,329,518
Colorado* $2,729,237
Connecticut $1,075,807
Delaware $376,338
District of Columbia $1,827,494
Florida* $4,741,460
Georgia* $3,914,402
Hawaii* $364,241
Idaho $406,587
lllinois* $2,199,752
Indiana $1,969,769
lowa $718,099
Kansas $784,223
Kentucky $1,066,816
Louisiana* $2,253,216
Maine $310,433
Maryland* $3,914,718
Massachusetts $1,797,120
Michigan* $2,852,484
Minnesota* $1,117,758
Mississippi $1,293,651
Missouri $2,365,701
Montana $310,383
Nebraska $451,852
Nevada* $494,623
New Hampshire $266,001
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
COMPREHENSIVE SEXUALLY TRANSMITTED DISEASES (STD)

PREVENTION PROGRAM
FY 2007
State/Territory/Grantee Actual**
New Jersey $3,473,725
New Mexico* $955,222
New York $2,823,332
North Carolina* $4,609,097
North Dakota $264,085
Ohio* $3,811,272
Oklahoma* $1,257,875
Oregon* $1,200,961
Pennsylvania $2,259,157
Rhode Island $413,167
South Carolina* $1,857,929
South Dakota $208,185
Tennessee $2,929,853
Texas* $7,684,458
Utah $483,117
Vermont $171,655
Virginia* $2,266,679
Washington* $2,991,068
West Virginia $698,685
Wisconsin $1,480,500
Wyoming $253,886
Indian Tribes (NW Portland) $202,130
Chicago $3,395,467
Los Angeles $3,920,358
New York City* $6,176,922
Philadelphia* $3,398,490
San Francisco $2,292,878
American Samoa $55,929
Guam $100,751
Marshall Islands $136,934
Micronesia $66,558
Northern Mariana Islands* $119,067
Palau $43,609
Puerto Rico* $1,876,696
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FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
COMPREHENSIVE SEXUALLY TRANSMITTED DISEASES (STD)
PREVENTION PROGRAM

FY 2007

State/Territory/Grantee Actual**

Virgin Islands $193,222
Total States/Cities/Territories $115,478,084

* Grantee received funding from one or more of the following supplements: Comprehensive STD Prevention
Systems ($1,578,211); Preventive Training Centers ($497,523); STD Surveillance Network ($96,000); Potential
Extramural Projects ($187,500)

**Excludes HIV/STD co infection funds.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
92



NARRATIVE BY ACTIVITY
INFECTIOUS DISEASES
HIV/AIDS, VIRAL HEPATITIS, STD, AND TB PREVENTION

TUBERCULOSIS (TB)

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

BA $134,668,000 $140,359,000 $139,735,000 -$624,000

AUTHORIZING LEGISLATION
PHSA §§ 301, 306, 307, 308(d), 310, 311, 317, 317(a), 317E
FY 2009 AUINOTIZAatiON. . ... e e Indefinite

Allocation MethOdS........ooieiii e Direct Federal/Intramural;
Competitive Grant/Cooperative Agreements; Formula Grants/Cooperative Agreements; Contracts,
and Other.

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

The Public Health Service has supported efforts to control TB in the U.S. since the early 20th
century, and programs to support TB control in the States were transferred to CDC in 1960. These
programs were so successful that by 1972, TB was no longer thought to be a threat and categorical
funding for TB was eliminated. However, the lack of specific support for TB control programs at the
national level, an increase in homelessness and the HIV epidemic led to a resurgence of TB in the
late 1980s, and, with it, multi-drug resistant (MDR) TB. Intensive efforts brought the disease under
control again and the nation is back on track toward its goal of eliminating tuberculosis. In 2006,
the lowest number of U.S. cases (13,779) was reported. Since the 1992 TB resurgence peak in the
United States, the number of TB cases reported annually has decreased by 48 percent. In addition,
the case rate is the lowest ever, at 4.6 cases per 100,000 population.

Yet, the high global burden of disease, coupled with continued problems of drug resistant strains
and a failure to develop better tools for TB control threaten our ability to eliminate TB in the U.S.
and hamper efforts to control TB globally as the decreasing trend in the annual case rate has
slowed from an annual average decline of 6.6 percent for 1993 through 2002 to an annual average
decline of 3.1 percent for 2003 through 20086.

Success in eliminating TB ultimately depends on: (1) treating infectious patients quickly and
completely; (2) treating them with drugs that work; (3) treating their close contacts; (4) treating
persons with latent infection who are at high risk of developing the disease; (5) maintaining timely,
complete local, state, and national TB information systems to monitor elimination efforts; and (6)
helping to control the spread of TB globally.

CDC provides leadership and assistance to domestic and international efforts to prevent, control,
and eliminate TB. CDC's national TB program provides grants to states and other entities for
prevention and control services; researches the prevention and control of TB; funds demonstration
projects; sponsors public information and education programs; and supports education, training,
and clinical skills improvement activities to address TB.

State TB Control Programs

CDC funds 68 cooperative agreements with state and local health departments (approximately one-
third are formula based) for TB prevention and control, including technical and financial assistance,
laboratory support, model centers, and healthcare worker training. CDC works with 41 state and
local TB advisory committees that represent patients and providers. Recent accomplishments
include:
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e Achieved continued reductions in TB morbidity in the U.S., even in the wake of high global
burden of disease. In 2006, 26 states met the definition for low incidence (< 3.5 cases per
100,000 population), similar to 2005.

o Ensured that over 85 percent of TB patients receive a curative course of treatment within 12
months of diagnosis (some patients require more than 12 months of treatment) and
conducting contact investigations to identify persons who may have been exposed to people
with active TB.

e Trained pubic health laboratorians and developing performance indicators for TB control
programs.

Applied Clinical and Epidemiologic TB Research

CDC collaborates, through contracts and interagency agreements, with the Veterans Administration
and other partners to maintain a consortium for TB clinical trials research. CDC also supports the
Tuberculosis Epidemiologic Studies Consortium to strengthen TB epidemiological, behavioral,
economic, laboratory, and operational research capacity within states, cities, and academic
institutions. This research has yielded a number of results:

o A CDC study concluded that treatment of latent TB can significantly reduce TB burden in the
U.S.

¢ Another study found that TB bacteria which are resistant to low doses of isoniazid (INH), a
first-line drug for TB, may be susceptible to higher doses of the drug.

e A comparison of the use of the tuberculin skin test (TST) and whole-blood interferon-gamma
release assays found that the blood tests do not interact with the BCG vaccine, used in
many parts of the world, and are as sensitive as the TST. This may improve efficiency in
identifying those who need to complete treatment for latent TB infection.

Global Partnerships

CDC provides leadership and technical assistance in infection control, epidemiology, surveillance
(including drug resistance surveys), program and laboratory services development, monitoring and
evaluation, operations research and training, improving diagnostic services, and identifying clinical
factors important to TB outcomes. These efforts build upon the successful program to control TB in
the United States. CDC collaborates with U.S. partners to reduce TB in high-burden countries by
developing guidelines, recommendations, and policies.

o Over the past three years, CDC has been supporting TB control efforts in more than 25
countries on 5 continents. For example, a CDC team recently collaborated with the World
Health Organization (WHO) and others to conduct a TB/HIV planning and operational
research workshop in Kiev, Ukraine.

¢ In addition, CDC is a founding member of the Stop TB Partnership, a global effort of more
than 500 governmental and non-governmental organizations, housed by the WHO.
Members of the Stop TB Partnership work towards achieving the 2006-2015 Millennium
Development Goals of reducing global TB deaths by 50 percent and the number of persons
suffering from TB by 50 percent.
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FUNDING HISTORY TABLE

FISCAL YEAR AMOUNT

FY 2004 $137,356,000
FY 2005 $138,811,000
FY 2006 $136,697,000
FY 2007 $134,668,000
FY 2008 $140,359,000

BUDGET REQUEST

The CDC FY 2009 request includes $139,735,000 for TB, a decrease of $624,000 below the FY
2008 Enacted level for an Individual Learning Accounts (ILA) and an administrative reduction. All
other activities will be supported at the FY 2008 Enacted level.

In FY 2009, CDC will continue its TB control activities in conjunction with state and local health
departments. CDC will provide financial and technical aid to 68 cities, states, and territories to
conduct TB prevention and control activities and collect TB surveillance data. Key targets in FY
2009 are to:

o Decrease the rate of cases of TB among U.S.-born persons to 1.8 per 100,000 population.

o Increase the percentage of TB patients who complete a course of curative TB treatment
within 12 months of initiation of treatment to be greater than 88 percent.

e Increase the percentage of contacts of infectious cases that are placed on treatment for
latent TB infection and complete a treatment regimen to be equal to or greater than 43
percent.

Fifty states will participate in the TB Genotyping Network, which allows health officials to detect
outbreaks almost immediately by analyzing the fingerprints of individual TB strains from across the
nation.

CDC will sustain support to applied clinical and epidemiologic TB research partners.

o CDC recently examined the efficacy of two blood tests for the detection of TB infection in an
effort to increase completed treatment of latent infection in those most at risk to progress to
TB disease.

e CDC explored the use of isoniazid (INH) in treating a highly INH-resistant TB strain to
determine the most effective and safe way to address this common drug resistance.

o CDC examined the scope and impact of treatment of latent TB infection, concluding that
treatment of latent infection can significantly decrease the TB burden in the United States.

e In FY 2009 CDC will fund 2 TB research consortia; conduct 2 studies under the TB Clinical
Trials Consortia; and execute at least three task orders under the TB Epidemiologic Studies
Consortia.

CDC will continue to support its international partners in the global effort to eliminate TB.

¢ HHS and CDC recently improved the overseas TB screening program by requiring use of
automated culturing, drug-susceptibility testing, and TB drug treatment according to US
standards. The new program has been codified and published under the title, “2007
Technical Instructions for Tuberculosis Screening and Treatment.”
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CDC is also working to decrease importation of TB through the implementation of the
Electronic Disease Notification (EDN) project, a web-based system that centralizes data
sent to U.S. quarantine stations and notifies them of newly arriving immigrants and refugees
recently cured of TB or latently infected with M. tuberculosis. EDN is currently established in
Alabama, Arizona, Colorado, Hawaii, Maryland, Michigan, Ohio, Rhode Island, Washington,
Texas, Florida (includes four counties), New York City and New York State, lllinois,
Minnesota, Virginia, Massachusetts, and Georgia.

CDC is also building program and laboratory capacity for TB control programs in the Pacific
Island jurisdictions by improving coordination at the regional reference laboratory, improving
the local capacity to conduct more specific TB diagnostic tests, and improving procedures
for specimen shipping.

CDC staff provide ongoing technical assistance to foreign countries with a high burden of
TB and to those having a strategic interest for TB control efforts in the United States; at
least 75 such technical assistance visits were made in FY 2007.

Integration of services to HIV and TB infected persons will be supported.

OUTCOME TABLE
FY FY FY 2006 FY 2007 FY FY Out-
# Key Outcomes 2004 2005 2008 2009 Year
Actual | Actual | Target | Actual | Target | Actual | Target | Target | Target
Long-Term Objective 2.8: Decrease the Rate of Cases of TB among U.S.-Born Persons in the United States
Decrease the rate of cases of Available
281 TB among U.S.-born persons 26 25 22 23 21 9/2008 1.9 1.8 <20
(per 100,000 population)
Increase the percentage of TB
patients who complete a
course ofeuralie T8 ., | Available ., | Available ., | Available o | sensr | sa o
282 .trtlegtnjent within 12 months o 82.30% 9/2008 86.20% 2/2009 87.30% 9/2010 >87.5% 88% 88.5%
initiation of treatment (some
patients require more than 12
months)
Increase the percentage of TB
283 patients with initial positive 9290% | 92.40% 95% 92.20% 95% Available 95% 5959% 5959%
culture who also have drug 9/2008
susceptibility results
Increase the percentage of
infected contacts of infectious
(Acid-Fast Bacillus [AFB] Available Available Available
284 | smear-positive) cases thatare | 43.3% 12/2008 59% 12/2009 43% 12/2010 243% 243% 243%
placed on treatment for latent
TB infection and complete a
treatment regimen

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
96



OUTPUT TABLE

NARRATIVE BY ACTIVITY

INFECTIOUS DISEASES
HIV/AIDS, VIRAL HEPATITIS, STD, AND TB PREVENTION

Key Outputs

FY 2004
Actual

FY 2005
Actual

FY 2006

FY 2007

Target

Actual

Target

Actual

FY 2008
Target

FY 2009
Target

QOut-
Year
Target

2Q

Number of cities, states, and
territories provided financial
and technical aid to conduct
TB prevention and control
activities and collect TB
surveillance data

68

68

68

68

68

68

68

68

NA

2R

Number of research
consortia funded

NA

2S

Number of studies funded
under the TB Clinical Trials
Consortia

NA

2T

Number of task orders
funded under the TB
Epidemiologic Studies
Consortia

11

1

NA

2U

Number of communications
disseminated via CD-ROM

10,500

11,000

11,500

11,200

11,200

11,200

11,200

11,200

NA

2V

Number of state public
health laboratories
participating in the TB
Genotyping Network

50

50

50

50

50

50

50

50

NA

Appropriated Amount
($ Million)!

$137.4

$138.8

$136.7

$134.7

$140.4

$139.7

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2007 DISCRETIONARY STATE/FORMULA GRANTS
TUBERCULOSIS (TB) ELIMINATION & LABORATORY PROGRAM

FOR STATE/LOCAL HEALTH DEPARTMENTS

State/City/Territory Prevention & Control Base** Laboratory Base*** Total
Alabama $944 594 $108,791 $1,053,385
Alaska $300,633 $160,167 $460,800
Arizona $918,594 $103,779 $1,022,373
Arkansas $567,671 $121,010 $688,681
California* $6,761,033 $325,664 $7,086,697
Colorado $370,415 $104,522 $474,937
Connecticut* $541,986 $79,087 $621,073
Delaware $818,345 $19,336 $837,681
District of Columbia $224 177 $81,208 $305,385
Florida* $6,603,457 $331,918 $6,935,375
Georgia* $1,351,616 $237,575 $1,589,191
Hawaii $774,602 $86,683 $861,285
Idaho $142,344 $27,108 $169,452
lllinois $885,154 $206,148 $1,091,302
Indiana $578,678 $114,368 $693,046
lowa $312,112 $153,170 $465,282
Kansas $330,107 $37,549 $367,656
Kentucky $837,088 $108,297 $945,385
Louisiana $1,145,114 $138,637 $1,283,751
Maine $89,295 $83,648 $172,943
Maryland $745515 $207,090 $952,605
Massachusetts $1,002,064 $153,211 $1,155,275
Michigan $631,851 $129,954 $761,805
Minnesota $691,293 $129,571 $820,864
Mississippi §774,921 $56,778 $831,699
Missouri $450,210 $76,465 $526,675
Montana $149,390 $22,895 $172,285
Nebraska $173,796 $29,158 $202,954
Nevada* $392,841 $68,272 $461,113
New Hampshire $178,650 $96,723 $275,373
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2007 DISCRETIONARY STATE/FORMULA GRANTS
TUBERCULOSIS (TB) ELIMINATION & LABORATORY PROGRAM
FOR STATE/LOCAL HEALTH DEPARTMENTS

State/City/Territory Prevention & Control Base** Laboratory Base*** Total

New Jersey* $3,803,120 $79,017 $3,882,137
New Mexico $333,008 $55,778 $388,786
New York $2,033,032 $184,144 $2,217,176
North Carolina $1,452,606 $173,489 $1,626,095
North Dakota $114,478 $54,719 $169,197
Ohio $913,818 $61,994 $975,812
Oklahoma $573,807 $174,845 $748,652
Oregon $528,035 $165,082 $693,117
Pennsylvania $548,388 $65,396 $613,784
Rhode Island $399,565 $74,214 $473,779
South Carolina $1,110,365 $51,777 $1,162,142
South Dakota $227,061 $10,844 $237,905
Tennessee $1,265,876 $105,662 $1,371,538
Texas* $6,069,648 $410,601 $6,480,249
Utah $322,496 $37,585 $360,081
Vermont $109,146 $16,830 $125,976
Virginia $762,372 $96,547 $858,919
Washington $1,222,859 $113,315 $1,336,174
West Virginia $270,881 $69,571 $340,452
Wisconsin $319,672 $42,932 $362,604
Wyoming $159,906 $24,018 $183,924
Baltimore $509,939 $0 $509,939
Chicago $1,759,701 $0 $1,759,701
Detroit $296,244 $0 $296,244
Houston $2,173,476 $186,644 $2,360,120
Los Angeles $4,110,380 $258,447 $4,368,827
New York City* $9,598,847 $856,465 $10,455,312
Philadelphia $630,358 $142,447 $772,805
San Diego* $1,345,448 $157,299 $1,502,747
San Francisco* $2,683,710 $155,697 $2,839,407
American Samoa $79,587 $18,820 $98,407
Guam $310,976 $83,455 $394,431
Marshall Islands $102,131 $25,244 $127,375
Micronesia $133,241 $34,055 $167,296
Northern Mariana Islands $100,281 $18,314 $118,595
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2007 DISCRETIONARY STATE/FORMULA GRANTS
TUBERCULOSIS (TB) ELIMINATION & LABORATORY PROGRAM
FOR STATE/LOCAL HEALTH DEPARTMENTS

State/City/Territory Prevention & Control Base** Laboratory Base*** Total
Palau $114,867 $12,675 $127,542
Puerto Rico $607,026 $145,189 $752,215
Virgin Islands $71,164 $0 $71,164
Total States/Cities/Territories $76,855,061 $7,761,893 $84,616,954

* Grantee received funding from one or more of the following supplements: Outbreak support ($184,213); Laboratory Services (54,851); Emerging Infectious Disease Support ($235,403);
Regional Training and Medical Consultation Centers ($48,105); Binational Support ($194,080); Laboratory Staff Training ($15,000).

** Includes funding to all grantees for human resource development.

** Does not include supplemental funding for HIV/TB coinfection programs.
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ZOONOTIC, VECTOR-BORNE, AND ENTERIC DISEASES

FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
Hanta Virus/Special Pathogens $3,818,000 $3,751,000 $3,734,000 -$17,000
Lyme Disease $5,364,000 $5,270,000 $5,246,000 -$24,000
West Nile Virus $26,767,000 $26,299,000 $19,277,000 -$7,022,000
Prion Disease $5,349,000 $5,256,000 $5,232,000 -$24,000
All Other Food Safety $22,920,000 $22,520,000 $22,415,000 -$105,000
Chronic Fatigue Syndrome (CFS) $4,834,000 $4,750,000 $4,728,000 -$22,000
Total $69,052,000 $67,846,000 $60,632,000 -$7,214,000

SUMMARY OF THE REQUEST

Multiple factors have come together to create a new epidemiological era characterized by increases
in emerging and reemerging infectious diseases. These include: zoonotic diseases transmitted from
animals to humans (SARS, plague, Hanta virus, and influenza); vector-borne diseases carried by
mosquitoes and ticks (West Nile virus, Lyme disease, dengue, and malaria); foodborne illnesses (E.
coli outbreaks and Salmonella infections); and waterborne disease challenges (chlorine-resistant
pathogens and recreational water contamination). These threats demonstrate that animals, people,
and the environment are inextricably linked, that animal health strategies impact public health, and
that the strategies to protect both should be coordinated.

CDC has brought together similarly focused programs in the National Center for Zoonotic, Vector-
Borne, and Enteric Diseases (NCZVED) to provide national and international scientific and
programmatic leadership for zoonotic, vector-borne, foodborne, waterborne, mycotic, and related
infections to identify, investigate, diagnose, treat, and prevent these diseases. Gaining a better
understanding of these diseases and the ecologies from which they have emerged requires
extensive interaction and collaboration among professionals from multiple disciplines, not just
across CDC and the traditional public health community, but also among agricultural, wildlife,
companion animal, and environmental agencies and organizations.

The CDC FY 2009 request includes $60,632,000 million for Zoonotic, Vector-Borne, and Enteric
Diseases, a decrease of $7,214,000 below the FY 2008 Enacted level, which includes a $282,000
Individual Learning Account (ILA) and administrative reduction.

e $3,734,000 for Hanta Virus/Special Pathogens (such as Ebola, Rift Valley fever) for basic
and applied laboratory and epidemiological research on special pathogens, as well as global
outbreak response.

e $5,246,000 for Lyme disease to support basic and applied laboratory and epidemiology
research targeted at the prevention, detection, and control of Lyme disease.

e $19,277,000 for West Nile Virus (WNV) to support a national coordinated plan for the
detection and control of West Nile virus, including grants to states for surveillance, working
with partners on prevention practices and programs, and conducting epidemiological and
laboratory research.

« $5,232,000 for Prion Disease for basic and applied laboratory and epidemiological research
conducted at CDC and with partners such as the National Prion Disease Pathology
Surveillance Center.
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$22,415,000 for All Other Food Safety to support collaborative surveillance systems, work
with state and local partners as well as USDA and FDA, conduct laboratory and
epidemiologic research, and respond to foodborne disease outbreaks.

$4,728,000 for Chronic Fatigue Syndrome (CFS) for basic and applied laboratory and
epidemiologic research at CDC and with partner organizations.
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WEST NILE VIRUS

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

BA $26,767,000 $26,299,000 $19,277,000 -$7,022,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, 317, 317P, 317R, 317S, 319, 319E, 319F, 319G, 327, 352, 361-363,
1102, Immigration and Nationality Act §§ 212, 232

FY 2009 AUThOTiZation .. ..o e e Indefinite

Allocation MethOds ..o e Direct
Federal/Intramural, Contract, Competitive Grant/Cooperative Agreement

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS

CDC’s West Nile virus (WNV) program was initiated in 1999 when WNV was first identified in New
York City. The purpose of the WNV program is to reduce the burden of disease caused by WNV
and other medically important arboviruses. CDC, in collaboration with other partners, defines
disease etiology, ecology, and pathogenesis in order to develop methods and strategies for disease
diagnosis, surveillance, prevention and control; and provides diagnostic reference consultation,
epidemic aid and epidemiologic consultation to State and local health departments, other
components of CDC, other Federal agencies, and national and international health organizations.
As a World Health Organization Collaborating Center for Reference and Research on Arboviruses,
CDC also provides technical expertise and assistance in professional training activities to national
and international health workers and scientists on West Nile virus and other arthropod-borne
viruses.

CDC’s WNV program provides funding for intramural programs and for extramural national and
international arboviral prevention and control activities through a variety of cooperative agreements,
grants, interagency agreements and contracts. CDC partners with federal, state, tribal and local
agencies, vector and mosquito control associations, universities, and private industry to identify and
develop mosquito-borne disease control and prevention practices and programs. National funding
provides support to all states, some large cities/counties, and Puerto Rico to assist in the
development of comprehensive, long-term disease monitoring, prevention, and control programs.

A major component of this cooperative agreement is the national arbovirus surveillance real-time
data collection electronic disease monitoring system known as “ArboNet” which is coordinated by
CDC and integrates human, equine, and other veterinary species, avian, and mosquito reports from
state health departments. As of November 2007, ArboNet has received reports of 2060 birds, 7746
mosquito pools, 407 horses, and 3265 humans infected with WNV. Other cooperative agreements
include support of a collaborative project with Tulane University for a controlled study to evaluate
the effects of WNV in pregnancy and a collaboration with the Association of State and Territorial
Health Officials (ASTHO) to distribute, evaluate, and revise the guidelines entitled “Public Health
Confronts the Mosquito: Developing Sustainable State and Local Mosquito Control Programs",
originally developed in 2004.

Extramural support for international activities includes the following projects: 1) a collaborative
study with the Medical Entomology Research and Training Unit/Guatemala (MERTU/G) and the
Ministries of Health and Agriculture in El Salvador and Guatemala to establish a sustainable early
warning system to detect human and equine arboviruses as they circulate in the region; 2) a
collaboration between CDC and the Pan American Health Organization (PAHO) to develop and
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implement programs to strengthen WNV and other arboviral surveillance and laboratory diagnosis
capabilities in Latin American countries; 3) a cooperative agreement with China conducting
surveillance activities to determine the distribution of arboviruses and the burden of disease in
China while also developing the expertise to plan and implement routine arboviral surveillance; and
4) support for a project to determine the functional outcome for survivors of Nipah virus and
Japanese encephalitis in Bangladesh.

Other West Nile virus activities and accomplishments include the following.

CDC has developed and implemented strategies and protocols that resulted in programs
screening the entire U.S. blood supply for WNV contamination beginning in July 2003. In
2007, all blood donations were screened for WNV.

CDC conducted research to systematically sequence the flavivirus and alphavirus genomes,
which assisted in the ability to detect the outbreak of Zika virus (a virus related to WNV) in
Yap, an island in the Federated States of Micronesia, and to investigate adverse events
associated with yellow fever and vaccines.

CDC collaborated with Fort Dodge Animal Health to develop the world’s first licensed DNA
vaccine. The vaccine, which protects horses from WNV, was licensed in 2005, and the
technology is now in clinical trials for humans. To further expand the use of the WNV DNA
vaccine, CDC tested the efficacy of the WNV DNA vaccine in multivalent formulations with
Japanese encephalitis virus and dengue virus DNA vaccines through a contract with the
Southwest Foundation for Biomedical Research.

To help control WNV vectors, CDC collaborated with state and local mosquito control and
health agencies to study the behavior, ecology, and pesticide susceptibility of key WNV
vectors. Due to the detection of resistance to certain pesticides, CDC is working with local
agencies to develop and implement resistance and management plans.

CDC provided laboratory training to all State health departments on WNV diagnosis to
establish rapid diagnostic testing in laboratories throughout the U. S. and the Caribbean.
CDC developed standardized diagnostic protocols for antiviral antibody and viral nucleic
acid detection in clinical specimens, permitting rapid diagnosis of WNV infection. In 2007,
Puerto Rico detected WNV activity for the first time; ongoing CDC support allowed health
officials to accurately and rapidly detect this outbreak.

CDC continues to maintain a world reference collection of arboviruses. This collection is
one of two international resources for identification of unknown etiologic agents and
diagnosis of arboviral infections.

FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $34,633,000
FY 2005 $37,809,000
FY 2006 $44,982,000
FY 2007 $26,767,000
FY 2008 $26,299,000

BUDGET REQUEST

CDC’s FY 2009 request includes $19,277,000 for West Nile virus, a decrease of $7,022,000 (of
which $90,000 is for an Individual Learning Account and administrative reduction) below the FY
2008 Enacted level. CDC’s West Nile virus (WNV) program is in support of CDC’s goals of People
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Prepared for Emerging Health Threats and Healthy People in Every Stage of Life. The WNV
program will continue to focus on four main goals in fiscal year 2009: 1) disease surveillance and
outbreak response; 2) applied research to develop diagnostic tests, drugs, vaccines, and
surveillance and prevention tools; 3) public health infrastructure and training; and 4) disease
prevention and control. CDC’s WNV program has resulted in a dramatic increase in national, state,
and local capacities to identify and respond to outbreaks of endemic or newly introduced arboviral
pathogens. Federal funds have been used by public health officials to leverage state funding in
support of enhanced expertise in vector-borne diseases in 57 state and large local health
departments. In addition, CDC has investigated international arboviral outbreaks, and has
developed specific surveillance and control projects in Latin America, China, India, and Kenya.
These demonstration projects help inform national arboviral prevention and control efforts, and will
strengthen CDC'’s capacity and readiness to respond to future introductions of other exotic arboviral
pathogens in the U.S.

The key challenge to the WNV program is to maintain the newly acquired national, state, and local
expertise in vector-borne viral diseases, as the disease becomes more endemic in the U.S.
Maintenance of this expertise is critical to CDC’s capacity to respond to WNV and other arboviral
outbreaks nationally and internationally and is directly tied to the nation’s preparedness goals.
Other challenges include maintaining intramural research programs which have fostered the
development of vaccines, rapid diagnostic assays, novel methods for mosquito control, improved
approaches to predict arboviral outbreaks, new prophylactic and therapeutic antiviral agents,
improved methods for identification of viruses in ecological specimens such as mosquitoes and
birds, and an enhanced capacity to respond to national and international arboviral outbreaks.

OUTPUT TABLE
y @i FY 2004 | FY 2005 FY 2006 FY 2007 FY 2008 | FY 2009
actual Actual Estimate Actual Estimate Actual Target Target
Number of national
surveillance and
response programs in
3.A | state and large local 57 57 57 57 57 57 57 57
health departments
for WNV and other
arboviruses.
e e wo | s | e

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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ALL OTHER FOOD SAFETY

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
BA $22,920,000 $22,520,000 $22,415,000 -$105,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, 317, 317P, 317R, 317S, 19, 319E, 319F, 319G, 327, 352, 361-363,
1102, Immigration and Nationality Act §§ 212, 232

FY2009 AUNOTIZAION . .eeeeeee e e Indefinite

Allocation  Methods ... Direct
Federal, Contract, Competitive Grant/Cooperative Agreement

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS

CDC'’s food safety activities were consolidated in a Food Safety Initiative in 1998 to address the
public health challenge of foodborne diseases. CDC estimates that each year 76 million U.S.
citizens suffer from foodborne ilinesses; 325,000 are hospitalized, approximately 5,000 die, and the
economic burden is estimated to be greater then $6 billion. More than 1,000 foodborne disease
outbreaks occur each year in the U.S., each one making groups of people ill and requiring public
health and food industry resources to investigate and control.

CDC’s Food Safety Program budget supports critical activities in State health departments in all 50
states, as well as activities at CDC. Funds to state and large city health departments are
distributed through CDC’s Emerging Infections Program (EIP) and the Epidemiology and
Laboratory Capacity Building Program (ELC) cooperative agreements. The Food Safety Program
improves the health of the entire population, as every one is at risk for foodborne iliness; however
young children, the elderly, and those already suffering from other ilinesses are at particular risk for
severe consequences.

CDC investigates and consults on outbreaks of foodborne and diarrheal diseases in collaboration
with States, providing epidemiologic assistance, laboratory support, and expert consultation on
large, severe or unusual events. In collaboration with local, state and territorial partners and USDA
and FDA, CDC develops and implements prevention strategies for foodborne and waterborne
diseases in consultation with the food industry. CDC also provides up-to-date foodborne disease
outbreak investigation and surveillance training for teams composed of local and state
epidemiologists, laboratorians, environmental health and other public health professionals. To
date, more than 1,150 public health professionals have been trained. Additionally, robust
foodborne disease surveillance and response also provides the first response to deliberate
contamination of the food supply.

The cornerstone of CDC’s Food Safety Program is building and supporting the enhanced
collaborative surveillance networks that are detecting outbreaks sooner, making investigations
faster, helping to identify new points of control and prevention, and documenting the health burden
and sources of these infections. These networks and activities include PulseNet, FoodNet,
OutbreakNet, and CalciNet among others.
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PulseNet

PulseNet is the national network for fingerprinting bacterial foodborne pathogens and works in
collaboration with public health laboratories in all 50 states, Canada, and FDA and USDA, to
facilitate early recognition and investigation of outbreaks (see http://www.cdc.gov/pulsenet/ for more
information). States receive CDC PulseNet funding through ELC and EIP cooperative agreements.
Through surveillance with state partners, CDC has identified and investigated large multistate
outbreaks of E. coli 0157 and Salmonella infections and botulism, which led to potential illnesses
being avoided by notifying the public, and by concerted FDA, USDA, state and local control
measures. CDC now has more than 250,000 “Fingerprints” in the national databases for seven
pathogens. More are being added by state partners each year, and PulseNet identified more than
300 clusters in 2006. CDC has exceeded performance targets for 2004-2007 for the number of
foodborne isolates submitted to the national database.

FoodNet

FoodNet is a network of enhanced surveillance that provides detailed data on individual cases of
foodborne illness, the organisms that cause them, and the foods or other exposures that are
sources of the infections outside of the outbreak setting (see http://www.cdc.gov/foodnet/ for more
information). With sites in ten states and in collaboration with USDA and FDA, FoodNet provides
the most comprehensive information available on the trends of foodborne illness and progress
towards national goals for controlling and preventing them. FoodNet data are being used to revise
the general estimate of burden of iliness for the U.S. is being revised. CDC will continue to lead an
international effort to develop standard measures for the burden of foodborne disease.

OutbreakNet

OutbreakNet is a national CDC coordinated network of public health officials in local and state
health departments and federal agencies who investigate outbreaks of enteric diseases. In addition
to collaborating on foodborne outbreak investigations, State OutbreakNet members report findings
of their outbreak investigations to CDC through the Electronic Foodborne Outbreak Reporting
System (eFORS), a national web-based reporting system with advanced data security and
management functions. Each year CDC leads about 20 investigations and provides extensive
consultation to states and local health departments on approximately 80 other investigations. In FY
2006 — FY 2007, OutbreakNet investigations included outbreaks of botulism caused by pasteurized
carrot juice and canned chili sauce, of E. coli 0157 infections caused by leafy greens, ground beef,
and pepperoni pizza, and of Salmonella infections caused by peanut butter, tomatoes, vegan
snacks, dry dog food, and poultry pot pies. These data are now being used to evaluate how the
burden of foodborne iliness can be attributed to specific food commodities.

e The eFORS system collects extensive information on over 1,000 foodborne outbreak
investigations annually. This system demonstrated a 90 percent decrease in outbreaks due
to Salmonella in eggs between 1993 and 2003.

¢ eFORS has also demonstrated that the proportion of outbreaks due to contaminated
produce has increased substantially over the past three decades.

CIFOR

The Council to Improve Foodborne Outbreak Response (CIFOR) is a CDC-funded collaboration of
six associations and three federal agencies to identify and address barriers to rapid foodborne
disease outbreak detection, investigation, reporting, control, and prevention (see
http://www.cifor.us/ for more information). Three of the associations (Association of Public Health
Laboratories, Council of State and Territorial Epidemiologists, and the National Association of
County and City Health Officials) receive CDC funding for CIFOR projects through cooperative
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agreements and one of the associations (the National Environmental Health Association) receives
funding through a contract. CIFOR’s goal is to improve performance and coordination of local,
state and federal public health agencies involved in epidemiology, environmental health, laboratory
science, and regulatory affairs.

DPDx

Many laboratories in the U.S. are unfamiliar with morphologic or molecular parasitic diagnosis,
which is essential to maintain surveillance and detection capabilities for foodborne outbreaks. The
DPDx project assists and strengthens the laboratory diagnosis of parasitic diseases in the U.S. by
providing online diagnostic consultation (telediagnosis) for over 100 parasitic diseases as well as
education, diagnostic materials, and laboratory protocols to improve parasite identification through
internet-based tools and training workshops (see http://www.dpd.cdc.gov/DPDx/ for more
information). DPDx has increased the efficiency in providing diagnostic parasitology assistance to
public health and private laboratories by decreasing the turnaround time for assistance from days to
hours, and by decreasing the cost of providing diagnostic assistance.

Calciviruses

Human caliciviruses, including noroviruses, cause an estimated 23 million cases of gastroenteritis
each year in the U.S. Approximately 40 percent of these cases result from foodborne transmission.
CDC’s Calicivirus program provides technical support and subject matter expertise to state and
local health departments and international partners to investigate and respond to calicivirus
outbreaks, and to better understand the disease burden and epidemiology of caliciviruses.

e During FY 2007, CDC assisted with the investigation of more than 161 outbreaks for
gastroenteritis in 25 states and on cruise ships.

¢ One of the major components of the Calicivirus program is Calicinet, a new sequence
database surveillance system that collects molecular data from calicivirus outbreaks
throughout the U.S. This database will allow CDC scientists to better understand the
epidemiology of caliciviruses and identify and evaluate specific control measures.

Hepatitis

CDC also provides technical support, consultation, and analysis to state and local health
departments to characterize the disease burden from Hepatitis A, identify and monitor risk factors
for infection and their trends, detect and investigate transmission and outbreaks, and evaluate the
effectiveness of prevention programs. Hepatitis A and Hepatitis E viruses (HAV and HEV) are
spread by eating or drinking contaminated food or water or through close contact with an infected
person. While HEV remains uncommon in the U.S., an estimated 40,000 cases of acute HAV
infection occur in this country each year. Vaccination, outbreak response, and food safety programs
are the primary interventions used to prevent Hepatitis A.

o Hepatitis A incidence has decreased by approximately 88 percent nationwide since the mid-
1990s, when Hepatitis A vaccine became available and recommendations were made.
CDC exceeded its performance measure to reduce the rate of new cases of Hepatitis A in
2005 and 2006.

¢ Among the populations with the highest disease rates in the pre-vaccine era (Alaska Natives
and American Indians), Hepatitis A incidence has declined by 99 percent, eliminating this
racial disparity in health.

The Safe Water System

CDC has continued to expand the collaborative CDC Safe Water System (SWS), now in 23
countries, empowering families in developing countries to make their drinking water safe through a
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variety of public and private partnerships (see http://www.cdc.gov/safewater/ for more information).
Food Safety funds support staff salaries for this project. The SWS program in Kenya won a World
Bank Award in 2006 for innovative prevention, which uses local women’s groups to market a basket
of water treatment, mosquito bednets, vitamins, and other simple health interventions. A public
private partnership with Proctor and Gamble led to a simple product approved for use in the U.S.
and distributed throughout the developing world to make muddy, contaminated water drinkable.
This collaboration received the 2007 Circle of Excellence Award from the Henry M. Jackson
Foundation for the Advancement of Military Medicine.

FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $23,851,000
FY 2005 $23,649,000
FY 2006 $23,208,000
FY 2007 $22,920,000
FY 2008 $22,520,000

BUDGET REQUEST

The CDC FY 2009 request includes $22,415,000 for All Other Food Safety, a decrease of 105,000
below the FY 2008 Enacted level for an Individual Learning Account (ILA) and administrative
reduction. The FY 2009 budget will continue to support CDC’s investigation, research and
response to foodborne and diarrheal diseases including laboratory surveillance and epidemic aid
and consultation on events that are naturally occurring or result from acts of bioterrorism. The Food
Safety Program is in support of the Secretary’s Preparedness Goals and are linked to CDC goals of
Healthy People in Every Stage of Life, Healthy People in Healthy Places and People Prepared for
Emerging Health Threats. CDC’s Food Safety Office has integrated performance plans with the
safety budget. All program plan dollars are allocated to discrete projects, cooperative agreements,
grants, contracts, or interagency agreements. Projects have measurable goals and are objectively
reviewed every year by stakeholder representatives. Cooperative agreements, contracts, and
grants are reviewed annually. This process assures food safety activities are based on mission
priorities, assures results are measurable, provides accountability for funds spent, and includes all
stakeholders in the planning process.

FY 2009 funding will continue to support CDC’s enhanced collaborative surveillance networks,
including FoodNet, PulseNet, Outbreak Net, and CaliciNet. Funds will be used to make
improvements and enhancements related to speed, completeness, and reliability of the data
collected through these systems. In particular, FY 2009 funding will be used for the following.

e To enhance the Electronic Foodborne Outbreak Reporting System (eFORS) to include
outbreaks of enteric diseases due to contaminated water, person to person, and animal
contact; to collect a wide variety of data on the incidence of foodborne illnesses and
associated pathogens; and to collect data on patient, physician, and laboratory behaviors
related to these illnesses.

e To assist CDC in working with CIFOR partners to complete comprehensive foodborne
outbreak response guidelines and an on-line repository of outbreak response tools and
other resources for state and local health departments and federal agencies.

e To continue epidemiologic and laboratory research related to food safety. Specific projects
supported with FY 2009 funds include the development and refinement of second
generation PulseNet methods for quicker identification of disease clusters and outbreaks
and identification of risk factors for foodborne illness using FoodNet case-control studies.
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Key challenges related to the detection, prevention, and control of foodborne diseases include
identifying new and emerging pathogens that may appear in the food supply, as well as new foods
not previously recognized as sources of infection. Another challenge will be enhancing the
capacities of local and state health departments to rapidly detect and respond to outbreaks of
foodborne illness, with better and faster methods and tools. To address these challenges, CDC is
building partnerships with external Centers of Excellence to investigate the ecologies that spread
contamination among the animals and plants that we eat, so that contamination can be reduced on
the farm. CDC is also working to better identify foodborne disease caused by infected food
handlers, such as Hepatitis A and Norovirus, and to assess the effectiveness of interventions and
response. CDC is also working to increase partnerships with regulatory agencies and with the food
industry to develop, evaluate and improve new prevention strategies. CDC is strengthening
international networks to identify and investigate multinational outbreaks and to improve health and
sanitation in other countries.

CDC is building on its food safety accomplishments and performance and will be making
enhancements on specific control measures for foodborne diseases in FY 2009. A summary of
FoodNet data from 1996 to 2006 published in April 2007, showed significant declines in rates of
infection with Listeria and Campylobacter, indicating we are on track toward the Healthy People
2010 objectives for those infections. As most of the declines occurred before 2003, continued
efforts are needed for both these infections. In FY 2009, CDC, in collaboration with FDA, will
continue to broaden implementation of a national Listeria Action Plan to further reduce Listeria
cases through efficient risk management, empowering consumers, and improving consumer safety.
After the incidence of E coli O157 infections declined to a low in 2004, it increased again in the last
two years, returning to previous levels. This recent increase is unlikely to be related to
contamination of ground beef, which remains at low levels, and may be related to contamination of
fresh produce and other non-beef foods. In FY 2009, interagency dialogue will continue to increase
development and application of effective prevention strategies for E. coli O157 in produce and other
foods to decrease these rates in the future. Rates of infection with Salmonella have not changed
significantly since 1996. This may reflect increasing Salmonella contamination in poultry and
challenges related to fresh produce. In FY 2009, new interagency efforts in research and
interventions to improve the effectiveness of food safety measures for Salmonella will continue.
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OUTCOME TABLE
FY 2007
" Outcomes FY 2004 FY 2005 FY 2006 Target FY 2008 | FY 2009 \?e l::r
Actual Actual Target | Actual Target Actual Target Target Target
Long-Term Objective 3.1: Reduce the incidence of infection of four key foodborne pathogens by 50%.
By 2010, reduce the incidence of infection with four key foodborne pathogens by 50%. [O]
12.72 1271
12.9 ' 16.10 | (exceede 15.14 5/2008 14.20 13.25 N/A
Campylobacter, (exceeded) d)
Escherichia coli 1.06 1.31
311 | O157:H7 0.9 (exceeded) 1.30 (unmet) 1.22 5/2008 1.15 1.08 N/A
0.30 031
Listeria monocytogenes, 0.27 (excée ded) 0.33 | (exceede 0.31 5/2008 0.29 0.27 N/A
d)
Salmonella Species 147 1455 1 g0 | 81 1 539 | sp008 | 7.8 731 N/A
(unmet) (unmet)
OUTPUT TABLE
FY FY FY 2006 FY 2007
# Key Outputs 2004 | 2005 F;(afogf F'I\'; fogtg
Actual | Actual Target Actual Target Actual g 9
3.B | Number of countries
receiving PulseNet 14 17 17 17 5 5 10 10
Trainings and Protocols
3.C [ Number of Public Health
Laboratories capable of 3 40 42 45 46 46 47 47
accessing CaliciNet to
detect viral diseases
3.D | Number of States and
Territories reporting 54 54 54 54 54 54 54 54
food-borne disease data
to CDC electronically
Appropriated Amount
(§ Million)' $23.9 $23.6 $23.2 $22.9 $22.5 $22.4

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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ALL OTHER: HANTA VIRUS/SPECIAL PATHOGENS, LYME DISEASE, CHRONIC FATIGUE SYNDROME,
PRION DISEASE

FY 2007 FY 2008 ‘ FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

Chronic Fatigue Syndrome (CFS) $4,834,000 $4,750,000 $4,728,000 -$22,000
Prion Disease $5,349,000 $5,256,000 $5,232,000 -$24,000
Hanta Virus/Special Pathogens $3,818,000 $3,751,000 $3,734,000 -$17,000
Lyme Disease $5,364,000 $5,270,000 $5,246,000 -$24,000

Total $19,365,000 $19,027,000 $18,940,000 -$87,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, 317, 317P, 317R, 317S, 319, 319E, 319F, 319G, 327, 352, 361-363,
1102, Immigration and Nationality Act §§ 212, 232

(70101 I AN U 1 aTo] 514 (] o 1R Indefinite

AlloCation MethOds ..o Direct
Federal/Intramural, Contract, Competitive Grant/Cooperative Agreement

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS

CDC conducts basic and applied laboratory, epidemiology research, and outbreak response and
provides technical assistance for the prevention, detection, and control of infectious diseases within
the following programs.

Hantavirus/Special Pathogens

CDC is continuing surveillance and epidemiological studies on hantaviruses in the U.S. and
globally. CDC provides reagents, technical advice, response teams, and epidemiological
investigations in order to improve diagnostic and reagent capability for hantaviruses and other
hemorrhagic fever viruses. Additionally, through its laboratory work, CDC has developed more
sensitive assays for detection of these viruses. Research has been conducted to obtain the
complete genome sequences of 13 Crimean Congo hemorrhagic fever virus strains, 40 Rift Valley
fever virus strains, and 28 Marburg virus strains. These data documented the movement of these
viruses over large distances and formed the basis for the development and validation of improved
molecular detection assays that can more accurately and rapidly detect and diagnose pathogens.

e In 2007, CDC responded to outbreaks of Marburg hemorrhagic fever in Uganda and Ebola
hemorrhagic fever in the Democratic Republic of the Congo (DRC) and Uganda. In addition
to detecting and controlling human disease, CDC is continuing its investigation on the
potential animal reservoir(s) for Ebola and Marburg viruses.

e CDC also responded to the Rift Valley fever virus outbreak in Kenya in early 2007 and
coordinated detection, control and prevention efforts. CDC led the effort in establishing,
equipping and training a Rift Valley fever veterinary diagnostic laboratory in Kabete, Kenya,
and continues to provide scientific and reagent support for the operation of the laboratory.
This work has translated into collaborations with USDA to establish Rift Valley fever
diagnostics for U.S. animal health diagnosis.

CDC'’s Special Pathogens program first received direct funding in 1993 after the first recorded
hantavirus outbreak in the U.S. The program provides technical assistance to other national and
international organizational entities, participates in outbreak responses and conducts epidemiologic
studies on the detection, prevention, and control of highly hazardous viral diseases. CDC also
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provides primary isolation, identification, and characterization of highly hazardous disease agents
that require biosafety level 3 or 4 laboratory conditions for their safe handling and has the ability to
rapidly deploy a field diagnostic laboratory. The Special Pathogens program develops, evaluates,
and improves treatment, prevention, and laboratory diagnosis of hazardous disease agents as well
as methods for epidemiologic management of suspected cases.

Lyme Disease

CDC’s Lyme Disease program formally began in 1989. Currently, CDC conducts national
surveillance of Lyme disease, and multidisciplinary public health-oriented research aimed at
developing effective disease prevention and control measures for vector-borne bacterial zoonoses,
including Lyme disease. CDC’s intramural Lyme disease program provides laboratory diagnostic
reference consultation, technical assistance, outbreak response, and epidemiologic consultation,
upon request, to state and local health departments, other components of CDC, federal agencies,
and national and international health organizations.

In 2007, slightly more than half of CDC’s budget for Lyme disease was awarded in extramural
cooperative agreements with 10 institutions. These funds were used for a variety of projects aimed
at identifying areas of increased Lyme disease risk, developing improved diagnostic tests,
evaluating interventions for tick control and community-based prevention, and improving prevention
education efforts. Collaboration with universities, industry, and public health partners is central in
promoting sound disease prevention policies and practices for Lyme disease.

e In 2007, CDC initiated ongoing financial support for Lyme disease surveillance in 10 states
(Connecticut, Delaware, Massachusetts, Maryland, Minnesota, New Jersey, New York,
Pennsylvania, Rhode Island, and Wisconsin) where the disease is highly endemic.

e CDC worked with State health departments and the Council of State and Territorial
Epidemiologists to revise the national surveillance case definition for Lyme disease and
worked with the Infectious Disease Society of America to develop a physician education
program for Lyme disease diagnosis and treatment.

e CDC research has demonstrated that natural products from Alaska yellow cedar effectively
repel and kill ticks that transmit Lyme disease, by research conducted through a cooperative
agreement with the Connecticut Department of Public Health, which began in 2006. Studies
have also been initiated on bio-friendly fungal preparations for use as a tick control agent.

e Through a cooperative agreement with the New Jersey Department of Heath and Senior
Services, CDC is conducting field trials of doxycycline-treated rodent bait boxes which have
shown 100 percent efficacy in eliminating Lyme disease in the reservoir rodent population.

Prion Disease

Prion diseases, or transmissible spongiform encephalopathies, are a family of rare progressive
neurodegenerative disorders that affect both humans and animals. Prion diseases are usually
rapidly progressive and always fatal. CDC began this program shortly after the announcement by
British health authorities in March 1996, of the emergence of what we now recognize as a new
prion disease called variant Creutzfeldt-Jakob disease (vCJD) that has been etiologically linked to
the ongoing international outbreak of bovine spongiform encephalopathy (BSE, commonly known
as Mad Cow Disease). Through a competitive five year cooperative agreement awarded in FY
2007, CDC continues to support the National Prion Disease Pathology Surveillance Center
(NPDPSC) at Case Western Reserve University to provide diagnostic services for suspected cases
of prion disease and to acquire tissue samples and clinical information from as many suspected
cases of human prion disease occurring in the U.S. as possible. The resulting information is used
to monitor the occurrence of prion disease in the U.S. and to investigate possible cases in which

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
113



NARRATIVE BY ACTIVITY
INFECTIOUS DISEASES
ZOONOTIC, VECTOR-BORNE, AND ENTERIC DISEASES

the disease has been acquired from other humans or from animals. CDC is also collaborating with
state health departments, clinicians, patient groups, and pathologists to try to further increase the
number of persons with clinically diagnosed and suspected prion disease who undergo state-of-the-
art neuropathologic study. A key purpose of these latter activities is to provide early warning of the
emergence of any new human prion disease in the U.S., including vCJD and possibly a human
form of the chronic wasting disease (CWD) found in deer, elk, and moose. As of mid 2007, CWD
has been recognized among free ranging animals in eleven states. CDC is also continuing
collaborative studies with:

e The Wyoming Department of Health and the Colorado Department of the Environment to
monitor the incidence of prion disease among licensed hunters who may be exposed to
CwWD.

e The American Red Cross to determine the risk, if any, of transfusion transmission of the
agents of the classic forms of CJD, the types of human prion disease endemic in the U.S.
This activity has increased in importance because of recent reports from the United
Kingdom that vCJD is readily transmitted through blood transfusions.

e The National Institutes of Health and the Food and Drug Administration to continue
monitoring the risk of CJD among persons who received pituitary-derived human growth
hormone through the National Hormone and Pituitary Program between 1963 and 1985.

Chronic Fatigue Syndrome

Chronic fatigue syndrome (CFS) is a debilitating and complex disorder characterized by profound
fatigue that is not improved by bed rest and that may be worsened by physical or mental activity.
CDC studies have estimated that between 4 and 7 million adults in the U.S. suffer from CFS. Only
half have sought medical attention and fewer than 20 percent of those who suffer the illness have
received medical care. CDC has been involved in chronic fatigue syndrome public health research
since 1986, when the illness was first described. The current program objective is to reduce
population morbidity associated with CFS through a five-pronged strategy: 1) surveillance to
estimate prevalence and incidence and identify and evaluate risk factors; 2) in-hospital clinical
studies to evaluate risk factors and identify biomarkers; 3) genetic studies; 4) modeling to tie
together data from surveillance, clinical studies and laboratory measurements; and 5) education of
health care providers and the public. Specific accomplishments include:

¢ |dentifying and evaluating risk factors for CFS that can be used in prevention efforts. Stress
over the lifespan is a pivotal risk factor for CFS. CDC has also identified possible involved
areas of interactions between the hypothalamus, the pituitary gland, and the adrenal or
suprarenal gland. CDC is beginning an in-hospital study through a contract at Emory
University to test specific hypotheses.

e Characterizing the clinical characteristics of CFS through collaborative studies on the clinical
course of CFS in provider practices.

FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $18,756,000
FY 2005 $19,587,000
FY 2006 $19,607,000
FY 2007 $19,365,000
FY 2008 $19,027,000
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BUDGET REQUEST

Hanta virus/Special Pathogens

The CDC FY 2009 request includes $3,734,000 for Hantavirus/Special Pathogens, a decrease of
$17,000 for an Individual Learning Account (ILA) and administrative reduction. The funds will
support basic and applied laboratory and epidemiologic research conducted at CDC and with
partner organizations, including research into the pathogenic mechanisms of hantaviruses and
other hemorrhagic fever viruses to enable the development of sensitive and specific rapid assays
for detecting viruses or evidence of their infection in humans and animal hosts. This will enhance
CDC'’s ability to respond to outbreaks of these diseases domestically and globally. Funding will
support CDC’s response to outbreaks of special pathogens globally.

In FY 2009 and future years, key challenges related to the prevention, detection, and control of
hantavirus and special pathogens include recruiting, training, and retaining a cadre of staff from
multi-disciplinary backgrounds who are ready and able to respond to simultaneous outbreaks of
hantavirus or hemorrhagic fever in multiple locations.

Lyme Disease

The CDC FY 2009 request includes $5,246,000 for Lyme Disease, a decrease of $24,000 for an
Individual Learning Account (ILA) and administrative reduction. The overall goal is to develop a
more sustainable and consistent surveillance system, improved diagnostic tests, and more effective
prevention methods that ultimately will lead to a reduction in the number of Lyme disease cases.
To achieve these goals, CDC will consolidate multiple cooperative agreements and will initiate
some research contracts. The funds will support:

o Applied laboratory and epidemiologic research conducted at CDC and with partner
organizations to enhance diagnostic and surveillance capabilities and conduct research
aimed at advancing new methods for Lyme disease prevention.

¢ Field evaluation and industry collaboration aimed at licensing natural product insecticides for
tick control, field evaluation of novel reservoir-targeted oral vaccines for Lyme disease, and
the evaluation of antibiotic bait formulations for elimination of Lyme disease spirochetes in
animal reservoirs.

o Research studies for determining the cause of Lyme disease like illness acquired in regions
of the U.S. where the Lyme disease agent has not been detected in humans by culture or
serology.

In FY 2009 and future years, key challenges related to the prevention, detection, and control of
Lyme Disease include the current lack of a human vaccine for Lyme disease prevention, a simple
and effective method for controlling tick vectors, and the expansion of deer populations in suburban
areas and subsequent increasing exposure risks for Lyme disease in larger regions of the U.S.

Prion Disease

The CDC FY 2009 request includes $5,232,000 for Prion Diseases, a decrease of $22,000 for an
Individual Learning Account (ILA) and administrative reduction. The funds will support:

e Basic and applied laboratory and epidemiologic research conducted at CDC and with
partner organizations.

o Enhancement of surveillance for chronic wasting disease and to conduct research on
improved diagnostic assays for human prion disease. This will result in better understanding
of the impact of prion diseases and reduction of exposure risks.
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In FY 2009 and future years, key challenges related to the prevention, detection, and control of
prion diseases include continuing to monitor the potential introduction of prion diseases into the
U.S. from animal sources and continuing to evaluate previously unrecognized routes of
transmission of prion diseases.

Chronic Fatigue Syndrome

For FY 2009, CDC requests $4,728,000 for Chronic Fatigue Syndrome to support basic and applied
laboratory and epidemiologic research conducted at CDC and with partner organizations.
Specifically, FY 2009 funds will support population-based surveillance and implementation of a
patient registry-based on provider surveillance, enhanced provider education, and clinical research
to clarify biomarkers and the pathophysiology of CFS. This will result in better understanding of the
disease burden and economic impact of CFS, improved recognition of cases, and identification of
targets for future interventions.

In FY 2009 and future years, key challenges related to the prevention, detection, and control of
CFS include identifying incident cases to better understand the progression of CFS.

OUTPUT TABLE
. E—— FY 2004 | FY 2005 RIS Py FY2008 | FY 2009
AGILE] PELEL Target Actual Target Actual el Vet
3.E | Number of Research
Programs Involved In
Improving the
Understanding of Lyme
Disease by Examining 10 10 10 10 10 10 3 3
New Methods for
Testing, Prevention, and
Control *
Appropriated Amount
( Million)? $18.7 $19.6 $19.6 $19.4 $19.0 $18.9

" To achieve its Lyme disease goals, CDC will be consolidating multiple cooperative agreements, and will be funding some research through contracts.

*The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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PREPAREDNESS, DETECTION, AND CONTROL OF INFECTIOUS DISEASES

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

Antimicrobial Resistance $17,220,000 $16,919,000 $16,502,000 -$417,000

Patient Safety $2,773,000 $2,725,000 $2,658,000 -$67,000
All Other Emerging Infectious Diseases $132,598,000 $130,281,000 $103,683,000 -$26,598,000
Total $152,591,000 $149,925,000 $122,843,000 -$27,082,000

SUMMARY OF THE REQUEST

CDC protects populations domestically and internationally through leadership, partnerships,
epidemiologic and laboratory studies, and the use of quality systems, standards, and practices.
CDC, through the newly created National Center for Preparedness, Detection, and Control of
Infectious Diseases, collaborates with national and global partners to conduct, coordinate, and
support infectious disease surveillance, research, and prevention. By building capacity, CDC
coordinates activities related to vulnerable populations, healthcare quality, quarantine, research,
surveillance, emerging infectious diseases, and laboratory services. In addition, CDC programs
lead the improvement of domestic and international laboratory practices in clinical and public health
laboratories through a quality systems approach.

The CDC FY 2009 request includes $122,843,000 for Preparedness, Detection, and Control of
Infectious Diseases, a decrease of $27,082,000 below the FY 2008 Enacted level, which includes a
$3,106,000 Individual Learning Account (ILA) and administrative reduction.

e $16,502,000 for Antimicrobial Resistance to support activities related to monitoring
antimicrobial use, health provider education, and reduce the spread of antimicrobial
resistance in traditional healthcare settings like hospitals and elsewhere including long-term
care facilities, outpatient surgery clinics, and other ambulatory care facilities.

e $2,658,000 for Patient Safety to promote healthcare quality and patient safety and expand
public health infection control and prevention programs with academic medical centers,
federal, state, and local health agencies, and private sector consortia.

e $103,683,000 for All Other Emerging Infectious Diseases, a decrease of $26,598,000 (of
which $2,622,000 is for an ILA and administrative reduction) below the FY 2008 Enacted
level, to support surveillance, epidemic investigations, epidemiological research, training,
public education, communication with public health institutions locally and globally, and
CDC'’s infectious disease laboratories.

These programs are not among the Infectious Disease programs subject to reauthorization.
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INFECTIOUS DISEASES

PREPAREDNESS, DETECTION, AND CONTROL OF INFECTIOUS DISEASES

FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
Antimicrobial Resistance $17,220,000 $16,919,000 $16,502,000 -$417,000
Patient Safety $2,773,000 $2,725,000 $2,658,000 -$67,000
Total $19,993,000 $19,644,000 $19,160,000 -$484,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 304, 307, 310, 311, 317, 317G, 319, 319D, 322, 325, 327, 352, 361-369, 1222,
1182, Immigration and Nationality Act §§ 212, 232, Refugee Health Act §§ 412

FY 2009 AUTNOMZAtiON. . ...t e e e Indefinite

Allocation Methods. ... ... e Direct
Federal/Intramural; Competitive Grant/Cooperative Agreements

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS

Antimicrobial Resistance

CDC has supported antimicrobial resistance activities since 1996. CDC’s antimicrobial resistance
program comprises a multi-faceted approach, involving surveillance and epidemiologic and
laboratory research to guide and inform prevention efforts; outbreak assistance in collaboration with
state and local health departments to help identify additional risk factors and control measures;
funding state health departments to help improve laboratory detection and monitoring of
antimicrobial resistant infections; the development of “best practices” guidelines for healthcare
facilities and workers; and collaborations with a wide range of public and private partners.
Evaluating these activities, developing communication tools, and providing education for healthcare
providers, patients, at-risk populations, and the public are also critical components of CDC’s
strategy to prevent antimicrobial resistance.

CDC'’s Antimicrobial Resistance activities support three of the HHS Secretary's goals: 1) reduce the
major health threats to the health and well-being of Americans; 2) enhance the capacity and
productivity of the Nation's health science research enterprise; and 3) improve the quality of health
care services. CDC's Antimicrobial Resistance activities support two of CDC's goals: 1) People
Prepared for Emerging Health Threats and 2) Healthy People in a Healthy World.

Get Smart

Since 2000, funding and technical assistance has been provided to states to develop, implement,
and evaluate local campaigns promoting appropriate antibiotic use.

e CDC’s public health campaign “Get Smart: Know When Antibiotics Work” involves an
alliance of partners working to reduce inappropriate antibiotic use and reduce the spread of
resistance to antibiotics in the community for upper respiratory infections (see
http://www.cdc.gov/drugresistance/community/ for more information). Today, more than 85
campaign partners and 17 funded state-based programs collaborate with the “Get Smart”
campaign on projects, such as developing educational curricula for medical students and
residents, delivering multicultural outreach, developing guidelines for appropriate antibiotic
use, monitoring antibiotic utilization, widely disseminating educational materials and media
campaign resources, and implementing innovative community initiatives. States are funded
through the Epidemiology and Laboratory Capacity for Infectious Diseases Cooperative
Agreement (ELC) to develop, implement, and evaluate local campaigns, developing and
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testing new campaign messages and materials regarding patient safety for the general
public and antibiotic choice for providers, and forming new partnerships to address changing
trends in health care (such as retail clinics, free and low-cost antibiotic programs at chain
pharmacies, employer-based health clinics).

e In 2004, a new program emerged from the “Get Smart” campaign. Get Smart: Know When
Antibiotics Work on the Farm, a program commonly referred to as Get Smart on the Farm,
works to promote appropriate antibiotic use in veterinary medicine and animal agriculture
(see http://www.cdc.gov/narms/get_smart.htm for more information). CDC works with human health
professionals, food animal producers, animal owners, and the general public, to support the
development of curricula for veterinary students that will educate future veterinarians on the
appropriate use of antimicrobial agents in animals to help mitigate the development and
spread of resistance in human, animal, and zoonotic pathogens and other bacteria. In
collaboration with FDA’s Center for Veterinary Medicine, CDC conducted surveillance of
retail meat to determine the prevalence and type of antimicrobial resistance among the
enteric bacteria found on retail meat purchased at grocery stores.

Active Bacterial Core Surveillance

CDC’s Emerging Infections Program’s (EIP) Active Bacterial Core surveillance (ABCs) provides
accurate, detailed estimates of serious infections that afflict persons of all ages in the U.S. ABCs is
an active, laboratory and population-based surveillance system for invasive bacterial infections (see
http://www.cdc.gov/ncidod/dbmd/abcs/ for more information). Current pathogens under
surveillance include Streptococcus pneumoniae, groups A and B streptococcus (GAS and GBS),
Neisseria meningitidis, Haemophilus influenzae, and methicillin-resistant Staphyloccus aureaus
(MRSA). ABCs is conducted in 10 EIP sites; the population under surveillance varies by pathogen
and ranges from 15 to 39 million persons under surveillance.

CDC uses the ABC Surveillance system to monitor invasive MRSA infections and is working to
prevent MRSA infections through adoption of evidence-based prevention strategies. CDC provides
technical support and resources to MRSA prevention partners including the Centers for Medicare
and Medicaid Services (CMS), the Institute for Healthcare Improvement (IHI), the Veterans
Administration (VA), and the Pittsburgh Regional Health Initiative.

¢ Since 2000, CDC has conducted the Pittsburgh Regional Health Initiative with Hospitals in
Southwestern Pennsylvania to prevent healthcare-associated infections. Following a
successful collaboration that resulted in a 70 percent reduction in catheter-associated
bloodstream infections, the region is now building a similar collaborative effort to implement
and evaluate a multi-faceted strategy for prevention of MRSA in healthcare settings.
Demonstration projects in two Pittsburgh hospitals have resulted in a greater than 50
percent reduction in healthcare-associated MRSA infection rates over the last three years.

o ABCs assessed the impact of revised guidelines for prevention of neonatal group B
streptococcal disease, the leading cause of life threatening infections in newborns.
Surveillance data showed a 33% overall reduction in newborns to rates of 0.3 per 1000 live
births, which met the Healthy People 2010 goal. Because additional analyses indicated that
disease remained more common among black infants, CDC designed and implemented
studies to determine the cause for this health disparity.

Through GPRA/PART and HP2010 measures, CDC has documented dramatic reductions in the
number of antibiotics prescribed for ear infections in children under age five. Greater resistance
among many of the pathogens that cause ear infections has fueled an increase in the use of
broader-spectrum and generally more expensive antibacterial agents.
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Other Activities to Combat Resistance

e CDC co-chairs the U.S. Interagency Task Force on Antimicrobial Resistance, which
developed “A Public Health Action Plan to Combat Antimicrobial Resistance Part I:
Domestic Issues” to focus federal efforts on the problem of antimicrobial resistance. The
Task Force’s sixth annual report was released in 2007 (see
http://www.cdc.gov/drugresistance/ actionplan/index.htm for more information).

e CDC’s Extramural Grant Program in Applied Research on Antimicrobial Resistance has
awarded more than $14 million to date to help combat the growing issues of resistance.
Examples of outcomes from this program include: 1) development of new interpretive
criteria for pathogens of public health importance; 2) characterization of MRSA strains using
a variety of molecular and biochemical techniques; and 3) calculations of economic costs of
infections that are resistant to one or more antimicrobial agents compared with infections
that are susceptible to those agents.

e CDC's Campaign to Prevent Antimicrobial Resistance aims to prevent antimicrobial
resistance in healthcare settings (see http://www.cdc.gov/drugresistance/healthcare/default.htm
for more information). The campaign centers on four main strategies: prevent infection,
diagnose and treat infection, use antimicrobials wisely, and prevent transmission. Multiple
12-step programs are being developed targeting clinicians who treat populations including
hospitalized adults, dialysis patients, hospitalized children, and long-term care patients.
Educational tools and materials are being developed for each population.

e CDC monitors changes in antimicrobial resistance of enteric bacteria over time to determine
the burden of resistant disease and to develop interventions to reduce the burden of illness
through the National Antimicrobial Resistance Monitoring System for Enteric Bacteria
(NARMS), a collaborative effort among CDC, all 50 state health departments, and FDA'’s
Center for Veterinary Medicine (see http://www.cdc.gov/narms/ for more information).

Patient Safety

CDC’s patient safety program aims to prevent healthcare-associated infections which in hospitals
are among the most common adverse events in healthcare. CDC estimates that approximately 1.7
million healthcare-associated infections, with 99,000 associated deaths, occur each year in U.S.
hospitals. Medical errors and other preventable adverse events have been estimated to cost $29.0
billion in direct healthcare expenditures annually. In response, CDC has expanded public health
infection control and prevention programs with academic medical centers, federal, state, and local
health agencies, and private sector consortia. Increasing adherence to CDC recommended
practices to prevent infections, recognizing excellence in healthcare facilities that adhere to
recommended practices, and providing public data on healthcare facility performance for
consumers, healthcare professionals, and policy makers are critical pillars of a successful national
effort to eliminate healthcare-associated infections including MRSA infections.

National Healthcare Safety Network

The National Healthcare Safety Network (NHSN) is an important tool to improve patient safety in
the U.S. and is wused for public reporting of healthcare-associated infections (see
http://www.cdc.gov/ncidod/dhgp/nhsn.html for more information). Through this network, CDC
monitors infections, antimicrobial resistance, and other adverse events in hospitals around the
country. NHSN assists states that are considering legislation to mandate public disclosure of
healthcare-associated infections data. This guidance has been critical in supporting state efforts to
implement evidence based best practices regarding reporting. Currently, 40 states have passed or
are considering legislation to require public reporting.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
120


http://www.cdc.gov/drugresistance/%20actionplan/index.htm
http://www.cdc.gov/drugresistance/healthcare/default.htm
http://www.cdc.gov/narms/
http://www.cdc.gov/ncidod/dhqp/nhsn.html

NARRATIVE BY ACTIVITY
INFECTIOUS DISEASES
PREPAREDNESS, DETECTION, AND CONTROL OF INFECTIOUS DISEASES

e In FY 2007, CDC expanded the NHSN to 1,000 sites in 46 states including 7 states with
mandatory reporting using NHSN (California, Colorado, Connecticut, New York, South
Carolina, Tennessee, and Vermont).

e CDC has expanded the ability of NHSN to accept electronic data from healthcare
information systems and laboratory information systems by initiating pilot projects to develop
standards and protocols for electronic reporting of bloodstream infections and microbiology
data.

e Through its PART measures, CDC has documented reductions in the rate of central line
associated bloodstream infections in medical/surgical ICU patients. In 2006, results from
the NHSN reported a rate of 2.2 infections per 1000 central line-days which exceeded its
target of 3.62 infections per 1000 central line-days.

Outbreak Response

Outbreak investigations are an important component of CDC’s patient safety program and have
alerted public health authorities about nation-wide threats to patient safety and prevented additional
patient morbidity and mortality. CDC investigates outbreaks of adverse events in patients resulting
form contaminated and defective medical devices or from contaminated medications that increase
the patient’s risk of infections or other adverse effects. A large investigation has lead to the
discovery of a new, highly virulent strain of Clostridium difficile that is causing considerable
morbidity and mortality in healthcare facilities across the country and around the world. By alerting
public health authorities to the danger posed by this strain and educating members of the
healthcare community about how best to control its spread, future infections have been prevented,
lives saved, and excess healthcare costs averted.

NEISS-CADES

CDC supports and coordinates the National Electronic Injury Surveillance System — Cooperative
Adverse Drug Event Surveillance (NEISS-CADES) project that provides timely, detailed, and
nationally representative data on the problem of serious adverse drug events (ADEs) from
medications used in non-hospital settings. CDC also supports activities to determine the burden of
ADEs that result in emergency department visits. CDC scientific contributions fill a unique niche
and data gap and have been done in collaboration with FDA and the Consumer Protection Agency.

e CDC produced the first detailed national estimates ADEs treated in hospital emergency
departments showing that over 700,000 individuals are treated in emergency departments
for ADEs each year. Findings have helped identify high risk patient groups, medications,
and circumstances so that safety efforts can be focused to provide the greatest benefit to
the greatest number of Americans at reasonable cost.

¢ Data have been critical in moving prevention efforts forward with particular impact on cough
and cold medicine use in children, anticoagulant use in the elderly, and insulin use in people
with Diabetes mellitus.

Other Patient Safety activities include the following.

e CDC supports and manages the Prevention Epicenter Program cooperative agreement,
working directly with the Epicenter investigators to coordinate and supervise a wide range of
scientific project activities to detect and prevent healthcare-associated infections. Through
the research conducted by the Epicenter Program, CDC demonstrated the impact of daily
chlorhexidine baths among ICU patients to decrease MRSA and vancomycin-resistant
enterococci (VRE) transmission.
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e CDC builds sustainable infrastructure through long-term projects with front-line providers of
healthcare to implement CDC guidelines and recommendations with new partners such as
the Institute for Healthcare Improvement, Voluntary Hospital Association, Inc. and the
American Medical Association to address adherence to hand hygiene guidelines, prevention
of healthcare-associated infections, prevention and control of MRSA, and appropriate
antimicrobial use in healthcare settings.

o CDC develops and disseminates national guidelines for prevention of healthcare-associated
infections and antimicrobial resistance in conjunction with the federal Healthcare Infection
Control Practices Advisory Committee (HICPAC). In 2006, CDC and HICPAC released
guidelines for the Management of Multidrug-Resistant Organisms in Healthcare Settings
(which includes MRSA), and in 2007, CDC published Guidelines for Isolation Precautions.

FUNDING HISTORY TABLE

FISCAL YEAR = AMOUNT

FY 2004 $20,852,000
FY 2005 $20,675,000
FY 2006 $20,252,000
FY 2007 $19,993,000
FY 2008 $19,644,000

BUDGET REQUEST

Antimicrobial Resistance

CDC’s FY 2009 request includes $16,502,000 for Antimicrobial Resistance, a decrease of $417,000
for an Individual Learning Account (ILA) and administrative reduction. These funds will support
CDC'’s investigation, research and response to antimicrobial resistant diseases including laboratory
surveillance, epidemic aid and consultation on events that are naturally occurring, and the Get
Smart campaigns. All program plan dollars are allocated to discrete projects, cooperative
agreements, grants, or interagency agreements. Projects have measurable goals and are
objectively reviewed every year by stakeholder representatives. Specifically, the funding will
support:

o Activities to reduce the spread of antimicrobial resistance. This is accomplished through (1)
improved monitoring of drug resistance and antimicrobial use; (2) improving prescription
practices by healthcare providers and educating the public about health problems
associated with inappropriate use of antimicrobial agents; and (3) improved infection control
practices to prevent the transmission of drug-resistant infections in traditional healthcare
settings like hospitals and elsewhere including long-term care facilities, outpatient surgery
clinics and other ambulatory care facilities.

o The Pittsburgh Regional Health Initiative with Hospitals in Southwestern Pennsylvania to
prevent healthcare-associated infections. The region will continue to build collaborative
efforts to implement and evaluate a multi-faceted strategy for prevention of MRSA in
healthcare settings. The initial successes of the MRSA interventions in southwestern
Pennsylvania have lead to other National MRSA Prevention Initiatives, including the U.S.
Department of Veterans Affairs Healthcare System, regional hospital groups in
Pennsylvania and Maryland, increasing the number of hospitals demonstrating successful
prevention of MRSA infections.

e The Active Bacterial Core surveillance (ABCs) program. ABCs pneumococcal data
describing changes in serotype distributions will continue to be used to determine which
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pneumococcal serotypes will be included in new vaccine forumations. Recent emergence
of a new multidrug resistant strain of pneumococcus, that is not covered by the pediatric
vaccine, has heightened the importance of sustaining appropriate antibiotic use programs
as well as development of next generation vaccines.

The development of appropriate antibiotic use measures for The National Committee for
Quality Assurance’s Healthcare Effectiveness Data and Information Set (HEDIS). HEDIS is
used by more than 90 percent of America’s health plans to measure performance on the
important dimensions of care and service. These measures should further institutionalize
appropriate antibiotic use with health care systems.

Patient Safety

CDC’s FY 2009 request includes $2,658,000 for Patient Safety, a decrease of $67,000 for an
Individual Learning Account (ILA) and administrative reduction. These funds will support activities
to prevent healthcare associated infections, including the following:

Laboratory training and proficiency testing programs with educational critiques for clinical
microbiology laboratories in the U.S. and internationally (via the World Health Organization)
to improve the accuracy of antimicrobial resistance detection and reporting and thus
improve patient care.

CDC'’s leadership role for HHS to develop a strong plan for fast action on eliminating MRSA
infections in healthcare as a healthcare value priority. CDC is working with other HHS
Operating Divisions for this initiative, including CMS and AHRQ. CDC’s activities will
include developing standardized case definitions utilizing electronic healthcare data,
measurement tools, and reporting; providing an evidence base for effective prevention and
control interventions; streamlining and automating reporting; and validation and technical
monitoring.

The implementation of the Hospital Acquired Conditions provision of the 2007 Inpatient
Prospective Payment System provisions outlined by the Medicare program and CDC staff
who actively work with CMS to determine and define conditions for implementation. CDC
has provided technical support for the selection of Hospital Acquired Conditions and will
assist CMS in the evaluation of the impact of the program on improving the adherence of
US hospitals to HHS infection control guidelines that prevent hospital acquired conditions
and reduce Medicare costs.

National Healthcare Safety Network (NHSN) activities. In FY 2009, CDC anticipates
demand for NHSN alone to exceed 2000 hospitals. NHSN currently serves 1000 healthcare
facilities in 46 states, which is already substantially expanded from 2006, when there were
fewer than 300 participating hospitals. The rapid expansion of NHSN to meet state needs
for mandated public reporting of healthcare-associated infections will continue in 2009 with
the addition of all hospitals in 13 states requiring NHSN including large states such as,
California, lllinois, and Pennsylvania. CDC is expanding training for hospitals and states,
web based instructional resources (i.e., webcasts), analytic and statistical staff, and user
support including a state user’s group. In addition to hospital-associated infections, NHSN is
being expanded rapidly to also accommodate needs for reporting from long term care
facilities, ambulatory facilities and small rural hospitals.
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OUTCOME TABLE
FY 2006 FY 2007 Fy Fy Out-
# Key Outcomes Fy 2000 | Py 200 2008 | 2009 | _Year
Actua) Actudl | Target | Actual | Target | Actual | Target | Target | '2r9€t
2010
Long-Term Objective 4.1: Reduce the spread of antimicrobial resistance.
Decrease the number of
courses of antibiotics
411 prescribed for ear infections N/A 50 60 2/2008* 60 2/2009* 57 55 50

in children under 5 years of
age.

Long-Term Objective 2: Protect Americans from death and serious harm ¢

healthcare.

aused by medical errors and preventable complications of

412

Reduce the rate of central
line associated bloodstream
infections in
medical/surgical ICU
patients

3.7

Data not
available*

*

3.58 22

3.54 5/2008

3.54 3.54 N/A

* The reporting date for results for this performance measure has been changed to February 2008 due to a delay in data results. Subsequent dates for reporting have been changed

accordingly.

** The National Nosocomial Infections Surveillance (NNIS) System transitioned to the National Healthcare Safety Network (NHSN) during 2005 and the web-enabled reporting tool was not
available until late that year. Specific reporting problems and lack of reporting capability lead to significant under-reporting during that year. Therefore, no results are listed for 2005. These
problems were resolved and 2006 data are accurate.

OUTPUT TABLE

Key Outputs

FY 2004
Actual

FY

FY 2006

FY 2007

2005
Actual

Target Actual

Target Actual

Out-
Year
Target

FY 2008 | FY 2009
Target Target

4A

Number of state/local
health departments, health
care systems funded for
surveillance, prevention,
control of antimicrobial
resistance

N/A

N/A

49 49

49 49

48 48 N/A

4B

Number of sites in the
National Healthcare Safety
Network to report health
care based reporting of
adverse health events and
errors

N/A

N/A

385 385

1,000 1,000

1,000 2,000 N/A

Appropriated Amount
($ Million)!

$20.9

$20.7

$20.3

$20.0

$19.6 $19.2

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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EMERGING INFECTIOUS DISEASES
FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
BA $132,598,000 $130,281,000 $103,683,000 -$26,598,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 304, 307, 310, 311, 317, 317G, 319, 319D, 322, 325, 327, 352, 361-369, 1222,
1182, Immigration and Nationality Act §§ 212, 232, Refugee Health Act §§ 412

FY2009 AUNOTIZAtION. ..o e Indefinite

Allocation Methods ..o e Direct
Federal/Intramural; Contract; Competitive Grant/Cooperative Agreement.

PROGRAM DESCRIPTION

In 1994, in an effort to protect the public from the potential devastating spread of emerging
infectious diseases, Congress began appropriating funds to CDC to revitalize U.S. capacity to
protect the public from infectious disease threats. The threat from emerging infectious diseases is
real and unpredictable. Although some diseases have been conquered by modern advances, such
as antibiotics and vaccines, new ones are constantly emerging (such as SARS, monkeypox, and
West Nile virus), while others re-emerge in drug-resistant forms (such as MRSA in healthcare
settings and communities, malaria, and tuberculosis). Deaths from infectious illnesses in the U.S.
average approximately 170,000 per year. The ability of pathogens to mutate and spread into
previously unknown habitats means that the toll could increase significantly.

The Epidemiology and Laboratory Capacity (ELC) program for infectious diseases supports state
and local health departments to improve their ability to detect and control infectious disease
outbreaks. It provides funds through cooperative agreements and technical assistance to all 50
states, six large local health departments (Chicago, Houston, Los Angeles County, New York City,
Philadelphia, and Washington DC) and two territories (Palau and Puerto Rico).

The Emerging Infections Program (EIP) is a national resource of assessing the public health impact
of emerging infections and evaluating methods for their prevention and control. EIPs are funded in
California, Colorado, Connecticut, Georgia, Maryland, Minnesota, New Mexico, New York, Oregon,
Tennessee, and Texas. EIP funds a broad range of activities — such as surveillance, health
communication, outbreak response, and research — that build and enhance national, state, and
local public health capacity to rapidly detect and effectively respond to infectious disease outbreaks.
The program supports CDC laboratories, research grants to academic and other partners, and
cooperative agreements to build capacity in state and local health departments.

Surveillance

e As of FY 2005, 40,846 diagnostic tests have been performed through the Border Infectious
Disease Surveillance project, part of the Emerging Infections Sentinel Network (EISN),
enabling researchers to determine the incidence of and risk factors for hepatitis A, incidence
of measles, rubella, and febrile exanthema syndromes along the border and within Mexico’s
border cities.

o After years of collaborative work and successful partnerships, CDC announced the
elimination of dog-to-dog transmission of the canine rabies virus in the U.S. It is important
to note that rabies still persists among wildlife and can infect domestic animals and humans.
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The Gonococcal Isolate Surveillance Project, in collaboration with the National Institutes of
Health, developed a clinical trial to investigate the effectiveness of currently available
drugs/drug combinations for treating gonorrhea and fostered collaboration with the World
Health Organization (WHO) to better monitor the emergence of antibiotic resistant
gonorrhea internationally.

CDC supported enhanced hepatitis B surveillance activities in seven local health
departments to monitor the health impact of new vaccination strategies, identify missed
opportunities, and move towards the elimination of hepatitis B.

Health Communications

CDC supported the Emerging Infectious Diseases (EID) journal which represents the
scientific communication component of CDC’s efforts to address emerging infections.
According to the Institute of Scientific Information’s impact factor rankings, EID consistently
ranked in the top 5 out of 47 journals in the infectious disease category each year from 2001
to 2006.

In 2006, the public visited CDC’s Traveler's Health website 5.4 million times; 130 Travel
Notices were posted to alert travelers of risks to human health and precautions to prevent
travel-related illness; and CDC’s Travelers' Health Team responded to more than 3,400
public inquiries.

CDC published the 2007-2008 editions of the CDC Health Information for International
Travel (The Yellow Book http://wwwn.cdc.gov/travel/contentYellowBook.aspx) in May 2007
through an innovative public-private partnership. The new version published includes new
and enhanced chapters on avian influenza and the threat of pandemic influenza, skin and
soft tissue infections, and deep vein thrombosis/pulmonary embolism, health risks for
humanitarian workers and the differing responsibilities that the clinician, traveler, and travel
industry each have in providing and obtaining the best information on health risks abroad.

CDC raised awareness and created a risk communication plan for the general public about
Naegleria fowleri brain infections acquired during lake swimming, which caused the death of
six young people in 2007 and raised intense media and public questions about the safety of
swimming in lakes in southern tier states. Infections with this amoeba are almost 100%
fatal.

Outbreak Response

CDC has responded to approximately 30 outbreaks of infectious disease that affected over
90,000 individuals among U.S.-bound refugee populations since 2004.

CDC has conducted Guinea worm disease (GWD) case searches and surveillance
assessments as part of the WHO Collaborating Center for Research, Training, and
Eradication of Dracunculiasis in five countries (Mauritania, Benin, Sierra Leone, Liberia, and
Nigeria). Guinea worm disease cases in 2006 were below 20,000, down from over two
million cases in the 1980s.

CDC assisted local health authorities in response to an urban plague epizootic outbreak
involving wild and zoo animals in Denver, Colorado, a human tularemia outbreak in Utah,
and a human plague death in the Grand Canyon.

CDC coordinated investigations of cyclosporiasis (an infection of the small intestines caused
by Cyclospora, a parasite) in residents of 17 U.S. states and one Canadian province in FY
2006. Data from these investigations influenced federal regulatory policies, including new
FDA alerts in FY 2006 for two imported produce cars. No U.S. outbreaks were documented
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in FY 2007, which could reflect outbreak prevention because of regulatory/corrective actions
or conversely, the lack of tools to link sporadic cases.

CDC initiated an outbreak case-control investigation in March 2007 with health departments
in 37 states and Puerto Rico that included 158 culture-confirmed patients with
Acanthamoeba keratitis, a rare but potentially blinding infection of the cornea primarily
affecting contact lens users. The investigation led to a company recall of implicated contact
lens solution from the international market. CDC continues to test the disinfection efficacy
of contact lens solutions against Acanthamoeba.

CDC worked with the Council of State and Territorial Epidemiologists to improve detection
and reporting of travel-related Legionnaires’ disease through TALUS (Travel-associated
Legionellosis Surveillance in the United States), a state-based passive surveillance system.
To improve reporting, CDC has dedicated an email address for states to report cases
directly without having to rely on mailing the case report form. In 2006, the enhanced CDC
system detected 197 travel-associated cases and 16 clusters of travel-associated
Legionnaires’ disease. CDC worked with partners in the U.S. and overseas to investigate
and control sources of disease for these clusters.

In FY 2007, in collaboration with the Association of Public Health Laboratories, CDC created
and pilot tested consensus performance standards for public health laboratory systems
aimed at establishing performance measures for state laboratory networks and improving
public-private laboratory connectivity.

Research

CDC'’s Arctic Investigations Program documented the emergence of invasive Streptococcus
pneumoniae infections among Alaska Native children due to types not covered by the PCV7
vaccine. The increased disease rates have eroded the gains from PCV7 use and likely
indicate a limitation to the utility of the existing vaccine. CDC is collaborating with FDA and
industry to expedite and evaluate alternative vaccine schedules and new expanded
vaccines to cover the emergent disease.

CDC upgraded drug susceptibility testing and genotyping laboratory equipment, greatly
enhancing CDC’s capacity to detect outbreaks and initiated a trial of a new drug regimen for
patients with Multi-drug Resistant Tuberculosis.

CDC developed new diagnostic assays for both well-recognized and newly identified
respiratory viruses, including new human coronaviruses, human bocavirus, parechoviruses,
and other picornaviruses human metapneumoviruses, and an adenovirus (Adenovirus 14)
which caused a large outbreak of severe respiratory illness in military recruits and the
community in 2007. These assays have been applied to outbreaks and epidemiologic
studies to better understand disease associated with these novel pathogens. CDC helped
train Thai scientists to perform these new molecular assays and improved surveillance
efforts, enabling rapid identification of new pathogens during outbreaks — an essential
component in monitoring for pandemic influenza.

CDC developed humanized monoclonal antibodies specific for Venezuelan equine
encephalitis virus (VEEV) to be used in diagnosis, prophylaxis, and therapy of human VEEV
infections. Currently there are no approaches to prevent or cure VEEV infection.

CDC developed new live-attenuated vaccines for dengue viruses and entered into a
Cooperative Research and Development Agreement with InViragen, LLC for preclinical and
clinical human vaccine trails. Currently there are no approved dengue virus vaccines.
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e CDC led the public health response to a newly approved blood donation screening testing in
the U.S. for serological evidence of infection with Trypanosoma cruzi, the parasite that
causes Chagas disease by (1) issuing clinical management guidelines for those who test
positive; (2) providing anti-parasitic drugs to patients who test positive (these drugs are only
available through an Investigational New Drug protocol through CDC); (3) providing
laboratory testing to deferred blood donors and other patients to guide clinical management;
and (4) providing health communication and health educational materials to the public,
clinicians, state health departments, and industry since there is little expertise in the U.S.
related to Chagas disease.

e CDC consulted on 29 outbreaks of cryptosporidiosis in 2007. Since 2004, there has been a
130 percent increase in case reports and a six-fold increase in outbreaks of
cryptosporidiosis that has sickened thousands of individuals and taxed the capacity of
health departments to address the problem. Most of these outbreaks have been associated
with use of swimming pools, which are now more vulnerable to the emergence of
Cryptosporidium, a chlorine-resistant pathogen. This increase has prompted further
investigation into the reasons for the increase, possible prevention measures, and
laboratory methods needed for further investigations.

o CDC demonstrated early phase transmission of Yersinia pestis, the bacterium that causes
plague, by several important flea species, explaining the rapid spread of plague during
human epidemics and rodent epizootics.

FUNDING HISTORY TABLE

FISCAL YEAR AMOUNT

FY 2004 $101,809,000
FY 2005 $99,152,000
FY 2006 $104,116,000
FY 2007 $132,598,000
FY 2008 $130,281,000

BUDGET REQUEST

CDC’s FY 2009 request includes $103,683,000 for All Other Emerging Infectious Diseases, a
decrease of $26,598,000 below the FY 2008 Enacted level, which includes $2,622,000 reduction
for ILA and administrative costs. Microbial threats to health are constantly emerging and evolving.
Because it is not possible to know what new diseases will arise, the key challenge is to always be
prepared for the unexpected. The world looks to CDC to rapidly detect and identify emerging
pathogens and diseases, work that requires highly specialized laboratory personnel, tools, and
infrastructure.

In FY 2009, CDC will supply state public health laboratories with critical reagents for a wide variety
of laboratory tests and proficiency testing materials to ensure the laboratory test are being properly
done. Without this assistance, state laboratories would not be able to provide confirmation of a
disease that poses a public heath threat from a more routine disease. By developing diagnostic
tools to detect new and unknown respiratory pathogens and using these tools during outbreak
investigations and in epidemiologic research, CDC will continue to build and enhance the nation’s
public health response capacity.
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Funding will continue to support efforts that contribute to national, state, and local public health
capacity to rapidly detect and effectively respond to infectious disease outbreaks including:

Supporting the ELC and EIP programs for infectious diseases.

Conducting epidemiological studies and developing cutting-edge laboratory tools for rapidly
detecting new and re-emerging infectious diseases, serving as the national and international
reference laboratories for emerging novel or unusual bacterial pathogens and respiratory
viruses, enteroviruses, gastroenteroviruses, and other viral pathogens.

Working to reduce water-borne diseases by (1) optimization of processing and extraction
methods for detecting pathogens in environmental samples (such as water samples); (2)
developing standardized national molecular typing methods for waterborne parasites (such
as Cryptosporidium); (3) establishing CryptoNet, a system of standardized detection and
comparison of Cryptosporidium isolates around the world; and (4) developing molecular
typing methods for free-living amoeba (such as Acathamoeba, Naegleria).

Developing a comprehensive electronic disease notification system to communicate with
both national and international partners about diseases and disease outbreaks occurring
among mobile populations such as immigrants and refugees entering the United States.

Implementing the new “Technical Instructions for Tuberculosis Screening and Treatment” in
priority countries as determined by immigration patterns and tuberculosis burden which will
improve immigrant and refugee health, prevent importation of tuberculosis into the U.S., and
contribute to global tuberculosis control efforts.

Providing leadership for the Arctic Health Initiative which will bring visibility and focus to the
unique and changing health priorities of the Arctic regions.

Supporting agency-wide collaboration on health disparities and research on the
identification, prevention, and control of emerging infectious disease disparities.

Working with partners to develop an enhanced communication and collaboration network
among public health and clinical laboratories for emergency preparedness and public health
surveillance. Activities will include: (1) development of the Laboratory Outreach and
Communication System; (2) promotion of and improved utility and reliability of the National
Laboratory Database; and (3) writing and promotion of national guidelines for best
laboratory practices.

Continuing CDC’s Model Performance Evaluation Program which provides healthcare
facilities with testing samples that mimic patient specimens to test for HIV (both by
traditional and rapid testing methods) and Mycobacterium tuberculosis drug susceptibility, in
addition to periodic laboratory practice questionnaires. Approximately 1089 domestic and
244 international laboratories in 97 countries are enrolled, including 149 laboratories in
PEPFAR (the President’s Emergency Plan for AIDS Relief) countries.
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OUTPUT TABLE
. FY 2004 | FY 2005 P A A FY 2008 | FY2009 | Out-Year
Key Outputs Actual Actual Target | Actual Target Actual Target Target Target

Number of domestic/global

4C survellllange net.works for N/A 5 5 5 5 5 5 5 N/A
emerging infectious
diseases.

4D g'it'e’;‘ber of EIP network N/A 1 1 1 1 1 10 10 N/A
Number of grants for

4 | Infectious disease research | 5 40 40 40 40 40 40 40 N/A
to academic institutions and
stations
Appropriated Amount
( Million)' $101.8 $99.2 $104.1 $132.6 $130.3 | $103.7

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

EPIDEMIOLOGY AND LABORATORY CAPACITY

FOR INFECTIOUS DISEASES (ELC)

FY 2007
State/Territory/Grantee Actual

Alabama $960,655
Alaska $604,696
Arizona $1,012,964
Arkansas $772,684
California $2,989,425
Colorado $1,280,828
Connecticut $578,239
Delaware $749,783
District of Columbia $446,889
Florida $847,964
Georgia $973,753
Hawaii $663,311
Idaho $631,653
Illinois §773,079
Indiana $594,096
lowa $1,197,997
Kansas $654,597
Kentucky $434.201
Louisiana $2,941,747
Maine $792,201
Maryland $780,760
Massachusetts $1,131,323
Michigan $1,358,904
Minnesota $1,064,492
Mississippi $2,720,611
Missouri $1,024,622
Montana $618,545
Nebraska $1,113,807
Nevada §747,328
New Hampshire $854,913
New Jersey $1,113,987
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
EPIDEMIOLOGY AND LABORATORY CAPACITY
FOR INFECTIOUS DISEASES (ELC)

FY 2007
State/Territory/Grantee Actual
New Mexico $615,182
New York $1,246,348
North Carolina $750,093
North Dakota $791,425
Ohio $1,199,772
Oklahoma $562,029
Oregon $782,362
Pennsylvania $1,029,056
Rhode Island $813,833
South Carolina $877,355
South Dakota $725,474
Tennessee $861,451
Texas $2,169,821
Utah $955,770
$0
Vermont $803,265
Virginia $1,117,530
Washington $1,039,231
West Virginia $984,918
Wisconsin $923,741
Wyoming $868,381
Chicago $612,345
Houston $894,641
Los Angeles County $584,657
New York City $1,458,538
Philadelphia $561,201
Washington DC $444,889
Palau $79,514
Puerto Rico $248,339
Total States/Cities/Territories $55,986,326
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HEALTH PROMOTION

‘ FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
BA $947,004,001 $961,193,001 $932,073,001 -$29,120,000
FTE 1,023 1,065 1,049 -16

SUMMARY OF BUDGET REQUEST

CDC'’s Health Promotion activities support critical efforts particularly related to wellness, chronic
disease prevention, genomics and population health, disabilities, birth defects and other
reproductive outcomes, and adverse consequences of hereditary conditions. The specific
budget categories within Health Promotion budget activity are: 1) Chronic Disease Prevention,
Health Promotion, and Genomics and Disease Prevention and 2) Birth Defects, Developmental
Disabilities, Disability and Health activities.

The CDC FY 2009 request includes $932,073,000 for Health Promotion, a decrease of
$29,120,000 below the FY 2008 Enacted level, which includes a $3,925,000 Individual Learning
Account (ILA) and administrative reduction

e $805,321,000 for Chronic Disease Prevention and Health Promotion program, which
reflects a decrease of $28,506,000 below the FY 2008 Enacted level. These funds are
used to prevent and delay onset of chronic disease by enhancing potential for a full,
satisfying, and productive living across the lifespan for people in all communities.
Activities include prevention and management of heart disease and stroke, obesity and
overweight, and cancer; promotion of maternal, infant, and adolescent health, healthy
personal behaviors, and integrating genomics into public health research and programs.
Chronic diseases are among the most prevalent, costly, and preventable of all health
problems.

e $126,752,000 for Birth Defects, Developmental Disability, and Disability and Health, a
decrease of $614,000 below the FY 2008 Enacted level. Funds for this activity are used
to identify the causes of birth defects and developmental disabilities, helping children to
develop and reach their full potential, and promoting health and well-being among
people of all ages with and without disabilities.

The coordination of activities in the Health Promotion budget activity will assure the efficient
interaction among its component programs and other CDC programs on cross-cutting health
issues. For example, CDC’s support of the Surgeon General’s Family History Initiative draws
on the expertise of chronic disease, genomics, and birth defects and promotes the health of the
public through each of these areas. All activities within the Health Promotion budget activity
work together to foster cross-cutting health promotion programs and enhance the potential for
full, productive living.
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CHRONIC DISEASE PREVENTION, HEALTH PROMOTION, AND GENOMICS

FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
Heart Disease and Stroke $43,562,000 $50,101,000 $48,838,000 -$1,263,000
Diabetes $61,831,000 $62,711,000 $62,454,000 -$257,000
Cancer Prevention and Control $301,434,000 | $309,486,000 | $301,773,000 -$7,713,000
Arthritis and Other Chronic Diseases $21,661,000 $23,915,000 $23,817,000 -$98,000
Tobacco $102,016,000 | $104,164,000 | $103,737,000 -$427,000
Nutrition, Physical Activity, and Obesity $40,590,000 $42,191,000 $42,018,000 -$173,000
Health Promotion $26,820,000 $28,977,000 $24,210,000 -$4,767,000
School Health $54,789,001 $54,323,001 $53,612,001 -$711,000
Safe Motherhood/Infant Health $43,100,000 $42,347,000 $42,174,000 -$173,000
Oral Health $11,456,000 $12,422,000 $12,371,000 -$51,000
Prevention Centers $29,149,000 $29,131,000 $29,012,000 -$119,000
STEPS to a Healthier US $42,904,000 $25,158,000 $15,541,000 -$9,617,000
Racial and Ethnic Approach to Community Health
(REACH) $33,639,000 $33,860,000 $33,721,000 -$139,000
Genomics $11,811,000 $12,093,000 $12,043,000 -$50,000
Demonstration Project for Teen Pregnancy $0 $2,948,000 $0 -$2,948,000
Total | $824,762,000 $833,827,000 $805,321,000 -$28,506,000

SUMMARY OF THE REQUEST

CDC aims to prevent the onset of chronic diseases; identify early the presence of chronic
diseases and associated complications and reduce progression of the basic chronic condition
and/or associated complications; improve the care and management of those impacted by chronic
diseases; and promote healthy behavior choices through education, community and societal
policies to reduce the burden of chronic diseases.

More than 1.7 million Americans die of a chronic disease each year, accounting for seven of every
10 deaths in the U.S. Chronic diseases cause major limitations in daily living for almost one of
every 10 Americans, or about 25 million people. These diseases account for approximately 83
percent of the over $1.4 trillion spent on health care each year in the U.S. Although chronic
diseases are among the most prevalent and costly health problems, they are also among the
most preventable.

The CDC FY 2009 requests includes $805,321,000 for Chronic Disease Prevention, Health
Promotion, and Genomics, a decrease of $28,506,000 below the FY 2008 Enacted level, which
includes a $3,312,000 Individual Learning Account (ILA) and administrative reduction. This
includes:

e $48,838,000 for Heart Disease and Stroke, a decrease of $1,263,000 below the FY 2008
Enacted level to fund 42 state-based Heart Disease and Stroke Prevention Programs, four
multi-state Stroke Networks in areas of higher stroke burden, and six states to carry out
the Paul Coverdell National Acute Stroke Registry. CDC will also conduct activities to
develop surveillance capacity for heart disease and stroke prevention and standardize and
improve the evaluation of policy and systems change.

e $62,454,000 for Diabetes, a decrease of $257,000 below the FY 2008 Enacted level to
fund 50 State-based Diabetes Prevention and Control Programs, the National Diabetes
Education Program, and five to 12 states for the primary prevention of diabetes. CDC will
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also continue six childhood diabetes surveillance systems and fund 16 health education
programs targeting minority populations.

$301,773,000 for Cancer Prevention and Control, a decrease of $7,713,000 below the FY
2008 Enacted level to continue to support all states through the National Breast and
Cervical Cancer Early Detection program; 48 central cancer registries through the National
Program of Cancer Registries; 65 states for Comprehensive Cancer Control Programs;
and continuation of ongoing activities in the early detection, prevention and education for
colorectal, ovarian, prostate, blood, gynecologic and skin cancers.

$23,817,000 for Arthritis and Other Chronic Diseases, a decrease of $98,000 below the
FY 2008 Enacted level to continue to support State-based Arthritis Programs to
emphasize expansion of evidence-based interventions available for state programs
serving people with arthritis. CDC will also support the ongoing work of the four state
lupus registries, which are developing the first reliable epidemiologic data on the
prevalence and incidence of diagnosed lupus in the U.S. CDC will continue to increase
public awareness, promote education and communication, and conduct research to
address public health issues related to epilepsy.

$103,737,000 for Tobacco, a decrease of $427,000 below the FY 2008 Enacted level to
fund 50 State-based National Tobacco Prevention Control programs and to support the
National Network of Tobacco Use Cessation Quitlines. CDC will continue to advance the
science base of tobacco control by conducting and coordinating research, surveillance,
and evaluation activities related to tobacco and its impact on health.

$42,018,000 for Nutrition, Physical Activity and Obesity, a decrease of $173,000 below the
FY 2008 Enacted level to fund between 20 and 30 states for Nutrition and Physical Activity
programs to implement interventions that include policies, environmental changes, and
social and behavioral approaches to slow the progression of obesity and other chronic
diseases.

$24,210,000 for Health Promotion, a decrease of $4,767,000 below the FY 2008 Enacted
level to support the Behavioral Risk Factor Surveillance System for ongoing surveillance of
critical health problems and health-related behaviors at the state and local level; to support
CDC'’s Alzheimer’'s Disease and Healthy Aging Program; to continue to develop a kidney
disease surveillance, epidemiology, and a health outcomes research program; and to
continue support to national, state, and local organizations for Vision Screening Education
and Glaucoma through CDC'’s Vision Health Initiative.

$53,612,000 for School Health, a decrease of $711,000 below the FY 2008 Enacted level
to continue support for Coordinated School Health programs. CDC expects to fund 23
state education agencies to establish a partnership with their state health agency to focus
on reducing tobacco use, poor nutrition, and physical inactivity and 49 state education
agencies and 18 local education agencies to support HIV prevention activities in schools.

$42,174,000 for Safe Motherhood/Infant Health, a decrease of $173,000 below the FY
2008 Enacted level to continue to fund 39 Pregnancy Risk Assessment Monitoring System
(PRAMS) projects in states to improve the health of mothers and infants. CDC will also
continue to fund 12 teen pregnancy prevention programs through national organizations
and state teen pregnancy prevention coalitions and conduct research projects to promote
reproductive and infant health.

$12,371,000 for Oral Health, a decrease of $51,000 below the FY 2008 Enacted level to
fund 13 states to support capacity-building for oral health prevention programs to expand
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coverage of community water fluoridation, increase the number of children receiving dental
sealants, and reduce levels of untreated tooth decay.

e $29,012,000 for the Prevention Research Centers, a decrease of $119,000 below the FY
2008 Enacted level to fund 33 Prevention Research Centers to conduct applied research
and practice in chronic disease prevention and control, involving community members and
local institutions.

e $15,541,000 for Steps to a Healthier U.S., a decrease of $9,617,000 below the FY 2008
Enacted level to support 50 Steps Community Grants.

e $33,721,000 for Racial and Ethnic Approach to Community Health (REACH), a decrease
of $139,000 below the FY 2008 Enacted level to support ongoing dissemination of
effective strategies for improving health in racial and ethnic minority communities through
40 Centers of Excellence in the Elimination of Health Disparities, and Action Communities.

e $12,043,000 for Genomics, a decrease of $50,000 below the FY 2008 Enacted level to
continue work toward the translation of genomic discoveries into opportunities for public
health and preventive medicine, which support the President’s Healthier U.S. Initiative and
the Secretary’s Personalized Health Care Initiative.

e In FY 2009, CDC does not request funding for the Demonstration Project for Teen
Pregnancy. CDC will continue its work with teen pregnancy prevention through other
programmatic mechanisms.

These programs are among the Health Promotion programs subject to reauthorization

In 2006, CDC’s Chronic Disease Prevention and Health Promotion program underwent a PART
review. The program was rated as Moderately Effective and lauded for a clear and unique
mission, effective surveillance systems, challenging but realistic quantifiable targets for long term
and annual performance measures, commitments from partners, and for all aspects of program
management.

Results can be found on ExpectMore.gov http://www.whitehouse.gov/omb/expectmore/index.html

EFFICIENCY MEASURE

FY FY FY 2006 FY 2007 FY
# Key Outputs 2004 2005 F'I\'; fogf 2009 o}‘;'rYZ?r
Actual Actual Target | Actual | Target Actual g Target 9

Number of financial
actions that delay the (Baseline)

5.E.1 | implementation of N/A 466 N/A N/A 443 12/2007 419 406 N/A
grantee and partners’
activities.
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HEART DISEASE AND STROKE

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
BA $43,562,000 $50,101,000 $48,838,000 -$1,263,000

AUTHORIZING LEGISLATION
PHSA §§ 301, 307, 310, 311
FY20009 AUNOTIZATION. ..o e e Indefinite

Allocation MethOAs. ... ..o e Direct
Federal/Intramural; Competitive Grants/Cooperative Agreements; and Contracts

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

Heart disease and stroke are respectively the nation's first and third leading causes of death for
both women and men, and account for about 35 percent of all deaths. More than 80 million
Americans currently live with a cardiovascular disease. For example, coronary heart disease is a
leading cause of disability in the U.S. workforce. Stroke alone accounts for disability in more than
one million Americans. More than six million hospitalizations each year are because of
cardiovascular diseases. In 2008, the national cost of cardiovascular disease is estimated to be
over $448 billion, including health care expenditures and lost productivity.

In 1998, CDC began providing states with financial and programmatic assistance to develop,
implement, and evaluate cardiovascular disease prevention and control programs. CDC supports
achievement of the Healthy People 2010 goal for heart disease and stroke prevention in its four
distinct but complementary parts 1) prevention of risk factors, 2) detection and treatment of risk
factors, 3) early identification of heart attacks and strokes, and 4) prevention of recurrent
cardiovascular events. To reach this goal, CDC’s heart disease and stroke prevention efforts have
expanded over the years to include the implementation of science-based public health programs;
research and surveillance activities, the development and application of evaluation procedures; the
development of tools to be used by states and communities; expanding partnership initiatives; and
addressing health disparities.

Heart disease and stroke prevention activities focus on adults and older adults, with special
attention given to higher-risk populations. The program also carries out the Mississippi Delta
Health Initiative and is continuing a partnership with the Indian Health Service to address heart
disease and stroke prevention among rural American Indians/Alaska Natives.

Heart disease and stroke prevention activities include:

State Heart Disease and Stroke Prevention Programs, funded since 1998 through cooperative
agreements awarded competitively.

In FY 2007, thirteen states received funding for Basic Implementation programs. Activities for
these programs include implementing population-based interventions that address priority
populations and settings; examples of interventions include promoting heart healthy and stroke-free
work site policies and promoting emergency medical services training and protocols related to heart
attacks and stroke.

e The 13 Basic Implementation states include: Arkansas, Florida, Georgia, Massachusetts,
Maine, Missouri, Montana, New York, North Carolina, South Carolina, Utah, Virginia, and
Washington State.
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In FY 2007, 20 states and the District of Columbia received funding for Capacity Building programs,
which prepares these states for program implementation through such activities as identifying
priority populations and developing a comprehensive state plan. Capacity Building funding helps
state health departments develop the human and technical capacity to properly address heart
disease and stroke.

e The 21 Capacity Building programs include: Alabama, Alaska, Arizona, California, Colorado,
the District of Columbia, lllinois, Kansas, Kentucky, Louisiana, Michigan, Minnesota,
Mississippi, Nebraska, Ohio, Oklahoma, Oregon, Rhode Island, Tennessee, Texas, and
Wisconsin.

The Heart Disease and Stroke Prevention Program has identified high-impact points of intervention
to stem the tide of cardiovascular disease. Examples include:

Controlling high blood pressure:

o Almost 90 percent of middle-age Americans will develop high blood pressure in their
lifetime. Controlling high blood pressure is very important, as a 12 to 13 point drop in high
blood pressure can reduce cardiovascular disease deaths by 25 percent. Control of high
blood pressure appears to be improving, with 36 percent of all hypertensive American adults
controlling their blood pressure in 2003-2004, up from 32 percent at the turn of the century.
However, this indicates that in the most recent comprehensive figures, nearly 65 percent of
those with high blood pressure still did not have it under control.

o Wisconsin’s Heart Disease and Stroke Prevention Program worked with 20 health plans to
collect and report measures related to cardiovascular disease management. Based on
these data, health plans instituted quality improvement initiatives to impact blood pressure
control. Among participating health plans, the percentage of patients who had their high
blood pressure controlled increased from 52 percent in 2000 to 62 percent within two years.

Addressing cholesterol:

In an era of increasing obesity, CDC hopes to keep high cholesterol prevalence from increasing. In
the last several years, the prevalence of high cholesterol among U.S. adults has remained at
approximately 17 percent to 18 percent.

¢ In 2005-2006, CDC funded three states (Arkansas, Kansas, and Washington) to conduct
statewide surveys of cholesterol and blood pressure measurements. In addition to
increasing scientific capacity, the data collected can now be used to provide these states
guidance for developing more effective cholesterol control strategies. More recently, CDC
has funded Oklahoma to begin this same process.

Addressing heart disease and stroke mortality:

Because of continuing public health and clinical efforts, age-adjusted death rates continue to drop
for both ischemic heart disease and stroke.

e For example, in 2000, 187 of every 100,000 people died of heart disease and 61 of every
100,000 people died of stroke; but by 2004 those numbers dropped to 150 deaths per
100,000 people for ischemic heart disease and 50 deaths per 100,000 people for stroke.

¢ Washington State’s Heart Disease and Stroke Prevention Program collaborated with the
state’s Emergency Cardiac and Stroke Workgroup to develop recommendations addressing
prevention and care in pre-hospital, emergency department, hospital, and rehabilitation
settings. These recommendations, which will improve quality of care and therefore reduce
mortality and long-term morbidity, are now being implemented.
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The Paul Coverdell National Acute Stroke Registry;

This registry was funded since 2001, competitively funds states through cooperative agreements to
measure, track, and improve the quality and delivery of stroke care. From 2004-2007, four states
(Georgia, lllinois, Massachusetts, and North Carolina) were funded and were able to collect and
track over 49,000 patient cases from 176 participating hospitals.

o All states funded by the Coverdell Registry during FY 2003-2006 have initiated or adopted
statewide stroke care legislation to reduce mortality and otherwise improve patient
outcomes.

¢ In Massachusetts, data collected through the Paul Coverdell National Acute Stroke Registry
indicated a great need for improvement in quality of stroke care. As a result, participating
hospitals began to modify their standards of care, and the state saw an increase in use of
tissue-type plasminogen activator (tPA) from seven percent to 30 percent over a one-year
period. Therapy with tPA can mean the difference between recovery and long-term
disability from ischemic stroke.

e The Coverdell Registry was expanded to six funded states in FY 2007: Georgia,
Massachusetts, Michigan, Minnesota, North Carolina, and Ohio.

Other CDC heart disease and stroke prevention-related activities include surveillance and
epidemiologic studies, applied research, and evaluation projects:

Monitoring and Surveillance:

CDC helps states and communities track trends in heart disease and stroke and their risk factors.
By analyzing and publicizing this data, public health strategies can be better developed and
implemented according to recognized health needs. For the first time ever, in 2007 CDC was able
to report the state-by-state prevalence rates of both heart disease and stroke.

Translating the science into practice: CDC engages in applied research and research translation to
support sound, evidence-based practice in heart disease and stroke prevention. From its research,
CDC develops and disseminates many products and tools that cardiovascular disease prevention
programs can use and apply in various public health settings. Many tools and resources are
available on the web. Two examples released in 2007 are CDCynergy: Heart Disease and Stroke
Prevention Edition version 2.1, an online interactive tool that helps systematically build health
communication strategies, and Heart Health and Stroke Free: A Social Environment Handbook,
which helps professionals promote heart healthy and stroke free environments at the community
level.

Evaluation:

CDC not only provides technical assistance to help states evaluate their programs, it also works at
the cutting edge of evaluation research in heart disease and stroke prevention.

With increased funding received in FY 2008, CDC will increase the number of states receiving
funding for state heart disease and stroke prevention programs. An estimated seven additional
states will receive funding for Capacity Building and an estimated one additional state will receive
Basic Implementation funding. CDC may also elevate one Capacity Building program to Basic
Implementation. Additionally, with increased funding received in FY 2008, CDC will increase the
number of WISEWOMAN programs by providing funding for an estimated six additional
states/territories.
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FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $41,628,000
FY 2005 $44,618,000
FY 2006 $44,237,000
FY 2007 $43,562,000
FY 2008 $50,101,000

BUDGET REQUEST

The CDC FY 2009 request includes $48,838,000 for Heart Disease and Stroke prevention, a
decrease of $1,263,000 below the FY 2008 Enacted level, which includes a $199,000 Individual
Learning Account (ILA) and administrative reduction.

CDC will continue its heart disease and stroke prevention activities in conjunction with state health
departments, as well as with other governmental and non-governmental organizations. Some key
heart disease and stroke prevention activities and priorities in FY 2009 will include the following:

CDC will fund an estimated 42 State Heart Disease and Stroke Prevention Programs, including 41
states and the District of Columbia, for approximately $35 million.

Priorities for all states include:
¢ Increase control of high blood pressure
¢ Increase control of high cholesterol

e Increase in the public’'s knowledge of signs and symptoms of heart attack and stroke and
the importance of calling 9-1-1

e Improvement in emergency response
o Improvement in quality of heart disease and stroke care
o Elimination of health disparities in heart disease and stroke

One important activity for CDC in addressing the priorities listed above is providing continuing
technical assistance to states in heart disease and stroke prevention. In addition to providing
technical assistance to funded states, in FY 2009 the 17 non-funded states will also be able to
receive technical assistance from CDC. In FY 2010, CDC’s goal is to increase the age-adjusted
proportion of persons age 18+ with high blood pressure who have it controlled (<140/90) to 59
percent as compared to 50 percent in 2008.

In FY 2009, CDC will also fund four multi-state Stroke Networks in areas of higher stroke burden
(such as the Southeast). These Networks will focus on increasing stroke awareness and improving
the impact of public health interventions across state lines.

CDC will spend approximately $4.4 million on the Paul Coverdell National Acute Stroke Registry,
which now funds six states: GA, MA, MI, MN, NC, and OH. An important activity will be addressing
the gaps between clinical practice and clinical guidelines and promoting growth of quality
improvement in stroke care in hospitals and emergency medical services.

Other Heart Disease and stroke activities and priorities for FY 2009:

e CDC intends to develop more surveillance capacity. Current heart disease and stroke
prevention efforts are limited by the available health tracking systems (surveillance).
Surveillance efforts have not been able to adequately track progress towards the national
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Healthy People 2010 heart disease and stroke prevention goals in a comprehensive and
systematic manner. Likewise, not all heart disease and stroke prevention program priorities
(such as improvement in emergency response) can currently be tracked systematically.
Additionally, having a more complete set of data would allow CDC to better tailor its
program efforts to achieve maximum public health impact.

CDC plans to standardize and improve the evaluation of policy and systems change. Being
able to better evaluate efforts is of great importance because a great portion of heart
disease and stroke prevention programs attempt to change policies and environments in
settings such as the workplace and health care systems.

CDC will continue to embark in a wide range of other activities, including the development
and continuation of heart disease-based registries such as the Cardiac Arrest Registry and
Enhance Survival Program to improve the quality of care for heart disease.

Beyond the heart disease and stroke prevention program described, there are many other CDC
programs which impact cardiovascular disease. Some of these are diabetes, nutrition and physical
activity, school health, tobacco, WISEWOMAN, and community health programs such as Steps to a

Healthier U.S.
OUTCOME TABLE
FY 2004 FY FY 2006 FY 2007 FY FY Out-
# Key Outcomes Actual 2005 2008 2009 Year

Long Term Objective 4: Reduce death and disability due to heart disease and stroke.

Reduce the age-adjusted annual rate CHD: CHD:
per 100,000 population of coronary 150 166
541 heart-disease and stroke-related Stroke: N/A N/A N/A N/A N/A N/A N/A Stroke:
deaths. [O]! 50 50
Increase the age-adjusted proportion
5.4 | Ofpersons age 18+ withhigh blood | 560 | \yA | 499 | 1202008 | NA | NA | 50% | NA | 59%
pressure who have it controlled
(<140/90). [0
Maintain the age-adjusted proportion
54,3 | Ofpersons age 20+ with hightotal -\ ey | \iA | q795 | 12008 | NA | NA | 17% | NA | 17%

cholesterol (>=240mg/dL) at no
higher than its current rate. [0] 2
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OUTPUT TABLE
FY 2004 | FY 2005 AL Py FY 2008 | FY 2009
# K2y LS Actual Actual Target Target
Target Actual Target Actual g g
5.A | States funded for capacity-
building CVD prevention programs 21 19 19 19 21 21 28 28
(includes DC)
5.B | States funded for basic
implementation CVD prevention 12 14 14 14 14 13 14 14
programs
5.C | Surveillance and research studies
describing the CVD burden and 21 21 % % 31 31 31 31
developing effective intervention
strategies
5.D | State health departments funded
for ongoing state stroke registries
to assess stroke treatment and 4 4 4 4 6 6 6 6
improve the quality of care for
acute stroke patients
Appropriated Amount
($ Million)' $41.6 $44.6 $44.2 $43.6 $50.1 $48.8

The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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DIABETES

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
BA $61,831,000 $62,711,000 $62,454,000 -$257,000

AUTHORIZING LEGISLATION
PHSA §§ 301, 307, 310, 311
FY 2009 AUTNOTIZAtION. . ... e e Indefinite

Allocation MethOAs. ... ..o e Direct
Federal/Intramural; Competitive Grants/Cooperative Agreements; and Contracts

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

In 1975, the Congressionally appointed National Commission on Diabetes recommended CDC
establish a program for diabetes education and control. In 1977, this recommendation resulted in
the establishment of the National Diabetes Prevention and Control Program. The mission of the
CDC’s Diabetes program is to eliminate the preventable burden of diabetes through leadership,
research, programs, and policies that translate science into practice. CDC’s diabetes activities are
based on the prevailing science for diabetes prevention and control which demonstrates that many
of the serious diabetes-related complications, such as blindness, kidney failure, and lower-limb
amputations, may be prevented.

CDC'’s primary functions related to diabetes include:
¢ Define the diabetes burden through the use of public health surveillance
e Conduct applied translational research
e Develop and maintain state-based diabetes and prevention programs
e Support the National Diabetes Education Program
State Based Diabetes Prevention and Control Programs

Through this national program, CDC provides financial support and technical assistance to
Diabetes Prevention and Control Programs (DPCPs) in all 50 states, the District of Columbia, seven
U.S. territories (America Samoa, Federated States of Micronesia, Guam, Marshall Islands, Northern
Mariana Islands, Puerto Rico, and the U.S. Virgin Islands), and one former U.S. territory (Palau).
The program supports DPCPs in providing leadership within the state diabetes public health system
to bring about community and health system changes that: (1) increase quality of life for persons
with and at risk for diabetes; and (2) eliminate diabetes-related health disparities in high risk racial
and ethnic populations.

In FY 2008, CDC funded 59 state-based diabetes prevention and control programs, 22 states and
the District of Columbia at a capacity-building program level, and 36 states and territories for basic
implementation programs. Capacity-building states establish a diabetes presence in the state
health department; support basic programmatic and surveillance functions; and develop and
evaluate small scaled diabetes projects. Basic implementation programs develop and promote
diabetes care standards for adoption in health care delivery settings; help state Medicaid programs
develop and monitor quality outcome measures for diabetes care; launch public and physician
education campaigns to promote improved understanding and regular use of tests to determine
average blood sugar levels; and involve communities in diabetes control activities, such as walking
programs.
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To measure the program’s impact in reducing diabetes-related complications, CDC established
several national program objectives focused on critical preventive care practices people with
diabetes should receive to deter the progression of complications. These intermediate outcome
measures include increasing the percentage of people with diabetes who receive the recommended
foot and eye exams, pneumococcal and influenza immunizations and A1c test. The A1c blood test
is used to measure a person’s average blood sugar level over the past two to three months.

e In 2005, 60.6 percent of adults, age 18 and older, with diabetes in 42 states reported
receiving a dilated-eye examination within the last year. 61.5 percent reported self-
monitoring their blood glucose at least once per day; 66 percent reported receiving a foot
examination within the last year; 87.7 percent reported seeing a doctor in the last year for
their diabetes; 64.6 percent reported examining their feet on a daily basis; 64.3 percent
reported having their A1c tested at least twice in the past year; 54.3 percent reported ever
having attended a diabetes self-management class; 39.4 percent reported receiving an
influenza vaccination within the last year; and 37.4 percent reported ever receiving a
pneumococcal vaccine.

Specific state accomplishment examples include:

e The Utah DPCP has provided seed money to health plans to implement programs to
measure diabetes complication testing, better identify patients with diabetes, and provide
people with diabetes with reminders to obtain clinical exams. Since implementing the
partnership in 1999, diabetes patient care has improved. Eye exam rates have improved
more than the national rates, suggesting the partnership had direct impact. In addition to
the eye exam intervention, participating plans, with support from the Utah DPCP, have
worked successfully to improve measures related to A1C, lipid, and hypertension in patients
with diabetes.

e The New Mexico DPCP and the Tobacco Use prevention program collaborated on
increasing access to tobacco cessation resources, such as the Quitline, for people with
diabetes. As a result, New Mexico residents have easier access to free Nicotine
Replacement Therapy (NRT). From December 2006 to June 2007, 341 people with
diabetes registered with the Quitline. Almost 52 percent (176) received free NRT (the
majority requested the patch).

Diabetes Primary Prevention Initiative

Initiated in 2005, the Diabetes Primary Prevention Initiative (DPPI) is a collaboration of CDC, state
grantees, and contractors for the purpose of cooperatively creating a plan of action and a pilot to
ultimately make recommendations for federal, state and local public health implementation of
diabetes primary prevention. In FY 2008, CDC funded five states — California, Massachusetts,
Michigan, Minnesota and Washington — for the primary prevention pilot program. Pilot interventions
are ongoing in all five of the funded states. For example, the Minnesota DPCP is integrating health
systems and policy change by working with regional providers on regional clinical practice
guidelines. In California, partnerships are being developed with a local health system/employer for
linking diabetes prevention with worksite wellness.

SEARCH for Diabetes in Youth (Childhood Diabetes Surveillance Systems)

Reporting of increasing frequency of both type 1 and type 2 diabetes in youth has been among the
most concerning aspects of the evolving diabetes epidemic. Unfortunately, reliable data on
changes over time in the U.S., or how many children in the U.S. had type 1 or type 2 diabetes were
lacking. In FY 2000, CDC and NIH funded the first phase of a multi center study to examine the
status of diabetes among U.S. children and adolescents. In FY 2008, CDC is continuing to support
SEARCH by funding six research centers.
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The study goals of SEARCH are to: (1) identify the number of children and youth under age 20 who
have diabetes; (2) study how type 1 diabetes and type 2 diabetes differ, including how they differ by
age and race/ethnicity; (3) learn more about the complications of diabetes in children and youth; (4)
investigate the different types of care and medical treatment that these children and youth receive;
and (5) learn more about how diabetes affects the everyday lives of children and youth who have
diabetes.

Health Education Programs Targeting Minority Populations

In FY 2008, CDC will fund 16 grantees for health education programs targeting minority populations
through the Native Diabetes Wellness Program and the National Diabetes Education Program.

The Native Diabetes Wellness Program works with community and national partners to eliminate
the gaps in health equity that are so starkly revealed by diabetes in American Indian and Alaska
Native (AlI/AN) communities. Holding a vision of Healthy Communities—Healthy Nations, Indian
Country Free of Diabetes, and social justice as its founding principles, the Wellness Program
strives to find, adapt, share, and evaluate what works specific to diabetes wellness in Al/AN
communities. In 2005, CDC awarded three year cooperative agreements to eight grantees
including two urban Indian populations (Tulsa Indian Health, Oklahoma; United American Indian
Involvement, Los Angeles), one tribal college (Salish Kootenai, Montana), and five rural reservation
tribes: Lummi (Washington), Southern Ute (Colorado), Hopi (Arizona), Ho-Chunk Nation
(Nebraska), and Stockbridge-Munsee Community (Wisconsin). Grantees seek to establish simple,
practical environmental prevention interventions for diabetes. The projects are designed by the
grantee communities, based on their identification of indicators that reflect policy, behavioral, or
practice adaptations, in collaboration with existing local diabetes program and other community
organizations. In FY 2008, CDC will issue a new funding announcement and award eight grantees
from ftribal or urban community programs to continue diabetes wellness programs in Al/AN
communities.

The National Diabetes Education Program (NDEP) is the leading federal government public educa-
tion program that promotes diabetes prevention and control. Launched in 1997, the NDEP is a joint
initiative of CDC and NIH, with the goal of reducing iliness and deaths associated with diabetes and
its complications. As part of this outreach, NDEP has awarded funding to eight national
organizations to cover a project period of five years: the Association of American Indian
Physicians, Black Women's Health Imperative, Khmer Health Advocates, National Alliance for
Hispanic Health, National Association of School Nurses, National Latina Health Network, National
Medical Association, and Papa Ola Lokahi. These national minority organizations (NMOs) offer
access to high-risk populations through a community-based approach and trusted delivery system
channels. All of the NMOs work to establish coalitions and partnerships with ongoing diabetes
education programs to improve the capacity of local health care providers to provide competent,
appropriate diabetes information and to develop evaluation plans to monitor and measure
accomplishments.

FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $59,957,000
FY 2005 $63,457,000
FY 2006 $62,763,000
FY 2007 $61,831,000
FY 2008 $62,711,000
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BUDGET REQUEST

The FY 2009 request includes $62,454,000 for diabetes programs, a decrease of $257,000 below
the FY 2008 Enacted level for an Individual Learning Account (ILA) and administrative reduction.
State and territorial health departments use CDC funding to provide leadership within the state and
territorial diabetes public health system to create community and health systems changes that will
increase quality of life for people with diabetes as well as eliminate diabetes-related health
disparities in high-risk racial and ethnic populations.

An open competition for CDC support to state and territorial based diabetes prevention and control
programs (DPCPs) will be held in FY 2009. CDC continues to engage in internal discussions about
the overall breadth of the new funding opportunity announcement. CDC is exploring ways to
incorporate lessons learned from the Diabetes Primary Prevention Initiative into all state programs.

Blood-glucose control is critical for managing diabetes and preventing diabetes-related
complications such as cardiovascular disease, retinopathy, nephropathy, and neuropathy. By FY
2009, CDC aims to increase the age-adjusted percentage of persons with diabetes age 18 and
older who receive an A1c test at least two times per year to 74 percent.

End Stage Renal Disease (ESRD) is a complicated and disabling condition and one of the most
expensive conditions for which the federal government provides financial coverage. Diabetes
mellitus is presently the most common cause of ESRD in the U.S., accounting for approximately 45
percent of all cases of ESRD. For decades, ESRD incidence was increasing. Since the late
1990’s, the rates have declined. As those with diabetes live longer, the incidence of ESRD is likely
to increase. Therefore, CDC aims to maintain the rate of incidence of ESRD per 100,000 diabetic
populations at no higher than its current rate.

In FY 2009, CDC also will continue to fund:

o Fifty-nine Diabetes Prevention and Control Programs

¢ Six childhood diabetes surveillance systems

o Five to 12 state based pilot projects for the primary prevention of diabetes

o Sixteen health education programs targeting minority populations
_Sta:tedgnd territorial diabetes prevention and control programs are faced with several key challenges
including:

o Prevalence and incidence of diabetes has increased rapidly since the 1990s. Part of the
projected growth is due to aging and survival alone. However, continued increases in
prevalence of diabetes itself or obesity will of course exacerbate this trend. The growth in
diabetes is apparent in all age groups, both sexes, all racial/ethnic groups, and across the
adult populations of all states.

o Despite improvements, diabetes care remains suboptimal, risk factors for complications are
too prevalent, rates of complications and death are too high, and disadvantaged populations
are disproportionately affected.
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OUTCOME TABLE
FY FY FY 2006 FY 2007 FY FY Out-
# Key Outcomes 2004 2005 2008 2009 Year
Actual | Actual | Target | Actual | Target | Actual | Target | Target | Target
Long Term Objective5.3: Prevent diabetes and its complications.
Maintain the age-adjusted rate of
incidence of End-Stage Renal
5.31 Disease (ESRD) per 100,000 diabetic N/A N/A N/A N/A N/A N/A N/A N/A 231.7
population at no higher than its
current rate. [O]
Increase the age-adjusted
percentage of persons with diabetes o o o o 0 o
532 age 18+ who receive an A1C test at 68.8% 64% N/A 68% 2% 12/2008 73% 74% N/A
least two times per year. [O]
OUTPUT TABLE
FY 2004 | FY 2005 AL P ALy FY 2008 | FY 2009
# A2y OUNE Actual Actual Target Target
Target Actual Target Actual
5.E | Number of state-based Diabetes
Prevention & Control Programs: 27 27 23 23 23 23 23 23
Capacity-building (including DC)
5.F | Number of state-based Diabetes
Control Programs: Basic 24 24 28 28 28 28 28 28
Implementation
5.G | Number of territories/jurisdiction
funded for capacity-building 8 8 8 8 8 8 8 8
Diabetes Control Programs
5H Number. of state based Diabetes N/A N/A N/A N/A N/A N/A N/A 59
Prevention and Control Programs
5.1 | Health education programs/
community interventions targeting 8 16 16 16 16 16 16 16
minority populations
5J Numper of childhood diabetes 6 6 6 6 6 6 6 6
surveillance systems
5.K | Number of state-based pilot
projects for the primary prevention 0 0 5 5 5 5 5-12 512
of diabetes
Appropriated Amount
($ Million)" $60.0 $63.5 $62.8 $61.8 $62.7 $62.5

The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

STATE BASED DIABETES PREVENTION AND CONTROL PROGRAMS

FY 2007
State/Territory/Grantee Actual
Systems-Based Diabetes Prevention and
Control

Alabama $270,785
Alaska $477 405
Arizona $222,482
Arkansas $500,316
California $1,175,579
Colorado $530,451
Connecticut $242,690
Delaware $424,204
District of Columbia $273,837
Florida $666,596
Georgia $329,585
Hawaii $363,268
Idaho $362,682
Illinois $888,849
Indiana $272,290
lowa $193,617
Kansas $748,667
Kentucky $582,193
Louisiana $167,940
Maine $363,438
Maryland $306,130
Massachusetts $1,060,063
Michigan $1,037,448
Minnesota $1,103,533
Mississippi $311,181
Missouri $475,948
Montana $652,936
Nebraska $315,279
Nevada $313,766
New Hampshire $261,302
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

STATE BASED DIABETES PREVENTION AND CONTROL PROGRAMS

FY 2007
State/Territory/Grantee Actual

New Jersey $500,312
New Mexico $477,243
New York $954,170
North Carolina $775,708
North Dakota $277,585
Ohio $706,433
Oklahoma $233,634
Oregon $822,353
Pennsylvania $433,752
Rhode Island $822,597
South Carolina $683,312
South Dakota $291,260
Tennessee $291,265
Texas $809,649
Utah $873,381
Vermont $272,336
Virginia $371,242
Washington $1,029,792
West Virginia $912,235
Wisconsin $891,759
Wyoming $291,746
American Samoa $46,254
Guam $132,019
Marshall Islands $86,301
Micronesia $140,924
Northern Mariana Islands §72,478
Palau $72,185
Puerto Rico $244,870
Virgin Islands $140,848
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FY 2007 ‘ FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
Breast and Cervical Cancer $198,353,000 $200,832,000 $200,004,000 -$828,000
Cancer Registries $47,190,000 $46,366,000 $46,176,000 -$190,000
Colorectal Cancer $14,222,000 $13,974,000 $13,917,000 -$57,000
Comprehensive Cancer $16,639,000 $16,348,000 $16,281,000 -$67,000
Johanna’s Law $0 $6,466,000 $0 -$6,466,000
Ovarian Cancer $4,439,000 $5,269,000 $5,247,000 -$22,000
Prostate Cancer $13,481,000 $13,245,000 $13,191,000 -$54,000
Skin Cancer $1,909,000 $1,876,000 $1,868,000 -$8,000
Geraldine Ferraro Cancer Education Program $4,408,000 $4,331,000 $4,313,000 -$18,000
Cancer Survivorship Resource Center $793,000 $779,000 $776,000 -$3,000

Total | $301,434,000 $309,486,000 $301,773,000 -$7,713,000

AUTHORIZING LEGISLATION
FY 2009 AUthOriZation ........ooiii i e e e Indefinite
Allocation MethOds. ... ..o e Direct

Federal/Intramural; Competitive Grants/Cooperative Agreements; and Contracts

PROGRAM DESCRIPTION AND ACCOMPLISHMENTS

CDC’s Cancer Prevention and Control program provides national leadership in developing and
implementing a comprehensive approach to cancer control, from primary prevention to end-of-life
palliative care. The program’s cancer prevention and control initiatives are centered on risk
reduction, early detection, treatment, survivorship, and reducing or eliminating health disparities.
CDC works with partners, including state, tribal, and territorial health agencies, voluntary and
professional organizations, academia, other federal agencies, and the private sector to conduct a
wide range of activities in public health oncology.

BREAST AND CERVICAL CANCER

National Breast and Cervical Cancer Early Detection Program (NBCCEDP)

In 1991, the NBCCEDP was established in response to the Breast and Cervical Cancer Mortality
Prevention Act of 1990 (Public Law 101-354). The NBCCEDP provides free or low-cost breast and
cervical cancer screening and diagnosis to low-income, uninsured, and underinsured women. The
NBCCEDP provides clinical breast examinations, mammograms, pelvic examinations, and Pap
tests, as well as diagnostic follow-up for women with abnormal screening results. Individuals
diagnosed with cancer are referred to treatment and other resources by the state Medicaid
program. Within its 68 funded programs (states, tribes/tribal organizations and U.S. territories), the
NBCCEDP provides free or low-cost breast and cervical cancer screening and diagnosis to low-
income, uninsured, and underinsured women, with special attention to women 50-64 years of age,
women who have not been screened within the last five years or more and certain racial and ethnic
minority groups.

In FY 2007, CDC funded 50 states, the District of Columbia, five U.S. territories, and 12 American
Indian/Alaska Native tribes or tribal organizations, to provide clinical screening and diagnostic
services to medically underserved women.
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e Sixty percent of the funds are used for clinical services and the remaining 40 percent for
public health infrastructure to support the screening program.

o CDC works with an array of partners, including the American Cancer Society, Avon
Foundation and Susan. G. Komen for the Cure, to increase cancer awareness and access
to breast and cervical cancer early detection and treatment services.

e Since its inception in 1991, the NBCCEDP has served over three million women and
provided screening examinations for over 7.2 million women. Nearly 31,000 breast cancers
have been diagnosed, more than 100,000 precancerous cervical lesions have been
detected, and nearly 2,000 cases of invasive cervical cancer have been diagnosed through
the national screening program. In collaboration with NBCCEDP and its partners, CDC is
moving closer to its goal of increasing the percentage of women age 40 and older who have
had a mammogram within the previous two years and reducing the age-adjusted rate of
breast cancer mortality per 100,000 population.

In 2006, the NBCCEDP:
e Screened 380,719 women for breast cancers
e Detected 4,013 breast cancers

e Provided breast cancer screening to an estimated 14.7 percent of all American women
eligible to receive breast cancer screening in the NBCCEDP

e Screened 367,200 women for cervical cancer using the Pap test
e Found 5,162 high-grade and invasive cervical lesions

e Screened an estimated 6.7 percent of all American women eligible to participate in the
NBCCEDP for cervical cancer

The national screening program has contributed to the notable decline in recent years in breast and
cervical cancer deaths by providing access to screening services, increasing breast and cervical
cancer awareness and education, and inherently changing health-seeking behaviors in women for
whom screening services are not otherwise available or accessible.

CDC estimates that approximately 15 percent of eligible women are served by the National Breast
and Cervical Cancer Early Detection Program (NBCCEDP).

WISEWOMAN

The Well-Integrated Screening and Evaluation for Women Across the Nation (WISEWOMAN)
program grew out of the same legislation that created the NBCCEDP. WISEWOMAN provides low-
income, under-insured or uninsured 40 to 64 year old women with the knowledge, skills, and
opportunities to improve diet, physical activity, and other lifestyle behaviors to prevent, delay, and
control cardiovascular and other chronic diseases. In 1995, CDC launched WISEWOMAN
demonstration projects in three states, Massachusetts, North Carolina, and Arizona. These
projects demonstrated that offering screening tests for chronic disease risk factors to women was
feasible and well-accepted by health care providers and participants. Thereafter, the
WISEWOMAN program gradually expanded to fund 15 projects in 14 states.

CDC funds 15 WISEWOMAN programs in 13 states and two tribal organizations to provide health
screenings and lifestyle interventions to prevent heart disease and stroke as well as other chronic
diseases. Health screenings include assessments for high blood pressure, cholesterol, tobacco
use, and other chronic disease risk factors.
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e Since the year 2000, WISEWOMAN has screened over 70,000 women, identifying over
7,000 cases of previously undiagnosed hypertension, 7,500 cases of undiagnosed high
cholesterol, and more than 1,000 cases of undiagnosed diabetes. These women would
have been unaware of their risk factors if not for WISEWOMAN. WISEWOMAN has also
provided more than 170,000 lifestyle interventions since 2000.

o With the right tools and information, women who participate in WISEWOMAN are more
likely to quit smoking and make other healthy lifestyle choices. Tobacco quitline referrals
and smoking cessation interventions offered through WISEWOMAN have contributed to an
average eight percent quit rate among smokers after one year. Also, within a year after the
first screening of participants, average blood pressure and cholesterol levels have
decreased significantly, while the five year risk for developing a cardiovascular disease has
fallen by an average of eight percent.

e Due to its success in reducing risk for chronic diseases, WISEWOMAN was found very cost-
effective in a study conducted in 2006. In the study, WISEWOMAN extended women'’s lives
at a cost of $4,400 per estimated year of life saved, as opposed to a much higher bypass
surgery expense of $26,000 per estimated year of life saved.

The FY 2009 request for Breast and Cervical Cancer includes $200,004,000.
Cancer Registries

Established in 1992, CDC’s National Program of Cancer Registries (NPCR) improves health
agencies’ ability to report on cancer trends, assess program impact, participate in research, and
respond to reports of suspected increases in cancer occurrence. NPCR supports 48 population-
based central cancer registries with funding, technical assistance, standards for data collection and
use, and training.

In FY 2007, CDC supported registries in 45 States and the District of Columbia, representing 96
percent of the U.S. population. CDC also supports registries in several U.S. territories.
Additionally, the U.S. Pacific Island Nations received first-time funding for the planning of a Pacific
Regional Central Cancer Registry (PRCCR), in FY 2007. Member nations of the proposed PRCCR
are American Samoa, the Commonwealth of the Northern Mariana Islands, Guam, the Federated
States of Micronesia, the Republic of the Marshall Islands, and the Republic of Palau.

NPCR also provides support for establishing computerized reporting and data-processing systems.
The registries submit state cancer data to CDC annually, enabling CDC to assist state cancer
registries in improving the quality and usefulness of their data. The availability of regional and
national data facilitates studies of rare cancers, cancer in children, the quality of cancer care, and
the burden of cancer among the underserved populations, and specific racial/ethnic minority
populations.

Program accomplishments include:

e The CDC-sponsored Florida Cancer Registry program utilized a multi-disciplinary team to
identify geographic areas in Florida with higher burdens of tobacco-associated cancers.
Through the use of cancer registry data, tobacco associated cancer clusters were identified
for communities that require focused attention of the public health community.

e Since 2002, CDC, in collaboration with the National Cancer Institute (NCI) and North
American Association of Central Cancer Registries, Inc (NAACCR), publishes U.S. Cancer
Statistics, a series of annual reports based on high-quality NPCR and SEER cancer
incidence data and CDC’s National Vital Statistics System (NVSS) cancer mortality data.
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0 The most recent report (to be released in late 2007) contains federal government
cancer statistics for more than 1.2 million invasive cancer cases diagnosed during
2004, covering 96 percent of the U.S. population for incidence and 100 percent of
the population for mortality statistics.

e CDC, NCI, NAACCR and ACS collaborate to produce the Annual Report to the Nation on
the Status of Cancer, a seminal publication which includes an update of cancer death rates,
incidence rates, and trends in the U.S. The most recent Annual Report to the Nation on the
Status of Cancer, 1975-2004, Featuring Cancer in American Indians and Alaska Natives
was published online in October 2007 and in the November 15, 2007 issue of Cancer.

o0 According to the Annual Report to the Nation, overall cancer death rates decreased
by 2.1 percent per year from 2002 through 2004, nearly twice the annual decrease of
1.1 percent per year from 1993 through 2002. Among men and women, death rates
declined for most cancers. Among women, lung cancer incidence rates were no
longer increasing and death rates, although still increasing slightly, were increasing
at a much slower rate than in the past.

The FY 2009 request for Cancer Registries includes $46,176,000.
Colorectal Cancer

Colorectal cancer is the second leading cause of cancer-related death in the nation. In 2003, CDC
found that 55,783 people in the U.S. died of colorectal cancer, according to the U.S. Cancer
Statistics: 2003 Incidence and Mortality report, which includes incidence data for approximately 93
percent of the U.S. population and mortality data for the entire country. Further, in 2003, 143,945
people in the U.S. were diagnosed with colorectal cancer.

CDC promotes and supports colorectal cancer prevention initiatives nationally by building
partnerships, encouraging screening, supporting education and training, and conducting
surveillance and research. CDC provides funding to 17 state programs (Arkansas, California,
Colorado, Connecticut, lowa, Kansas, Kentucky, Louisiana, Maine, Maryland, Massachusetts, New
York, North Carolina, Ohio, Oregon, South Carolina and Utah) to implement specific colorectal
cancer strategies identified in their statewide cancer control plans through the National
Comprehensive Cancer Control Program. Each state receives an average funding award of
$161,000 per program.

Additionally in FY 2005, CDC funded five community-based pilot programs to initiate prevention
research designed to reach persons 50 years or older who have low incomes and inadequate or no
health insurance coverage for colorectal cancer screening services and diagnostic follow-up. In
2007, the pilot program continued, with an average funding award of $520,000 per project site.
Preliminary findings from the colorectal cancer demonstration program are being used to inform
strategic planning efforts toward a possible future national screening program.

¢ Since the inception of the Colorectal Cancer Screening Demonstration Program in 2005, the
pilot has screened over 2,300 uninsured men and women ages 50 to 64, 272 polyps have
been identified and removed, and seven individuals have been diagnosed with cancer and
received treatment.

e The CDC-funded Alaska Native Tribal Health Consortium Comprehensive Cancer Control
Program (ANTHC CCCP), in collaboration with the Alaska Native Epidemiology Center, has
undertaken several initiatives to increase colorectal screening rates among Alaska Natives
by providing training to physicians and mid-level practitioners to perform flexible
sigmoidoscopy in rural regions of Alaska (Fecal Occult Blood Testing is not recommended
for Alaska Natives) to improve provider capacity and access to CRC screening services.
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The FY 2009 request for Colorectal Cancer includes $13,917,000.
Comprehensive Cancer
National Comprehensive Cancer Control Program (NCCCP)

The NCCCP supports the establishment of 65 broad-based Comprehensive Cancer Control (CCC)
coalitions in collaboration with public health agencies in all states, the District of Columbia,
tribe/tribal organizations and U.S. territories. Support includes funding, technical assistance, and
training.

In FY 2007, CDC supported CCC programs in all 50 states, the District of Columbia, seven
American Indian/Native Alaskan tribes/tribal organizations, and six U.S. territories and Puerto Rico.
This represents an increase of seven newly funded programs in FY 2007.

All 50 states, the District of Columbia and six tribes and tribal organizations are currently in
implementation status. The funding level for an implementation program ranges from $150,000 to
$200,000. One tribal organization and one U.S. territory are in planning status. The funding level
for a planning program ranges from $100,000 to $200,000. Overall, grantees have formally
launched 56 CCC plans which serve as a guide to assist organizations in implementation of CCC
strategies for the next three to five years.

CDC’s CCC program accomplishes its purpose by establishing broad-based CCC coalitions,
assessing the burden of cancer, determining priorities for cancer prevention and control, and
developing and implementing comprehensive cancer control plans in collaboration with public
health agencies. Program accomplishments include:

e As a result of CCC efforts, Texas and Colorado have each passed referendums which
provide significant funding for cancer control activities over the next 10 years.

o In Delaware, Screening for Life, the Division of Public Health’s breast, cervical, and
colorectal cancer screening program, now offers coverage for prostate cancer screenings
for eligible Delaware residents. The Delaware Cancer Consortium uses funding from the
Delaware Health Fund and recommended adding PSA screening to the Screen for Life
Program.

0 The program screened 1,412 uninsured or underinsured Delawareans and removed
colorectal polyps from 823 patients. In addition, the Delaware Treatment Program
served more than 221 patients.

e In 2007 two CCC Programs received national recognition from C-Change for exemplary
implementation of CCC plans (lowa and Pennsylvania) and three CCC programs were
recognized for leadership in CCC efforts of state elected officials (Hawaii, Washington DC
and Connecticut).

The FY 2009 request for Comprehensive Cancer includes $16,281,000.

Gynecologic Cancer

In FY 2006, CDC received funding to develop a national gynecologic cancer campaign to raise
awareness of consumers, providers, and program planners about health issues and concerns
related to gynecologic cancers.

CDC, in collaboration with HHS’ Office of Women’s Health, is developing a national campaign to
increase awareness of gynecologic cancers by:

¢ Providing information about five gynecologic cancers: cervical, ovarian, vulvar, uterine, and
vaginal.
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¢ Developing materials that convey the messages that many cancers are curable if detected
early and treated appropriately.

o Educating women and health care professionals about the signs and symptoms of specific
gynecologic cancers, screening tests (if available), risk factors and prevention strategies.

CDC convened a panel of experts in March 2007 to provide recommendations for campaign
messages and development strategies. With feedback from the meeting, CDC established a
general framework for development of the awareness campaign. CDC is developing messages
intended for specific audience segments. Initial messages are targeted to women between the
ages of 40 to 60.

CDC is developing consumer-oriented materials that include:

e A campaign identity/logo that provides the opportunity for tailoring/adaptation for each of the
individual gynecologic cancers.

¢ Design and creation of a Gynecologic Cancers on CDC’s website.

e Creation and dissemination of consumer/patient fact sheets on ovarian, cervical, uterine,
and vaginal/vulvar cancers to be posted on CDC'’s website.

The FY 2009 request for Gynecologic Cancer includes $96,000 to continue activities for the
educational awareness campaign.

Ovarian Cancer

Since 2000, CDC has developed public health activities aimed at reducing ovarian cancer morbidity
and mortality. CDC currently supports seven cancer projects in California, Florida, Michigan, New
York, Pennsylvania, Texas and West Virginia through the NCCCP and Ovarian Cancer funds. The
average award for ovarian projects funded through NCCCP is $100,000.

With approximately $450,000, the CDC supports specific ovarian cancer research activities at the
CDC-funded Prevention Research Centers. The primary objective of these studies is to identify
factors that distinguish women in whom ovarian cancer is diagnosed at stages one and two from
those diagnosed at a later stage. Another objective is to examine the barriers to ovarian cancer
diagnosis and treatment. Data collection and analysis are ongoing at Prevention Research
Centers.

CDC has initiated a number of projects, including: studies of ways in which women decide to seek
medical care for nonspecific symptoms; risk perception and use of ovarian cancer screening among
women at different levels of risk; clinical practice in the follow-up of ovarian masses; and, ovarian
cancer treatment patterns and outcomes. Additionally, CDC funds education programs in Alabama,
Colorado and West Virginia.

In 2006, CDC partnered with the Gynecologic Cancer Foundation to sponsor ovarian courses to
ascertain unmet public health needs, resulting in a CDC convened workshop “ldentifying Public
Health Opportunities to Reduce the Burden of Ovarian Cancer.” Attendees included leaders from
state health departments and ovarian cancer advocacy groups, as well as physicians and scientists
from federal agencies, medical centers and cancer treatment programs. Information developed at
this workshop is being used to guide several CDC ovarian cancer research and health
communication activities.

The FY 2009 request for Ovarian Cancer includes $5,247,000.
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Prostate Cancer

Since 2000, CDC has developed public health activities aimed at reducing prostate cancer
morbidity and mortality. CDC currently supports 10 cancer projects in Alabama, Louisiana,
Massachusetts, Michigan, Minnesota, New Jersey, North Carolina, Pennsylvania, Texas, and
Washington through the NCCCP and Prostate Cancer funding. The average award for prostate
projects funded through NCCCP is $187,000.

Currently, CDC is working to enhance prostate cancer data in cancer registries, especially
information on stage of disease at the time of diagnosis, quality of care, and race and ethnicity of
men diagnosed with prostate cancer. This information is used to advance research on delivery of
appropriate public health approaches.

In addition, CDC is conducting research to determine whether screening for prostate cancer
reduces mortality and to explore knowledge and awareness regarding prostate cancer screening
among men and health providers.

Program accomplishments are:

o CDC developed key awareness materials that include: Prostate Cancer Screening: A
Decision Guide, which presents a balanced approach to the pros and cons of prostate
cancer screening and allows men, their families, and physicians to make a decision that is
right for them; a version of the decision guide adapted for African American males; and a
Web-based slide presentation, Screening for Prostate Cancer: Sharing the Decision, to
inform primary care physicians about potential benefits and risks of prostate cancer
screening and how clinicians can help each man make the best choice.

e Since 2003, CDC has funded Us TOO, International, a prostate cancer screening advocacy
group, as a national partner. During this time, Us TOO has begun to work more closely with
10 state CCC programs and collaborating to integrate their work into state cancer control
plans. As a result of these efforts, 351 facilitators have been trained to conduct education
and awareness sessions around prostate cancer, resulting in approximately 115,520
encounters. In addition, Us TOO has worked with Tribal CCC Programs to revise a prostate
cancer brochure for American Indian/Alaska Native men.

The FY 2009 request for prostate Cancer includes $13,191,000.
Skin Cancer

Since 1994, CDC has provided leadership for nationwide efforts to reduce illness and death caused
by skin cancer, the most common form of cancer in the U.S. The message of CDC's Skin Cancer
Primary Prevention and Education Initiative is: “When in the sun, seek shade, cover up, get a hat,
wear sunglasses, and use sunscreen.”

CDC currently supports nine cancer projects in California, Florida, Idaho, Maine, Nebraska, New
Jersey, New York and Washington through the NCCCP and Skin Cancer funding. The average
award for skin projects funded through NCCCP is $52,000.

CDC also provides a total of approximately $650,000 through the CDC'’s Division of Adolescent and
School Health to three state education agencies working in collaboration with their departments of
public health to conduct demonstration projects implementing the Guidelines for School Programs
to Prevent Skin Cancer.

CDC continues to work with other federal agencies and the independent Task Force on Community
Preventive Services to review studies of community-based interventions targeting skin cancer
prevention. Recommended interventions are published in the Guide to Community Preventive
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Services. This publication describes proven strategies that communities can use as they plan and
implement programs to prevent skin cancer.

e CDC promotes and disseminates “Shade Planning for America’s Schools,” a manual to help
schools create and maintain a physical environment that supports sun safety by ensuring
that school grounds have adequate shade.

e CDC works with many national organizations and other federal agencies on skin cancer
prevention and control. CDC is an active member of the National Council on Skin Cancer
Prevention as well as a member of the Federal Council on Skin Cancer Prevention, which
promotes sun-protection behaviors among federal employees, their families, and agency
constituents.

The FY 2009 request for Skin Cancer includes $1,868,000.
Geraldine Ferraro Cancer Education Program

Since 2000, CDC has worked to raise awareness among the public and health care providers, to
improve the quality of blood cancer data, and implement programs to educate the public about
leukemia, lymphoma, and multiple myeloma. In May 2002, the Hematological Cancer Research
Investment and Education Act was signed into law, which included the Geraldine Ferraro Cancer
Education Program. The program was implemented in FY 2004 and funded blood cancer
information and education activities for patients and the public.

CDC funds public and private, nonprofit and for-profit national organizations to increase awareness
of, and education about, hematologic cancers. This program is designed to provide information to
patients, their family members, friends, caregivers, and health care providers. Nine cooperative
agreements are funded through this program: 1) Patient Advocate Foundation; 2) the Leukemia and
Lymphoma Society; 3) National Marrow Donor Program; 4) Multiple Myeloma Research
Foundation; 5) the Lymphoma Research Foundation; 6) the Education Network to Advance Cancer
Clinical Trials; 7) Sibling Survivors Education and Information; 8) Oregon Health and Science
University; and 9) the National Coalition for Cancer Survivorship.

Through a competitive process, CDC awarded funding to the University of Colorado at Denver-
Health Science Center to design a Web site about hematologic cancers. The site offers free
professional training courses to nurses, pharmacists, primary care physicians, hematologists, and
oncologists, concerning the diagnosis and treatment of hematologic cancers; and provides clinical
consultation services online.

CDC continues to conduct research on quality of data reported to the NPCR and to collaborate with
the NCI's Office of Cancer Survivorship (OCS) to support research into survivorship of hematologic
malignancies.

Program accomplishments include:

o The nine hematologic grantees collaborate to promote and disseminate new resources and
materials for each other. These partnerships and efforts allow grantees to reach
hematologic cancer patients, family members, friends, caregivers, and providers.

e The Leukemia and Lymphoma Society (LLS) created and developed several educational
outreach programs for undeserved patients and their families. Two low-literacy educational
booklets were developed, one on AML and the other, "Coping with Survivorship".
Additionally, LLS Desert Mountain States Chapter-Utah Branch joined the Utah Cancer
Action Network, Utah’s CCC Coalition, as a partner and has been an active participant in
increasing awareness around clinical trials. LLS has also has secured funding from the
Lance Armstrong Foundation to implement the “Welcome Back” program to address the
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The FY 2009 request for Geraldine Ferraro Cancer Education Program Cancer includes
$4,313,000.

Cancer Survivorship Resource Center

Cancer is the second leading cause of death in the U.S., causing one of every four deaths each
year. Due to advances in the early detection and treatment of cancer, an increasing number of
people are living many years after diagnosis. Today, approximately 65 percent of people
diagnosed with cancer are expected to live at least five years after diagnosis.

In 2004, CDC and the Lance Armstrong Foundation (LAF), along with nearly 100 experts in cancer
survivorship and public health, released A National Action Plan for Cancer Survivorship: Advancing
Public Health Strategies. This collaboration blended goals, activities, and resources to address
issues facing the growing number of American cancer survivors. CDC has joined forces with many
national organizations, states, tribes, and territories to address several cancer survivorship “priority
needs” cited in the Action Plan. This work includes efforts to increase survivorship in underserved
populations, and initiatives to improve end-of-life support for cancer patients, their families, friends,
and caregivers.

CDC'’s survivorship partners include:

o The Patient Advocate Foundation, which works with cancer patients to ensure that their
finances, employment, and medical treatments are not interrupted by poor or slow insurance
reimbursement or employment status;

o Community Media Productions, which produces and distributes educational media and
productions; and

o States, tribes/tribal organizations and territories, which conduct CCC Leadership Institute
seminars designed to help cancer control leaders complete and implement comprehensive
cancer control plans in states, tribes/tribal organizations, and territories.

CDC funds the National Organization Strategies for Prevention, Early Detection or Survivorship of
Cancer in Underserved Populations. Eight organizations are funded through a five-year agreement
from 2007 through 2012, to develop health programs and cancer prevention and control
infrastructure enhancement to deliver cancer education and awareness activities for individuals who
may be underserved, uninsured or underinsured, at risk, or are members of racial/ethnic minorities.

CDC assists these established programs in developing and disseminating national, state, and
community-based comprehensive information on cancer prevention, early detection, or
survivorship: Academy for Educational Development, Washington, D.C., Asian & Pacific Islander
American Health Forum, California, Cancer Research and Prevention Foundation, Alexandria,
Virginia, Lance Armstrong Foundation, Texas, Mautner Project for Lesbians with Cancer,
Washington, D.C., Men Against Breast Cancer, Inc., Maryland, Patient Advocate Foundation,
Virginia, U S TOO International, lllinois.

Program accomplishments include:

e CDC helped fund Community Media Productions, Inc.’s Emmy Award-winning film, “A Lion
in the House”, a documentary on young adult cancer survivorship, which aired in June 2006
(Cancer Survivorship Awareness Month) on the Public Broadcasting Service (PBS). The
film documents five families of diverse socioeconomic backgrounds affected by childhood
hematological cancers and its rippling effects on family, community and professional
caregivers.
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e CDC helped fund and promote the Lance Armstrong Foundation’s two addenda to the
National Action Plan for Cancer Survivorship: 1) A National Action Plan for Cancer
Survivorship: African American Priorities; and 2) A National Action Plan for Cancer
Survivorship: Native American Priorities.

The FY 2009 request for the Cancer Survivorship Research Center includes $776,000.

FUNDING HISTORY TABLE

FISCAL YEAR AMOUNT

FY 2004 $293,825,000
FY 2005 $309,704,000
FY 2006 $306,197,000
FY 2007 $301,434,000
FY 2008 $309,486,000

BUDGET REQUEST

The FY 2009 request includes $301,773,000 for Cancer Prevention and Control, a decrease of
$7,713,000 below the FY 2008 Enacted level, which includes $6,466,000 for Johanna's Law and
$1,241,000 Individual Learning Account (ILA) and administrative reduction.

Breast and Cervical Cancer

National Breast and Cervical Cancer Early Detection Program (NBCCEDP)

Approximately $200,004,000 is requested for supporting breast and cervical cancer control in FY
2009, a decrease of $828,000 from FY 2008 Enacted level.

CDC will continue to support the 68 programs funded through the National Breast and Cervical
Cancer Early Detection Program. CDC is required to award 80 percent of the appropriations to
grantees, resulting in approximately $160,000,000 awarded to states to support screening
programs. Additionally, NBCCEDP appropriations support the WISEWOMAN program providing
$18,521,000 in funding support, a $77,000 decrease from the FY 2008 Enacted level.

CDC has concentrated a significant amount of time and effort to streamline ever-rising program
costs. These efforts include utilizing performance-based decision-making to appropriately award
program funds to ensure that all programs sustain and maintain capacity and capability to enroll
new women, improve screening and re-screening rates, and reach, as efficiently and effectively as
possible, women who have never or rarely been screened. CDC estimates that approximately 15
percent of eligible women are served by the NBCCEDP.

Mammography screening every two years extends life for women aged 65 or older at a cost of
about $36,924 per year of life saved. Cervical cancer screening every three years extends life at a
cost of about $5,392 per year of life saved. Increased screening significantly reduces breast and
cervical cancer mortality.

The national screening program has contributed to the notable decline, in recent years, in breast
and cervical cancer deaths by providing access to screening services, increasing breast and
cervical awareness and education, and inherently changing health seeking behaviors in women for
whom screening services are otherwise available or accessible.

During 2007, an extensive review of the data collected by the NBCCEDP was completed, resulting
in new reporting requirements. The NBCCEDP tracking system, MDE’s (Minimum Data Elements),
collect data on every woman screened. These changes will align the MDE’s with current program
policy and clinical practice, improve the translation of the medical record to a clinical dataset, and

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
159



NARRATIVE BY ACTIVITY
HEALTH PROMOTION
CHRONIC DISEASE PREVENTION, HEALTH PROMOTION, AND GENOMICS

allow better monitoring of program outcomes, quality, and cost. New requirements for data
linkages with central cancer registries are likely improve the quality of data on cancer cases in both
systems.

WISEWOMAN

The FY 2009 request includes $18,521,000 for WISEWOMAN, a decrease of $77,000 from FY
2008 Enacted level. With increased funding received in FY 2008, CDC will increase the number of
WISEWOMAN programs by providing funding for an estimated six additional states/territories.

National Program of Cancer Registries

Approximately $46,176,000 is requested for supporting central cancer registries in FY 2009, a
decrease of $190,000 from the FY 2008 Enacted level.

CDC will continue support for the NPCR—Cancer Surveillance System (NPCR-CSS), implemented
to improve the quality of state cancer registries’ data and provide a resource for national and state
cancer incidence information. During FY 2007, DCPC published its fifth annual report on cancer
incidence and mortality complied from data submitted by NPCR and SEER program registries. This
report, “U.S. Cancer Statistics: 2003 Incidence and Mortality” was released in December 2006.
Plans include preparation and publication of the U.S. Cancer Statistics: 2004 Incidence and
Mortality report.

Other projects include additional evaluation of specific cancer registry data items, such as race and
ethnicity, stage-at-diagnosis, and treatment data, as well as special studies focusing on patterns of
care for cancer patients; production of a special monograph on colorectal cancer, designed to guide
cancer control and prevention activities addressing the second leading cause of cancer-related
deaths in the U.S.; a demonstration project to develop a model for transferring cancer incidence
data from the hospital cancer registry to the state NPCR central cancer registry in a standards-
based electronic format; and additional information technology (IT) projects to enhance registry
operations.

CDC also will continue special data linkages with the Indian Health Service Patient Database to
help registries more accurately describe the burden of cancer among Native Americans.

At each level of investment, CDC will pursue implementation of electronic data reporting to the
fullest extent possible.

Colorectal Cancer

Approximately $13,917,000 is for colorectal cancer efforts in FY 2009 to reduce the colorectal
cancer death rate among adults aged 50 and older.

CDC will promote colorectal cancer screening nationwide by working directly with public and private
partners to educate health care providers and the public to promote the benefits of screening and
current screening guidelines.

Approximately $950,000 is projected for the Screen for Life campaign to inform the public about the
importance of screening for men and women of all racial and ethnic groups who are aged 50 years
or older. Campaign materials include fact sheets, brochures as well as print and broadcast public
service announcements.

Approximately $2,600,000 is projected to support the Colorectal Cancer Screening Demonstration
Program. The Colorectal Cancer Screening Demonstration Program will continue to provide
funding for five demonstration sites which focus on screening low income men and women who
have inadequate or no health insurance coverage for colorectal cancer screening. CDC will
continue educating the public, policy makers, and state legislators about the importance of regular

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
160



NARRATIVE BY ACTIVITY
HEALTH PROMOTION
CHRONIC DISEASE PREVENTION, HEALTH PROMOTION, AND GENOMICS

screening, beginning at age 50 and educate health care providers about the benefits of screening
and early detection, screening procedures and guidelines.

National Comprehensive Cancer Control Program (NCCCP)

Approximately $16,281,000 is requested for supporting comprehensive approaches to cancer
control in FY 2009. The NCCCP has formally launched 56 comprehensive cancer control plans.
The plans serve as a guide to assist organizations in implementation of comprehensive cancer
control strategies for the next three to five years. According to the Capacity assessment survey in
2006, average total expenditures for CCC,for 2002 to 2006 (as reported by 44 programs) have
increased from an average of $387,000 to $962,000 in FY 2006. Nine programs in 2005 and 2006
reported expenditures of over $1,000,000.

CDC will continue to offer ongoing technical assistance to programs developing and implementing
CCC plans; to provide support to help initiate and enhance CCC program activities; support
partnerships that strengthen the national framework for CCC; broaden awareness of the CCC
concept and its benefits; and conduct research and surveillance activities that will develop and
evaluate comprehensive approaches to cancer prevention and control. Collectively, these activities
will improve the health of people in every stage of life, one of CDC’s health protection goals.

By 2009, through coordinated actions of CCC Programs and Coalitions, it is expected that: 1) 10
states will be successful in receiving funds in addition to CDC funding to implement CCC in their
state; 2) five states will have received 501c3 status; 3) 12 states will have received significant
involvement of state leadership; and 4) 10 states will have identified policy changes supporting
cancer control. In addition, six states will report decreases in tobacco related behaviors of their
population.

Johanna’s Law (Gynecologic Cancer Awareness Campaign)

The FY 2009 request eliminates funding for Johanna’s Law, a decrease of $6,466,000 below the
FY 2008 Enacted level.

CDC will continue activities focused on Gynecologic Cancer through the national education
awareness campaign.

Ovarian Cancer

Approximately $5,247,000 is requested for ovarian cancer activities in FY 2009. CDC will continue
its support of ovarian cancer research activities in the Prevention Research Centers. CDC also will
develop health communication messages to provide appropriate education and information about
ovarian cancer to physicians and health care providers.

Prostate Cancer

Approximately $13,191,000 is requested to support prostate cancer research and education and
awareness activities in FY 2009. In FY 2009, CDC will continue to support intramural and
extramural awareness and research efforts by expanding research about prostate cancer screening
and treatment options, enhancing prostate cancer data in cancer registries, developing materials
that explore how best to communicate about and promote informed decision making related to
prostate cancer, and disseminating CDC’s informed decision-making materials nationwide.

Skin Cancer

Approximately $1,868,000 is requested for the Skin Cancer program in FY 2009. Skin cancer can
be prevented and treated if detected early. CDC will continue to support epidemiologic, behavioral
science, and surveillance research efforts designed to expand knowledge about skin cancer
prevention and control, including the collection of information on sun-protection behaviors and
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attitudes and its developing monitoring systems to track national trends on this data. Findings will
be used to better target and evaluate skin cancer prevention efforts.

CDC will continue to work with national organizations and other federal agencies to enhance
prevention research on skin cancer prevention and control.

CDC'’s Skin Cancer Prevention activities will include:

¢ Nationwide promotion and dissemination of the “Guidelines for School Programs to Prevent
Skin Cancer” in collaboration with states’ departments of health.

¢ Promoting and disseminating “Shade Planning for America’s Schools”, a manual to help
schools create and maintain a physical environment that supports sun safety by ensuring
that school grounds have adequate shade.

Geraldine Ferraro Cancer Education Program

Approximately $4,313,000 is requested for supporting hematologic cancer education efforts in
FY 2009. CDC will continue to fund public and private, nonprofit and for profit national
organizations to increase the awareness and education of hematologic cancers, as well as create
and deliver educational outreach programs for underserved patients and families with blood
cancers. CDC will work to improve the quality of hematologic cancer data, and will implement
programs to educate the general public about leukemia lymphoma, and multiple myeloma.

CDC will continue to support hematologic grantees efforts to increase blood cancer awareness,
support blood cancer research to improve the quality of data, and implement programs to educate
the general public about leukemia, lymphoma, and multiple myeloma.

Cancer Survivorship Resource Center
Approximately $776,000 is requested for supporting cancer survivorship activities in FY 2009.

As a first step toward expanding activities and research in the area of cancer survivorship, CDC is
analyzing public health activities related to cancer survivorship, both within and external to the
agency. This analysis will identify gaps in public health functions and services related to cancer
survivorship, and will serve as a tool for strategic planning in the cancer survivorship community.

CDC’s goal is to support partnership, collaboration, information sharing and expanding
dissemination channels. National Organization grantees will work to align their activities with the
National Action Plan for Cancer Survivorship.

CDC will continue to conduct survivorship town hall sessions to educate bone marrow and stem cell
transplant survivors on their unique health needs through the National Marrow Donor Program and
to develop a series of educational and outreach materials to improve knowledge, attitudes and
behaviors regarding cancer survivorship among African Americans, American Indians and Native
Alaskans, Spanish speaking and rural Americans through the Lance Armstrong Foundation.
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CDC will continue to fund eight organizations working on survivorship issues:
o Academy for Educational Development
¢ Asian and Pacific Islander Health Forum
e Cancer Research and Prevention Foundation
e Lance Armstrong Foundation
e Mautner Project
o Men Against Breast Cancer
e Patient Advocate Foundation
e UsTOO

OUTCOME TABLE

FY FY 2006 FY 2007 FY FY
FY 2004 2005 2008 2009 Out-Year

Actual | actyal | Target | Actual | Target | Actual | Target | Target | X9

# Key Outcomes

5.1 Long Term Objective 1: Reduce death and disability due to cancer.

Reduce the age-adjusted annual
rate of breast cancer mortality
per 100,000 female population.
0]

213

511 (FY 2015)

244 N/A N/A N/A N/A N/A N/A N/A

Increase the percentage of
women age 40+ who have had a
mammogram within the previous
two years. [O]'

78%

512 (FY 2010)

74.6% N/A N/A N/A N/A N/A 7% N/A

Decrease the age-adjusted rate
of invasive cervical cancer per
100,000 women ages 20+
5.1.3 | screened through the
NBCCEDP (excludes invasive
cervical cancer diagnosed on
the initial program screen). [O]

17

. 15 N/A N/A 14 2/2009 14 14 N/A
(Baseline)
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OUTPUT TABLE
FY FY 2006 FY 2007 FY FY
# Key Outputs Flcfﬂgf 2005 2008 | 2009
Actual | Target | Actual | Target | Actual | Target | Target

5.L | Programs funded for Comprehensive Cancer Control
(includes 7 tribes and tribal organizations, the District 95 55 55 95 65 65 65 65
of Columbia and 6 U.S. Associated Pacific
Islands/territories & Puerto Rico)

5.M | Cancer Registry states/territories with capacity- 3 3 2 2 1 1 1 1
building programs

5N Qancer Regi.stry states/territories with basic 45 45 46 46 47 47 47 47
implementation programs

5.0 [ Cancer Registry Programs submitting data to the
NPCR Cancer Surveillance System 47 48 48 48 48 48 48 48

5.P | Education campaign to promote colorectal cancer 1 1 1 1 1 1 1 1
screening

5.Q | Number of breast and cervical cancer screening 68 68 68 68 68 68 68 68
programs

5.R | Number of states, territories, Al/AN tribes provided
consultation and scientific expertise to support 68 68 68 68 68 68 68 68
screening programs

5.8 | Number of cooperative agreements to national
partners and professional societies to promote cancer 17 17 17 17 17 17 17 17
prevention

5T [ WISEWOMAN programs funded to support early
detection of chronic diseases and their associated risk 15 15 15 15 15 15 21 21
factors

Appropriated Amount ($ Million)! $293.8 | $309.7 $306.2 $301.4 $309.5 | $301.8

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™

164




STATE TABLE

NARRATIVE BY ACTIVITY
HEALTH PROMOTION

CHRONIC DISEASE PREVENTION, HEALTH PROMOTION, AND GENOMICS

FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

BREAST AND CERVICAL CANCER

FY 2007
State/Territory/Grantee Actual

Alabama $3,040,000
Alaska $2,577,743
Arizona $2,236,262
Arkansas $2,613,989
California $5,749,828
Colorado $4,152,003
Connecticut $1,368,894
Delaware $1,143,982
District of Columbia $561,203

Florida $4,530,026
Georgia $4,115,137
Hawaii $1,176,054
Idaho $1,791,835
llinois $5,611,948
Indiana $2,050,000
lowa $2,771,720
Kansas $2,358,323
Kentucky $2,329,409
Louisiana $1,326,106
Maine $1,811,194
Maryland $4,472,788
Massachusetts $3,262,100
Michigan $8,910,324
Minnesota $4,607,500
Mississippi $1,826,213
Missouri $2,987,889
Montana $2,209,628
Nebraska $2,956,766
Nevada $2,529,397
New Hampshire $1,576,252
New Jersey $2,970,748
New Mexico $3,379,120
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

BREAST AND CERVICAL CANCER

FY 2007
State/Territory/Grantee Actual
New York $7.473,530
North Carolina $3,400,000
North Dakota $1,313,000
Ohio $4,327,387
Oklahoma $1,652,112
Oregon $2,260,000
Pennsylvania $2,376,000
Rhode Island $1,553,736
South Carolina $3,267,000
South Dakota $804,072
Tennessee $1,157,757
Texas $6,286,794
Utah $2,078,503
Vermont $1,102,825
Virginia $2,436,731
Washington $4,333,665
West Virginia $4,150,118
Wisconsin $3,357,722
Wyoming $658,380
Indian Tribes $7,343,841
American Samoa $212,908
Guam $323,253
Marshall Islands $0
Micronesia $0
Northern Mariana Islands $490,654
Palau $570,693
Puerto Rico $0
University of Puerto Rice Medical Science $150,525
Virgin Islands $0
Total States/Cities/Territories $158,085,587
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

NATIONAL COMPREHENSIVE CANCER CONTROL PROGRAM

FY 2007
State/Territory/Grantee Actual
Alabama $255,000
Alaska $255,000
Arizona $250,000
Arkansas $250,000
California $0
Public Health Institute $225,000
Colorado $255,000
Connecticut $225,000
Delaware $255,000
District of Columbia $250,000
Florida $225,000
Georgia $250,000
Hawaii $255,000
Idaho $255,000
lIlinois $225,000
Indiana $255,000
lowa $255,000
Kansas $255,000
Kentucky
University of Kentucky $255,000
Louisiana $255,000
Maine $255,000
Maryland $255,000
Massachusetts $250,000
Michigan $250,000
Minnesota $255,000
Mississippi $225,000
Missouri $255,000
Montana $250,000
Nebraska $255,000
Nevada $250,000
New Hampshire $250,000
New Jersey $250,000
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
NATIONAL COMPREHENSIVE CANCER CONTROL PROGRAM

New Mexico $255,000
New York $255,000
North Carolina $255,000
North Dakota $250,000
Ohio $255,000
Oklahoma $250,000
Oregon $250,000
Pennsylvania $255,000
Rhode Island $225,000
South Carolina $255,000
South Dakota $200,000
Tennessee $250,000
Texas $255,000
Utah $250,000
Vermont $255,000
Virginia $255,000
Washington $255,000
West Virginia $250,000
Wisconsin $250,000
Wyoming $255,000
Indian Tribes $1,590,484
American Samoa $200,000
Guam $200,000
Marshall Islands $200,000
Micronesia $458,998
Northern Mariana Islands $200,000
Palau $200,000
Puerto Rico $105,000
Virgin Islands $0
Total States/Cities/Territories $15,839,482
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FY 2007 ‘ FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
Arthritis $13,269,000 $13,037,000 $12,984,000 -$53,000
Epilepsy $7.475,000 $7,766,000 $7,734,000 -$32,000
National Lupus Patient Registry $917,000 $3,112,000 $3,099,000 -$13,000
Total $21,661,000 $23,915,000 $23,817,000 -$98,000
AUTHORIZING LEGISLATION
PHSA §§ 301, 304, 310, 311, and 317
FY 2009 AUTNOTIZAtiON. . ... e e Indefinite
PN [oYor= 1 (o] a T\ (=] { o Yo £ TP Direct

Federal/Intramural; Competitive Grants/Cooperative Agreements; and Contracts

PROGRAM DESCRIPTION & ACCOMPLISHMENTS
Arthritis

The long term goal of the CDC Arthritis Program is to reduce pain and disability and improve quality
of life among people affected by arthritis. The national program seeks to accomplish this through
improving the science base, measuring the burden of arthritis, reaching the public with interventions
and health information, making policy and systems changes, and building state arthritis programs.
CDC'’s Arthritis Program was established in 1999.

About 46 million U.S. adults have arthritis (21 percent of the U.S. population) with 18.9 million
Americans suffering activity limitations because of arthritis. In the working age population (18-64)
work limitations attributable to arthritis affect about one in 20 working-age adults and nearly one
third of all people with arthritis. Arthritis results in $128 billon in costs each year: $81 billion in
medical costs, and $47 billion in lost productivity.

CDC currently funds 36 state health departments (ranging from $140,000 to $240,000) to conduct
public health activities for arthritis. States educate the public about arthritis, work with partners to
implement activities from their state action plans, conduct surveillance activities to monitor the
burden of the disease, and implement evidence-based interventions in selected populations.
States apply for funds through a competitive process. States are currently in the fifth year of a five
year project period. There will be a new competition for funding in FY 2008. This competition will
continue to emphasize expansion of evidence-based programs, expand the number of interventions
available, and support broader public health efforts by funding each state program at a higher level,
with fewer states participating. These changes maintain CDC’s investment in state programs, while
focusing our efforts to maximize the public health impact.

Funded states have established state arthritis action plans and begun implementing evidence-
based interventions. All states have provided access to physical activity and/or self-management
programs to priority populations of people with arthritis, and many have implemented the CDC-
developed health communication campaign to encourage physical activity.

Examples of performance accomplishments include:

e Evaluation of the health communications campaign—Physical Activity: The Arthritis Pain
Reliever—showed significant changes even six months after the campaign. A 2004 study
showed that knowledge about arthritis and exercise improved. Participation in moderate
physical activity increased by 10 percent, from 74 percent to 84 percent.

FY 2009 CONGRESSIONAL JUSTIFICATION

SAFER-HEALTHIER-PEOPLE™
169



NARRATIVE BY ACTIVITY
HEALTH PROMOTION
CHRONIC DISEASE PREVENTION, HEALTH PROMOTION, AND GENOMICS

¢ In Minnesota, program activities led to a 229 percent increase in the number of new
participants in the evidence-based Arthritis Foundation Self Help Program.

¢ In Texas state efforts have brought evidenced-based interventions to approximately 8,500
people with arthritis, as reported at the 2007 grantee meeting.

Other CDC funded arthritis activities include: a cooperative agreement with the Arthritis Foundation
to increase the amount and quality of information available for people affected by arthritis and to
expand the reach of evidence-based programs; extramural research projects; and health education
campaigns for people with arthritis.

CDC’s extramural intervention research has contributed to the development of new evidence-based
interventions, as well as evaluations of existing interventions for effects on arthritis-related
outcomes, such as pain and function. For example:

e The Arthritis Self-help Course has improved quality of life for people with arthritis, and more
widespread use of the course can save money and reduce the burden of arthritis. The
course, disseminated by the Arthritis Foundation, teaches people how to manage arthritis
and lessen its effects and has been shown to reduce pain by 20 percent and physician visits
by 40 percent.

Intramural activities: CDC continues to document the burden of arthritis and provide data for
targeting programs to those most affected through continued data collection in major national
surveys and analyses that are published in peer reviewed journals. For example:

e Arthritis Conditions Health Effects Survey (ACHES). Arthritis Conditions Health Effects
(ACHES), a random digit dial telephone survey about arthritis was conducted between June
2005 and March 2006 and surveyed 2,238 people with arthritis or chronic joint symptoms
aged 45 years or older about symptoms, limitations, levels of physical functioning, effects of
arthritis on work, knowledge and attitudes about arthritis, self management of arthritis,
physical activity, anxiety and depression, and demographics. Preliminary analyses of data
have begun, with publications expected in 2008.

e Estimating the prevalence of childhood arthritis. Considerable disagreement exists among
experts about what constitutes a clinical case of childhood arthritis and how many cases
there are. In December 2007, the first-ever data-based estimate of the prevalence of
childhood arthritis and synthetic estimates for each state were published in a peer review
journal, finding 294,000 or one in every 250 children nationwide with arthritis, resulting in an
estimated 827,000 doctor visits each year.

e Estimating the impact of arthritis on work. CDC published data showing that approximately
one in 20 working age U.S. adults (18-64 years), or nearly seven million Americans, report
being limited in some aspect of work for pay (amount, type or ability to work) because of
arthritis. State-based estimates were also published with estimates as high as one in seven
workers with limitations in some states.

Epilepsy
Epilepsy is a chronic neurological condition affecting about 2.7 million people in the U.S. CDC has
built a program to address public health issues related to epilepsy which focuses on improving care;
self-management for individuals and families; improving communication and combating stigma; and
establishing data to track epilepsy-related incidence and prevalence, health disparities, and burden
of illness.

CDC is also conducting prevention research to develop and improve public health response and
providing training for schools and first-responders to seizures; and increasing public awareness and
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knowledge about epilepsy. CDC collaborates with partners to improve public awareness and
promote education and communication at local and national levels. Each year, a national epilepsy
awareness media campaign focuses on youth and racial/ethnic populations.

e The 2006-2007 National Epilepsy Awareness Campaign targeted Hispanic communities.
Messages were aired on Spanish-language radio stations and distributed to Spanish-
language newspapers, reaching as many as 25 million people.

Lupus

The goal of CDC’s Lupus Registries is to estimate the prevalence and incidence of diagnosed lupus
in selected geographic areas in order to inform national estimates. CDC currently funds lupus
registries in Georgia and Michigan. CDC-supported lupus registries are developing the first reliable
epidemiologic data on the prevalence and incidence of diagnosed lupus in the US.

The registries will provide important information about the impact of lupus, which disproportionately
affects minorities and women, with national implications for monitoring the incidence and
prevalence of the disease and better characterizing individuals with this severe condition. This
information is vital so that public health practitioners can target interventions to those most in need.

In FY 2008, CDC will increase funding to these two sites, enabling them to complete their analyses.
Both pilot registries are in localities with large African American populations, a group
disproportionately impacted by lupus. CDC will also provide planning grants to two new sites to
address epidemiological gaps among Hispanics/Latinos, Asian Americans, and Native Americans
and explore geographic differences. Based on experience to date, CDC and the scientific
community believe that four total sites, plus work with federal data sources, will provide reliable
prevalence estimates for all subgroups of interest.

FUNDING HISTORY TABLE

FISCAL YEAR = AMOUNT

FY 2004 $22,022,000
FY 2005 $22,487,000
FY 2006 $21,995,000
FY 2007 $21,661,000
FY 2008 $23,915,000

BUDGET REQUEST

The CDC FY 2009 request includes $23,817,000 for Arthritis, Rheumatic, and Other Conditions, a
decrease of $98,000 below the FY 2008 Enacted level for Individual Learning Accounts (ILA) and
administrative reduction. Over the past five years, state health departments have successfully used
CDC funding to build arthritis capabilities in state health departments, including collaboration with
partners, increasing public awareness, improving their ability to monitor the burden of arthritis, and
delivering evidence-based interventions on a limited scale.

Arthritis
The CDC FY 2009 request includes $12,984,000 for the Arthritis program.

In Spring 2007, CDC convened national experts to advise on future program directions. The panel
made several important consensus recommendations:

e Fund state programs at higher levels to address arthritis through broader public health
efforts.
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¢ Continue to emphasize expansion of evidence-based interventions, and expand the number
of evidence-based interventions available for state programs serving people with arthritis.

e Create and expand innovative partnerships at the local, state, and national level.

e Consider national campaigns, health communications and marketing, and policy
interventions.

An open competition for CDC support for state-based arthritis programs is being held in FY 2008.
Consensus recommendations from the expert panel have been incorporated into planning this open
competition, which maintains CDC’s investment in state programs while maximizing state-wide
impact of funded programs. CDC plans to fund state programs at high levels, per the
recommendations. With FY 2009 budget request of overall level funding, CDC will support more
robust programs in fewer states.

By FY 2012, CDC aims to increase the number of adults with doctor-diagnosed arthritis who have
had effective, evidence-based arthritis education as an integral part of the management of their
condition by 300,000 individuals through its state arthritis program.

Epilepsy
The FY 2009 CDC request includes $7,734,000 for the Epilepsy program.

CDC'’s Epilepsy Program will use state surveillance data to expand its study on the prevalence of
self-reported epilepsy in selected state populations. The program will also continue intramural and
extramural research activities to better understand the epidemiology of epilepsy, specifically the
incidence and prevalence of epilepsy in diverse populations in the U.S., including potentially
underserved communities; risk factors and severity of epilepsy in these communities; health
disparities and factors contributing to health disparities among people with epilepsy; and process
and outcome measures that may be used to define optimum care in epilepsy.

The Epilepsy Program will continue to collaborate with the national Epilepsy Foundation to provide
education and awareness programs for diverse racial and ethnic communities, students and staff of
middle schools and high schools, parents of teens with epilepsy, police and emergency responders,
and older adults with epilepsy and their care givers.

Lupus

In FY 2009, CDC requests $3,099,000 for the Lupus registries, to support the ongoing work of the
two state lupus registries which are developing the first reliable epidemiologic data on the
prevalence and incidence of diagnosed lupus in the U.S.
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Key Outputs

FY 2004
Actual

FY 2005 FY 2006 FY 2007
Actual

FY 2008 FY 2009
Target Target

Target Actual Target Actual

5.U

States funded for
capacity building
arthritis programs

36

36 36 36 36 36 10-18 10-18

5V

Number of
population-based
registries to
define and
monitor the
incidence and
prevalence of
lupus

Appropriated Amount
($ Million)!

$22.0

$22.5 $22.0 $21.7 $23.9 $23.8

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.

FY 2009 CONGRESSIONAL JUSTIFICATION
SAFER-HEALTHIER-PEOPLE™
173




NARRATIVE BY ACTIVITY
HEALTH PROMOTION
CHRONIC DISEASE PREVENTION, HEALTH PROMOTION, AND GENOMICS

TOBACCO
FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008

Tobacco $102,016,000 $104,164,000 $103,737,000 -$427,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, Comprehensive Smoking Education Act of 1984, Comprehensive
Smokeless Tobacco Health Education Act of 1986

FY 2009 AUTNOTIZatioN .. ..ooee e e Indefinite

Y[ Fo o= o] I 1Y/ =1 { T Yo L= Direct
Federal/Intramural; Competitive Grants/Cooperative Agreements; and Contracts

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

Originally created in 1964 by the Public Health Service as the National Clearinghouse on Tobacco,
the Office on Smoking and Health (CDC) was officially established within the Office of the Assistant
Secretary of Health in 1978. The Comprehensive Smoking Education Act of 1984 established
many of the current roles and responsibilities of CDC. In addition, CDC has several congressional
mandates such as maintaining the information clearinghouse on tobacco, managing and supporting
the Interagency Committee on Smoking and Health, maintaining the confidential cigarette and
smokeless ingredient lists, and producing Surgeon General's Reports on the health consequences
of tobacco. The office's authority was transferred to CDC in 1986.

The mission of CDC’s tobacco program is to develop, conduct, and support strategic efforts to
protect the public’s health from the harmful effects of tobacco use. Goals are to:

e Prevent tobacco use among youth and young adults

o Promote tobacco use cessation among adults and youth
e Eliminate exposure to secondhand smoke

¢ Identify and eliminate tobacco-related health disparities

To accomplish these goals, CDC works in close partnership with local, state, national, and
international leaders to:

o Expand the science base of effective tobacco control

¢ Build sustainable capacity and infrastructure for comprehensive tobacco control programs

o Communicate timely, relevant information to constituents, policy makers, and the public

o Coordinate policy, partnerships, and other strategic initiatives to support tobacco control
priorities

o Foster global tobacco control through surveillance, capacity building, and information
exchange

CDC funding is used to prevent smoking initiation among youth, promote cessation among adults
and youth, reduce exposure to second hand smoke, eliminate tobacco related disparities among
population groups, promote sustainable funding for science based comprehensive tobacco control
programs, promote global tobacco prevention and control, and conduct tobacco product research
and information dissemination.
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Comprehensive state programs, including school-based programs and local outreach efforts, have
been shown to be effective in reducing the prevalence of tobacco use. Through the National
Tobacco Control Program (NTCP), CDC funds all 50 states, seven territories, and the District of
Columbia through cooperative agreements. The purpose of the NTCP is to build and maintain
tobacco control programs within state and territorial health departments for a coordinated national
program to reduce the health and economic burden of tobacco use. The NTCP has four goals: 1)
preventing initiation of tobacco use among young people, 2) promoting cessation of tobacco use
among youth and adults, 3) protecting the public from exposure to secondhand smoke, and 4)
identifying and eliminating disparities in tobacco use among populations groups.

CDC'’s cooperative agreements also fund national networks to reduce tobacco use among priority
populations including African Americans, American Indians/Alaska Natives, Asian
Americans/Pacific Islanders, Hispanics/Latinos, lesbian/gay/bisexual/transgender individuals,
persons with low socioeconomic status, women, and young adults. CDC also provides grants to 23
states for coordinated school health programs to help prevent tobacco use. CDC also supports
state capacity and access to cessation services by funding states to establish or enhance existing
state based quitlines to help smokers quit.

In support of the PART, the program developed the following three evaluation measures related to
consumption, cotinine (cotinine is the primary proximate metabolite of nicotine and the most specific
and preferred biomarker of exposure to secondhand smoke), and lung cancer in 2006:

Consumption

CDC aims to reduce per capita cigarette consumption in the U.S. per adult age 18+. Since 1964,
the U.S. Surgeon General's reports on smoking and health have concluded that smoking is a
primary cause of lung cancer. National trends in per capita cigarette consumption are strongly
correlated with national trends in lung cancer mortality rates and consumption trends are
recommended as a primary surveillance indicator for lung cancer control efforts. In 2005, annual
per capita cigarette consumption among adults age 18 and over was 1716, a more than five
percent decrease from 2004.

Program Activities

e CDC supports the National Network of Tobacco Use Cessation Quitlines. CDC continues
its support of the National Network of Tobacco Use Cessation Quitlines, a collaborative
effort between CDC, the National Cancer Institute’s (NCI) Cancer Information Service (CIS),
the North American Quitline Consortium (NAQC), and state tobacco control programs. In
2006, 317,570 total calls were routed by the national quitline portal number, 1-800-QUIT-
NOW - and from January through October 31, 2007, 1-800-QUIT-NOW received 395,835
calls.

o CDC provides technical assistance and training to help states plan, establish and evaluate
their tobacco control programs.

Cotinine

CDC aims to reduce the proportion of children aged three to 11 who are exposed to secondhand
smoke from 55 percent to 45 percent.

Secondhand smoke has been determined to be a known human carcinogen. Since 1986, the U.S.
Surgeon General's reports have concluded that exposure to secondhand smoke causes lung
cancer in nonsmokers. Cotinine is the primary proximate metabolite of nicotine and the most
specific and preferred biomarker of exposure to secondhand smoke.

More than 126 million nonsmoking Americans, including both children and adults, are still exposed
to secondhand smoke in their homes and workplaces. Children are more heavily exposed to
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secondhand smoke than adults. Almost 60 percent of U.S. children aged three to 11 years—or
almost 22 million children—are exposed to secondhand smoke. About 25 percent of children in this
age group live with at least one smoker, as compared to only about seven percent of honsmoking
adults.

In addition to its goal of eliminating exposure to secondhand smoke, the NTCP also develops
health communication campaigns aimed at informing the public about the health risks associated
with secondhand smoke and reducing disparities in these exposures.

e On September 18, 2007, CDC, working closely with the Office of the Surgeon General,
launched two major collaborative national initiatives to protect children from exposure to
secondhand smoke. These initiatives were announced at a media event at a Washington,
DC-area Head Start facility. During the event, Acting Surgeon General Kenneth Moritsugu
released an excerpt summarizing key scientific evidence on the serious health risks that
secondhand smoke poses to children.

0 The publication, Children and Secondhand Smoke Exposure, is excerpted from the 2006
Surgeon General's Report, The Health Consequences of Involuntary Exposure to
Tobacco Smoke. In addition, the Acting Surgeon General announced a new partnership
with the American Academy of Pediatrics that will mobilize pediatricians and other
primary care clinicians to help parents reduce their children’s exposure to secondhand
smoke.

e CDC is currently working with EPA and Administration for Children and Family (ACF) Office of
Head Start to support the implementation of the “Care for Their Air” initiative.

CDC continues to extend and maximize the impact of the 2006 Surgeon General’'s Report, The
Health Consequences of Involuntary Exposure to Tobacco Smoke by collaborating with its partners
to publish and present studies expanding the science base on secondhand smoke, to work with the
news media to keep secondhand smoke in the news, to provide technical assistance to states as
they implement and evaluate smoke-free laws, and to disseminate information on the report and
ancillary materials to a wide range of partners and stakeholders.

Lung Cancer

CDC aims to reduce the age-adjusted annual rate of trachea, bronchus, and lung cancer mortality
per 100,000 population.

Cancer is the second leading cause of death among all Americans, and lung, trachea, and
bronchus cancers account for 13 percent of all cancer diagnoses and 29 percent of all cancer
deaths. Since 1964, the U.S. Surgeon General's reports on smoking and health have concluded
that smoking is a primary cause of lung cancer, and since 1986 have concluded that exposure to
secondhand smoke causes lung cancer in nonsmokers.

e Research shows that the more states spend on comprehensive tobacco control programs,
the greater the reductions in smoking—and the longer states invest in state programs, the
greater and faster the impact. To this end, CDC prepared Best Practices for
Comprehensive Tobacco Control Programs—2007. This guidance document, which
updates the 1999 original, describes an integrated budget structure for implementing
interventions proven to be effective and includes recommended levels of annual state
investment required to prevent tobacco use initiation among youth and young adults,
promote cessation among adults and young people, eliminate exposure to secondhand
smoke, and identify and eliminate tobacco-related disparities.

e CDC advances the science base of tobacco control by conducting and coordinating
research, surveillance, and evaluation activities related to tobacco and its impact on health.
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CDC synthesizes and translates research into practice; disseminates scientific findings; and
provides technical assistance to states, territories, national networks, tribal support centers,
and the general public.

e CDC links science and practice and provides leadership to build and sustain tobacco control
capacity. CDC is responsible for directing and managing the National Tobacco Control
Program and other extramural activities to address tobacco use. CDC also is responsible
for providing and supporting training and technical assistance to all 50 states, the District of
Columbia, territories, national networks, and tribal support centers.

FUNDING HISTORY TABLE

FISCAL YEAR = AMOUNT

FY 2004 $90,239,000
FY 2005 $104,345,000
FY 2006 $104,169,000
FY 2007 $102,016,000
FY 2008 $104,164,000

BUDGET REQUEST

The CDC FY 2009 request includes $103,737,000 for Tobacco, a decrease of $427,000 below the
FY 2008 Enacted level for an Individual Learning Accounts (ILA) and administrative reduction.

CDC will continue its Tobacco prevention and control activities in conjunction with state and local
health departments. Key activities, objectives and targets that will guide activities in FY 2009
include:

Through the National Tobacco Prevention and Control (NTCP) program, CDC will continue to
support state, local and territorial health department efforts to prevent initiation of tobacco use
among youth and young adults, promote tobacco use cessation among adults and youth, eliminate
exposure to secondhand smoke, and identify and eliminate tobacco-related disparities.

o CDC will provide technical assistance and training to help states plan, establish, and
evaluate their own tobacco control programs.

¢ A substantial body of research demonstrates that comprehensive state tobacco control
programs reduce smoking-attributable mortality, smoking prevalence, smoking initiation, and
cigarette consumption.

CDC'’s aim to reduce per capita cigarette consumption in the U.S. per adult age 18+.

e CDC will continue to support the National Network of Tobacco Use Cessation Quitlines, a
collaborative effort between CDC, the National Cancer Institute’s (NCI) Cancer Information
Service (CIS), the North American Quitline Consortium (NAQC), and state tobacco control
programs through 1-800-QUIT-NOW.

o CDC will continue to provide technical assistance and training to help states plan, establish,
and evaluate their own tobacco control programs.

CDC’s aim to reduce the proportion of children aged three to 11 who are exposed to secondhand
smoke. In 2002, 55 percent of children in this age group were exposed.

o CDC continues to support its goal of eliminating exposure to secondhand smoke, the NTCP
will continue to develop health communication campaigns aimed at informing the public
about the health risks associated with secondhand smoke and reducing disparities in these
exposures.
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CDC continues to extend and maximize the impact of the 2006 Surgeon General’'s Report
on The Health Consequences of Involuntary Exposure to Tobacco Smoke by collaborating
with its partners to publish and present studies expanding the science base on secondhand
smoke, to work with the news media to keep secondhand smoke in the news, to provide
technical assistance to states as they implement and evaluate smoke-free laws, and to
disseminate information on the report and ancillary materials to a wide range of partners
and stakeholders.

CDC'’s aim to reduce the age-adjusted annual rate of trachea, bronchus, and lung cancer mortality
per 100,000 population.

CDC will actively develop, disseminate, and evaluate training and information programs and
products based on the updated and newly released (Best Practices for Comprehensive
Tobacco Control Programs—2007).

CDC will publish and disseminate the Surgeon General's Report on the mechanisms of
disease that provides the scientific framework for product research and potential harm-
reduction approaches.

CDC will continue to advance the science base of tobacco control by conducting and
coordinating research, surveillance, and evaluation activities related to tobacco and its
impact on health. CDC synthesizes and translates research into practice; disseminates
scientific findings; and provides technical assistance to states, territories, national networks,
tribal support centers, and the general public.

CDC will continue to links science and practice and provides leadership to build and sustain
tobacco control capacity. CDC is responsible for directing and managing the National
Tobacco Control Program and other extramural activities to address tobacco use. CDC also
is responsible for providing and supporting training and technical assistance to all 50 states,
the District of Columbia, territories, national networks, and tribal support centers.

OUTCOME TABLE

FY FY 2006 FY 2007 FY FY Out-
2005 2008 2009 Year
Actual | Target | Actual | Target | Actual | Target | Target | Target

FY 2004
Actual

Key Outcomes

Long Term Objective 5.2: Reduce death and disability among adults due to tobacco use.

Reduce the age-adjusted annual
rate of trachea, bronchus, and

521 lung cancer mortality per 100,000 53.2 N/A N/A N/A N/A N/A N/A N/A 433
population. [O]
Reduce per capita cigarette 1814
5.2.2 | consumption in the U.S. per adult T 1,716 N/A N/A 1,656 6/2009 1,606 1,558 N/A
(Baseline)
age 18+, [O]!
Reduce the proportion of children 55% 45%
56,3 | 29¢d 3t 11 who are exposed to (2001- 1y N/A N/A N/A N/A 45% | NIA (2009-
second-hand smoke. 2002 2010)

Baseline)
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Key Outputs

FY 2004
Actual

EY 2005 FY 2006 FY 2007

Actual

FY 2008 FY 2009
Estimate Estimate

Estimate Actual Estimate Actual

5W

Number of state
tobacco
prevention and
control programs
(includes DC)

51

51 51 51 51 51 51 51

5X

Tobacco
Cessation
Quitlines — States/
Territories/ Tribes
funded to maintain
and enhance
existing quitlines

36

36 36 36 36 36 36 36

5Y

Number of
cooperative
agreements for
tobacco
prevention with
key organizations
with access to
diverse population

15

15 16 16 15 15 15 15

52

Scientific,
technical, and
public inquiry
response on
tobacco use

50,000

50,000 50,000 50,000 50,000 50,000 50,000 50,000

5AA

Total state health
departments and
other
organizations
(e.g., local health
departments)
requesting
advertising
campaign
materials through
the Media
Campaign
Resource Center

250

250 250 250 250 250 250 250

Appropriated Amount
($ Million)!

$90.3

$104.3 $104.2 $102.0 $104.2 $103.7

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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FY 2007
State/Territory/Grantee Actual*
Alabama $1,458,150
Alaska $1,269,882
Arizona $463,203
Arkansas $1,382,174
California $545,374
Colorado $1,457,486
Connecticut $1,185,790
Delaware $735,794
District of Columbia $584,344
Florida $941,153
Georgia $1,202,723
Hawaii $1,018,083
Idaho $1,254,328
lllinois $1,297,303
Indiana $1,140,165
lowa $1,111,681
Kansas $1,368,571
Kentucky $1,252,085
Louisiana $1,878,031
Maine $1,059,957
Maryland $1,532,052
Massachusetts $1,849,048
Michigan $1,833,000
Minnesota $1,318,234
Mississippi $594,101
Missouri $1,271,089
Montana $1,058,500
Nebraska $1,363,673
Nevada $942,762
New Hampshire $1,144,746
New Jersey $1,400,915
New Mexico $1,254,089
New York $2,059,294
North Carolina $1,837,670
North Dakota $1,270,130
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FY 2009 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

CHRONIC DISEASE PREV. & HEALTH PROMOTION PROGRAMS: TOBACCO

FY 2007
State/Territory/Grantee Actual*
Ohio $1,560,442
Oklahoma $1,458,066
Oregon $1,202,573
Pennsylvania $1,417 245
Rhode Island $1,401,074
South Carolina $1,338,253
South Dakota $1,058,302
Tennessee $1,408,130
Texas $1,068,977
Utah $1,335,784
Vermont $1,252,996
Virginia $1,172,776
Washington $1,550,973
West Virginia $1,303,471
Wisconsin $1,308,942
Wyoming $1,139,998
American Samoa $153,082
Guam $227,000
Marshall Islands $0
Micronesia $232,311
Northern Mariana Islands $179,708
Palau $144,472
Puerto Rico $453,614
Virgin Islands $172,516
Total States/Cities/Territories $65,876,285
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FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
Micronutrient Malnutrition $4,185,000 $6,422,000 $6,396,000 -$26,000
All Other Nutrition/PA/Obesity $36,405,000 $35,769,000 $35,622,000 -$147,000
Total $40,590,000 $42,191,000 $42,018,000 -$173,000

AUTHORIZING LEGISLATION

PHSA §§ 301, 307, 310, 311, 317, 317C, 317D, 317H, 317K, 317K(a), 317K(b), 317L, 317M,
330E, 399B-399D, 399F, 399H-399L, 399W-3997, 1102, 1501-1510, 1509, 1701, 1702, 1703,
1704, 1706

FY 2009 AUTNOTIZAtION ..o e e Indefinite

WY ] o Tez= 1 To T 1 = 1 T o £ 0P Direct
Federal/Intramural and Competitive Grants/Cooperative Agreements

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

CDC’s Nutrition, Physical Activity, and Obesity program was established to prevent and control
obesity and other chronic diseases by supporting state health departments in developing and
implementing nutrition and physical activity interventions. Nutrition and physical activity are critical
components of a healthy lifestyle, maintenance of a healthy weight, and the prevention of chronic
diseases. Improving lifestyle behaviors requires change at multiple levels of the socio-ecological
model. Activities of the Nutrition, Physical Activity and Obesity program include: 1) translation of
research to practice, 2) intervention development, 3) communication, 4) social marketing, 5)
evaluation, and 6) partnerships to support implementation of population based interventions.

CDC’s Nutrition, Physical Activity, and Obesity Program has the following impact objectives:

¢ Increase the number, reach, and quality of policies and standards set in place to support
healthful eating and physical activity in various settings.

¢ Increase access to and use of environments to support healthful eating and physical activity
in various settings.

o Increase the number, reach, and quality of social and behavioral approaches that
complement policy and environmental strategies to promote healthful eating and physical
activity.

Poor nutrition, physical inactivity, and unhealthy weight not only increase the risk of many diseases
and health conditions; they also have a major economic impact. In 2000 alone, the cost of obesity
in the U.S. exceeded $100 billion. States promote strategies to address behavioral targets,
including physical activity, consumption of fruits and vegetables, TV-viewing time, breastfeeding,
sugar sweetened beverages, and energy density.

CDC funding is used by states via a cooperative agreements to hire staff with expertise in public
health nutrition and physical activity, build broad-based coalitions, plan statewide nutrition and
physical activity programs and conduct small-scale interventions, particularly through population-
based strategies such as policy-level change, environmental change, and social marketing.
Currently funded capacity-building states are developing plans to address state priority populations,
establish critical partnerships to achieve program goals, and establish and evaluate programs for
the state’s priority populations. A requirement of this cooperative agreement is completion of the
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Progress Monitoring Report (PMR) every six months. Once states have accomplished this, funds
are used to:

¢ Implement statewide plans; expand partnerships;

o Develop new or apply existing interventions and evaluate their effectiveness; develop
resources and training materials;

e Train health care providers and public health professionals;
¢ Provide grants to communities for local obesity prevention initiatives;

o Identify, assess, or develop data sources to further define and monitor the burden of
obesity; and

o Evaluate progress and impact of the state plan and intervention projects.

A successful example of an environmental change implemented in 2007 as part of the Nutrition,
Physical Activity, and Obesity Program is the Missouri Healthier Vending Machine Project. The
Missouri Department of Health and Senior Services (DHSS) initiated a healthier vending project at
their office buildings where approximately 800 state employees work. DHSS marketed and
supported the healthier foods for a limited time period to provide the vending operator the
experience of providing healthier options without the risk of losing profit. DHSS offered to reimburse
the vendor for the amount of the loss of monthly profit based on gross monthly sales for the
previous year.

In addition, DHSS provided promotion through a kick-off event, signage on the machines and
throughout the buildings, and promotional email messages that included contests with prizes. The
healthier vending items were determined by an employee survey of preferred items and based on
the Missouri Eat Smart Guidelines.

In FY 2008 a new funding opportunity announcement (FOA) will be issued to all states for the
Nutrition and physical activity to prevent obesity and other chronic disease program. It is expected
that between 20 and 30 states will be funded to accomplish the program goals, with a total funding
amount of approximately $17.6 million.

FUNDING HISTORY TABLE

FISCAL YEAR =~ AMOUNT

FY 2004 $39,289,000
FY 2005 $41,930,000
FY 2006 $41,280,000
FY 2007 $40,590,000
FY 2008 $42,191,000

BUDGET REQUEST

The CDC FY 2009 request includes $42,018,000 for Nutrition, Physical Activity, and Obesity, a
decrease of $173,000 below the FY 2008 Enacted level for an Individual Learning Account (ILA)
and administrative reduction.

CDC has a long-term objective to reduce the rate of growth of obesity through nutrition and physical
activity interventions. CDC has gathered baseline data for measures relating to obesity rates and
physical activity.

e In FY 2004, CDC reported that the estimated average age adjusted annual rate of increase
in obesity rates among adults age 18+ was 0.64. In FY 2014, CDC’s aims to reach 0.16.
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e InFY 2004, CDC reported that 24.36% of adults age 18+ engage in no leisure-time physical
activity. In FY 2014, CDC aims to report 21.5%.

Promoting regular physical activity and healthy eating by creating policies and an environment that
support these behaviors are essential to reducing the epidemic of obesity. The National Nutrition
and Physical Activity Program to Prevent Obesity and Other Chronic Diseases is the mechanism by
which states are supported in accomplishing these tasks to slow the progression of obesity and
other chronic diseases.

CDC'’s impact objectives will continue to be accomplished by promoting and helping states with the
following policy and environmental strategies which will increase the number of nutrition and
physical activity interventions that are implemented and evaluated in funded states:

e Food Availability

e Food Advertisement/Promotion

o Food and Physical Activity Incentives/Disincentives
e Recreation

e Transportation

e Land Use/Design

e Safety (as a barrier to physical activity)

OUTCOME TABLE
FY 2006 FY 2007 FY FY Out-
# Key Outcomes FX 200|4 o 200|5 2008 2009 Year
Ctua Actual | Target | Actual | Target | Actual | Target | Target | Target
Long Term Objective 5.5: Reduce the rate of growth of obesity through nutrition and physical activity interventions.
Reduce the age-adjusted
0,
5.5.1 | percentageof adultsage 18+ | o) g |\ NA | Na | NA | oNa | ona | ona | 21S%
who engage in no leisure-time (2014)
physical activity. [O]
Slow the estimated average +064 +0.16
age-adjusted annual rate of ‘ average
552 | increase in obesity rates average N/A N/A N/A N/A N/A N/A N/A | increase
increase
among adults age 18+. [O] per year
per year (2014)
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OUTPUT TABLE
FY 2004 i s P2 U Ay FY2008 | FY2009
# e Actual Target Target
Target | Actual Target Actual Target Actual
5AB Number of
states
implementing
intervention 28 28 28 28 28 28 28 20-30 20-30
programs for
nutrition/PA/ob
esity
Appropriated Amount
(5 Million)! $39.3 $41.9 $41.3 $40.6 $42.2 $42.0

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM

FY 2007 FY 2008 FY 2009 FY 2009 +/-
ACTUAL ENACTED ESTIMATE FY 2008
BRFSS - Non-HIV/AIDS $6,418,000 $6,306,000 $6,280,000 -$26,000
BRFSS - HIV/AIDS $1,011,000 $993,000 $989,000 -$4,000
Total $7,429,000 $7,299,000 $7,269,000 -$30,000

AUTHORIZING LEGISLATION
Public Health Service Act §§ 301, 304, 310, 311, and 317
FY 2009 AUTNOTIZAtiON. . ... e Indefinite

Allocation Method. ... ... s e, ...Direct
Federal/Intramural; Competitive Cooperative Agreements; Contracts

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

The Behavioral Risk Factor Surveillance System (BRFSS) is a coordinated system used by CDC
and state health departments to track data related to all of CDC’s state-based Chronic Disease
Prevention and Health Promotion programs and used to track state, local, and national trends in
chronic disease prevention and health promotion. The BRFSS, established in 1984, is CDC’s
system for measuring and tracking state- and local-level data on chronic disease, health promotion,
and other critical health problems and health-related behaviors in the non-institutionalized U.S.
adult population, 18 years and older, as well as a selected set of variables on children under age 18
in many states.

BRFSS is funded in all 50 states, the District of Columbia, Puerto Rico, the Virgin Islands, and
Guam. Extramural cooperative agreement funds are awarded to conduct surveillance activities at
the state level. It is the largest continuously conducted telephone-based surveillance system in the
world, with more than 350,000 interviews annually. States are funded to collect ongoing information
on behaviors that place health at risk, medical conditions, access to health care, and use of
healthcare services, as well as a number of special projects such as the asthma callback survey, a
panel survey designed to gain additional information from respondents with diagnosed asthma
and/or other restrictive airway diseases.

BRFSS data are used to identify emerging health problems, establish and track health objectives,
and develop and evaluate public health policies and programs. Examples of data collected from
the system include:

Obesity Epidemic: In 1991, four states reported obesity prevalence rates of 15 to 19 percent, and
no state reported rates higher than 19 percent. In 2006, only four states had a prevalence of
obesity less than 20 percent. Twenty-two states had obesity prevalence rates equal or greater than
25 percent, including two states with obesity rates higher than 30 percent.

¢ BRFSS trend data detected a state-by-state epidemic by identifying those areas of the
country most quickly facing a critical obesity problem faster than any national data set.

Flu Vaccine Monitoring: BRFSS data guided developers of national and state public awareness
messages about the shortage of influenza vaccine during the 2004-2005 flu season and aided in
prioritizing distribution of limited vaccine supplies.

¢ By the end of the flu season, BRFSS data showed coverage among adults in priority groups
nearly reached that of previous years, whereas coverage among adults in non-priority
groups was approximately half of the 2003-2004 flu season.
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BRFSS in-depth analyses provides vital information to public health officials including:

¢ Small area analysis - metropolitan/micropolitan areas (a core area containing a substantial
population nucleus, together with adjacent communities and all having a high degree of
economic and social integration) and county data in SMART BRFSS and other small-area
analysis.

e Analysis by age group for services such as estimates for older Americans for the recent
Healthy Aging Report Card and for analysis done for AARP, mammography coverage
among women of appropriate age, folic acid consumption among women of childbearing
age, flu vaccine coverage among priority groups, etc.

o Disparities analysis by ethnic group for planning and evaluation in states and CDC.

Safety Belt Laws: In the past, BRFSS data showed that the states where safety belt laws had been
passed saw a sharp increase in their use. Today, BRFSS continues to help improve safety belt
laws.

e A 2004 CDC analysis of BRFSS data demonstrated that the prevalence of safety belt use
was much higher among states with primary laws (85.3 percent), which allow police to stop
a motorist and issue a citation solely for failure to use a safety belt, than among state with
secondary laws (74.4 percent).

Mammogram Coverage: Early BRFSS data showed that many women were not getting
mammograms. In 1981, only one state required insurance companies to pay for the screening. As
more states required the coverage, more women got mammograms.

e By 2006, 49 states and the District of Columbia required coverage and the national median
percentage of women aged 50 or older who had received a mammogram within the past two
years increased to 79.9 percent.

FUNDING HISTORY TABLE

FISCAL YEAR  AMOUNT

FY 2004 $7,207,000
FY 2005 $7,641,000
FY 2006 $7,529,000
FY 2007 $7,429,000
FY 2008 $7,299,000

BUDGET REQUEST

The CDC FY 2009 request includes $7,269,000, a decrease of $30,000 below the FY 2008
Enacted level for an Individual Learning Accounts (ILA) and administrative reduction. The request
will support ongoing surveillance of critical health problems and health-related behaviors at the
state and local level.

In FY 2009, CDC will continue to fund 50 states, the District of Columbia, Puerto Rico, the Virgin
Islands and Guam to collect behavioral risk factor data. CDC projects that there will be 350,000
interviews conducted through the BRFSS.

States and local areas will use BRFSS data to identify emerging health problems, establish and
track health objectives, and develop and evaluate public health policies and programs. For many
risk factors and conditions, BRFSS is the only source of state-level data. A wide range of public
health officials, researchers, and key decision makers at all levels rely on the ongoing availability of
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BRFSS data. It is the only source of data for many important disease and risk factor conditions at
the state level.

A key challenge for BRFSS is managing an increasingly complex surveillance system that serves
the needs of multiple programs while adapting to changes in communications technology, societal
behaviors, and population diversity. To address these challenges, CDC maintains an ongoing
program of improvement and adaptation that involves designing and conducting innovative pilot
studies to advance the current BRFSS methodology and provide a foundation for the
implementation of future methodologies, (i.e. use of cell phone and address-based sampling).

OUTPUT TABLE
" ey Outout FY 2004 | FY 2005 FY 2006 FY 2007
ey Duputs | tual Actual FY 2008 FY 2009
Target Actual Target Actual Target Target
5AC States and
territories
funded for 54 54 54 54 54 54 54 54
conducting
surveillance
Appropriated Amount
($ Million)’ $7.2 $7.6 $7.5 $7.4 $7.3 $7.3

"The outputs/outcomes are not necessarily reflective of all programmatic activities funded by the appropriated amount.
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STATE TABLE

FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS

BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM

FY 2007
State/Territory/Grantee Actual

Alabama $269,555
Alaska $318,818
Arizona $183,652
Arkansas $184,815
California $0
Colorado $364,028
Connecticut $265,794
Delaware $132,759
District of Columbia $265,561
Florida $274,654
Georgia $239,188
Hawaii $252,700
Idaho $273,771
llinois $250,184
Indiana $168,919
lowa $310,823
Kansas $244 131
Kentucky $205,050
Louisiana $222,119
Maine $255,441
Maryland $179,924
Massachusetts $318,843
Michigan $224,360
Minnesota $278,687
Mississippi $254,560
Missouri $253,000
Montana $296,676
Nebraska $214,329
Nevada $275,028
New Hampshire $269,264
New Jersey $240,885
New Mexico $318,533
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FY 2009 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2009 DISCRETIONARY STATE/FORMULA GRANTS
BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM

New York $208,088
North Carolina $279,192
North Dakota $151,798
Ohio $263,750
Oklahoma $224,331
Oregon $357,488
Pennsylvania $139,297
Rhode Island $284,092
South Carolina $281,885
South Dakota $198,354
Tennessee $151,668
Texas $297,258
Utah $256,139
Vermont $222,143
Virginia $253,055
Washington $346,831
West Virginia $106,305
Wisconsin $255,666
Wyoming $267,655
Public Health Institute, CA $274,099
American Samoa $0

Guam $38,985
Marshall Islands $0

Micronesia $0

Northern Mariana Islands $0

Palau $0

Puerto Rico $216,585
Virgin Islands $246,924

Total States/Cities/Territories $13,127,639
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EMERGING ISSUES IN CHRONIC DISEASE PREVENTION AND HEALTH PROMOTION

FY 2007 FY 2008 FY 2009 FY 2009 +/-

ACTUAL ENACTED ESTIMATE FY 2008
BA $28,820,000 28,977,000 24,210,000 -$4,767,000

*Behavior Risk Factor Surveillance System and information is discussed in its own, separate narrative

AUTHORIZING LEGISLATION
FY 2009 AUTNOTZation .. ..oooee e e e e Indefinite

Allocation MethOds. ... ... Direct
Federal/Intramural; Contracts; Competitive Cooperative Agreements.

PROGRAM DESCRIPTION & ACCOMPLISHMENTS

In order to keep pace with emerging issues in chronic disease prevention and health promotion and
to use the most advanced science in new public health approaches and new analytic methods,
CDC undertakes early scientific and programmatic work in emerging and cross-cutting chronic
disease and health promotion issues. CDC defines the extent and public health impact of emerging
issues, develops the scientific basis for public health solutions, and establishes effective
interventions and public health responses.

Areas addressed include leading causes of death, for which new public health approaches are
becoming available, areas where new information about how public health can reduce disease
burden are now available, and emerging, cutting-edge analytic approaches that will shape how
public health responds to chronic disease problems in the future.

Alzheimer’s disease is our nation’s 7th leading cause of death. Maintaining cognitive health and
Alzheim