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We integrated publicly available fiscal and budgetary data to assess historical and

prospective trends in public health system funding at the federal, state, and local

levels in relation to the recommended objectives outlined in the Institute of

Medicine’s definitive 2002 report. Although historical growth rates for public health

expenditures at all levels were competitive with other major funding objects

(requested or funded budget items), outlays for health care services and medical

research dwarfed public health spending in absolute amounts. Competition for

scarce discretionary resources, competing policy priorities, and protracted fiscal

pressures will make it difficult for public health systems to achieve the recommen-

ded objectives. (Am J Public Health. 2009;99:1780–1791. doi:10.2105/AJPH.2008.

142422)

Public health is often described by policy-
makers as an important national priority.1From
an aging population to the growing threat of
pandemic influenza and other emerging infec-
tious diseases to the burgeoning health crises of
obesity and other chronic illnesses, the most
persistent and costly challenges to American
health and well-being fall increasingly on the
public health system and on public health pro-
fessionals at all levels.2

Since the seminal Future of Public Health was
first published in 1988, the National Academy
of Sciences and the Institute of Medicine (IOM)
have returned repeatedly to discussion of the
fragility of the public health system.3 In its
2002 reexamination of the challenges facing
public health, the IOM’s definitive The Future of
the Public’s Health in the 21st Century emphasized
the critical role that public health agencies play
in promoting health and mitigating disease bur-
den in a heterogeneous and aging population.4

For an expanding and diverse range of social and
public health challenges, the first responder is
increasingly the emergency room physician, the
community-based nurse, or the epidemiologist at
the local public health department.5

Although it is likely that components of the
public health system have strengthened over
time, the IOM and other analysts emphasize the
urgent need to confront significant gaps that
threaten the public’s health and security.
According to the IOM, ‘‘the public health

system that was in disarray in 1988 remains in
disarray today.’’6 Additional resources have be-
come available since the IOM completed its
report in 2002, principally related to biohazard
and pandemic flu preparedness, but as the US
Government Accountability Office and others
have concluded in subsequent analyses, ‘‘much
remains to be accomplished.’’7

Recent assessments of the functionality and
performance of the public health system iden-
tified serious deficiencies and suggested that
progress has not been uniform.8 Improvements
in disease surveillance, laboratory capacity,
communication, and public health workforce
have strengthened federal, state, and local public
health agencies and improved all-hazard pre-
paredness, but observers have identified serious
challenges and areas of continuing and unre-
solved concern.9 The public health workforce
is aging rapidly; projected retirement rates
among public health professionals as high as
45% over the next 5 years and high vacancy and
turnover rates will strain state and local public
health systems for years to come.10 Gaps also
remain in essential public health functions at the
state and local level. Regional interstate planning,
planning for mass vaccination and the distribu-
tion of medical supplies, and development of
adequate surge capacity are incomplete or insuf-
ficient. The Government Accountability Office
concluded in2004that ‘‘noState is fully prepared
to respond to a major public health threat,’’ an

assessment that the Centers for Disease Control
and Prevention (CDC) reiterated in 2008.11

In its recommendations to policymakers, the
IOM emphasized the need to strengthen fund-
ing and support for public health agencies at all
levels.12 Of its 34 recommendations, 12 dealt
explicitly with increased funding for public health
system infrastructure and workforce compo-
nents, and roughly another third could require
additional funding support, at least indirectly, to
achieve their objectives.13 Hundreds of medical,
nursing, public health, and patient advocacy
organizations have reinforced the IOM’s conclu-
sion that further resource investments are
needed to strengthen public health infrastructure
and improve preparedness.14

Broad consensus among public health
stakeholders supports the argument that fur-
ther investments are needed to ensure a func-
tional, resilient public health system at all
levels. It is therefore worth considering care-
fully the extent to which legislative and ad-
ministrative policymakers whose decisions
shape the federal budget and influence the
legislative process for appropriations have ac-
tually increased (or plan to increase) resource
commitments to public health funding objects
(requested or funded budget items). Public
budgeting is ultimately an attempt by policy-
makers to coordinate and balance individual
policy preferences and public goods against the
limited availability of scarce public resources.
How has public health fared in resource com-
petition with other funding objects? What are
the expectations for public health funding
growth in the foreseeable future?

METHODS

We analyzed historical and prospective data
on public health expenditures, public health–
related expenditures, and comparable bench-
mark expenditures from several public sources.
Tables 1, 2, and 3 show our data and their
sources.
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Except where indicated, our analyses incor-
porated or referred to so-called baseline budget
data, drawn from the current Congressional
Budget Office (CBO) discretionary baseline (as
of this writing, the CBO had most recently
updated its baseline in March 2008).24 Most of
the relevant nonentitlement health-related pro-
grams were itemized under budget function 550
(health) and inparticular, budget subfunction551,
which collected expenditure data for the CDC
and other federal public health funding objects.
Except where indicated, we did not attempt to
adjust for various legislative and fiscal priorities
thatCongress may consider adopting (expiring tax
cuts, out-year [beyond the prospective, or cur-
rently requested, fiscal year] war costs, proposed
entitlement and tax policy reforms, and so on).

Other data relevant to public health and
other health issues were drawn from the Na-
tional Health Expenditure (NHE) Accounts
data set compiled by the Centers for Medicare
and Medicaid Services,25 Office of Management
and Budget supplemental budget information,26

and supplemental tables included in the presi-
dent’s fiscal year 2009 budget submission and
subsequent amendments.27

This article was completed in April 2008,
after Congress had reached a final resolution
on fiscal year 2008 appropriations legislation.
Except where indicated, our analysis incorpo-
rated funding data that included both fiscal
year 2008 enacted and fiscal year 2009
requested supplemental appropriations fund-
ing to provide a clearer comparison of actual
and requested discretionary funding levels.

Except where indicated, federal, state, and
local funding levels are presented in outlay
reporting categories, depending on data avail-
ability. Every effort was made to incorporate
comparable fiscal and budgetary data over
identical accounting intervals, although in cer-
tain instances we reported expenditure trend
analysis or growth rates according to either
federal or state fiscal or calendar year reporting
conventions, as available. The divergence in
public reporting standards diminished the pre-
cision of single-year or small-interval compar-
isons across dissimilar expenditure data sets,
although funding growth magnitude, rate, and
trajectory over multiple years were, for our
purposes, broadly comparable.

Wepresent alternative indicators—percentage
of gross domestic product (GDP), real per

capita expenditure (fiscal year or calendar year
2000 = 100.0), and percentage of all US
health expenditures—for the benefit of readers
who may find different analytic metrics more
useful for comparative or reporting purposes.
Relative changes in annualized expenditures
were calculated on an annually compounded
basis using the compound annual growth rate
formula (calculating the n th root of total
growth, where n is the number of years) and
are presented in the accompanying tables.

RESULTS

Federal Public Health Spending

Historical trends. Although longer-term an-
nualized growth in NHE estimates of broad
public health funding at the federal level is
competitive with other major funding objects
and relevant benchmarks on both nominal and
adjusted bases, total funding for health care
services and medical research dwarfs federal
public health funding in absolute amounts
(Table 1 and Figure 1).

Viewed as a percentage of GDP and real per
capita expenditures, federal public health
spending declined, beginning in the early
1970s through 1986, before climbing rela-
tively steadily throughout the 1990s. In 2002,
additional appropriations were allocated in the
wake of the attacks of September 11, 2001, and
bioterrorism-related concerns that significantly
increased the rate of growth for this category.
Over 30 years (1979–2008), federal public
health spending underperformed a number of
other US health sector expenditure categories
overall; as a percentage of all US health ex-
penditures, federal public health spending was
lower in 2008 than it was in 1966.

When we estimated disaggregated, or core,
federal public health spending by omitting
recent preparedness and pandemic influenza–
related expenditures, federal public health
spending at the agency level for the CDC and
certain other Public Health Service agencies
moderated significantly as annualized expen-
diture growth slowed consistently across public
health agency budgets (Table 3).

Outlook. In fiscal year 2009, discretionary
function 550 expenditures included in the
president’s budget request were –2.6%/–1.5%
(percentage of GDP/real per capita expendi-
ture) below fiscal year 2008 expenditure

estimates. Growth over fiscal years 2009 to
2013 for this category was anticipated by the
administration to be –6.3%/–4.1% (percent-
age of GDP/real per capita expenditure).29 The
president requested that fiscal year 2009 dis-
cretionary CDC outlays decline –10.4%/–9.5%
(percentage of GDP/real per capita expenditure)
from the previous year’s levels (Table 2).

More broadly, the president requested that
federal nondefense discretionary expenditures
decline at an annualized –2.0%/–1.0% rate
(percentage of GDP/real per capita expendi-
ture) in fiscal years 2008 to 2009 and
–6.3%/–4.1% (percentage of GDP/real per
capita expenditure) in fiscal years 2009 to
2013. Out-year costs associated with fighting
wars and with terrorism-preparedness initia-
tives were not included in this projection and
are likely to further reduce total federal fund-
ing available for nondefense discretionary
purposes.30 By contrast, NHE estimates pro-
jected consistent growth in public health expen-
ditures at all levels of government in fiscal years
2008 to 2009 and in fiscal years 2009 to 2017,
despite the president’s request for reduced non-
defense discretionary spending for next-year (the
immediately prospective fiscal year) and out-year
intervals. NHE’s future public health spending
projections are estimated endogenously and ex-
trapolate a post–September 11 rate of growth
that may be difficult to sustain over time.31

Congressional action on the fiscal year 2009
appropriations legislation was not complete at
this writing, although administration represen-
tatives from the Office of Management and
Budget expressed the president’s intention to
veto any legislation that exceeded his
requested fiscal year 2009 discretionary total
of $991.6 billion.32 The continuing debate over
war-related issues, the competition among do-
mestic priorities outside the health sector, and the
impending election of a new administration—
potentially with new priorities—make predictions
about public health–related funding at the fed-
eral level uncertain.

Federal Public Health Research and

Development Spending

Historical trends. Federal spending on health-
related research and development apart from
the National Institutes of Health, a category that
includes public health and is reported in sub-
function 552, has oscillated over time with
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little consistent long-term growth. Measured as
a percentage of GDP, this type of spending
peaked in 1980 (0.03%) and as real per capita
spending in 1992 ($7.81). Annualized funding
growth in the 10-year trailing interval was
negative (–3.3%/–1.8% [percentage of GDP/
real per capita expenditure]). Funding for this
type increased less than for its closest bench-
mark (total federal research and development,
health) over the 10-, 20-, and 30-year trailing
intervals measured as either percentage of GDP
or real per capita spending.

Outlook. Out-year projections for this funding
object beyond fiscal year 2009 were not
available. Although total nondefense research
and development expenditures were requested
at a rate of –1.2%/–0.2% (percentage of GDP/
real per capita expenditure) over fiscal years
2008 to 2009, and total health-related federal
research and development spending was
requested at –1.1%/–0.1% (percentage of
GDP/real per capita expenditure) over the
same period, research and development ex-
penditures in the health category (separate
from expenditures for the National Institutes
of Health) were requested to increase by
0.6%/1.6% (percentage of GDP/real per ca-
pita expenditure). Flat fiscal year 2008 to
2009 spending levels would further com-
pound the effects of deep reductions in this
category in fiscal years 2007 to 2008
(–19.6%/–18.6% [percentage of GDP/real
per capita expenditure]).

Federal Grants to State and Local

Governments for Disease Prevention

Historical trends. Federal spending to support
state and local disease prevention activities—-
including public health education, workforce
training, and maintaining data, surveillance,
and laboratory systems—grew moderately and
relatively consistently until 1999, when fund-
ing for this object jumped 130.9%/138.3%
(percentage of GDP/real per capita expendi-
ture) over the previous year’s outlay.

Spending growth for state and local disease
prevention grants was substantially greater
than for benchmark objects over the 20- and
30-year trailing average growth rate mea-
sured as either percentage of GDP or real per
capita expenditure, but was lower over the 10-
year interval. Annualized growth in the10-year
trailing interval was weak (–0.4%/1.2%
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[percentage of GDP/real per capita expendi-
ture]) and considerably less robust than in the
5-year interval before September 11 (30.2%/
33.3% [percentage of GDP/real per capita
expenditure]).

Outlook. Out-year projections for this funding
object beyond fiscal year 2009 were not
available. Federal expenditures in fiscal
year 2009 for grants to state and local gov-
ernments for disease control (preventive
health) were requested at –3.6%/–2.6% (per-
centage of GDP/real per capita expenditure)
over fiscal year 2008 levels, following sub-
stantial reductions in fiscal years 2006 to 2007
(–26.1%/–24.8% [percentage of GDP/real
per capita expenditure]) and fiscal years 2007
to 2008 (–4.0%/–2.8% [percentage of
GDP/real per capita expenditure]). The fiscal
year 2008 request for this category was
consistent with the requested levels for com-
parable benchmarks.

However, the benchmark federal expendi-
tures for grants to state and local governments
for health, adjusted to exclude anticipated
Medicaid and State Children’s Health Insur-
ance Program funding, would decline over
fiscal years 2008 to 2009 (–9.9%/–9.0%
[percentage of GDP/real per capita expendi-
ture]) and fiscal years 2009 to 2013 (–8.4%/–
6.3% [percentage of GDP/real per capita ex-
penditure]) intervals, which could adversely
affect disease prevention funding at the state
and local levels (where reductions in categori-
cal funding under one object may offset fund-
ing growth in others).

State and Local Public Health Funding

Historical trends. NHE data since 1965 indi-
cated that public health outlays at the state
and local level grew relatively consistently on
both nominal and adjusted bases, with strong
growth in fiscal year 2002 after September 11
followed by a period of slower growth relative
to fiscal year 2002 levels over the fiscal years
2003 to 2004—probably a recession-linked
phenomenon—before recovering somewhat in
the following years.

The category was competitive with certain
benchmarks (e.g., longer-term federal nonde-
fense discretionary spending growth) but was
generally less well funded over the 10-year
trailing interval. Spending in this category grew
more slowly than did federal public health
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spending over the trailing 10- and 20-year
intervals. State and local public health expendi-
tures grew more rapidly over the trailing 30-year
interval because of generally higher growth rates
throughout fiscal years 1979 to 1986.

As with federal public health spending, the
difference in magnitude in aggregate public
health spending at the state and local levels
relative to other categories of health-related
spending was significant. In fiscal year 2008,
real per capita state and local public health
spending was only $149.33 Total federal health
spending per capita was $2181; total state and
local health spending was $818 per capita.

Viewed as a percentage of total all-source US
health spending over the past 3 decades, state
and local public health spending grew rela-
tively consistently until the late 1990s, peaking
in fiscal year 1999 and declining 19.7%
through fiscal year 2008.

Outlook. Unlike the president’s relatively
straightforward consolidated budget request
for federal expenditures, next-year and out-
year estimates of state and local public health
spending were more difficult to assess. The
NHE projected that public health expenditures

at the state and local level would grow at a
significantly slower rate than federal public
health funding levels over fiscal years 2008 to
2009 (1.9%/3.4% [percentage of GDP/real
per capita expenditure]), fiscal years 2009 to
2013 (1.0%/3.3% [percentage of GDP/real per
capita expenditure]), and fiscal years 2009 to
2017 (1.5%/3.5% [percentage of GDP/real per
capita expenditure]). Note that the NHE’s en-
dogenous projections may not have fully cap-
tured potential changes in federal, state, and
local public health funding trends.

The National Governors Association and
National Association of State Budget Officers
estimated that nominal state general fund
spending in state fiscal year 2007 grew by
9.3% over levels in previous years, rebounding
after a series of tough budget cycles to a higher
rate than the 30-year average of 6.4%.34

However, the fiscal and revenue outlook for state
and local budgets has grown considerably darker
as the national economy has soured.

Analysts for the National Governors Asso-
ciation and National Association of State Bud-
get Officers reported in December 2007 that
‘‘while revenue growth was generally strong in

[state] fiscal 2007, [state] fiscal 2008 enacted
budgets reflect more modest growth, and some
states have already reported budget short-
falls.’’35 The Center on Budget and Policy Pri-
orities’ state fiscal monitoring project estimated in
March 2008 that combined state fiscal year
2009 deficits totaled at least $48 billion in 29
states and the District of Columbia, with another
3 states facing budget gaps in state fiscal year
2010, and the number ‘‘of states facing budget
gaps is likely to grow as state revenue forecasts
are updated during the legislative session.’’36

Other observers have broadly confirmed the
negative outlook for state and local budgets for at
least the year ahead.37

Fiscal and revenue constraints will likely
continue to limit state-level discretionary re-
sources available for discretionary objects such
as public health.38 Public health spending has
tended to fall below state policymakers’ highest
budgetary priorities, suggesting that discretionary
expenditures for public health may lag behind
entitlement-driven health care spending.39 In its
most recent state budget update, the National
Conference of State Legislatures determined that
state revenue growth is slowing; real adjusted

TABLE 3—Comparison of Growth Rates in Department of Health and Human Services Programs and Core Funding Levels

Percentage of Gross Domestic Producta Percentage of Real per Capita Expenditureabc

FY2008–2009,

Req Growth Rate

FY1998–2008,

Growth Rate

FY1998–2009,

Req Growth Rate

FY2001–2002,

Growth Rate

FY2008–2009,

Req Growth Rate

FY1998–2008,

Growth Rate

FY1998–2009,

Req Growth Rate

FY2001–2002,

Growth Rate

Total expendituresd

FDA 1.9 2.6 2.6 14.2 3.0 4.4 4.3 14.3

HRSA –17.5 1.3 –0.6 –0.2 –16.6 3.0 1.1 –0.1

CDC –7.9 8.3 6.7 49.5 –6.9 10.2 8.5 49.8

NIH –3.6 2.7 2.1 11.2 –2.6 4.5 3.8 11.4

Core fundingdefg

FDA 0.05 1.5 1.4 3.3 1.1 3.3 3.1 3.5

HRSA –17.5 1.3 –0.6 –2.3 –16.6 3.0 1.1 –2.2

CDC –8.0 6.4 5.0 2.1 –7.0 8.3 6.8 2.2

NIH –3.7 2.1 1.5 10.1 –2.6 3.9 3.2 10.3

Note. FY = fiscal year; Req = requested; FDA = Food and Drug Administration; HRSA = Health Resources and Services Administration; CDC = Centers for Disease Control and Prevention; NIH = National
Institutes of Health. Funding annualized with the compound annual growth rate. Growth comparisons are based on program-level agency funding data, a more inclusive (and as a result, more
conservative) budget presentation. Table includes President’s FY09 Budget Request. Core funding excludes biopreparedness funding for illustrative pro forma purposes—some observers have
questioned whether biopreparedness funding directly or fully contributes to basic or essential public health activities.
aCongressional Budget Office, Analysis of the President’s Budgetary Proposals for Fiscal Year 2009 and related tables.15
bStatistical Abstract of the United States, 2008.16
cAdjusted with the implicit price deflator for gross domestic product (FY2000 = $100.0). Price index source: Congressional Budget Office (2008).17
dUS Department of Health and Human Services, Budget in Brief, 1999 to 2008.21
ePublic Budget Database, Office of Management and Budget, February 2008.19
fBioterrorism: Federal Research and Preparedness Activities, Government Accountability Office, GAO-01-915 (September 2001).22

gFranco and Deitch, ‘‘Billions for biodefense.’’23
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state tax revenue was estimated to have fallen by
4.3% in the fourth quarter relative to prior-year
levels.40

DISCUSSION

Public health professionals, working with
state and local health departments, laborato-
ries, and other public health organizations, play
a vital and increasingly central role in protect-
ing our health. Yet the CDC and other public
health observers have repeatedly identified
deficiencies in public health infrastructure,
workforce, and planning that compromise all-
hazard readiness—systemic problems that re-
main unresolved today.41

Observers have laid much of the blame for
the current, suboptimal state of public health
infrastructure, systems, and workforce on the
lasting effects of historic underfunding.42 Al-
though we made no effort to determine the
accuracy of that assertion, we concluded that
public health funding objects have received sig-
nificantly less funding in absolute amounts at all
levels of government than have relevant discre-
tionary benchmark funding objects.

In the 10-year interval before September 11,
2001, federal public health expenditures aver-
aged a modest 0.05% of GDP (1.1% of federal
expenditures for health care; 0.4% of total US
expenditures for health care). When we exam-
ined changes in spending since September 11

(fiscal years 2002–2008), we found that mean
annual federal public health expenditures in-
creased by $5.7 billion, or 140.8%, but still
averaged only 0.08% of GDP (1.5% of federal
expenditures for health care; 0.5% of total US
expenditures for health care).

State and local budgets for public health
grew substantially less than did comparable
federal expenditures after September 11. Com-
parison of adjusted expenditures over the pe-
riods preceding and following September 11
indicates that average real per capita state and
local public health spending grew by only
about one fourth as much as federal public
health spending, and annualized growth rates
at the state and local level actually declined
(from 4.3% before September 11 to 0.2% after;
this compares with federal growth rates of
4.2% and 3.5%, respectively).

Federal public health spending grew com-
petitively with key benchmarks, but the differ-
ences in absolute amounts were substantial:
federal public health expenditures over the
trailing 10-year interval averaged only 0.5% of
all-source US health care spending, or $26 mean
real per capita expenditure, versus $5579 mean
real per capita expenditure for all-source US
health care spending. State and local public
health expenditures averaged only 2.6% of
mean all-source US health care spending, or
$142 real per capita expenditure, over the
trailing 10-year interval.

Although growth rates as a percentage of
GDP for federal public health expenditures
strengthened in the immediate wake of Sep-
tember 11—a welcome development—annual-
ized growth in discretionary outlays at the
CDC ultimately declined (6.1% to 4.6% [per-
centage of GDP], comparing pre– and post–
September 11 trailing intervals), as did federal
grants to state and local governments for
disease prevention–related activities (16.0%
to –2.0% [percentage of GDP]). State and
local public health funding growth also slowed
appreciably (2.1% to –1.6% [percentage of
GDP]).

Growth in federal public health expenditures
declined significantly when we isolated biode-
fense and preparedness funding and compared
annualized growth rates in the remaining core
funding (Table 3). This finding engages the
larger question of the extent to which new
funding associated with post–September 11
biopreparedness expenditures concurrently
strengthen federal and state and local public
health systems, infrastructure, and response
capacity—so called dual-use or all-hazard pre-
paredness—beyond the targeted objectives that
relate solely to bioterrorism threat reduction.43

Observers who examined this question closely
have identified areas of meaningful progress in
public health systems, infrastructure, and re-
sponse capacity associated with the new funding,
but they also found that critical challenges
remained.44 As we gain more information about
post–September11public health expenditures
over time, this phenomenon will require careful
monitoring and additional analysis.

Public Health Funding Outlook

The outlook for public health systems at all
levels of government is challenging. Credible
and potentially synergistic threats, ranging
from the emerging risk of infectious disease
and bioterror to burgeoning rates of lifestyle-
mediated chronic illnesses, appear to be in-
creasing, but the resources needed to combat
these hazards are in relatively short supply.
Among the 15 highest-priority risk-based fed-
eral emergency planning scenarios—potential
disasters or terrorist-strike events that the De-
partment of Homeland Security disseminated
to state and local governments—all but 1 were
incidents that would inevitably involve federal
and other public health agencies, officials,

Note. GDP = gross domestic product.

Source. US Centers for Medicare and Medicaid Services, 2008.

FIGURE 1—Comparison of public health expenditures to all US health expenditures: 1965–

2008.
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laboratories, and hospitals as either primary
first respondents or essential members of co-
ordinated team respondents.45

Yet the funding needed to support federal,
state, and local preparedness for these high-
priority threats may not be available in the near
term. Given the limitations on data and projec-
tions available, we could only assess the outlook
for the coming decade, although these issues
may persist much longer. Prospective budgetary
challenges include structural deficits that could
persist through fiscal year 2018. The CBO’s
baseline budget projections assume no change in
current law and forecast a cumulative fiscal year
2009 to 2018 budget surplus totaling $270
billion over the 10-year interval.46 Over the
same interval however, the president’s fiscal year
2009 budget request was projected to result in
net cumulative deficits of $717 billion through
fiscal year 2018.47 These projected imbalances,
coupled with the president’s commitments to
reduce the tax burden without substantially
affecting entitlement growth, would put signifi-
cant pressure on nondefense discretionary out-
lays.48 The CBO observed that discretionary
funding under the president’s budget could be
expected to decline significantly, dropping by
10% in inflation-adjusted terms by 2013.49

Despite the enactment of substantial sup-
plemental appropriations that increased aggre-
gate discretionary expenditure totals in fiscal
year 2008,50 these funds were essentially un-
available for domestic public health funding
objects. Instead, after excluding funds associated
with ongoing military operations in Iraq and
Afghanistan and with hurricane relief, the pres-
ident’s fiscal year 2009 nondefense budget re-
quest reflected an overall decline of 0.5% from
fiscal year 2008 levels.51

Waging war and funding war recovery in the
Persian Gulf region could affect baseline non-
defense discretionary spending and deficits for
several years, diverting resources away from
public health funding objects.52 The CBO’s
slower and potentially more realistic phase-down
estimate projected an even larger cumulative
outlay through fiscal year 2018.53

Limited Discretionary Funds, Competing

Priorities

Nondefense discretionary spending is likely
to be constrained. Although the CBO is pro-
jecting long-term growth in mandatory outlays,

baseline nondefense discretionary spending—
where Public Health Service agencies such as
the CDC draw their funding—is projected to
decline as a percentage of total outlays (from
17.7% to 13.1%) and also as a percentage of
GDP (from 3.7% to 2.5%) by fiscal year 2018.
Supplemental appropriations for military op-
erations in Iraq and Afghanistan and other
defense activities totaled $171 billion in fiscal
year 2007; $105 billion and $70 billion in
additional supplemental funding was requested
by the president for fiscal years 2008 and
2009 (in addition to the $88 billion in war-
related expenditures already appropriated in
fiscal year 2008).54

Other policy priorities will compete for
scarce revenue. The CBO’s baseline estimates
assume that popular tax cuts will be allowed
to expire as scheduled, principally in 2010,
an outcome that some observers do not
expect.55 By contrast, the president’s fiscal year
2009 budget proposed $2.2 trillion in addi-
tional net tax expenditures through fiscal year
2018,56 including permanent extension of ex-
piring dividend and capital gains reductions,
repeal of federal estate and gift taxes, and
extension of certain other expiring tax provi-
sions.57 Congress has identified other priority
tax expenditures, including substantial reform of
the Alternative Minimum Tax; the CBO and the
Joint Committee on Taxation have estimated
reform of the alternative minimum tax would
incur approximately $913 billion in net reduc-
tions in federal revenue through fiscal year
2018.58

Other policy priorities may also affect federal
budgets, constraining discretionary funding
available for public health. Congress has ap-
propriated $691 billion in discretionary budget
authority since September 2001associated with
the conflicts in Iraq and Afghanistan and the
global war on terrorism.59 The CBO’s estimate
did not include additional future-year funding
associated with hurricane recovery efforts in the
US Gulf Coast region, despite widespread reports
that additional expenditures will be needed.60

Budget analysts have also noted with con-
cern the long-term budgetary risks associated
with entitlement-related expenditure growth,
especially rising health care costs in the Medi-
care and Medicaid programs. In the CBO’s
assessment, ‘‘[T]he United States continues to
face severe long-term budgetary challenges. . . .

If current laws and policies remained in place,
federal spending on [Medicare and Medicaid]
alone would rise from 4.6% of GDP in 2007 to
about 12% by 2050 and 19% by 2082. That
percentage represents about the same share of
the economy that the entire federal budget
does today.’’61 The health care director of the
Government Accountability Office, A. Bruce
Steinwald, described the entitlement trajectory in
stark terms: ‘‘[T]he federal budget is on a path
that is fiscally unsustainable. . . . Mandatory
spending . . . threatens to crowd out discretionary
spending for a vast array of domestic pro-
grams.’’62

Funding Growth Limited at State and

Local Level

States also face significant fiscal challenges.
Analysts caution that states and local commu-
nities face considerable fiscal pressures both in
the coming fiscal year and in the longer term
and may not be able to easily replace declining
federal funding for core public health activi-
ties.63 With state tax revenues weakening in the
face of a softening economy, states are less
confident that revenue projections will meet or
exceed forecasts.64 Key economic and revenue
indicators are cooling or mixed, increasing the
risk that tax revenues may fall short of fore-
casters’ projections, and states are facing what
analysts for the National Governors Association
and the National Association of State Budget
Officers describe as growing ‘‘demands for in-
creased funding of programs [like] Medicaid . . .

and looming long-term issues such as funding
pensions, demographic shifts, and maintenance
and repair of infrastructure’’—priorities that may
take precedence over other discretionary func-
tions and exacerbate deficiencies in public health
infrastructure and preparedness.65

Public health and other purely discretionary
expenditures may appear to be nonessential to
state and local lawmakers facing competing
fiscal and budgetary pressures, including Med-
icaid cost growth (estimated at 7.3% in state
fiscal year 2007), states’ share of costs associ-
ated with the new Medicare prescription drug
benefit, recent administrative constraints asso-
ciated with the State Children’s Health Insur-
ance Program and uncertainty about its reau-
thorization, and demographic changes that
include growth in elderly and uninsured pop-
ulations.66
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Finally, structural characteristics unique to
state budgets, including the requirement to
balance state budgets annually and the rising
share of expenditures devoted to health care
services, education, and other politically well-
defended programs, could diminish the total
resources available for public health.67

Uncertain Prospects For Public Health

Despite relatively robust projections for
NHE federal public health expenditure
growth, the outlook for public health funding at
all levels of government is uncertain.68 At the
agency level, the CDC in particular faces signif-
icant challenges in its efforts to achieve its
core objectives, including strengthening public
health infrastructure, developing the public
health workforce, and increasing investments in
health system preparedness. CDC director Julie
Gerberding estimated in 2008 that $15 billion in
annual CDC funding is needed to ensure that the
agency can execute its responsibilities effectively
(confirming an earlier 5-year projection of the
funding level needed to meet key agency objec-
tives).69 The necessary growth rate under the
most conservative estimate consistent with the
director’s projection (5-year growth, fiscal year
2008 base) to reach $15 billion implies an
annualized growth rate of 13.0%.

Federal funding for public health activities at
the state and local levels is similarly con-
strained. Although the NHE projects weakly
positive growth for state and local public health
spending, those estimates are lower than ex-
pected federal growth rates and may not fully
reflect the significant challenges facing state
and local governments. It seems likely that
public health–related activities will continue to
occupy a relatively low status among the com-
peting priorities for state and local governments
facing entitlement and demographic pressures,
recessionary revenues, countercyclical spending
projections and structural budgetary challenges
into the future.

CONCLUSIONS

Many policymakers agree that an efficient
and highly functional public health system is an
important national priority for the 21st cen-
tury.70 Public health systems that manage vari-
ous, often competing responsibilities effectively
will exert a positive influence on a wide range of

public health priorities, both acute and chronic.
Yet most observers also agree that the public
health system, although more important than
ever, is severely stressed at every level and needs
further attention.

The critical and pervasive challenges to
American public health, identified by the IOM
and others, are unlikely to be resolved quickly
or fully until significant new resources are
dedicated to strengthening public health in-
frastructure, capacity, and workforce devel-
opment. A broad, diverse coalition of medical,
public health, and patient advocacy organiza-
tions has worked collaboratively in recent
years to strengthen the public health system
and to significantly increase public funding for
the federal Public Health Service (and indi-
rectly, funding for state and local grantees), a
collective effort that is continuing into the
fiscal year 2009 budget and appropriations
cycle.71

Despite the commitment of these groups and
the urgent challenges facing our public health
system, competing discretionary funding pri-
orities in a recessionary budget year will make
this goal extremely difficult to achieve. Public
health advocates should expect that the future
of public health, much like its past, will be
marked by constrained federal, state, and
local funding levels and a persistent lack of
commitment to the public’s health. j
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