
The Global Dimensions of Public Health Preparedness
and Implications for US Action

The globalization of pub-

lic health is both real and

relevant throughout the

United States and to Amer-

icans traveling or residing

abroad. US public policy re-

sponses are evolving, but

a crisper and more com-

prehensive global perspec-

tive is needed.

I suggest four timely US

actions to address today’s

competing realitiesofglobal-

ization and economic auster-

ity: raise awareness among

clinicians and local health

departments; capture and

share exemplary disaster

management practices across

countries; ensure that US

global health investments

are effective, efficient, and

sustainable; and think glob-

ally while acting locally to

enhanceUS health security.

The reauthorization of the

Pandemic and All-Hazards

Preparedness Act of 2006

provides an opportunity to

more clearly address the

global dimensions of do-

mestic preparedness. (Am J

Public Health. 2012;102:

e1–e7. doi:10.2105/AJPH.

2011.300644)

Melinda Moore, MD, MPH

“Every place on earth is both
local and global. We cannot make
the United States safe without
making the world safe.”

—William Foege, MD, MPH,
founder of the Task Force for

Global Health

THERE IS NO ESCAPING THE

global nature of public health
these days. The increasing global-
ization of public health has clear-
cut implications for the United
States. Current realities mean
that infected people and contami-
nated food and other products
from any corner of the world can
(and do) reach any place in the
United States in just hours. Also,
Americans traveling to or residing
in other countries can be exposed
to diseases, get sick, and bring
those diseases back to the United
States. Americans can also be
caught in the initial impact of
natural disasters occurring over-
seas—for example, the 2004 Asian
tsunami, the 2010 Haiti earth-
quake, and the 2011 earthquake,
tsunami, and nuclear disaster in
Japan—and the subsequent public
health crises that tend to follow
these disasters.

In the early years following the
2001 terrorist attacks, public
health emergency preparedness
became a new national security
priority and an important focus of
public health programming to im-
prove US capabilities to respond
effectively to any event with seri-
ous public health consequences.
The term was conceptualized and
defined in early 2007 as

the capability of the public health
and health care systems, com-
munities, and individuals, to pre-
vent, protect against, quickly re-
spond to, and recover from

health emergencies, particularly
those whose scale, timing, or un-
predictability threatens to over-
whelm routine capabilities.1(pS9)

This same source also indicated
that,

As much as possible, [public
health emergency preparedness]
should be integrated with and
expand upon day-to-day public
health practices and build upon
existing systems, not developed
de novo.1(pS10)

The US Assistant Secretary for
Preparedness and Response re-
cently emphasized that public
health system preparedness is the
foundation for public health
emergency preparedness (N.
Lurie, MD, MSPH, oral communi-
cation, August 2011). Although
the term “public health prepared-
ness” has typically been equated
with public health emergency
preparedness, I use the former
term in its broader, systems sense
to underscore the importance
of basic public health system ca-
pabilities as the foundation for
scaling up effective public health
disaster response and recovery.

In the current, global era, the
weakest link in public health pre-
paredness anywhere in the world
creates vulnerability for other
countries, including the United
States. Such weaknesses stem from
inadequate resources and core
public health capacities, poor co-
ordination and accountability, and
failure to scale up known effective
interventions, among other fac-
tors. Public health cooperation
across borders is in every coun-
try’s health security interest.

I have described the health
connections between US localities

and other countries, areas of
progress in addressing US public
health preparedness in this new
global era, and four actions to
incorporate a more explicit global
perspective into domestic pre-
paredness. This is especially timely
given the pending reauthorization
of the Pandemic and All-Hazards
Preparedness Act of 2006, which
explicitly recognized those global
connections, albeit in a scattered,
unfocused way.

US HEALTH CONNECTIONS
WITH OTHER COUNTRIES

The size, diversity, and mobility
of the US population and the
number of foreign visitors each
year mean that the United States is
necessarily part of the “global
health picture.” About 358 million
travelers entered the United States
in 2008, including 206 million
entering via land ports of entry
along the US---Mexico border.2

Americans face health threats,
which can be of natural or de-
liberate origin, both at home and
abroad. Pandemics and major
natural disasters are high-visibility
threats, but public health pre-
paredness requires attention to the
broader range of infectious and
environmental threats that affect
Americans every day, as well as
the capabilities to effectively re-
spond to and recover from a large-
scale event.

Table 1 presents 14 examples
of infectious diseases that have
recently appeared in the United
States and were epidemiologically
linked to international sources.
These diseases are unfamiliar to,
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or at least uncommonly seen by,
many US clinicians. Although
most did not cause large out-
breaks, they do underscore the
importance of both clinical diag-
nostic acumen and public health
preparedness in this country. Ten
of the 14 diseases in Table 1 are
among the 71 distinct illnesses
and pathogens in the 2011 list
of US nationally notifiable infec-
tious conditions, for which the
Centers for Disease Control and
Prevention receives information
on each case.27 This means that
reporting was likely more com-
plete for these diseases than it was
for those not on the list. Most of
the 14 diseases are nearly always
of international origin and oc-
curred, but were not transmitted
further, within the United States.
Measles is a contrasting example:
about half of all US measles cases
are linked to imported cases but
are acquired through domestic
transmission.4,5 Nearly all dengue
cases are imported, but occasional
autochthonous cases, that is,
those transmitted within the
United States, have been reported
in 3 states since 2001.14 Rabies
and other diseases also affect
individuals beyond the directly
affected patients. In several in-
stances, a larger number of po-
tential contacts needed to be
investigated, and some offered
treatment or prophylaxis.9,15,16

Table 2 presents four examples
of food-borne illnesses or patho-
gens associated with imported
food products in recent years, in-
cluding 99 cases of Salmonella
agona in 23 states during the first
half of 2011, linked to consump-
tion of fresh papayas imported
from Mexico28; 272 cases of
Salmonella montevideo in 44 states
and the District of Columbia from
July 2009 through July 2010,
linked to salami contaminated
with spices imported from three

Asian countries29; and about
4500 outbreak-associated Cyclo-
spora infections from 1996 to
2008, linked to imported fresh
produce, including fresh rasp-
berries from Guatemala, mesclun
from Peru, and basil from Mexico
or the United States.33---35 The
spread of multidrug-resistant
Salmonella schwarzengrund from
1998 to 200530 is also of concern
and perhaps just the tip of the
iceberg with regard to the threat of
the international spread of drug-
resistant pathogens transmitted by
a wide range of routes or vehicles,
including food.

So why is a global perspective
important locally throughout the
United States? As suggested, all
jurisdictions face the realities
of foreign tourists, immigrants,
refugees, imported food, and
returning international travelers.
For example, the United States has
received about 50 000 refugees
each year since 2000 from vari-
ous parts of the world.38 Vaccina-
tion is not required for such per-
sons, who may also enter the
United States with diseases that
have the potential to spread to
others. For example, the enhanced
health screening of 390 of ap-
proximately 4000 Somali refu-
gees resettling in the United
States in 1997 revealed 7% with
malaria parasitemia and 38% with
intestinal parasites.39 Tables 1
and 2 illustrate a broad range of
infectious diseases detected in
the United States with origins in
other countries and the broad
range of US jurisdictions in which
they have occurred. However,
Americans’ exposures to hazards
in other countries are not limited
to infectious diseases but also in-
clude injuries and noncommuni-
cable diseases, such as those
experienced following the 2004
Asian tsunami, the 2010 Haiti
earthquake, and the 2011 triple

disasters in Japan. Despite the
global economic downturn, trends
in trade and population mobility
probably mean more, and not
fewer, global public health con-
nections in the future for local
jurisdictions throughout the
United States.

PROGRESS

Although it was not necessarily
so just a decade ago, there is
now growing recognition in the
United States and elsewhere of
the global nature of public health.
High-profile events such as se-
vere acute respiratory syndrome,
the threat of H5N1 avian influ-
enza, and the 2009 H1N1 in-
fluenza pandemic served as
reminders of the transnational
nature of infectious diseases,
not only to public health and
medical professionals but also to
the public. In addition, recent
natural disasters are reminders
that anyone can suffer from in-
juries and noncommunicable
health risks at home or abroad.

The global dimensions of
public health have also become
more prominent within the con-
text of US national security.
In recent years the federal gov-
ernment’s national security
framework has evolved rapidly
to become increasingly explicit
about addressing strategic global
health threats. For example, the
2006 National Security Strategy
briefly acknowledges their im-
portance:

Public health challenges like
pandemics (HIV/AIDS, avian in-
fluenza) that recognize no bor-
ders—The risks to social order are
so great that traditional public
health approaches may be inad-
equate, necessitating new strate-
gies and responses. . . . If left un-
addressed, [nontraditional
security challenges including in-
fectious diseases] can threaten
national security.40(p47)

The 2006 Pandemic and
All-Hazards Preparedness Act
comprehensively addressed na-
tional preparedness and response,
leadership, public health security
preparedness, all-hazards medical
surge capacity, and vaccine and
drug development.41 Several sec-
tions of that legislation explicitly
address a global perspective, in-
cluding calls for US leadership in
international public health pre-
paredness programming (section
102), development of a National
Health Security Strategy (NHSS;
section103), situational awareness
of public health threats both do-
mestically and abroad (section
202), coordination of incident re-
sponse with both domestic and
international partners (section
304), and collaboration with in-
ternational agencies, among
others, in the research and devel-
opment of countermeasures (sec-
tion 305). The NHSS was released
in 2009 and also addresses the
global dimensions of national
health security in 1 of its 10 ob-
jectives: “Work with cross-border
and global partners to enhance
national, continental, and global
health security.”42(p15) The 2010
National Security Strategy notes:

The threat of contagious disease
transcends political boundaries,
and the ability to prevent, quickly
detect, and contain outbreaks
with pandemic potential has
never been so important. . . .
Addressing these transnational
risks requires . . . extensive col-
laboration with the global com-
munity.43(p48---49)

It also refers to “promoting global
health security” and calls for
a “comprehensive global health
strategy” that will be “essential to
the future security and prosperity
of nations and peoples around
the globe.”43(p33) In contrast to the
2006 strategy, the 2010 strategy
makes numerous mentions of
global health, epidemic and
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TABLE 1—Examples of Infectious Diseases With International Sources: United States, 1987–2011

Disease Location Time Frame Description

Choleraa FL, MA, NYC, KS, MI, NC, VA, TX Nov 2010–Apr 20113 23 US cases (22 from travel, 1 from food) in 6 states associated with outbreak in Hispaniola;

exceeds annual US average of 6 cases, 2000–2010

Measlesa MA, NY, TX, PA, WA, CA Jan–Feb 20114 13 imported cases in US residents; 7 of the 13 in unvaccinated infants aged 12–23

months; infant cases linked to travel to Haiti, India, Dominican Republic, Qatar,

Philippines, and Nigeria

US 2001–20104 604/692 (87%) cases import associated; of 604, 48% imported, 52% import linked; 54% in

US residents, 46% in foreign visitors

US Jan–May 20115–7 118 cases from 23 states (highest since 1996); 44% of cases imported from 15 countries

(highest from France and India); 74% in returning US travelers, 26% in foreign visitors;

49% of cases associated with 9 US outbreaks in households, child care centers, shelters,

schools, emergency departments, and community; 90% of cases were US residents

(;85% of these cases were unvaccinated); similar to patterns in 2008 and 2009

Tuberculosisa US 20108 11 181 total cases; foreign-born 18.1/100 000 (60.5%) of all cases, ;7000–8000/y

1993–2008; 1.6/100 000 (39.5%) were US-born

Lassa fevera PA 20109 1 case, traveler returning from Liberia, survived; 140 contacts investigated; 6 US-imported

cases through 2010 (2 arrived asymptomatic)

Malariaa FL, PA 201010 4 US flight crew members returning from Ghana

US 201011 11 cases associated with Haiti earthquake response (7 US emergency responders including

6 military responders; 3 Haitian residents; 1 US traveler); 6 of 7 US emergency responders

nonadherent to chemoprophylaxis recommendations

US 200912 1484 cases, 4 fatal; from all states except NV; 1478 imported (77% US residents,

23% foreign visitors), 2 from transfusion, 3 possibly congenital, 1 transplant-associated;

only 25% of US civilians had used any chemoprophylaxis (only 18 cases in US military);

84% with symptom onset on or after US arrival

Denguea GA, NE Oct 201013 7 cases among 28 missionaries returning from Haiti (following earthquake response)

US 2006–200814 732.0 cases from 37 states; ;20% with dengue hemorrhagic fever, dengue shock syndrome

or dengue with hemorrhage; average 244.0 cases/y in 2006–2008 higher than

1990–2005 annual average of 33.5 cases; US transmission rare but reported

(TX: multiple years, HI: 2001–2002, FL: 2009–2010)

Rabiesa LA 201015 Migrant farm worker, bat bite in Mexico, died; 204 contacts investigated, 95 treated

with PEP; 8 of total 32 US rabies cases 2000–2008, in 5 states, were imported

VA (DC, MD) 200916 1 case (VA) exposed to dog in India, died; 174 contacts investigated, 32 received PEP

NJ 200817 Imported rabid dog from Iraq in shipment of 24 dogs, 2 cats distributed to 16 states;

investigation of animals and people in 16 states

Marburg hemorrhagic fevera CO 200818 1 case in US resident traveling to Uganda; 260 contacts investigated (co-workers, health

care workers)

Japanese encephalitis MN, CA, WA 2003–200819 3 Asian immigrants returning from travel to Thailand, the Philippines, and Cambodia

Tick-borne encephalitis UT, WY, CT, NYC, DC 2000–200920 5 cases in returning US travelers (4 from Russia or Europe, 1 from China)

HIV-2a US 1987–200921 242 cases, 97% foreign-born; implications for diagnosis, clinical management

(different from HIV-1)

Chikungunya fever US 200622 37 confirmed imported cases in US travelers from India (87%), Sri Lanka, Zimbabwe,

and Reunión

Monkeypox IL, IN, KS, MO, OH, WI 200323,24 72 cases (including 51% lab confirmed); from infected pet prairie dogs housed or

transported with infected Gambian giant rats imported from Ghana

SARSa US 200325,26 418 cases from 42 states plus Puerto Rico; 344 (82%) suspect, 74 (18%) probable; travel

alerts to Beijing and Mainland China, Hong Kong, Toronto, and Taiwan lifted July 1–15

Note. NYC = New York City; PEP = postexposure prophylaxis; SARS = severe acute respiratory syndrome.
aOn the 2011 list of nationally notifiable infectious conditions.27
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pandemic disease, global cooper-
ation in health, and even health
security. Other recent US policy
frames global health within global
development and frames both
within the context of national se-
curity.44,45

The broader global commu-
nity has also increasingly recog-
nized and addressed the global-
ization of public health.
Experiences during the 2009
H1N1 influenza pandemic sug-
gest progress in international co-
operation related to influenza
surveillance and information
sharing and planning for ade-
quate medical countermeasures
such as vaccines and drugs. The
coordination of pandemic re-
sponses by the United States and
the entire global health community

was good in several ways, aided
at least in part by the World
Health Organization’s recently
revised International Health
Regulations oriented toward the
early detection and control of
“public health emergencies of in-
ternational concern” and the
need for all countries to build and
maintain the core capacities to
address them.46 Preestablished
relationships among countries and
relationships that individual US
government staff members already
had with their foreign counterparts
also contributed favorably to
the US pandemic response. The
global community has also linked
disease surveillance and response
capacity building to the health
security of each nation and thereby
to the world.47---49

FOUR AREAS FOR ACTION

Despite clear progress in

addressing the global dimensions

of US public health preparedness

and response, more is needed. The

development and wide use of new

technologies will improve disease

diagnosis, surveillance, and con-

trol in the United States and

countries around the world. For

example, wide use of rapid, point-

of-care diagnostics for infectious

diseases will improve the timeli-

ness and accuracy of clinical di-

agnosis and public health surveil-

lance.50 Continued expansion of

domestic and international elec-

tronic communications, the use of

electronic health records, and

sharing information will help

ensure that policymakers have the
information they need on a timely
basis and also contribute to in-
tegrated surveillance for public
health action. Sufficient produc-
tion and timely, wide availability
of vaccines and drugs will help
prevent and treat cases and con-
trol outbreaks.

There are numerous ways to
address the increasingly global
nature of public health and pre-
paredness. Current economic
conditions call for practical policy
solutions that can be implemented
in today’s context of fiscal auster-
ity. There are four areas for timely
action to address the global di-
mensions of US preparedness.

First, sensitize more US clini-
cians and public health depart-
ments to the global nature of

TABLE 2—Examples of Imported Food-Borne Diseases: United States, 1990–2011

Disease Location Time Frame Description

Salmonellaa US Jan–Jul 201128 99 cases of S. Agona in 23 states; linked to fresh papayas imported from Mexico; 119 cases

of similar strains occurred in 14 states May–September 2010, but unable to link to source

US Jul 2009–Apr 201029 272 cases of S. montevideo in 44 states and DC; linked to salami with contaminated black

and red pepper imported from 3 Asian countries; spices voluntarily recalled by 2 companies

with documented contaminated products; 8 previous spice-associated outbreaks 1973–2009

(1656 human illnesses); 2 voluntary dried spice recalls in the 1990s and 16 in 2000–2004

US 1998–200530 International spread of multidrug-resistant S. schwarzengrund in food products; 45 US isolates

tested for sensitivity: 17/38 human, 3/7 food or animal isolates resistant to nalidixic acid

(all 3 in food from Taiwan or Thailand)

US 1990–199831 FDA testing of 11 312 imported seafood samples; highest positivity rates from central Pacific

(especially Vietnam), Africa; 7.2% positive overall (cf. 1.3% in US samples); 10.0% positive in

raw seafood (cf. 2.8%); 2.6% in cooked or ready to eat (cf. 0.46%); 12.2% positive in

raw imported fish

Cyclosporaa 37 states, NYC, DC 1997–200832 1110 sporadic cases and ;3000 outbreak-associated cases during this period; 33.5% sporadic

cases linked to international travel, including Mexico, Central America, Peru, Hispaniola, China,

Indonesia, Bahamas, India, and Thailand

US 1990–199933–35 > 3600 cases, 177 clusters in ‡ 20 states and DC; large outbreaks linked to imported raspberries
in 1996 (1465 cases) and 1997 (1012 cases); > 1 outbreak attributed each to raspberries

(Guatemala, possibly also other sources), mesclun (Peru), and basil (Mexico or United States);

1 possible waterborne outbreak

Listeriaa US 2001–200836 CDC lab-based surveillance; 60 isolates from cheese imported from Mexico, Italy, Israel, Portugal,

Colombia, Greece, and Spain

Scombroid fish poisoning LA, TN 200637 11 cases in 2 outbreaks; linked to tuna steaks imported from Indonesia and Vietnam; most

seafood in United States is imported

Note. CDC = Centers for Disease Control and Prevention; FDA = US Food and Drug Administration; NYC = New York City.
aOn the 2011 list of nationally notifiable infectious conditions.27
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diseases when they are treating or
learning about patients with un-
usual illnesses, reporting cases
through the surveillance system,
responding to outbreaks, or help-
ing Americans prepare for inter-
national travel. Clinicians in every
corner of the country must have
a sufficient index of suspicion, and
their local health departments
must respond appropriately to ur-
gent case reports. Such sensitiza-
tion begins in schools of medicine
and public health and continues
via guidance from governments
and information in professional
publications. Evidence suggests
that performance among local
health departments in receiving
and responding to urgent cases
reports (focusing in particular on
potential bioterrorism-associated
illnesses) has improved signifi-
cantly in recent years in terms of
reliably and promptly reaching an
action officer who then takes ap-
propriate action.51---53 Nonetheless,
the role of the astute physician
or public health department re-
mains critical to detect diseases of
foreign origin and take prompt
action if needed. Tables 1 and 2
reinforce the important point that
infectious diseases, among other
health risks, do not strictly respect
national borders; threats originat-
ing in other countries can affect
Americans in this country and
abroad, whether they are directly
affected or are contacts of such
persons.

Second, learn from the success-
ful experiences of other countries
as one means to improve US
public health preparedness and
disaster management. This reiter-
ates an earlier call to institutional-
ize a mechanism to capture and
share exemplary disaster manage-
ment practices across countries.54

Exemplary practices are not sys-
tematically captured, at least not in
a searchable, user-friendly fashion.

The United States should add
international exemplary practices
to its own arsenal of “lessons
learned” for good disaster man-
agement. Some relatively easy
dots to connect would be between
the federal agencies responsible
for international disaster response
and those responsible for domes-
tic responses, and even the con-
scious effort for agencies involved
in both realms to harvest lessons
from their international experi-
ences for use in US disaster
preparedness, response, and re-
covery. Such connecting of in-
ternational and domestic dots
also applies to public health pre-
paredness more broadly, to ad-
dress the full global disease
burden that includes communi-
cable and noncommunicable dis-
eases and injuries.55

Third, ensure that US invest-
ments in global health are effec-
tive, efficient, and sustainable. The
2009 Global Health Initiative
explicitly supports these aims.43

This means better identifying
programs and program elements
that are particularly effective, cost-
effective, and efficient; creating
greater synergies across US gov-
ernment global health program-
ming; coordinating better across
federal agencies and with interna-
tional partners; and seeking coun-
try ownership and sustainability.
Successful global health programs
and program elements should be
replicated or adapted for use
elsewhere. Better synergies and
coordination across federal (and
other) programs will undoubtedly
be more efficient from an eco-
nomic perspective and better re-
ceived in host countries. Even in
this time of economic austerity,
wise US investments in effective,
efficient, sustainable global health
and public health preparedness
programming will produce returns
on those investments, from both

a health and economic perspec-
tive; they will help improve US
and global collective health secu-
rity and minimize the conse-
quences of both routine and low
probability but high consequence
health-related events. As the 2010
National Security Strategy points
out, such investments are also
driven by America’s moral interest
in doing the right thing.41

Fourth, think globally while
acting locally. US policymakers are
well advised to seize every op-
portunity to explicitly address the
global dimensions of US public
health preparedness and national
health security as they conceptu-
alize and operationalize US policy.
This applies to public health pre-
paredness in its broadest sense—
addressing the full spectrum of
the global disease burden—and
to the narrower focus on dis-
asters. For the latter, the NHSS,
Global Health Initiative, National
Security Strategy, Presidential
Policy Directive for Global Devel-
opment, and forthcoming NHSS
Implementation Plan provide
a solid start. The reauthorization
of the Pandemic and All-Hazards
Preparedness Act of 2006 pro-
vides a critical opportunity to
bring a crisper and more compre-
hensive global perspective to US
preparedness. The bill introduced
in the House of Representatives
contains no mention of interna-
tionally oriented action.56 The
legislation could be strengthened
with a section focused exclusively
on the global dimensions. It could
reiterate the international com-
ponents scattered through differ-
ent sections of the original legisla-
tion: the need for effective US
cooperation with global partners
for situational awareness, public
health preparedness, and incident
response. It could also call for
three new actions. First, “de-silo”
and enhance information across

federal agencies by creating
a mechanism to organize infor-
mation on diseases, health capac-
ities and capabilities, and US and
non-US organizations working in
all countries worldwide. This
would greatly enhance situational
awareness and enable better
leveraging of US resources. Sec-
ond, call for US coordination with
other countries and agencies to
help less developed countries
build the core capacities called for
in the International Health Regu-
lations. Third, create the mecha-
nisms to systematically learn from
successful disaster management
experiences across countries.

The United States is well poised
to “think globally while acting
locally” and “think locally while
acting globally.” Both conceptual
approaches will improve public
health preparedness in this coun-
try and worldwide by explicitly
tying US global health engage-
ments to our own national health
security—thereby more fully har-
nessing the global dimensions of
public health preparedness into
US policy and action.
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