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Chapter 8
Health Promotion and Protection.

Under the general rubric of promoting and protecting the public's health, the health director
and staff face a daunting array of programs designed to preserve and promote public health,
from licensing septic tanks, monitoring the quality of air and water and minimizing accidents
to conducting campaigns aimed at reducing blood pressure, intake of alcohol and tobacco and
improving physical fitness. Wherever a law, regulation or ordinance has some impact on
human health, it is the health department's job to promote, administer, or enforce it.

While their sheer variety may make these programs appear overwhelming, in practice they
tend to sort themselves out rather tidily. The programs that protect health, as opposed to
programs to promote it, have the virtue of being specific and concrete: licensing food
handlers, for instance, involves testing for (or seeing the documentation of testing for) a finite
set of conditions, and it becomes a simple pass/fail situation. Many of these programs also
generate revenue for the local health department or reduce expenses for the local
government. Most mandated licenses have a fee structure to cover their administration, and
where the health department effort does not result in direct income it may perform services
for other departments, saving money overall. Chronic disease control programs for the general
public can, for instance, be woven into a city employee's wellness programs. The personal
health services provided to city employees in an occupational health program and the savings
to the city due to reduced sick leave and early return to work, thus improving overall
productivity promote the health department's reputation and promote the case for additional
resources at budget time.

The word "health" refers to the health and well being of the entire community from its
broadest aspects, their general physical fitness, mental health and nutrition, with an emphasis
on early intervention to prevent onset of chronic conditions like hypertension and dental
problems, to quite narrow attempts to modify deleterious behaviors, like smoking and drinking
alcohol. Surprisingly, there were no objectives or goals for physical fitness in the first iteration
of the Model Standards for Community Health Programs (Model Standards.) The 1990 Health
Objectives for the Nation (1990 Objectives), however, provided several outcome objectives
designed to get people involved in enjoyable activities that stimulate cardio-respiratory
function and are appropriate to their ages. These were further modified in the Healthy People
2000 and Healthy People 2010 publications, which should be reviewed while reading this
lecture to compare the latest goals and objectives for each topic. They have since been
modified further as Model Standards by CDC's Office of Public Health Practice. Currently the
“Model Standards” have been aligned to the 10 essential services, as the National Public
Health Performance Standards Program. At the state level, the goal is often one of making a
compelling case for fitness benefits to the public. Texas planned to “collect a variety of data to
measure effects of exercise on health costs, and school and job performance.” The Virginia
plan recognized the responsibility of public health departments to work with other community
agencies, profit and nonprofit, government and private to promote exercise and physical
fitness. In the "Future of Public Health" this is the "assurance" function of the health
department where the emphasis is on assisting other agencies to help the community, rather
than expecting the health department to implement the services itself. Few local departments
have specific objectives for exercise and fitness, though most can provide technical and
research information on the value of these activities. The local health department is expected
is to support groups interested in exercise while providing a balance between those who would
emulate Mainland China by requiring everyone to perform public exercise, and the "couch
potato”. The data on the protective effects of exercise against heart disease are fairly good
(Look at Framingham Data). Data on many other health benefits of exercise are not so well
documented, often being little more than anecdotal accounts supplied by health activists.
While promoting exercise is clearly a role for the public health department, a problem goal
setters face is that the resources for exercise belong to private clubs, professional sports
groups, recreation departments and sometimes employers. By working with YMCAs, recreation




departments, athletic clubs, schools, colleges and sports minded groups to promote options
for exercise and physical fitness, the heath department can lead its community, with small
cost, toward better health. Physical fitness and its accompanying benefits provide a wonderful
opportunity for role modeling by all public health staff. Unsuccessful health programs tend to
lack a key ingredient; direct participation of their promoters. There is too much data on
models and standards for any single agency to manage. It is the health director's and program
manager's job to select the recommended standard appropriate for the community's current
health status and resources available to enhance this health status.

Nutrition

The 20100 Objectives listed outcomes as

Goal: Promote health and reduce chronic disease associated with diet and weight.

Number Objective Short Title
Weight Status and Growth

19-1 Healthy weight in adults

19-2 Obesity in adults

19-3 Overweight or obesity in children and adolescents
19-4 Growth retardation in children

Food and Nutrient Consumption

19-5 Fruit intake

19-6 Vegetable intake
19-7 Grain product intake
19-8 Saturated fat intake
19-9 Total fat intake

19-10 Sodium intake

19-11 Calcium intake

Iron Deficiency and Anemia

19-12 Iron deficiency in young children and in females of
childbearing age

19-13 Anemia in low-income pregnant females

19-14 Iron deficiency in pregnant females

Schools, Worksites, and Nutrition Counseling

19-15 Meals and snacks at school

19-16 Worksite promotion of nutrition education and weight
management

19-17 Nutrition counseling for medical conditions

Besides setting general goals and promoting nutrition information, state and local programs
usually aim to provide information on basic foods to segments of the population in need and,
in the U.S., to actually provide special foods and food supplements to pregnant women,



infants and young children. These programs are known as WIC programs. A detriment to
focusing education on good nutrition to poor people is that these programs are managed by at
least three different agencies. Pregnant women and infants found to have medical problems
receive targeted food supplements from the WIC program, discussed later. Many of these
same women are also eligible for food stamps, which they receive from social service
departments. Poor school age children take part in school breakfast and lunch programs.
Some are also eligible for additional food through Community Action Programs. Lack of central
coordination for these programs often makes them inefficient and vulnerable to abuse. Such
abuse has been a major problem in many communities where the money vouchers intended
for purchase of specific foods to combat medical problems, such as iron rich foods to combat
iron deficiency anemia, are exchanged for cigarettes or alcohol, or even given to drug dealers
to buy heroin!

Centralizing all food programs under the local health department or the local; social services
department may benefit the entire community. People suffering from poor nutrition can then
receive medical intervention and nutritional counseling as well as food. Schools and public
health departments, which often provide school nurses, can work together to focus on total
nutritional education. Formal links can be developed between food purchasing, nutritional
advice, health maintenance and treatment, and education using school children as change
agents. There is an unexplored potential to change health status by linking the core curriculum
for food and nutrition in kindergarten through 12th grade with food purchases in the various
nutrition programs and the food provided at school meals.

A major issue in the first decade of the 21st Century is that of childhood and adult obesity,
although the definition seems to change almost daily it is clear that morbid obesity is
associated with early mortality and much prior disability. Now look at the HP2000 and the
HP2010 goals and objectives for nutrition to see how they have developed. Consider whether
the objectives are clear, and whether they are likely to be met.

Fluoridation/dental health

Goal: Prevent and control oral and craniofacial diseases, conditions, and
injuries and improve access to related services.

Overview:

Oral health is an essential and integral component of health throughout life. No one can be
truly healthy unless he or she is free from the burden of oral and craniofacial diseases and
conditions. Millions of people in the United States experience dental caries, periodontal
diseases, and cleft lip and cleft palate, resulting in needless pain and suffering; difficulty in
speaking, chewing, and swallowing; increased costs of care; loss of self-esteem; decreased
economic productivity through lost work and school days; and, in extreme cases, death.
Further, oral and pharyngeal cancers, which primarily affect adults over age 55 years, result in
significant illnesses and disfigurement associated with treatment, substantial cost, and more
than 8,000 deaths annually. Poor oral health and untreated oral diseases and conditions can
have a significant impact on quality of life. Millions of people in the United States are at high
risk for oral health problems because of underlying medical or handicapping conditions,
ranging from very rare genetic diseases to more common chronic diseases such as arthritis
and diabetes. Oral and facial pain affects a substantial proportion of the general population.

Fluoridation has been so successful that the Georgetown University School of Dentistry shut
it's doors in the early 1990s. Because of fluoride compounds in water, toothpastes and topical
applications, along with the use of sealants for the dental enamel few children have serious
dental problems any more. The major dental problem seen in many communities today is
periodontal disease in older citizens.

Ideally, a single site dental program has one dentist, one dental hygienist, one dental
assistant, and three operatories. The dentist provides acute dental care (with additional care



for the elderly), while the hygienist applies topical fluoride and sealants. The hygienist may
also give dental instruction in the school systems. Look at the HP2000 and the HP2010 goals
and objectives for dental health and determine whether fluoridation objectives have changed.

High blood pressure.

The HP 2000 Objectives proposed: "at least 60 percent of the estimated population having
definite high blood pressure (160/95 or greater) should have attained successful long term
blood pressure control, i.e., a blood pressure at or below 140/90 for two or more years." This
goal does not appear to consider the difficulty associated with changing the behavior of large
numbers of people, particularly that of older people. Younger people, more likely to respond to
education about lifestyle, will not experience health benefits from changes for 2030 years; this
reduces the perception about the urgency of the message. The 2000 & 2010 Objectives also
link adverse behaviors (smoking, salt ingestion, overeating) with development of a community
infrastructure to control them. Change is best made gradually, at the local level, by helping
communities adapt gradually to necessary changes that support their standards and beliefs.
Attempts to impose changes in behavior by authoritarian approaches rarely work. Look at the
HP2010 goals and view attempts to track progress

In Virginia, with the new emphasis by the State Board of Health on Chronic Disease, high
blood pressure objectives are part of a chronic disease control program that ties health
education and nutrition together. It focuses on risk factors related to lifestyle, all of which
contribute significantly to the leading causes of death, such as:

Diet,

Smoking

high blood pressure
seat belt use
substance abuse
stress

exercise

use of weapons.

Dealing with chronic disease locally

Chronic disease programs must have public credibility for a local health department to carry
them out successfully. In the fiscal year 1980s Corpus Christi included chronic disease within
its General Nursing program. All nurses were assigned to census tracts as well as clinics.
Health educators worked closely with the nurses and clinicians to identify risk factors which
they shared with organizations such as the United Way; cancer, diabetes, lung, and heart
associations; the hospitals, doctors, nurses, dentists, pharmacists, and health clubs to show
how people could change their behaviors, and improve their health. Each organization's board
and volunteers examined the behavioral changes that fit into their long range plans. All
agreed on the value of changes in nutrition, knowledge about blood pressure, reduced
smoking, increased exercise and reduced stress. The local health department staff, without
much fanfare, did what public health agencies do well: they developed consensus for health
standards within the community. After 5 years, using formal reports that linked the major
causes of death and disability with community changes needed to combat them, the media
started paying attention to the annual reports and maps that showed who died where, and
from what major causes. Also, maps that showed locations of deaths from traffic accidents,
identifying those associated with alcohol. These actions raised the community's awareness
about personal behaviors leading to illness, injury and death. Ongoing surveys, using
population samples by income and geography, found that people felt they could change their
behaviors to improve their health. The community's news media started to emphasize
individual responsibility to avoid illness in news stories about new support groups for people
with specific health problems, such as diabetes, Alzheimer's disease or cystic fibrosis. The



media also gave publicity to statements by elected officials, which fostered community spirit
among citizens to help one another avoid disease, disability and death. Look at the Virginia
Department of Health Goals and Objectives to reduce Chronic disease in the early 21st century
and consider the likelihood of meeting the goals.

Despite the five years of effort needed to develop a community infrastructure devoted to
health it takes less in financial resources, than in leadership.

The role of the health department:
Smoking and health

The overwhelming majority of Americans believe that smoking affects health adversely.
Besides proposing specific goals for the reduction of smoking the 2000 Objectives stated
"by 2000 insurance companies should have collected, reviewed, and made public their
actuarial experience on differential life experience and hospital utilization by specific cause
among smokers and nonsmokers by sex".

They also set a utopian goal:

"by 2000 morbidity & mortality associated with tobacco use will be eliminated."

Not surprisingly, some southern states that are major tobacco producing states came to the
table late with goals to eliminate tobacco use. While the existence of tobacco addiction and its
relation to disease and death are supported by crystal clear data, public policy at the federal
and state levels tended to be somewhat less clear until the late 1990s. The limited federal and
state actions still leave room for an aggressive local health director to prevent additional
disease, disability and death from a preventable cause. Local health departments exercised
their unique working relationships with the cancer, lung and heart associations, and with the
local restaurant associations, to develop strong clean air ordinances. They worked with
coalitions to develop state and local ordinances to prohibit smoking in public places. Local
ordinances have been developed even in North Carolina and Virginia. In the 1990 session of
the Virginia (the heartland of tobacco farming) legislature a statewide law against smoking in
public places was passed with a specific prohibition against smoking in local health
departments. Local departments kept the public informed about new research identifying and
strengthening additional diseases caused by use of tobacco. They tried to influence insurance
groups to offer lower rates to nonsmokers. In addition to the rising price of tobacco products
themselves, the financial impact of related health problems can be a potent argument against
smoking. Some local health departments tracked all smoking related deaths and morbidity
reported by hospitals, nursing homes, funeral homes, and physicians; then analyzed the
reports by age, sex and race to provide the news media with information useful to influence
current smokers to stop smoking and children to avoid starting. What can you find out about
the VDH role in tobacco use reduction and disease prevention?

How far have we come since the 2000 objectives were set? See the 2010 progress report on
Tobacco Use.

Abuse of alcohol and other drugs

A distinction is typically made between alcohol and drug abuse rather than using the term
"abuse of alcohol and other drugs". Clearly, nicotine addiction, alcohol addiction, prescription
drug addiction and illegal drug addiction share much common ground physiologically and
behaviorally. From the behavioral point of view the only difference is the danger associated
with use of illegal drugs and the profit made from supplying them. Hopefully, the revised
Model Standards Objectives will include all of them under the single rubric of substance abuse.
Many local health departments do not have addiction programs since these have become the
responsibility of the mental health, social services, corrections, and police and disabilities
departments. The health department staff can find many examples of addiction on home
visits and in occupational health programs. Employees who abuse alcohol and other drugs



are generally referred to employee assistance programs. In such situations, the local health
department's role becomes one of evaluating demographic, disease, disability and mortality
data. Then it gives safety, police and social agencies outcome data to measure the
effectiveness of their efforts. While the Virginia DMHMRSAS has specific substance abuse
policies can you find a role within the VDH for such policies or for cooperation with the
DMJMRSAS programs?

Control of stress and violent behavior
The HP 2000 and 2010 Objectives set target levels for

Death by homicide among young black males
For parental abuse among children
For suicide among persons aged 15 to 24.

Toward the target of reduced stress and violence in our society, the goal proposed that that,
"people will act in harmony and with respect for others."

Stress reduction is not an area where a health department can make changes primarily by its
own efforts, as it does with immunizations. In some states this area is under the purview of
departments of mental health; in others, it is related to abuse of alcohol, prescription and
illegal drugs. Most of the hard data on the subject, however, are found in the medical
examiner's files. Stress reduction, then, becomes another of the health department's
functions identified in The Future of Public Health as an assurance function.

Health Protection

All the various programs designed to defend the public against hazards in their air, food, water
and general environment come under the rubric of health protection. Many of these
programs and associated goals have been part of public health since the Chadwick Report in
the middle 1880s. The were similarly identified in England during the Cholera epidemic when
Dr. Snow removed the handle of the community water supply pump near the Old Bailey, the
Broad Street pump. Pollution of water by feces has long been known as a health hazard and
its control was one of the first environmental movements. In developing countries provision of
potable water has been a major contribution to reduced infant death rates.

For at least fifty years major city and state health departments in the U.S. have placed a
premium on clean and hygienic preparation, storage and serving of food to protect the public
against diseases from typhoid, cholera, salmonella and hepatitis.

Since the Second World War there has been an increasing emphasis on protecting workers
from harmful environments following studies of lung disease in mines and among shipyard
workers exposed to asbestos. This has since been expanded to other chemicals in the factories
and exposure to pesticides among farm workers. Since a record numbers of deaths in Donora,
Pennsylvania in the mid fifties during an atmospheric inversion, and the exposure to smog on
the west coast, protection from air pollutants has had increasing emphasis.

Control of Toxic Agents.

The HP 2000 proposed a goal that

"the country shall achieve and maintain appropriate management of environmental pollutants
so that morbidity and mortality associated with toxic substances will be reduced and adverse
effects on the environment will be minimized".



This general goal statement is followed by objectives similar to those in the 1990 Objectives
which set a blood lead level for young children and stated that

"By 1990 virtually no individual should suffer birth defects or miscarriage as a result of
exposure to a toxic chemical, disposed after implementation of the Resource Conservation and
Recovery Act."

The two major differences between the two documents are that the 1990 Objectives start each
issue out with a general goal statement, followed by more specific objectives. the HP 2000
Objectives start out an issue with a clear measurable objective. They are aimed at a national
audience while the original ‘Standards’ were aimed at states and localities, and followed goals
with objectives that were adaptable to communities, in most cases. They are models of
objectives, not legally enforceable standards, despite the name.

A problem for health directors was that it was by no means certain just what a toxic substance
was or was not. Many claims of human health hazards from "toxic" exposures are based on
tenuous data and extrapolation from animal studies. Of the more than 10,000,000 chemical
compounds that exist fewer than 100 have had adequate population studies. The International
Agency for Cancer Research, located in France and globally recognized as the arbiter of
carcinogenic standards, had only classified 19 chemical compounds as carcinogenic. This
agency also placed some 50 more into the two categories of '‘possibly and probably
carcinogenic.'

Our most definitive knowledge about these compounds came from industrial exposure studies.
Little is known about the human effects of more than 64,000 additional chemicals used yearly
in industrial processes, and until they have been studied, the arena will remain rife with
political activism rather than science. The scientific basis for most of the new laws regulating
known or suspected environmental hazards is also poor. Exposures to ALAR and EDB, for
instance, were unlikely to cause any harm to people, but the outcry against them was
overwhelming. The purchase of apples declined so that a number of apple growers went out
of business. Local residents in Triani, Alabama, claimed health problems from exposure to
DDT, yet all that the Centers for Disease Control found in studies lasting several years was a
difference of 23 mm. in systolic blood pressure. This may be a valid measurable statistical
difference, but certainly not a clinically significant one. The 1990 Objectives were set shortly
after the Love Canal reports and reflected those concerns, yet long term studies of Love Canal
residents have not attributed any excess disease or death to the exposures.

Since October 2001 There has been a resurgence of interest against attack by biologic agents.
See the VDH role in these programs.

Local reassurance and explanation.

People want guarantees that nothing can harm them; they want a risk free world. Because
national public health professionals appear to have failed to respond adequately to these
issues, city councils and county boards expect local health departments to reassure them
about health hazards and explain why environmental control costs so much. Local health
directors and their staffs must support local water companies and explain that costs of
managing public water supplies are increased to protect them against chemical hazards, for
which the evidence is often scanty. Until recently the only requirement was that water have
sufficient chlorine at the end of the supply system to control salmonella bacteria. Now the
water companies have to test more frequently for eight chemicals in addition to chlorine, and
for biologic hazards in addition to salmonella. The chemicals include fluorides. Fluorides are
naturally occurring constituents of water found in many areas of the country, particular in
southeast Virginia. Although citizens have been drinking this water for centuries, with little
effect other than brown stains on their teeth, the water company must reduce the level of
fluoride below that many dentists and physicians believe are necessary to protect health. The
cost of fluoride removal may double or triple water bills for little or no benefit. Water
companies are required to test water for lead. The lead, if found, is produced in the pipes of



people’'s homes not by actions of the water companies. The water companies are expected to
provide information to home owners, rather than the people who built, sold or rented the
homes. Many local health departments have been testing children in homes suspected of
exposing children to lead for years. Some local health departments have failed to find any
evidence of lead among the community's children but they still have to work with the water
companies, under the new laws, to assist in notifying people of these potential hazards, even
if they don't exist!

As the result of laws passed in 1989 people have pay more for visits to doctor's offices, to pay
for protection from "medical wastes" which should cause no hazard. Although people produce
waste they don't want their waste put in landfills in their communities, the NIMBY or "not in
my back yard" syndrome. Health department staff must work with elected officials to explain
that properly constructed waste disposal sites have little likelihood of causing harm to people
or fauna. They have to be able to explain why an engineered site is better than allowing
random dumping, which will occur in the absence of an engineered and permitted site. Local
health departments must keep good records on causes of death by socioeconomic level and
census tract or other geographic area and must be able to analyze distribution of death and
disability to provide the community with an expert opinion about presumed environmental
health hazards. The data must be good enough to demonstrate the clear existence of a
hazard. Frequently, a local health director is asked to PROVE that some agent does NOT cause
harm. It is not possible to prove that something does not cause harm, even if infrequently,
only that it does. Such assertions are favorites for lawyers, investigative reporters and
environmental activists. Avoid being trapped by semantics. Failure to avoid such a trap may
make it impossible to present data derived by good research.

The health department is the health authority for the community, and its time is often wasted
by discussion of environmental threats that may have nothing to do with its primary concerns.
A chemical that is a threat to fish larvae is a matter for the local fish and game department,
not the health department. The health department must confine itself to human concerns. Any
other approach affects the credibility of the entire department.

Occupational Health & Safety

The 2010 Objectives list outcomes in terms of reduction in deaths, disabling injuries, lost
workdays, skin and lung disease, hearing loss and heavy metal poisoning resulting from
occupational hazards.

The original Standards proposed the goal that:

"Factors in occupational environments that cause, death, injury and disease or disability will
be prevented or reduced; further personal damage from existing occupationally related illness
will be minimized, and good health and well being among workers will be promoted."

In Texas in the 1980s the highest priority was the reduction of accidental deaths, disabling
iliness and injuries, and lost workdays by 10% by 1990, while in Virginia there was no
reference to occupational illness and injury as these programs were found in the department
of labor.

Local programs

In some large cities and urban counties local health departments provide occupational health
consultation and direction to the city manager, working closely with the personnel and safety
departments.

In Corpus Christi, for example, the program's goal is to:

"Optimize the health and safety of the city work force and minimize occupational illness and
injury".

This was translated into managing a "wellness" program for all city employees and acting as
occupational consultants to the city's school system. For 80% of its total cost of $189,920 the
program provided a work force of approximately 3,600 persons with one occupational
physician, one physician's assistant, one occupational health nurse and two clerks. The



department recommended adding an additional occupational nurse to conduct the wellness
programs and an industrial hygienist to monitor potentially hazardous exposures routinely,
rather than waiting for the periodic examinations of hazards made by the city's insurance
carrier.

Annual cost benefit studies showed that this program paid for itself. Its "early return to work
program” offered counseling on the availability of light duty. The city's physician worked
closely with the local physicians to make clear the availability of suitable light work for the
city's employees, and the willingness of the occupational medical staff to monitor them for the
treating physician. This was particularly important when employees were returned to
physically hazardous programs in the public works and waste disposal areas. With a
computerized database the staff was able to track city employees and record potential
exposures of each one by employment site and activity and to conduct an epidemiologic study
of back injuries. Data from this database led to supervision of employees who lifted heavy
loads repeatedly; in both the public works and the sanitation departments.

Accident Prevention and Injury Control

The HP2000 specified lower fatality rates for automobiles, homes accidents such as falls, fires,
scalds, drowning and firearm incidents, by mandating passive restraints for autos and smoke
alarms for homes. The initial goal was simply that "Mortality and morbidity associated with
unintentional injury will be reduced.”

In Virginia, accident prevention activities within several agencies were supervised by a
prevention task force, chaired by the Secretary of Health and Human Resources. Many
objectives encountered resistance and were unmet or changed. For instance, the public did
not want automatic seat belts, though many were willing to use seat and shoulder belts once a
state law made them mandatory. Prevention efforts aimed at drowning, falls, burns,
childhood injuries and alcohol abuse were major initiatives of the departments of mental
health and motor vehicles. The school system educated children to avoid injuries. The
department of health ensured that emergency medical resources and a data tracking system
was available.

Emergency Medical Services (EMS).

In many cities, local health department staffs sit on emergency medical services advisory
boards. With help from, and monitoring by, the state health department, these boards register
emergency vehicles and set standards for those vehicles (including size, construction and
contents) and for EMS staff training.

In Corpus Christi the board also included administrative and medical staff from two major tax
supported hospitals (a general and a children's hospital), the fire chief (who actually ran the
system) and citizen members appointed by the city and county. The health department
licensed and inspected all ambulances before they were put into service and annually
thereafter, and the staff investigated all complaints and reported sanctions against providers
(whether city or private) to the city council.

A local health director may receive complaints about response time. This can only be reduced
if there is enough money to buy and strategically locate sufficient ambulances and crews to
enable a response time of 10 minutes in many cities. Competition between agencies,
particularly if one is private and one is public, is often difficult to resolve. Neither is potentially
better than another, but local conditions may tip the balance. The best EMS programs are not
just adjuncts to a fire or police department, but are supervised by persons with extensive
training and experience, who have the authority and resources to manage them. Because EMS
is often considered less glamorous than fire suppression and because more hazard pay is
received for fighting fires than for attending to injuries, few firemen want to serve in an EMS
position. The training for Advanced Life Support and Cardiac Technicians is extensive, and it is
difficult to maintain such skills by rotating all firemen through the program for short periods.
Thus private emergency medical services may be preferable.



Disaster Preparedness

Each health department should have a disaster plan as part of its EMS program. The plan
should designate disaster shelters and secondary emergency rooms to back up the community
hospitals and should include provisions for staffing the hospitals with sufficient surgeons
during crises. Either the major hospital's administrator or the health director should be made
responsible to route patients from the disaster site to the hospitals. The plan should also show
a source of additional vehicles for use as temporary ambulances and identify a temporary
morgue, to be staffed by local funeral homes. Health department staff must be provided with
passes to cross police barricades during such emergencies. Nurses can help staff additional
emergency rooms and assist in evacuating people or visiting nursing homes after a disaster to
ensure that there is enough food, water and power. The plan must prepare for an interruption
of water supplies by outlining the ways potable water and waste disposal facilities can be
provided by sanitary workers and by naming alternative water supplies. Annual disaster
exercises test communications and all participants including police, fire department, civil
defense, social services, mental health departments, public works, public utilities, hospitals,
Red Cross and animal control services. The ability of health departments to respond to
disasters has been enhanced by the Antiterrorism programs developed since October 2001.

ENVIRONMENTAL PROGRAMS

Food protection

The 1990 Objectives were silent on this issue.
The original Model Standards proposed the goal that:

"the community will be protected against infectious and noninfectious foodborne illness," and
an objective to measure the number of outbreaks associated with commercial establishments
as an indicator of program effectiveness.

The HP 2010 document outlines a health code requiring inspections of restaurants and other
food services and includes correction of deficiencies, identification of high risk foods,
epidemiologic investigations when outbreaks occur, public information programs, instruction
on personal hygiene in schools, and education programs for food service personnel. The code
applies to institutional cafeterias in hospitals, schools, day care centers and jails, not just
profit making restaurants.

For many years health departments wasted time performing physical examinations, fecal
cultures, X-rays for tuberculosis or blood tests for syphilis as part of their food service
programs. For the past two decades, the literature has taught that foodborne iliness is spread
by a very few means: unwash