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The number of people at risk for chronic diseases is increasing, and methods for reducing risk and promoting health
are becoming more complex. Demands of changing political and social environments, as well as economic and
demographic trends, are forcing state and local health departments to reassess what is most important and make
judicious choices that will yield the greatest gains. Health departments cannot afford to squander time and resources
on ineffective programs and policies; to maintain their relevance, they must adopt a public health agenda that is both
ambitious and grounded in science.
The mission of health departments is the same today as it was in the 1800s: to ensure conditions in which people can
be healthy. As essential players in the nation’s public health system, health departments are operating in the best of
times and the worst of times. On the one hand, prevention is getting more attention, and new cross-sector
collaborations to embed health in all policies can affect upstream health determinants and push the clinical care
system toward more effective, efficient, and equitable care. On the other hand, resources are tight, additional budget
cuts loom, and public health is caught up in the larger issues of increasing political polarization and distrust of
government. Aligning health with community and economic development can help mitigate these problems. Working
with partners from different sectors is essential in reshaping commercial and government policies and practices that
drive poor population health (1).
State and local health departments must capitalize on opportunities that now exist to transform the way they do
business. Improving the health of Americans requires improvement of population health at multiple levels. The
momentum of health care reform and the increased support for prevention must be harnessed. A coordinated
approach to prevent chronic diseases and promote health is now supported by new funding provided by the Centers for
Disease Control and Prevention (CDC). State public health chronic disease prevention and control programs, especially
those that focus on common risk factors such as poor nutrition, low levels of physical activity, and tobacco use, have
demonstrated the potential benefits of an integrated model and are a key link to improving our nation’s health (2).
State chronic disease directors must expand the effects of local and community-based health programs through
coordination and dissemination of evidence-based interventions. Strong leadership from state health directors can
reinvent the way health departments operate and stimulate the public health system to be more effective.
We offer 3 priority areas where action can lead to real change in health department programs and practices. Concerted
efforts in these areas could substantially improve the health of Americans.

Defining a “Minimum Package” of Chronic Disease Public
Health Services
Chronic diseases cause most illness and deaths in the United States (3), and their treatment is a primary driver of
rising health care costs. Preventing or alleviating chronic diseases is the work that public health practitioners face. Yet
today, chronic disease prevention programs are neither standardized across public health jurisdictions, nor are they
comprehensive. Furthermore, many state and local chronic disease programs have been reduced or eliminated —
perhaps on the basis of the “last in, first out” principle — during the years of health department budget cuts caused by
the latest economic recession (4). Health care consumers would never consider a health insurance policy that covered
heart disease but not cancer or diabetes but not asthma; however, as a nation, we have been accepting of exactly this
limited type of coverage from public health.
It is time to shed this complacency. A recent Institute of Medicine (IOM) report (5) called for the definition of a
“minimum package of public health services” that should be available to every US resident. This package is not about
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dictating, in cookie-cutter style, the only chronic disease programs that should be available in a jurisdiction; it is about
defining the core chronic disease competencies and capabilities that should be universally available for our public
health system to work anywhere. In many ways, chronic disease prevention programs are the poster child for why this
proposed change in the way we think about public health services makes sense. Although tobacco use and obesity are
the leading actual causes of death in the United States, community prevention programs in one or both areas are
unavailable to many of our country’s residents. Furthermore, in most jurisdictions, key capabilities like assessment,
policy decision support, and community mobilization are incompletely funded on an ad hoc basis by time-limited
categorical resources.
As with all IOM recommendations, defining this “minimum package” will happen only if someone takes it on. Chronic
disease public health researchers and practitioners seem to be best able to develop a practical, effective, evidencebased package that allows for enhanced customization according to local surveillance and community needs. The
concept of a minimum package has the greatest value if its definition is national in scope. As such, the convening of
this process seems like a natural leadership role for CDC, with other federal agencies also contributing.
In short, chronic diseases arise from underlying risk factors only over many years. Health insurers recognize that
clinical preventive services yield a much better and more predictable return if everyone provides them. Given the
growing mobility of our population, this same logic increasingly applies to community-based chronic disease
prevention efforts. We as public health practitioners need to clearly define our roles in designing public health chronic
disease prevention programs to work as they should in every community.

Enhancing Surveillance for Chronic Diseases
A second priority area where action can improve the practice of health department chronic disease programs is public
health surveillance, one of the traditional roles of public health. It is implicit in the core function of assessment as
articulated by the IOM (6) and is the first of the 10 Essential Public Health Services: “to monitor health status to
identify and solve community health problems” (7). Public health surveillance began with communicable diseases, but
chronic disease surveillance expanded dramatically in the 1990s and 2000s. It now focuses on monitoring chronic
diseases and their precursors in the population by examining data from large information systems such as vital records
for cause of death; hospital discharge data for causes of hospitalization, particularly preventable hospitalizations; and
population-based telephone surveys such as the Behavioral Risk Factor Surveillance System, conducted by all states
and some large cities (8). These data sources have been fruitful in tracking chronic diseases such as coronary artery
disease, stroke, and diabetes and the effects of tobacco use in the adult population. However, each source has
limitations in the timeliness and detail of information and in the ability to measure the precursors of chronic diseases
where preventive interventions could be directed. The impending revolution in electronic health information and its
potential to better monitor population health provides an opportunity to greatly improve chronic disease surveillance
for health department programs. Chronic disease practitioners need to use existing and potential electronic data
sources innovatively to best leverage this electronic revolution to improve population health.
Chronic disease programs can improve surveillance by making better use of existing electronic health data and
exploring new data sources. For example, information on weight status of the preschool population for obesity
surveillance can be provided by electronic data from the Special Supplemental Nutrition Program for Women, Infants,
and Children and can fill a gap in public health surveillance for this important population (9). To address a lack of data
in the school-aged population, New York mandated that body mass index and weight status be added to required
school health physical examinations in certain grade levels. Data are reported electronically from schools over the
same Web-based system that collects required school immunization data aggregated by grade level, sex, and school
district (10).
The next frontier in chronic disease surveillance is health departments’ use of electronic health record (EHR) data
from clinical care systems. For example, an idea that arose from the national “Million Hearts” campaign (11) is to focus
on control of hypertension, a major risk factor for heart disease and stroke. Blood pressure is a Stage 1 Meaningful Use
objective in the Centers for Medicare and Medicaid Services EHR Incentive Programs (12). If blood pressure
measurements and their recording in EHRs can be standardized, the proportion of people with high blood pressure
who are undiagnosed or diagnosed but not adequately treated could be determined for the population at the provider,
local, state, and federal levels. This determination could support quality-of-care improvement programs in clinical care
settings that are linked to community actions that result in better access to physical activity opportunities and
healthful foods. This use of EHRs for both public health surveillance and improved clinical care presents the perfect
opportunity for public health and clinical medicine to work together to achieve a common goal. As providers of clinical
care, health departments should work to ensure that clinical and public health goals are met. Public health
practitioners should also help develop meaningful-use objectives and standards.
In many jurisdictions, health departments may be the only entities with the legal authority to aggregate surveillance
data at the population level and develop the partnerships necessary to conduct such a coordinated effort. Health
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departments can also use other types of surveillance of community health determinants such as the availability of
healthful foods and opportunities for physical activity. Combining these new sources of electronic health information
with innovative approaches to surveillance of the living environment in communities could open new areas of public
health action.
There are challenges in realizing this vision of a new public health surveillance system for chronic disease prevention
and control. Data standards must be agreed on not only in public health practice but also in curative medicine. Health
departments must do a better job of providing surveillance data, distilled to “information for action,” to educate and
guide both the clinical and broader communities to prevent and control chronic diseases. The recent requirements of
the Affordable Care Act that hospitals develop a community health needs assessment with input from public health
practitioners is an ideal opening for state and local health departments to demonstrate the value of surveillance data
(13). Finally, the public health workforce will need to adapt to the electronic health revolution by acquiring new,
interdisciplinary skills in the areas of informatics, information technology, and quality improvement.

Increasing the Use of Evidence-Based Decision Making
We certainly do not have all the answers about what works to improve health and prevent disease. However, evidencebased interventions are still underused in many areas of public health practice (14,15). Through research summaries
published in the Guide to Community Preventive Services (16) and other reviews, evidence is available to act decisively
and select proven interventions rather than untested strategies that may waste resources or, worse, do harm. Kohatsu
et al defined this as a process of integrating science-based interventions with community preferences to improve the
health of populations (17).
Knowledge is emerging in many areas, especially from the steady growth of practice-based research, about how to
implement proven interventions and reduce health disparities. This cutting-edge research builds on the suggestion
that if we want more evidence-based practice, we need more practice-based evidence (18). States will need a robust
evaluation, research, and development capacity to improve their effectiveness at addressing threats to health, learning
quickly whether their innovations are working, and demonstrating accountability for their investments (Glen Mays,
PhD, MPH, written communication, November 2011). Practice-based research networks supported by the Robert
Wood Johnson Foundation (19) and CDC-funded prevention research centers (20) can provide capacity in the design
and conduct of this research. Health departments, among others, should be integrally involved with these research
partners so that research is embedded in practice innovations, producing evidence for translation of effective
strategies. This will help states learn from their successes and failures and refine their efforts. Having more strategies
would make a real difference for state and local public health practitioners. The new grants to state health departments
for performance management will also help them build capacity more quickly.
Evidence-based decision making requires leadership, an informed workforce, data, and a culture that values the
application of science to the planning and implementation of public health programs. A willingness to partner with
public health services and systems researchers to learn how evidence can strengthen practice is also essential.

Conclusion
Defining the minimum package of chronic disease services, improving surveillance, and increasing the use of evidencebased practices are actions we must take. Effecting change will not be easy; it requires leadership, willingness to leave
behind familiar ways of doing business, building and strengthening new partnerships, abandoning some efforts, and
trying things where we have less experience. The challenge is even greater given the fiscal state of most health
departments. However, opportunities do exist and should be pursued. We hope that a larger portion of the funding for
health care reform can be allocated to public health agencies. For that to happen, we need to make good use of the
resources and do a better job demonstrating the value of public health in measuring and improving the population’s
health.

Acknowledgments
Mr Maylahn and Dr Fleming are members of the editorial board of Preventing Chronic Disease.

Author Information
Corresponding Author: Christopher Maylahn, MPH, Program Research Specialist, Office of Public Health Practice,
New York State Department of Health, 932 Corning Tower, Empire State Plaza, Albany, NY 12237. Telephone: 518-472
-4223. E-mail: cmm05@health.state.ny.us.
Author Affiliations: David Fleming, Public Health Seattle and King County, Seattle, Washington; Guthrie Birkhead,
New York State Department of Health and University at Albany School of Public Health, Albany, New York.

Preventing Chronic Disease | Health Departments in a Brave New World - CDC

Page 4 of 5

References
1. Lavizzo-Mourey R. American Public Health Association’s 139th annual meeting and exposition. Robert Wood
Johnson Foundation; 2011. http://www.rwjf.org/content/dam/web-assets/2011/01/america-s-new-public-health
-in-the-age-of-austerity–uncertainty. Accessed February 4, 2013.
2. Why we need public health to improve healthcare. National Association of Chronic Disease Directors.
http://www.chronicdisease.org/?page=WhyWeNeedPH2impHC. Accessed February 4, 2013.
3. Chronic diseases and health promotion. Centers for Disease Control and Prevention.
http://www.cdc.gov/chronicdisease/overview/index.htm. Accessed February 4, 2013.
4. Johnson N, Oliff P, Williams E. An update on state budget cuts: at least 46 states have imposed cuts that hurt
vulnerable residents and the economy. Center on Budget and Policy Priorities; 2011.
http://www.cbpp.org/cms/index.cfm?fa=view&id=1214. Accessed February 4, 2013.
5. For the public’s health: investing in a healthier future. Institute of Medicine, Committee on Public Health
Strategies to Improve Health; 2012. http://www.iom.edu/Reports/2012/For-the-Publics-Health-Investing-in-aHealthier-Future.aspx. Accessed February 4, 2013.
6. The future of the public’s health in the 21st century. Institute of Medicine, National Academy Press; 2003.
http://www.iom.edu/~/media/Files/Report%20Files/2002/The-Future-of-the-Publics-Health-in-the-21stCentury/Future%20of%20Publics%20Health%202002%20Report%20Brief.pdf. Accessed February 4, 2013.
7. Ten essential public health services. Centers for Disease Control and Prevention; 2010.
http://www.cdc.gov/nphpsp/essentialservices.html. Accessed February 4, 2013.
8. Behavioral Risk Factor Surveillance System. Centers for Disease Control and Prevention.
http://www.cdc.gov/brfss/. Accessed February 4, 2013.
9. Sekhobo JP, Edmunds LS, Reynolds DK, Dalenius K, Sharma A. Trends in prevalence of obesity and overweight
among children enrolled in the New York State WIC program, 2002–2007. Public Health Rep 2010;125(2):218–
24. PubMed
10. Student weight status data. New York State Department of Health; 2012.
http://www.health.ny.gov/prevention/obesity/statistics_and_impact/student_weight_status_data.htm.
Accessed February 4, 2013.
11. Keep one million hearts beating strong. US Department of Health and Human Services.
http://millionhearts.hhs.gov/index.html. Accessed February 4, 2013.
12. Centers for Medicare and Medicaid Services. Electronic health record incentive programs.
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Basics.html. Accessed
February 4, 2013.
13. National Association of County and City Health Officials.
http://www.nacho.org/topics/infrastructure/mapp/chahealthreform.cfm. Accessed February 4, 2013.
14. Brownson RC, Baker EA, Leet TL, Gillespie KN, True WR. Evidence-based public health. Second edition. New
York (NY): Oxford University Press; 2011.
15. Brownson RC, Fielding JE, Maylahn CM. Evidence-based public health: a fundamental concept for public health
practice. Annu Rev Public Health 2009;30:175–201. CrossRef
PubMed
16. The Guide to Community Preventive Services. Centers for Disease Control and Prevention.
http://www.thecommunityguide.org. Accessed January 29, 2013.
17. Kohatsu ND, Robinson JG, Torner JC. Evidence-based public health: an evolving concept. Am J Prev Med
2004;27(5):417–21. PubMed
18. Green LW. Public health asks of systems science: to advance our evidence-based practice, can you help us get
more practice-based evidence? Am J Public Health 2006;96:406–9.
19. Public Health Practice Based Research Networks. http://www.publichealthsystems.org/pbrn. Accessed February
4, 2013.
20. Ammerman A, Harris JR, Brownson RC, Tovar-Aguilar JA. CDC’s Prevention Research Centers Program:
translating research into action with communities. J Prim Prev 2011;32(3-4):131–4. CrossRef
PubMed
Comment on this article at PCD Dialogue
Learn more about PCD's commenting policy

Preventing Chronic Disease | Health Departments in a Brave New World - CDC

Page 5 of 5

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S.
Department of Health and Human Services, the Public Health Service, the Centers for Disease Control and Prevention,
or the authors' affiliated institutions.

The RIS file format is a text file containing bibliographic citations. These files are best suited for import into
bibliographic management applications such as EndNote , Reference Manager , and ProCite . A free trial
download is available at each application’s web site.
For Questions About This Article Contact pcdeditor@cdc.gov
Page last reviewed: April 04, 2013
Page last updated: April 04, 2013
Content source: National Center for Chronic Disease Prevention and Health Promotion

Centers for Disease Control and Prevention 1600 Clifton Rd. Atlanta, GA 30333, USA
800-CDC-INFO (800-232-4636) TTY: (888) 232-6348 - Contact CDC–INFO

