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1. Description of the Problem
There are multiple organizational and structural barriers to developing and maintaining sufficient capacity in state, local, tribal, and territorial health departments for HIV cluster detection and response. (Note: Individual staff capacity and training are addressed in Section 1.) 
[bookmark: _GoBack]The rapid ramp-up of multiple new activities under PS18-1802 (e.g., cluster detection and response, data-to-care, etc.) has been a challenge for most health departments and strained existing capacity to implement these activities and programs and staff are unclear how to prioritize all of the required work activities. Closely tied to this challenge are difficulties hiring and retaining sufficient staff with the appropriate knowledge and skills to conduct this work. Insufficient funding is a key part of this (See Section X), but even when funding is available, most health departments have a long, arduous process for creating new positions or filling vacant positions. Candidates with the right background and expertise are often lacking and health departments are unable to offer competitive salaries to hire and retain qualified staff in a variety of positions. 
In general, most health departments have been successful in collecting molecular HIV data, uploading it into eHARS, and running SecureTrace or other cluster detection methods. However, some larger systems (e.g., the Veterans Administration) are not consistently reporting data despite being legally required to do so. Additionally, insufficient data sharing with other states (to ensure complete/accurate eHARS data) and organizations (e.g., STD control, correctional facilities, Ryan White programs) remains a barrier to implementing effective cluster response activities.
There have also been capacity barriers for developing cluster detection and response plans. In addition to having insufficient staff capacity to develop plans, lack of easy-to-use templates and guidelines has also been a barrier. Low morbidity jurisdictions need support in developing streamlined processes that work effectively in lower capacity settings. Many programs also report they are unclear which partners should be included in the planning or response process or how to go about involving those partners. When it comes to implementing cluster response activities, jurisdictions of all sizes report challenges with prioritizing clusters for follow-up so that the work can be matched with available capacity, and most jurisdictions lack surge capacity to respond to large or rapidly expanding clusters if that type of response is every needed.
Broad concerns around confidentiality and potential for using cluster data to pursue criminalization activities have been raised. While legal and regulatory changes are being addressed elsewhere, many HIV programs lack internal capacity for effectively working with existing laws and regulations and consulting with legal counsel. This internal capacity is necessary to ensure that cluster detection activities are implemented in a way that balances public health work with the protection of individual privacy, and that health department communications with partners and the public adequately address these concerns. 
Closely related, many community stakeholders and external partners do not fully support the use of MHS. Appropriately, there is a broad desire to have better evidence that MHS is a cost-effective way of responding to the HIV epidemic. Individual health departments are generally ill equipped to collect and disseminate evidence. On an operational level, most health departments have not been able to implement post-response evaluation and assessment to iterate on cluster response plans, identify successful strategies, and address barriers, much less collect evidence on the broader impact of cluster response.


2. Proposed solutions
In order to bring cluster detection and response activities to scale across the country, many health departments, particularly those in lower incidence jurisdictions, will need increased financial resources to support hiring additional dedicated staff to build capacity for both cluster detection (i.e., epidemiologists/surveillance staff) and response (i.e, DIS/field staff). For health departments facing many competing priorities and epidemics and managing multiple complex funding sources and reporting requirements, additional resources and flexibility to use them will increase base staff capacity necessary for implementing routine cluster detection and response programming and preparing for enhanced community response in the event of an outbreak. Health departments also need the ability to provide competitive salaries and professional development for DIS (or similar linkage field roles) to improve retention of experienced staff. In the interim, health departments should also assess staff usage and explore ways to integrate routine cluster detection and response activities across multiple roles within the organizational structure.  

Additional financial resources or technological expertise should be made available to health departments working to improve data system interoperability to build capacity for integrated data analysis. This will increase cluster data accuracy, improve efficiency and free up staff time, and limit the unnecessary field work. Health departments need support at the jurisdictional and/or national level to enforce consistent reporting of genetic sequence data from providers/laboratories to improve cluster detection data completeness. As clusters often occur across jurisdictional borders, a system to share data securely with other states will improve effectiveness of cluster detection and investigation.  

To assist with the rapid planning and implementation of the complex systems involved in building a high-quality cluster detection response program, health departments need a forum to learn from their peers’ successes and share resources and solutions in real-time. Key cluster detection and response tools requested by CSTE members include: simplified and/or standardized protocols, prioritization methods, protocols for planning rapid mobilization in the event of a need for surge response, effective community engagement/communication materials and methods, tools and training on cluster response evaluation, and other lessons learned from peer experience. Additional needs for individual-level staff training (e.g., training for data interpretation, DIS re-interview skills, etc.) are outlined in section ##. 

Removing the barrier of remaining state or local HIV criminalization laws would address common ethical concerns around the use of genetic sequence data. This may significantly improve community trust and support of cluster response activities in many jurisdictions, improving health departments’ capacity to fully implement programs. States should work with advocacy groups to eliminate HIV criminalization laws and federal partners should support these efforts at the national level as well. In the interim, health departments should work to educate their legal counsel and ensure narrow interpretation of data release policies. [Can update this recommendation if needed based on final draft language in the HIV criminalization policy statement…or remove if it’s repetitive to another section like stakeholder engagement.]

Finally, federal partners should conduct (and/or provide additional financial support for health departments or their partners to conduct) research on the effectiveness of cluster detection and response activities at the state and/or national level to identify best practices and quantify the impact and return on investment for this resource-intensive activity. 

