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1. Funding
a. Description of the Problem
PS18-1802 introduced multiple new required activities. However, most jurisdictions received minimal to no funding increase and the vast majority do not receive funding from state or local sources. As a result, there are few resources available to support additional activities or cover annual increases in operating expenses. Additionally, despite the goal of creating integrated prevention-surveillance activities, the PS18-1802 grant requires that jurisdictions submit separate budgets for surveillance and prevention and does not support fluid movement of money within and between surveillance and prevention programs as needs are identified. 

Effective cluster response requires close collaboration with all HIV care and service providers to identify and test persons related to the network and ensure they are engaged or re-engaged in care. However, non-CDC funding sources do not require engagement in cluster response activities and no funding sources are available to support surge capacity at all levels of HIV work in the event of large or complex outbreaks.

Insufficient funding, along with barriers to creating and filling positions, means there is insufficient capacity to complete routine required activities or respond to HIV outbreaks. Staff turnover and low retention from noncompetitive salaries results in constant re-training and loss of productivity as institutional knowledge is lost and funding is not available to support training and continuing education for new staff. 

b. Proposed solution or request
We advocate for increased funding for state, local, tribal, and territorial health departments to meet public health needs. State and local governments should fund core public health activities including routine disease surveillance and outbreak response. Federal funding (e.g., CDC and HRSA) should be commensurate with required activities. All funding sources should accommodate annual cost increases. However, we recognize that increased funding for public health HIV activities is unlikely to be a primary solution and we must identify other approaches that can support our efforts to End the Epidemic. These approaches include the following:

Federal agencies:
· CDC should consistently allow funded health departments increased flexibility around the use of carryover funding so that it can be used within the 5-year time frame of the agreement rather than requiring it be spent by the end of the following year.
· CDC should allow budgets to be fluid between surveillance and prevention programs in integrated grants to support cross-cutting activities, including creating Direct Assistance positions.
· HRSA should consider developing a Direct Assistance program to support building capacity at the state and local levels.
· CDC should develop formal prioritization of surveillance and prevention activities to support health departments in deciding how to allocate time and resources. This is particularly important for low morbidity jurisdictions which consistently struggle with insufficient staff and maintaining topic-specific expertise among staff who are responsible for a wide-range of non-HIV activities.
· CDC should consider whether certain activities could be retired or whether surveillance data collection could be streamlined or even decreased to free up time for other priority activities. Alternatively, CDC should endeavor to take on more surveillance activities be conducted centrally rather than at the health department level.
· In the event that large and complex cluster responses occur in a jurisdiction, CDC and HRSA should consider the impact of those efforts on the program’s ability to meet other requirements during a funding cycle.
· CDC and HRSA should create a mechanism for rapid emergency funding for programs responding HIV outbreaks.
· CDC should acknowledge the impact of state/local funding on surveillance and prevention activities. We recognize that CDC can’t formally consider the amount of state/local funding jurisdictions receive for HIV activities, but these funding sources lead to substantial disparities between health departments. We feel it’s critical that any CDC assessment of health department activities take this funding into account. 
· CDC, HRSA, and NIH should prioritize implementation science and cost-effectiveness studies of MHS and other HIV activities to guide prioritization.
· CDC, HRSA, and/or NIH should sponsor work-time studies of prevention, surveillance, and care activities in health departments to support development of guidance on resource allocation and prioritization.
· CDC and HRSA should further improve collaboration to streamline program and reporting requirements between HIV surveillance and prevention, DSTP and DHAP, and CDC and HRSA
· HRSA should explicitly include support for cluster response activities for all Ryan White grantees. 

State/local government:
· [bookmark: _GoBack]FTEs should be made available or re-allocated from other programs in a timely fashion to accomplish local and state public health needs and meet federally-required activities.
· Funding should be increased or made available to support higher salaries and allow for retention of staff with knowledge and experience in the HIV surveillance, prevention, care services and cluster response programs.  
