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1. Capacity Building and Maintenance
a. 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. 
The rapid ramp-up of new activities under PS18-1802 has strained existing capacity. Staff are unclear how to manage competing priorities from multiple funding sources with varied reporting requirements. Health departments face difficulties hiring and retaining qualified staff. Insufficient funding is a barrier (Section 1) but even when funding is available, health departments have a long, arduous process for creating new or filling vacant positions. Many health departments can’t provide competitive salaries to hire and retain qualified staff. 
Most health departments are successfully conducting nucleotide sequence reporting, including uploading HIV sequences in to eHARS and analyzing the data to detect clusters. However, some health systems (e.g., the Veterans Administration) are not consistently reporting despite being legally required to do so. Additionally, lack of data sharing with other states and organizations (e.g., STD control, correctional facilities, Ryan White programs) remains a barrier to implementing effective response activities.
Developing cluster detection and response plans has also been a challenge. Lack of easy-to-use templates and guidelines is a barrier for overworked staff. Low morbidity jurisdictions are unclear how to streamline processes for 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. 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. Ryan White programs are not required to collaborate with health departments on responding to HIV clusters which creates challenges in cluster response and can prevent effective follow-up for patients.
Health departments and partners have raised concerns around confidentiality and HIV criminalization. While legal and regulatory changes are being addressed elsewhere, many programs lack capacity for assessing existing laws/regulations, consulting with legal counsel, ensuring that cluster activities balance public health needs with the protection of individual privacy, and communicating with partners and the public around these concerns. 
Many community stakeholders and external partners do not fully support HIV cluster detection and response. There is a broad need for evidence that cluster detection and response is a cost-effective way of responding to the HIV epidemic. 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 and effectiveness of cluster response.
b. Proposed solutions
Health departments need the ability to provide competitive salaries to hire and retain qualified staff. HR processes must be streamlined to support HIV programs with available funding in developing new and filling vacant positions. Salary structures should be examined to ensure salaries that support retaining highly qualified staff. Funding for professional development, particularly for DIS and other field roles, is also essential to developing a high capacity cluster response program (Section 3). In the absence of sufficient state and local staff capacity, both CDC and HRSA should support more Direct Assistance positions within health departments.

Since increasing staff capacity is unlikely to happen quickly, health departments need tools and support to assess staff workloads, prioritize activities, and explore ways to integrate cluster detection and response activities into routine work across the organizational structure. CDC should either prioritize specific PS18-1802 prevention and surveillance activities or provide a rubric to guide grantees in prioritizing activities. This approach should consider priorities both within and between surveillance and prevention, as well as prioritization of other CDC projects and activities (e.g., MMP and NHBS). 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. 

Cluster response is not only the work of health departments. Funders supporting other HIV partners (e.g., HRSA, SAMHSA, HUD) should require their recipients to fully collaborate with health departments on cluster response activities and provide surge capacity in the event of a large response or outbreak. CDC and HRSA should collaborate around outbreak response to provide immediate support to impacted jurisdictions. Additionally, since these investigations take an inordinate amount of time and resources, CDC and HRSA should consider the impact of those efforts on the program’s ability to meet other requirements during a funding cycle.

CDC should take on a more proactive national leadership role on HIV case surveillance and reporting to address national barriers (e.g., Veterans Administration reporting) and consolidate activities to free up grantees to focus on cluster detection and response work that can only be done at the state or local level. CDC leadership and financial and technological resources are needed to improve data system interoperability between states for integrated data analysis, and improved cluster data accuracy and work efficiency. 

Health departments need a forum to learn from their peers’ experiences and share resources and solutions in real-time. CSTE members have widely requested more tools and templates including simplified and/or standardized protocols, prioritization methods, protocols for rapid mobilization in the event of an outbreak, effective community engagement/communication materials and methods, and response evaluation protocols. Some of these tools may already be available from other health departments, but there is no secure forum for sharing them.

All HIV partners should continue to address HIV criminalization laws. In the interim, health departments need support to 1) build staff capacity to assess/interpret the impact of these laws/regulations, 2) educate their legal counsel, and 3) develop interpretations of data release policies that balance public health needs and individual privacy. 	Comment by Juliana Grant: [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 (e.g., CDC, HRSA, and NIH) should conduct or provide financial support for research on the cost-effectiveness of cluster detection and response activities to identify best practices, create guidance on resource allocation and prioritization, and quantify the impact and return on investment for this resource-intensive activity. These efforts should include assessments of all HIV program activities (e.g., routine surveillance, MMP, partner services, etc.) to facilitate comparisons of their relative cost-effectiveness versus cluster detection and response. 

