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Many of you who have heard me talk to CDC at national meetings know why this picture is up here. I have repeatedly told CDC that they are taking a pick ax to the foundation of our surveillance system while designing and building additions to the second story. This house looks solid enough but it won’t last long with a foundation that looks like this one. I fear that that is what core HIV surveillance looks like- solid in many places, great weaknesses in others: areas without supplemental funding that can help their core surveillance programs; areas without the technical expertise to use the lab data that they have nor the staff to clean, analyze, present and explain the data to prevention and care programs and other people who need the data to design and evaluate programs that benefit people with HIV.

MMP was designed before everyone had named HIV reporting. After the current methodology is evaluated CDC should consider funding everyone to use their HIV registries as a sampling frame to collect this information.
Evaluate incidence surveillance. It was supposed to tell us the “leading edge” of the epidemic. Remember? It is the middle of 2010 and we do not have a 2007 incidence estimate. Did the 2006 estimate tell us anything we didn’t already know from analyzing new diagnoses? We need to evaluate better lab technology that can be performed at the point of testing to give everyone incidence information. Can we use the funding for the current cumbersome, labor and money intensive incidence system to build up core surveillance? Our ability to maintain the current incidence surveillance system may go away anyway or get even more cumbersome when the dual EIA testing algorithm becomes standard practice. We need to look at alternatives NOW.
Resistance surveillance is becoming analysis of the genotypes being routinely run on patients in care. Strengthening the technical aspect of our staff will allow everyone to analyze and interpret resistance data.

CDC should consider hiring centrally located staff to support the low morbidity areas and develop expertise in centrally located staff to provide technical support to these states.

We continue to ask for more dollars. Until the day they come we need to reprioritize how the surveillance dollars we already have are allocated. I want to encourage CDC to re-invest in core surveillance and stop siphoning off funds into those second story additions to our house: incidence, resistance and MMP.  This house is getting top heavy. It needs to have its foundation shored up in all areas of the US- not just those funded for the second story rooms.
Many of us desperately need staffing, software and infrastructure to receive, manage, and use the tens or hundreds of thousands of lab reports that we are being encouraged to collect, analyze and interpret. In Michigan alone, a medium morbidity state, we have over 300,000 lab results to import into eHARS.

Surveillance has the key to measure the outcomes we are all striving for – control of transmission, lower morbidity and mortality.  Surveillance will count your new cases – it is the only hard outcome that matters for prevention. Rapidly processed case report forms can initiate timely partner services. Surveillance will tell you if you are getting people into care – critical for managing their health and controlling their viral load.  Surveillance will tell you if HIV-related mortality is declining – a sign that treatment is working – and if people are dying older and increasingly of non-HIV-related conditions.  Finally, surveillance has the WHOLE POPULATION, not a sample.  It has the potential to have everything we need.  CDC must re-invest in it. 
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