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Foreword

The National Coalition of STD Director§NCSD)advocates on behalf oftate and local public health

entities across the United StatestéEO1 £E1 1 OEAEO OE Oratioh withoEBTDHT . BBE O
represents their members before Capitol Hill and other federal interestgartners with the Certers for

Disease Control and Prevention (CDC) on the design and implementation of sexually transmitted
disease response grantsprovides technical assistance for members participating in CDC grant
programs; and offers coordination services between public &alth groups.The variousstate and local

public health entities that comprise the membership of NCSParry out the vital, front-line work that
contributes to the wellbeing of communities nationwide.

NCSD contracted with the National Academy of Public Adinistrati on (the Academy) to undertake a
comprehensivestudy of the present STD landscape in the United Statasa first-step in examining the
scope of the epidemic, intersecting and complicating factors, public policy solutions and federal
programs involved in STD prevention and contral

This report of a Panel of five Academy Fellowgrovides the results of extensive information collection

and analysis based on researcand interviews conducted over the period of July to November 2018. It
describesthe current state of the STD epidemic, the funds and operations of the federal programs that

address it, and trends contributing to the ongoing spread of disease. The study leveraged existing
research and data to depict in one narrative the general state® A £ZFAEO0O AO EO PAOOAEI
charge.

As a congressionally chartered noipartisan, non-profit organization with over 900 distinguished
Fellows, the Academy bringsnationally recognized public administration experts together to help
organizations like NCSD address the challenges that define our timé/e are pleased to have had the
opportunity to work with NCSD and its members to conduct this studpnd to contribute to their
ongoing efforts to end STDs in AmericaWe appreciatethe constructive ergagement ofthe various
public health professionals administrative veterans, and health economistshat lent their expertise
and time to the project.

I extend my thanks to the Academy Panedll experts who offered their invaluable insight and keen
analysis, and to the professional study team that provided critical support throughout the project. |
expect this report will contribute to new efforts by the federal government and state and local health
departments to tackle the continuing epidemic and bringelief to millions of patients a year

Teresa W. Gerton
President and Chief Executive Officer
National Academy of Public Administration
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Acronyms , Abbreviations , and Definitions

Acronym or .
Abbreviation Definition

AAPPS AssessmentAssurance, Policy Development, and Prevention Strategjea
cooperative agreementissued byCDC covering the time period 2013 7 2018

ACA Patient Protection and Affordable Care Act

AFHSC Armed Forces Health Surveillance Center

AIDS Acquired Immunodeficiency Syndrome, the condition caused by HIV

AMR Antimicrobial Resistance

ARLN Antimicrobial Regional Laboratory Network

ASHA American Sexual Health Association

ASTDA American Sexually Transmitted Disease&ssociation

ASTHO Association ofState and Territorial Health Officials

CAB Community Advisory Board

CARB National Strategy for Combatting Antibiotic Resistant Bacteria

CARS Community Approaches for Reducing STDs

CDC Centers for Disease Control and Prevention

CMS Centers for Medicareand Medicaid Services
Continuing Resolution legislation in the form of a jointresolution enacted by

cR Congress, when the new fiscal year is about to begin or has begun, to provide
budget authority for federal agencies and programs to continue iaperation
until the regular appropriations acts are enacted.

CS Congenital syphilis (see Appendix D)

CSTE Council of State and Territorial Epidemiologists

DHAP Division of HIV/AIDS Prevention

DIS Disease Intervention Specialist(s)

DoD United StatesDepartment of Defense

DOJ United States Department of Justice

DSTDP Division of STD Prevention

EHR Electronic Health Record(s)

EIS Early Intervention Services

ELR Electronic Lab Record(s)

EPT Expedited Partner Therapy

FACA Federal Advisory CommitteeAct, the legal foundation defining how federal

advisory committees operate




Acronym or

Abbreviation Definition

FBOP Federal Bureau of Prisons

FDA Food and Drug Administration

FQHC Federally Qualified Health Clinic

FTE Full-time equivalent

FY FiscalYear

GAO GovernmentAccountability Office

GISPeGISP Gonococcalsolate SurveillanceProject, or EnhancedGonococcalsolate
SurveillanceProject

HHS United States Department of Health and Human Services

HIV Human Immunodeficiency Virus

HMO Health Maintenance Organization

HPV Human Papilloma Virus

HRSA Health Resources and Services Administration

IDCRP Infectious Diseases Clinical Research Program

IHS Indian Health Service

LHD Local health department(s)

MSM Men Who Have Sex With Men

NACCHO National Association of County and City Health Officials

NCBI National Center for Biotechnology Information

NCHHSTP National Center for HIV/AIDS, Viral Hepatitis, STD, andBTPrevention

NCSD National Coalition of STD Directors

NGO Non-GovernmentalOrganization

NIAID National Institute for Allergy and Infectious Disease

NICHD National Institutes of Child Health and Human Development

NIH National Institutes of Health

NMI NNDSS Modernization Initiative

NNDSS National Notifiable Disease Surveillane System

NNECS National Network to Enhance Capacity of State and Locally Transmitted Disea
Prevention Program

NSF National Science Foundation
Strengthening Sexually Transmitted Disease Prevention and Control for Health

PCHD Departments, a successor program to the AAPP&operative agreement issued
by CDC beginningn 2019

PHIV People Living With HIV

=I5 Pelvic Inflammatory Diseaseacommon STD complication predominantly seen

in women




Acronym or

Abbreviation Definition

PrepP Pre Exposure Prophylaxis

RTC RandomizedControl Trials

SAMSHA Substance Abuse and Mental Health Services Administration

SEE Syphilis Elimination Effort, aterm used to refer to the 1999 National Plan to
Eliminate Syphilis from the United States, issued by the CDC

e STD Prevention Allocation Consequences Estimat@spreadsheet tool

MONKEY developed bythe CDC to estimate the impact of funding cimges in STD
prevention programs

SSuN STD Surveillance Network

STD Sexually Transmitted Disease, infections acquired sexually, such as syphilis,
gonorrhea, and chlamydia
Sexually Transmittedinfection, clinically usedterm to describe infectious

. agerts that cause ~STDs'I' r}e te[m‘s STIarJd STD aré[]terchangeablyused. This
report principally OOA O OEA eQded Wher®&pdliGable and incontext
(for example,where 03 4) 6 E 6 offfoié) frédgrafs hamdé\ordescription).
Sexually Trarsmitted Infection Costs Savedaspreadsheet tool developed byhe

STIC FIGURE CDC to estimate direct medical costs incurred and incidental costs saved by S]
prevention programs

SURRG Strengthening the United States Response to Resistant Gonorrhea

B Tuberculosis

The Academy The National Academy of Public Administration

USPSTF United States Preventive Services Task Force

VA United States Department of Veterans Affairs

VHA Veterans Health Administration

WHO World Health Organization
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Executive Summary

Sexually transmitted diseasegSTDs)have existed throughout recorded history, although effective
screening and treatment did notbecome availableuntil the twentieth century. Efforts to address
STDs have flowed and ebbed over the years with reductions in the infection rates mirrorirthe
attention and funding provided to address atbreaks.

A 1997 report from the Institute of Medicine (now the National Academy of Medicine of the
. AOCET 1T Al | AAAATEAOG T £ 3AEAT AAh %l CET AAOET C
WDEAAI EAS OldegredodOpuitiE svArenésg dbout STDs. Temty years later, the phrase
still accurately depicts the state of affairs While the names of STDs chlamydia, gonorrhea,
syphilis, for example along with how they are transmitted, can generateapprehension, actual
knowledge about these diseases by the geral public remains limited. Despite the fact that STDs
are preventable and treatable, the rates of known infections for the three STDscited are rising at
alarming rates. Since 2013 reported chlamydia rates have increased 22 percent, gonorrhea rates
67 percent, syphilis rates 76 percentand congenital syphilis rates 154 percent:Known infection,"

is perhaps the tip of the iceberg, as testing and treatment covers but a fraction of those who may be
infected. Short-run consequences to infected individualsare minimal, but long-term consequences
can be severe, potentially life threateningand costly to the individual and society in generalSTDs

are a national public health issue.

Against this backdrop, the National Coalition of STD Directors (NCSD) asked the National Academy
of Public Administration (the Academy) toinvestigate and describehe scope and impact in the
United States othree major, reportable STDs? specifically,chlamydia, gonorrheaand syphilis?

and assess the effectiveness of current prevention and control programs. As thenprofit

organization representing and supporting state STD directors, their staffind community-based
partners, NCSD engages in a wide rangeattivities to promote effective STDmitigation policies

and strategies and to secure sufficient resources to reverse infection trends.

In response to the NCSD requesthe Academy formed an expert panel and professional study
team to collect and reviewavailable information concerningSTDtrends and efforts toprevent and
control the three STDsnoted above The study focused principally on federally funded intervention
programs and current funding. A review of state and local programs, as well as
clinical/epidemiological issues, was beyond the scope of this studyBy providing a consolidated
overview of the current state, his Academy study is intended to help NCSD and the other



stakeholders in the STD community inform a national action strategy for redwing STD
transmission rates and improving public health.

4EA 1T AOEIT 180 EE CEhedithcalEQysterh ddat@® kdjor déidnbek @r tacklingthe

rising rates of STDs. Multipleentities are involved including federal, state, and local government

agerries, and myriad nongovernmental partners.Vastvariations exist across the nation in how the
services are provided and funded. Federal funding has been constraineaffecting research

evaluation, and support to states and localjurisdictions, while at the same timemany states and
localities have experienced budget cuts directly affecting their ability to provide services.

The Patient Protection and Affordable Care Act, and in particular, Medicaid expansion, (xétered

where people get screened and how services are paidr, while also inadvertently and adversely
impacting STD prevention and control effortsMultiple intersecting conditions affect the occurrence
of STDswhose treatment is often complicated bysocial behaviors, such as drug abuseMoreover,

social stigma continues to create barriers to educatiorscreening,and treatment, and is particularly
impactful on those individuals at a higher risk for STDs.

With so manyentities having a role in effortsto control the spreadof STDsthere is acritical need
for a comprehensive,unified national strategy to combat STDs. Such a national strategy needs to
focus attention and resourceson the most effectiveapproachesto achieve STDprevention and
control goals. This Academy Panel report provides a important first step towards developing a
national strategy by summarizing the current state? trends, current efforts, the stakeholders,
promising practices, andthe overall prevention and control environment. Based on thePaneland
OOOAU révikv éf tu@ies, trends, and program descriptions, as well as interviews with a wide
range ofindividuals involved in planning and delivery of STD programs and serviceshe Panel
suggestsa number of actionsto establish a foundaion for an effective national strategyto combat
STDs in the U.S.

Vi



Actions for Consideration

T

Designate a national STD champion to coordinate federal, state, and local effort s and to
lead the development and implementation of a national STD strategy . This champion
should be empowered with the appropriate authority to align efforts, advocate for funding,
and promote research and innovation across sectorénput from myriad entities will need
to be included in developing and implementing a national STD prevention and control
strategy, and committed national leadership will be essential to the effort.

Change the STD narrative. Sexual health is an important dimension of overall health and
wellness. STDs cause srious harm to health and are costly to both individuals and society
at-large. Currently, STDrelated social stigma prevents some individuals from seeking
treatment, some medical professionals from screenindor STDs and some government
entities from offering services at needed levels to combat STD infection&s with mental
health and drug use conditions, STDs are a health ameeliness problem that must be
destigmatized toeffectively address.

Unifying the field is a necessary step Chlamydia, gonorrhea ad syphilis are but three of
many sexually transmitted diseases.Both Human Immunodeficiency Virus (HIV) and
Human Papilloma Virus (HPV) have received far more attention and funding, with
commendable positive results All STDs sharecommon modesof transmission, and ce
morbidity is unavoidable. Unifying the effort to focus across STDs rather than on certain
specific infections can enhancehe effectivenessof STD prevention and control efforts

Better data and more evaluation to learn about what works? and what does not
work? and to foster implementation of best practices are essential. Inconsistent state
reporting requirements and an array of technology challenges makesath collection
complicated. Actions to align data with information needs are critical. Additionally,
evaluations should be strategicand test interventions systematially, with an eye towards
implementation of best practices on a broader scale.

Education and awareness are needed. The public has limited information about the
potential dangerous longterm consequences of untreated STDsTailored awareness
campaigns focused on groupsat higherrisk? e.g.adolesents, young adultsmen who have
sex with men MSM)? would likely result in more screening, testing, and treatmentAgain,

Vil



the focusshould beon sexual health as an important aspect of general hétaland wellness
Further, medical professionals must be encouraged to screen for STDs as a routine practice.

1 Expanded funding and resources are necessary given the scale of the STD epidemic.
With caseloads numbering in the millions and systemibealthcareissues creating obstacles
to care and prevention, a resource investment is necessary to bolster nationwide incidence

reduction efforts.

In many respects, thesesuggestedstrategies echo some of the key messages articulated time
Hidden Epidemiaeport more than twenty years ago. Society has changed in many ways that affect
sexual relationshipssince that time yet as a nationthere remains, "reluctance of AmericanSociety

to openly address issues surrounding sexuality and ST here is an urgentneed for a national
STDstrategy and most importantly, for acommitment to execute the strategy, lest we find twenty
years from now the situation has not changed that is, a clear and present danger to public health

remains ahidden epidemic.

viii
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Introduction

In 1997, the Institute of Medicine (how the National Academy of Medicine, of theNational

Academies of Sciece, Engineering, and Medicine) published a reporfThe Hidden Epidemic:
Confronting Sexually Transmitted Diseases. The report noted that OAAODPEOA OEA OOAI
health and economic burden ofexually transmitted diseases (STDs), the scope and impact diet

STD epidemic are underappreciated . . . and largely hidden from public discousgublic
AxAOAT AGO AT A ET T x1 AAGQCAhe fepi cit€lAhhek Qvlr@réhidgréatbnsifdr x 8 6

why STDs are hidden: 1) STDs are often asymptomatic and as a resgti, undetected;2) major

health consequencessuch as certain cancers and infertility may occur years after the initial

infection; and 3) the social stigma attached to having an STD creates a barrier to public discussion

and education. The report identifR A A 1T 01 AAO 1T &£ AT 1 OOEAOOET @ AZAEAAODI ¢
including:

1 Susceptibility to STDs among young women and adolescents and the lag time from initial
infection to conspicuous symptoms appearing (biological)

9 Sexual practices, substance use/abusand sexual abuse and violence (behavioral)

1 Poverty, inadequate access tbealthcare, inadequate education, and social inequity with
STDs disproportionately affecting disenfranchised, marginalized groups (social)

Twenty years later, despite concerted efforts and programs to reduce STD rates and to generate

public awareness of this health risk, the description presented in thélidden Epidemic is as apt

today as it was when it was first published, a fact acknowledgday the Centers forDisease Control

and Preventionj # $#qh OEA 1 AAA EAAAOAT ACAT AU &£ O AAAOAOGO
released Sexually Transmitted Disease Surveillance 2017 2 opens with a reference to the 1997

report, as does the prior ye® 8 O ¢ Tt p.@elliayk, Aifie @@cluding statement in theHidden

Epidemic Summary Report appears in its entirety in the forewords to the 2010 through 2015

surveillance reports.

1The Hidden Epidemic: Confronting Sexually Transmitted Diseases, Institute of Medicine , Washington,
DC: National Academy Press. (1997)

2 Sexually Transmitted Disease Surveillance 2017, Centers for Disease Control and Prevention, National
Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, Division of STD Prevention, (September 2018)



While the description of the problem may be current, the circumstances anawtext of the problem,
in fact, have changedThe Ratient Protection and Affordable Care Act(ACA) including Medicaid
expansiore has affected where people get screened and treated and how services are péid;
social media and online dating have influencedbartner connections; and the use ofmedical
prophylactics such as Pe-Exposure Prophylaxis (PEP) to addressHIV has changed behaviors in
the use of condoms, a known effective deterrent to the transmission of the STD&heseare just
some of the examples of the changing world of STDs

Why STDs Are Important to Address

STDs are a urgent national public health problem. Today, the United States leads industrialized
nations in the incidence of STDs certainly not an honor a nation would seek. According to CD@&
combined total of nearly 20 million new infections occur each year, while STD cases cost our U.S.
healthcare system $16 billion annually? Concern is also rising about the growing threat of
antibiotic resistant gonorrhea? a fact that led to its inclusion in the National Strategy for
Combating Antibiotic Resistant BacteriaThe most recent data from# $ #2017 Surveillance Report
highlighting the extent of federally reportable STDspaints a grim pictures.

Table 1:Reportable STDs by Disease Type, Number of Cases Report, and Percentage of change from since 2013
and 2016

Disease Reported Cases Increase since 2016  Increase since 2013
Chlamydia 1,708,569 7% 22%
Gonorrhea 555,608 19% 67%

Syphilis s 30,644 10% 76%
Congenital syphilis 918 46% 154%

3 STDs refer to more than 35 infectious organisms transried primarily through sex. Examples include

chlamydia, gonorrhea, syphilis, chancroid, genital herpes, human papillomavirus, HIV/AIDs.
4 Four STDs are nationally reported chlamydia, gonorrhea, syphilis, and chancroid.

®The reported number of cases foryphilis reflects cases of primary and secondary syphilis.



STDs are preventable and infections are treatable.Without diagnosis and treatment, the long-
term health consequencesof STDs are significant: infertility, increased cancer risk, pelvic
inflammatory disease, disability, or even death, among others, with a disproportionally higher
impact affecting women and newborn babiesWhile the incidence and prevalence of STDs have
materially increased in recent years, federal resources to combat the problem have declined.
Moreover, budget cutsat the state and locallevels? where the action i® have caused some health
departments to reduce staff andclose clinics, curtailing access totesting and treatment
Unfortunately, the reduction in services particularly affectsat risk populations, who are often
marginalized from society-at-large.

Study Scope

The National Coalition of STD Directors (NCSD) contracted with the National Academy of Public
Administration (the Academy) to document the scope and impact of STD infection in the United
States and to assess the effectiveness of current prevention and cahtprograms. NCSDis a
nonprofit, non-partisan public health membership organization dedicated to the prevention of
sexually transmitted diseases. Founded in 1996, NCSD represents health department STD directors,
their support staff and community-based patners in programs across thefifty states seven large
cities/counties® including the District of Columbia and eight U.S. territorie3 that CDC directly
funds. On behalf of its members, NCSD advocates for effective policies, strategies, and sufficient
resources for STD programs to reduce STD rates and endeavors to increase public awareness of the
serious health and social impact of STDs.

4EA | AAAAT UBO AEAOCA xAO O1 AiITAOAO A AT i DOAEAT OF
1) the current state and impact of three major reportable STDg syphilis, gonorrhea, and
chlamydia; 2) the effectiveness of current federally funéd prevention and control programs and
approaches(including outreach and education; 3) promising prevention and control practices, and

4) funding streamsand funding models.

6 New York City, Los Angeles County, Chicago, Washington, D.C., Philadelphia, San Francisco, and Baltimore

7 Puerto Rico, U.S. Virgin Islands, and U.S. Affiliated Pacific Islands jurisdictions idaig American Samoa,

Guam, the Marshall Islands, the Federated States of Micronesia, Northern Mariana Islands, and Palau



In reviewing STD programs, the study team principally examinedederally funded intervention
programs supported by the lead federal agency for STD prevention, CDC, and its work with partner
agencies and organizationsand on the models it has developed to estimate funding requirements.
A detailed review of state and locaBTD prevention and controlprograms was outside the scope of
this effort. The end goal was to provide evidence to help inform a national action stegy for
reducing STD transmission rates and improving public health through a unified vision and
coordinated prevention and control programs and services.

Results in Brief

Addressing STDsrequires a unified, coordinated and collaborative approach that is challenge
CEOAT OEA 1T AOEI 160 Eehltidark dystemOMTRICAC i© ke prififal federAl
funder of STD prevention and control programs, it does not provide direct services. That
responsibility lies with the states and localjurisdictio ns, many of whonm but not all? provide
additional funding to support STD programsAs a result there is wide variation across states and
localities in how they address and fund effortsWhile CDC collects and reports on STD rates via its
annual surveillancereport, legalauthority for gathering andreporting the data rests with the states

In addition, numerous other federal agencies and nongovernmental partnethave a role in STD

prevention and control, rendering collaboration across these partnersessentid.

A host of issues exist related to data collection and analysis affecting the reporting of
incidents/cases and associateccosts. The national data are only as good as the data from the
states? and the quality of the data varies widely. Limitations with the data also make it difficult to
predict with certainly the impact of changes in funding, albeit CDC and other studies have
demonstrated that cuts in funding affect STD programs and serviceshich in turn likely affects
STD rates.

In recent years, &éderal funding for CDC has held reasonably steady{owever,when adjusted for
inflation, the funding equates to a significant reduction about 40 percentin purchasing power, at
the same timethat STD rates are rising Continuing resolutionsthat delay funding and often result
in hiring freezes that suspendthe filling of staff vacanciesdirectly affect program initiatives and
staff capacity to carry out program activities. Additionally, state and localjurisdictions have
suffered budget cuts affecting staffing, clinioperations, and the delivery of servicesverall.

By expanding insurance coveragehe ACA in particular, Medicaid expansiorr has had a major
impact on where individuals get screenedand treated. Sincemore individuals are insured, there
has been a shift irscreeningwith more done by private providers than in public health STDclinics.
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This hassignificantly changed the landscape of STD service delivery. It has also resulted in changes
in the insurancemarketplace andin the payment of servicesThe healthcarelandscape continesto
evolve as changes to the ACA are implemented

A number of challenges confront the program administration of STD prevention and control
activities. Included among theseis a wide range oftechnology challenges particularly with respect
to linking electronic health records. Examples include incompatibility across systems
complications from systemsoriginally built for billing rather than health, and the lack oftechnology
staff capacity at all governmental levels.

Finally, the social stigma associated with STDs continues to complicate STD evention and
treatment efforts. Access to care and social equitgften factor in to approaches to reach groups at
higher risk for contracting STDs including racial and ethnic minorities and men who have sex with
men, as well as women and infantadolescents and young adults.

These issues arenot likely to go away any time soon making the need to educate the public and
hedthcare professionals even more important. It is not simply an individual health issue and
responsibility? it is a public healthproblem with broad ramifications.

Currently, aclearly identified, national champion for addressing theSTDepidemic s lacking. Thee

is also aneed to personalize to put a face to the issue as was done successfully with the Ryan
White HIV/ Acquired Immunodeficiency Syndrome AIDS program. Viewing STDs through the las
of maternal and child health especiallyin terms of preventing infant deaths,may be a way tohelp
personalizethe impacts of STDs.

Today, a number of different strategiesand actionplans help to inform STD priorities (e.g., National
Prevention Strategy, Healthy Peopleand National HIV/AIDS). CDC has aimmportant national role,
but its strategic plan is appropriately a plan of action forCDCitself. Very recently, an effort
commenced in the Office of the Assistant Secretafigr Health to begin strategizing anddeveloping a
national STD action plan This is a positive step As this planning effort gets fully underway, it is
essential that it include all the responsible leves? federal, state, local and nongovernmental
partners/stakeholders? involved in STD prevention and control and that the resultant plan
articulate acomprehensive national strategywith actionable steps to stem the tide of STDs.



Methodology

The Academy assembled a fiveiember expert Panel to direct and oversee the studythe Panel
represents prominent medical, scientifig and management leaders with expertise in public health,
epidemiology and biostatistics, and clinical medicingas well as knowledge and experience with key
federal agencies includingCDC the National Institutes of Health Veterans Afairs and Department
of Defense state and local government entities and relevant nonprofits and academic institutions.
The Panel held two inperson meetings and provided ongoing guidance to thprofessional study
team of three who carried out the review based on a structured methodologyAppendix Acontains

a brief biographical sketch of eachiPanel member

The study team performed extensive researcln the form of both primary and secondary data
collection and analysis gathering information through structured interviews with a range of
knowledgeableindividuals in the STD prevention and control spaceand reviewing a wide variety
of government document® studies, grants, strategic/action plas, funding models, surveillance
data, and the like as well as academic and nonprofit published research. The study team also
attended the 2018 Biennial STD Conference in Washington, ®, organized by CDGyhich brought
together federal, state, and local public health officials, as well as academic researchers and
stakeholders from partner STD and public health associations/interest groups and conducted site
visitsto CDCin Atlanta, Georgiaand to a local STD clirc. In addition, the study team attendedSTD
Engage 2018, theNCSD annual conference in Orlando,ldfida, which provided additional
opportunity to connect with public health and partner stakeholders.Appendix B includes alist of
interviewees, and Appendix Cprovides a selected bibliography of the documents and published
research reviewed.

The study team focused on structure, organization, operational management, planning, program
coordination, and the funding/costs of STD prevention and controlprograms. Clinical and
epidemiological issues, beyond the description of reportable STRd.e., what they are, the impact
on individual and the public at large, how they are transmittedind treated, and current prevalence

and incidence rates were beyond the scope of this review.
Organization of Report

This report provides a descriptive examination of the state of STDs in the United States with a focus
on efforts to prevent and control these infectious diseases and the coststerms of public health
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document reviews and interviewsand offers actions for consideration to address STD§he report

is organizedas follows:

T
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Section 1: Stat of the State offhree FederallyReportable STDs

Section 2: ltities with Roles in Stenming the Tide of STDs

Section 3: Challenges and Barriet® Effective STD Prevention and Control
Section 4: Promising Prevention and Contrdhpproaches

Section 5:Actions for Considerationto Address the STD Epidemic



Section 1 : State of the State of Three Federally Reportable STDs

In 1912, state and territorial health agencies worked with the U.S. Public Health Service to issue the
recommendation that local jurisdictions immediately report, by way of telegraph, new cases of five
selectedinfectious diseases this would be followed by a monthly report of ten other diseases by
way of letters. As early as 1944, federal authorities requested reporting of syglis and gonorrhea.

In 1951, a conference of state and territorial epidemiologists issued the first fullgocumented list

of national notifiable diseases following a request fromj OEAT qQ $EOAAOI O 1T &£ #$#

Epidemiology, Alexander Langmuir. Since tlen, CDC, in conjunctiorwith local health departments
and other stakeholders, has maintained the Nationally Notifiable Disease Surveillance System
(NNDSS). CDC publishes the incidence data gathered through this system in kherbidity and
Mortality Weekly Reportand in recent yearshasalso published the data online through a variety of
outlets.

Reporting Requirements

While CDC maintains the NNDSS, state and territorial entities oftdmave their own reporting
requirements. The amount of data and methodolgy by which these data are collected may vary
amongjurisdictions, resulting in gaps in information accessible toCDC. Reporting is not mandated
by federal law or regulation and is a purely voluntary process, giving CDC little ability to require
certain data points be reported, or that the data be reported on a fixed, reliable timetable.

Although not mandated, reporing statistics to CDC is generally accepted agod practice for the
betterment of public health interests and all jurisdictions are, in fact, reportingOrganizations with
an integral role in reporting, like the Council of State and Territorial Epidemiadgists (CSTE)
recommend that members report case information to CDC and other bodies of jurisdicti8i©f note,
CSTE maintains a list query tool that allows users to search for reporting requirements nationwide
on a perstate basis, with filters for diffeeent venues (hospitals, laboratories, andhealthcare

8 National Notifiable Diseases Surveillance System; Available attps://wwwn. cdc.gov/nndss/history.html

9CSTE Notifiable Condition List; Available at:
https://cdn.ymaws.com/www.cste.org/resource/resmgr/PDFs/CSTENotifiableConditionListA. pdf


https://wwwn.cdc.gov/nndss/history.html
https://cdn.ymaws.com/www.cste.org/resource/resmgr/PDFs/CSTENotifiableConditionListA.pdf

providers)10. A cursory use of this tool for reporting requirements on syphilis reveals significant
disparities in reporting times for different providers, between states.Table 2 (on the following
page) is asample of thequery results.

Table2: CSTE Query Tool, syphilis reporting requirements for healthcare providers, 2017

Jurisdiction Healthcare Providers

Alabama 5 days
Arkansas 24 hours
Arizona 5 business days
New YorkCity 24 hours
California 1 business day
Colorado 1 business day
Connecticut 12 hours
District of Columbia 48 hours
Delaware 24 hours
Florida 1 business day
Georgia Immediately
Hawaii 3 business days
lowa 3 days

Idaho 3 business days
lllinois 7 days

Indiana 72 hours
Kansas 7 days
Kentucky 5 business days
Louisiana 1 business day
Massachusetts 24 hours
Maryland 1 business day
Maine 48 hours
Michigan 24 hours
Minnesota 1 business day
Missouri 1 day
Mississippi 24 hours
Montana Immediately

10 Surveillance/Informatics: SRCA Query Tools; Available dittps://www.cste.org/group/SRCAQueryRes


https://www.cste.org/group/SRCAQueryRes

Jurisdiction Healthcare Providers

North Carolina 24 hours
North Dakota 7 days
Nebraska 7 days

AsTable 2demonstrates, reporting timeline requirements can vary greatlyfrom as little astwenty -
four hours to sevendays,acrossstates. Beyond these timeline requirements, criteria for reporting
cases may differ, as well, with some states requiring reporting for confirmed cases onihile

others require both confirmed and suspected cases.

CDC officials raised aumber of concerns to the study team about the standards for reporting at
state and local levels whemeporting cases across different entities Specifically hospitals, primary
care providers, and laboratories may report cases at different phases of illness or be duplivat of
each other. Reports may not include incidence data, offering only confirmed cases with no count of
tests donein total or negative results. This lack of congruence in data makes it difficult to get a
comprehensive view of tle morbidity in certain regions.

Case Definitions for Reporting

The CSTE issues caskefinitions as Position Statements which arevetted by the CSTE Executive

Board and can take anywhere fronforty -eight hours to thirteen weeks to be processed depending

on the urgency of the issue. Once publishedase definition updates inform the NNDSS and are

ET OOAA 11 #$#60 xAAOEOA8s #AOA AARAEET EOEIT T O AAT EAC(
subtypes including primary, secondary, early nonprimary non-secondary, congenital, stillbirth,

unknown duration, or late cases. EacByphilis subtype has a clinical description that outlinesthe
circumstances under which a diagnosis of syphilisshould be reported as that subtype, with

comments that provide context or caveats to tadescription.

Appendix D represents a matrix of the case definitions for the diseases of focus in thistudy.
Screening Guidelines

The United States Preventive Sergés Task Force (USPST#F)an independent, voluntary advisory

group convened by the Agency for Healthcare Research and Qualitissuesevidencedbased STD

screening and treatment guidelines which they update as needs arise CDCalso issues guidelines

that enhance the 5 3 0 3 4ydideldes when a specific public health need for different screening
develops. The CDCguidelines are viewed as recommendedest practices51 1 EEA #$#80 COEA

the5 3 0 3 4déliBes are empowered by law for reimbursement purposes.
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A number of the USPSTF and CD@uidelines are almost identical. USPSTFhowever, grades its
recommendations based on efficacy, using a scale of A, B, C, and D to signify the usefulness of a
DOAAOEAA AT A OI xEAO AACOAA EO OEIT OI A Aks Ei Bl AI
substantial benefit to the patient and therefore, the practice shaild be offered or provided

Conversely, aO$6 OAOET C xI O A AA A OAAT I 1 AT AAOCET1T ACAETC
there is little benefit or even a risk of harm as a result of the practice Section 2713 of the

I £ OAAAT A # AOA Preverdive Héathi Sekiced @duired that health insurance

DOl OEAAOO Al OAO OAOOE Adk(BectiE A105 rdgdirds Madiclrd th expand 1T O O
preventive services coverage consistent with USPSTF recommendations and gives Medicare the
AOOET OEOU O1 AAAI ET A DPAUI AbMedic&t, @ wahpivate iAshrérs, SEAO A O
requiredto coverseOEAAO COAMAA O1d6 10 O"8

Currently, the screening guidelines fodefined populationsare AO  OE A  f@) syphilis ahdidri

AEl AT UAEA AT A Cci11 OOEAA AO OEA O"6 1 AOAI 8

The Three Diseases

The study teamd Gharge was to assess the impact ofthe three nationally reportable STDs
chlamydia, gonorrhea, andsyphilis. The three diseasesall bacterial, share several similarities but
differ radically in severity and both the method and efficacy of treatment.

Chlamydia

Chlamydia is an STD caused by the bacteriuchlamydia trachomatis Symptomatic expression and
complications can vary significantly between men and womenbut most of those infected are
asymptomatic. Justabout 10 percent of men and 530 percent of women diagnosed with chlamydia
develop symptoms, perCD@2. Chlamydia is the most frequently reported bacterial STD in the
United States, with CDC estimating 2.86 million infections annually.

Symptoms of chlamydial infection can vary in those that present with them but typically display as

painful urination, pain with intercourse, lower abdomen pain, penile or vaginal discharge, abnormal

11 patient Protection and Affordable Care Act, U.S. Cod2 (2010) 8 300gg13

12 Chlamydia- CDC Fact Sheet (Detailedfvailable at:https://www.cdc.gov/std/chlamydia/stdfact -
chlamydia-detailed.htm
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vaginal bleeding, or inflammation of the prostate or testes. Therés a wide range of potential
complications, with females being particularly vulnerable. Pelvic inflammatordisease (PID) may
develop in women, which can result in chronic pain or infertility. Pregnant women run the risk of
miscarriage, infection of the newborn chronic pelvic infections or tubal pregnancies that can

rupture and cause death.

Gonorrhea

Causedby the Neisseriagonorrhoeaebacterium, the gonorrhea STDtraditionally infects the mucous
membranesof the reproductive organsin both sexes Infections canalso occur in the mouth, throat,
eyes,and rectum. Gonorrheais one of the most common infectious diseasesin the United States,

with CDCestimating around 820,000 new infections eachyear.!3

Gonorrhea often presents in men as a urethral discharge, painful urination, or both. It may be
delayedin presentation or in 10-15 percent of casesbe asymptomatic.In many women, gonorrhea
is asymptomatic during the acute phase.Despite being asymptomatic, women often proceed to
serious complications from the infection. When symptoms are present, they include vaginal
discharge,pain on urination, or abnormal vaginal bleeding.Non-genital infections present asocular
discharges,sore throat, or rectal pain or discharge.If the individual is already on an antibiotic for
another condition, he/she may be partially or completed treated and escapedetection becauseof
blunted symptoms or false-negative lab cultures. If the person remains asymptomatic, the
individual may continue to be infectious and his/her sexual partner could go untreated, and
infertility canresult. In patients that are immunocompromised, gonorrheacanbe life threatening.

Gonorrhea is transmitted by sexual contact, with infection possible even without bodily fluid
exchange.Treatment and curative therapy is currently achievablewith a dual-therapy regimen of
antibiotics. Prevention is aided by the useof condoms.

Antibiotic resistanceis asignificant, long-term threat for gonorrhea; and treatment guidelines have
beenupdated frequently to match the paceof the development of resistant strains. Severalfederal
initiatives exist to combat the specific threat of antimicrobial resistant (AMR) gonorrhea: the
Gonococcal Isolate Surveillance Project (GISP» with its companion program, the Enhanced

13 Gonorrhea CDC Fact Sheet (Detailed); Available https://www.cdc.gov/std/gonorrhea/stdfact -
gonorrhea-detailed.htm
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Gonococcalsolate Surveillance Project (eGISP)» and Strengtheningthe United StatesResponseto
Resistant Gonorrhea (SURRG) These programs are included in the National Strategy to Combat

Antibiotic ResistantBacteriat4.

Syphilis

Among the three STDs that comprise the focus of this study, syphilis is, perhaps, the most
significant. Caused by the bacteriunTreponemapallidum, syphilis entails symptoms and potential
complications that, if untreated, can result in disability or death. Transmission occurs through

contact with infected tissue, whether in the form of sores or bodily fluids. Transmission orally is
possible but less common.

Syphilis, d this time, can be treated with penicillinin patients not allergic to the drug. Significant
antibiotic resistance has not been observed. Timely diagnosis is critical due to the potential for
severe complications and disease transmission. Other infectious diseases such as HIV are
transmitted more easily to a sexual partner through ope sores called chancres.
Immunocompromised individuals are at risk for more severe complications earlier.

Though more severe, syphilis has the lowest number of reported cases of the three subject STDs of
this study, with 101,567 reported new casescrossall phases of infectionin 2017, perCDC.

Phases

Syphilis, unlike chlamydia and gonorrhea, afflicts patients on a clinical timescale measured in
months to years, and rarely (if ever) poses an acute threat. Infections follow the below stages, with
complications possible at every step:
 Primary Stageq, ! OET ClI A O1 OA hoappdars at the giteof ilfectidoi Bsifath O A h
site can be within an orifice or located in an area otherwise hard to see, and is often
painless, the infected individual m& not notice it. The chancre will heal around a maximum

of six weeks after appearance, regardless of treatment.

1 Secondary Stage If not stopped at the primary stagethe infection will progress to the
second. In this stage, skin rashes or lesions/sores Wappear at sensitive membranes, most

14 Combating the Threat ofAntibiotic -Resistant Gonorrhea Available at:

https://www.cdc.gov/std/gonorrhea/arg/CARB_FACTSHEET2018.pdf
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often the mouth, vagina, or anus. This may be concurrent with, or weeks after, the chancre
having healed. The rash is not itchy or irritating, and may resemble rashes from other
illnesses. In some cases, the rash maye so faint as to not be visible withoutclose
inspection. Some patients may develop large gray or white lesions in the groin, mouth, or
armpit. In certain, more severe cases, flike symptoms, hair loss, and headaches may
coincide with the rash. With or wthout treatment, the symptoms will end.

1 Latent Stage: In the latent stage, the patient will present with no symptoms. This state can
last for years.

1 Tertiary Syphilis: If untreated or allowed to progress, atent syphilis may result in tertiary
syphilis, alife-threatening syndrome. Often occurringen to thirty years after first infection,
tertiary syphilis affects the nervous system (including the brain), eyes, heart, blood vessels,
liver, and even bones and joints. Depending on the organs affected, thian leave
permanent damage and, in some instances, result in death.

At any stage of infectionpeurosyphilis may develop, as maycular syphilis. Both conditions involve
the infection of the nervous system. Neurosyphilis can lead to headaches, altered nanstates,
dyskinesia, paralysis, and even dementia. With ocular syphilis, the bacterium infects the eyes,
resulting in degradation of sight and, potentially, permanent blindness.

Congenital syphilis (CS)efers to a condition present in infants infectedwith syphilis perinatally or

at the time of birth. G5 can result in miscarriage stillbirth, or premature birth, if infection and
symptom expression occurs during pregnancyln 2017, CDC reported that up to 4(@ercent of
babies born to women with an activesyphilis infection might be stillborn or die shortly after birth.15
Some babies born with CS may not display any symptoms at birth, but instead develop symptoms
resembling tertiary or neurosyphilis later on in life. These effects can occur anywhere fromfaw
weeks to even years after birth. Deformities and damage caused by CS can be irreversible and result
in lifelong disability.

15 Congenital Syphilis CDC Fact Sheet; Available [#tps://www.cdc.gov/std/syphilis/cong -syph-feb-2017-
press.pdf
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Infection Landscape  across America

In the recently releasedSexually Transmitted Disease Surveillan2817 report, CDCunderscored
that reportable STDs in the U.S. have reached record highs, with a total of 2,295,739 cases
reported.1¢ All three reportable STDsshowed an increase in their rates, as did complicating factors,
such as congenital syphilis, whiclalthough still a relatively small number overall, had a stark 44
percentincrease in casesThe increases are not an anomaty rates have been increasing in recent
years as noted in the Introduction. The distribution of rates is uneven across the country, with the

highest incidences generally reported in the South.

A total of 1,708,569 cases of chlamydia were reported to CDC, which, the Surveillance Report notes,
makes itthe O1 T OO AT T 111 11 OEEEAAI A AlWitheErfecof 528.8chsesO E A
per 100,000 people, this represents a 6.%ercent increase in 2016 rates. Rates rose across all
regions and all ethnic groups.

Gonorrhea saw an even greater increase in rates, with an 1&6rcent surge over 2016 Rates rose
across all regions and ethnic groupswith 555,608 cases reported to CDC. Rates among men
increased 19.3percent; rates among women increased 17.Bercent.8

While representing the lowest number of cases, nominally, syphilis has shown a sharp and
distressing rise in key areas.In 2017, 30,644 casesof primary and secondary syphilis were
reported, a case rate of 9.5 per 100,000 people. This represents a 1pd¥cent increase from 2016
to 2017. Rates increased in all demographics and in threguarters of states and the District of
Columbia Athough men accounted for almost 90percent of all reported cases of primary and

secondary syphilis MSM comprised 68.2ercent of reported primary and secondary syphilis cases

16 Sexually Transmitted Disease Surveillance 201 Available at:

https://www.cdc.gov/std/stats17/default.htm

17 Sexually Transmitted Disease Surveillance (2017) Chlamydia; Available at:

https://www.cdc.gov/std/stats17/chlamydia.htm

18 Sexually Transmitted Diseae Surveillance (2017) Gonorrhea; Available at:

https://www.cdc.gov/std/stats17/Gonorrhea.htm
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among men and women who were able to provide information on the sex of their partnets.
Notably, the case rate for congenital syphilis increased dramatically, from 9.2 cases per 100,000 to
23.3 cases per 100,000 between 2013 and 2017.

Perhaps most alarmingly, the rates of all three diseases are almost certainly understated due to
gaps in rerting and the fact that many infections will be mitigated by incidental treatment with
antibiotics. Infections may occur and be cured without the individual being aware that he/she was
infected.

Health Equity Concerns

Certain groups are uniquely vulnerabé to sexually transmitted infections due to a variety of social
and economicfactors. Limited access to services, greater likelihood diigh risk behaviors, fear or
distrust of the healthcare system, and proximity to extant cases (among other conditions),
contribute to higher STD rates among certain groups. For example, a 2008 study#by # Bivigion
of STD Prevention entitled Social Determinants and Sexually Transmitted Disease Disparifmsnd
that the rates of syphilis, HIV/AIDS, chlamydia, and gondnea among the black communitycould
range from 5.4 to 17.8 times the rates in white communities.

That same 2008 study identified key disparities in certain populationsesulting from geographic

segregation, health care provision and use, and socioeconomic statker example, despite the fact

that segregation is illegal in the U.S., the study found that segregatiomhich may occur
geographically by neighborhood can be a principal driver of disparity in healthcare access. Citing

2000 Census data that indicates 6@ercenti £ OAT 1 AAT OO0 Al T AEO6 AAET C
study asserts that hindrances to healthcare access within those communities may result in
disproportionate morbidity from STDs; poverty, lack of insurance, and underemployment are all

factors correlated with higher STD rates, which, in turn, fuel those saméactors?t. STDs are

amplified notably by these factors known associal Determinants of HealthAlthough the datacited

19 Sexually Transmitted Disease Surveillance (2017) Syphilis; Available at:

https://www.cdc.gov/std/stats17/Syphilis.htm

20 NCBI ResourcesSocial determinants and sexually transmitted disease disparitidgailable at:
https://www.ncbi .nlm.nih.gov/pubmed/18936725

211bid, S14
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here are dated, the patterns identified are not likely to have changed to such a degree as to nullify

these conditions.
Emerging Drug Resistance

Concerns about atimicrobial resistant bacteria (AMR) are burgeoningglobally. Recentreports of

AMR gonorrhea havegarnered media and scientific attention, withassertionsi £ O3 O0PAO ' T 11 OC
being just on thehorizon22. In March 2018, a case of gonorrhei@entified in the United Kingdom

was reportedly fully resistant to the recommended firstline dual drug therapyzs.

In the United States, there has been a concerted federal effort to address AMR threatsth

gonorrhea included in the focus of anttAMR efforts. The 2013 CDC reporntibiotic Resistance

Threats in the United Stateshamed antibiotic resistant gonorrheaamong OOEA OEOAA 11 0O
threads of its kind &4 Following this report, AOOET OAA xEOE OEA COEAAT AA 1T £ (
Advisors on Science and Technology, the White Housssued the National Strategy to Combat

Antibiotic Resistant Bacteria(CARB). In 2015, the White House published its fiwgear National

Action Plan for CARBJnNder this action plan, existing AMR programsere joined by new efforts and

administratively organized under# $ #[@w3ion of STD Prevention.

CDC AMR Gonorrhea Prograsn

Historically, CDC has maintained multiple programs to monitor and addresirug resistant strains.
As noted earlier, two major surveillance programs arecurrently in operation: 1) GISPwith its
companion, eGISP, an@) SURRG.

22Qpinion Medical ResearchHighly drugresistant bugs are no longer a future problem. After decades of
complacency, urgency is needeivailable at:
https://www.theguardian.com/commentisfree/2018/mar/30/super __-gonorrhoea-antibiotic -crisis-drug-
resistant-bugs

23 CNN:First case of superesistant gonorrhea reportegAvailable at:

https://www.cnn. com/2018/03/28/health/uk -man-multidrug -resistant-gonorrhea-intl/index.html

24CDC: Biggest Threats and Data; Available at:
https://www.cdc.gov/drugresistance/biggest_threats.htmlI?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov
%2Fdrugresistance%2Fthreatreport-2013%2Findex.htm|
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1 GISPwas createdin 1986 to monitor antimicrobial resistancein gonorrhea bacteria in the
United States.Selectedclinics, and state and local public health entities were joined with
regional laboratories and CDCto collect and assessresistance information to detect
resistant strains and treat them with the appropriate antibiotics. GISPoperatesby collecting
gonorrhea specimens from the first twenty-five men diagnosedwith urethral gonorrhea,
who seektreatment at selected STDclinics around the country .25 These samplesare then
tested against the antibiotics traditionally used to treat the infection. Launchedin 2017,
eGISPaugments GISPcapacity by expanding sample collection to women and extragenital
sitesin both sexes

1 Created,and launchedin 2016 with goalsof enhancinginfrastructure and surveillance for
detection of resistant strains, SURRGexpands rapid detection and response capacity and
promotes advancedfield investigations into outbreaks of resistant strains. As of January
2018, nine jurisdictions were participating in this program?2s.

In addition to the two surveillance programs, CDC operates two networks of partn@rganizations:
1) the STD Surveillance Network (SSuN)a coalition of state and local health departments that
receive CDC funding to conduct sentinel and enhanced surveillancand 2) the Antimicrobial
Regional Laboratory Network (ARLN), a group of publitealth laboratories, equipped to handle
AMR laboratory challengs.

Resistance is defined as significantly decreased susceptibility to a given antibiotic, meaning that
increased dosages of that antibiotic would be needed to stop its growth. Currentlyeftriaxone is
the drug-of-choice for gonorrhea treatment (in combination with oral azithromycin). CDC
guidelines ask and recommend that clinicians report observedeftriaxone resistance or treatment
failures, as well as the collection of isolates for analysifsom resistant cases.CDC has updated

treatment guidelines to match evolving resistance abilities oN. gonorrhoeaewith the most recent

25 Appendix Glists GISP sites.

26 CDC: Combatting the Threat of Gonorrhea; Available at:
https://www.cdc.gov/std/gonorrhea/arg/carb.htm
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update in 2015 revising the previous duaittherapy solution. Susceptibility to azithromycin,

however, decreasd from 2013 to 201627.

Intersecting Epidemics

Related or intersecting conditions and challengescross the nation complicateefforts to address

the STD epidemicConcurrent and continuing outbreaks of other diseasesuch as HIV/AIDS as well

as shifting and rising substance abuse conditions suchs opioid addiction, increase the risk factors

for exposure amongcertain population groups. Shared risk behaviors, contact between stalled
OAOEACAS cAI HXPOEA AAAAA EAAI OE A A£A£EANKOGN hav&E anODEA Al
amplifying effect on STD outbreaks.

HIV/AIDS

HIV presents with significant epidemiological and clinical connectionso other STDs Generally,
rates of HIV infection have slowed in recent years?® This runs counter to the trend for those
conventional STDs, whiclare increasing in number as described earlier in this report.

A 2018 study by Kenneth Mayer and Henry de Vries found that advances in the treatment and
prevention of HIV has resulted in the adoption of risk bleaviors that would previously effect HIV

transmission, but now, facilitates the spread of traditional STD% Mayer and de Vries suggest the

use of HAART and PrEP, the standard treatment andedical prophylactic measures for HIV,

respectively, reduced the isk of HIV transmission to such a degree thahigh risk behaviors

previously avoided aOA T 1 x OAAAEI U DOAAOEAAAR AAOGAOEAEI C O
optimism.6 30 This newfound optimism, they went on to say, had the additional effect of
epidemiologically uncoupling HIV from other sexually transmitted infections, as the same behaviors

would no longer result in the same result: someone with HIV and syphilis could transmit syphilis

27 CDCAntibiotic -Resistant Gonorrhea Basic InformationAvailable at:

https://www.cdc.gov/std/gonorrhea/arg/basic.htm

28H|V.gov:New HIV Infections Drop 18 Percent in Six Yearévailable at:https://www.hiv.gov/blog/new -

hiv-infections-drop-18-percent-in-six-years

29H|V and STIs: The New Normal

30]bid, *
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but not HIV during unprotected sex.Becauseof this decoupling, two intersecting-but-separate
epidemics, known as a syndemic, have emerged.

With the fear of HIV transmission ndonger aspronounced as it once wasand alternative therapies

and medical prophylactic measures available to prevent exposure and infection with thirus,
sexually risky behaviors among key groups are more readily practiced H O A @Al Bl Ah
National HIV Behavioral Surveillancendicates that condom use among MSM declined 20 percent
between 2005 and 20113 The decreased use of condoms may be antebuting factor to the
overall increase in STD transmission, particularly among MSM and associated groups.

Drug Use

Drug abuse has a noted relationship with STDs. A 2017 New York Times artieldocumented an
ongoing outbreak of syphilis in Oklahoma fueledn part, by drug use. Other jurisdictions beyond
Oklahoma including Minnesota have reported syphilis outbreaks and increased rates in drug
users33 A 2016 study followed participants in a community engagement program in North Central
Florida, finding that participants who reported illicit drug use were as much as 4.12 times as likely
to report one or more STDs compared to participants who did not report drug usé.A 2006 study,
which found that methamphetamine use correlates with several highiisk sexual behaviors among
high-risk communities, noted a relationship between methamphetamine usage andSTD
transmission.35 Given the shared risk behaviors between drug use and STD transmission, as well as

31 NCBI ResourcesTrends in condom use among MSM in the United States: the role of antiretroviral therapy

and seroadaptive strategiesAvailable at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5838316/

32 New York Times:Hunting a Killer: Sex, Drugs and the Return of Syph#gailable at:

https://www.nytimes.com/2017/08/24/health/syphilis _ -std-united-states.html

33 Minnesota Department of HealthAdvisory: Syphilis on the Rise, Outbreak in Drug Usdrgailable at:
http://www.health.state.mn.us/han/2017/feb27syphilis.pdf

34 NCBI ResourcesPrescription opioid use, illicit drug use, and sexually transmitted infections among
participants from a community engagement program in North Central Floridavailable at:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5836499/

35 NCBI ResourcesCDC Consultation on Methamphetamine Wsel Sexual Risk Behavior for HIV/STD Infection:
Summary and SuggestiopAvailable at:https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1525267/
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overlapping social determinants of health, communities need to be aware of STD outbreaks as
potential sentinels of drug abuse, including opioids whose use has recently burgeoned to crisis
levels.
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Section 2: Entities with Roles in Stem ming the Tide of STDs

STD prevention and control activities involve myriad entities ranging from Federal programthat
provide funding, set national guidelines for disease prevention, condtudasic research, promog¢
education and for certain populations, provide direct services (e.g., the military, veterans, Native
Americans) to state and local programs that carry out STD programs and services (and also provide
funding) and to public and private health care providers who deliver clinical services. Federal
efforts, alone, cutacrossnumerous federal agencies.

Federal Agency Efforts
Centers for Disease Control and Prevention (CDC)

Among federal agenciesCDCin the Department of Health and Human Services (HH$® the lead
agency providing funding directly to states, localitiesand territories to monitor, prevent, and
control STDs. CDC provides national leadership, research, policy assessment and eviddémased
scientific information about STDs to the medical community and the public. It publishes national
STD guidelines and recommendations for screening and supports training and education of health
and medical professionals involvedn STD screening and treatmnt.

Organizationally located within the National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
0O0AOGAT OETT j.#((340qh OEA S$EOEOEIT 1 &£ 343%$ 00AOAI
POT COAI 68 4EA S$EOEOEI T80 DOEI A PolicyElededinenEend i1 AO
prevention strategies.

1 Surveillance CDC assesses the burden and outcomes of reportable STDs to monitor trends,

improve program management and resource allocatiorand estimate costs associated with
STDs.

9 Prevention and control programs: CDC funds STD activities and staffhcluding disease

investigators, in states, certain local jurisdictions, and territories. The primary funding

vehicle is the cooperative agreement. The current cooperative agreement, referred to by

DSTDP aED@ O&I ACOEED DOl COAihd EO OEA O! OGADOI AT Oh
Prevention Strategies (AAPPS)AAPPSegan in 2014 andends on December 312018.36

36 AAPPS had two components: Part A focused the core public health functions of assessment, assurance,

and policy development and focusing on key STD prevention program activities and Part Bsonococcal
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Departments (PCHD)obegins on January 1, 201%nd runs for five years.PCHDagreemens

will focus on conducting surveillance supporting disease investigation and intervention

promoting screening, diagnosistreatment, and prevention; and analyzing and using dta.

Evaluation of the results of the AAPPS cooperative agreemeninformed this successor
PCHDcooperative agreement(SeeAppendix E for the PCHD announcement)

1 Internal and external workforce development and capacity building: CDC supports

partnerships and funds, for example, the National Network of STD Clinical Prevention
Training Centers open to public and private health providersthe STD/HIV Disease
Intervention Services Training Centersandthe DIS CertificationProgram.

1 Research andevaluation: Examples of current research priorities include efforts targeted to

populations with the highest burdens of disease adolescents and young adultsnen who
have sex with men MSM and transgender and pregnant women and promoting the
development of vaccines, therapeuticand point of care diagnostic tests.

4EA $EOEOEI T80 xI OE EO COEAAA AU EOO OOOAOACEA i
the years to identify priorities for addressing STD prevention and aatrol. The current STD Division
plan, with performance measures, covers the period of 2017 T¢ ¢ 8 4EA AEOEOEI 160 DI

OEA . ## ( 3with §e@@ral0STDAdbjectives and performance measuresrrored in each plan

The DSTDPstrategic plan aspires to build the foundation for decreasing STD morbidity, health
disparities from STDs and the incidence of STDs. DSTDP has developed a roadmap for preventing
and controlling the rising rates of chlamydia, gonorrhea and syplis with four key strategies:

1 Enhance surveillance

Isolate Surveillance Project (GISP), was a collaborative project involving CDC, regional GI8er&ories and

local or state STD programs and their affiliated STD clinics and local public health laboratories. The goal was

to establish a scientific base for the selection of treatment options and allow changes in treatment

recommendations and practics before widespread treatment failures occur due to drug resistance. In

AAAEOGEI T h A OObPDPI Al AT OAT A&OT AET C ATT1T O1 AAT AT O xAO OAI A
#1 1 CAT EOA] 3UDPEEIEO 2A0DPT 1 0Ahoe OF O6and buli@podactivileADAAEOU
undertaken in the original AAPPS. The supplemental funding targeted a select set of project areas with high

rates of congenital syphilis.
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1 Promote costeffective STD interventions (e.g., outbreak investigations, testing and
treatment, partner services, and linkage to care)

91 Increase uptake of CDC screening and treatment recommendations
1 Strengthen evidence for STD preventioand control
Thepd AT 60 1T OAOAOAEET ¢ CI A1 6 AOA 0Oi q
Eliminate congenital syphilis
Prevent primary and secondary syphilis

Prevent antimicrobial resistant gonorrhea

=A == =2 =2

Prevent STDrelated pelvic inflammatory disease, ectopic pregnancy, and infertility

The CDC/DSTP website” hosts a wealth of information on STDsgeared toward different
audiencesincluding the general public. The information is easily accessible and reader friendkyor
example, he CDC AtlasPlus data to# allows users to build custom reports (charts, tables or maps)
culled from surveillance files by diseaseand broken out by geography, year (dataare currently
available for the years 20062016), or by national, state, or county.Age and race are nobroken
out?> @Il aged AT A  OAI &re tieAchrfed definers. Program operations guides are also
available for public health personnel and others involved in managing STD prevention programs.
The guides developed originally, in part, in response to the Inst© O A T £ -Hiddek Bpitémicd O
report provide guidance and techniques for developing STD prevention drcontrol programs and
systems.

DSTDP coordinates internally within CDC, for example, with the Center for Surveillance and
National Center for Health &tistics on surveillance and data related issues and within NCHHSTP, it
works closely with the Division of HIV/AIDS and the Division of Adolescent Health on STD related
initiatives . Externally, DSTDP coordinates and collaborates with other HHSagenciesand with other
federal agencies state and local partners and a wide variety of nongovernmental groups and

37CDC: About the Division of STD PreventipAvailable at:https://www.cdc.gov/std/dstdp/default.htm

% CDCNCHHSTP AtlasPlysAvailable at:https://www.cdc.gov/nchhstp/atlas/index.htm?s_cid=bb -od-
atlasplus_002
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associations such as the &tional Coalition of STD Directors (NCSD) the National Association of
County and City Health Officials (NACCHO), the Assaiimin of Stateand Territori al Health Officials
(ASTHO), among others, to carry out its core functions and activities. CDC relies on its partner
organizations to provide technical assistancdo states and localitiesand will tap their help in
surveying their constituencies on issues. For example, NACCHO is conducting surveys to assess the
level of publicly funded STD services offered at the state and at the local levels paequest and
funding from CDC.

surveillance counterparts and emphasizes an important crossutting aspect of comprehensive,
effective STD prevention and control, particularly given overlapping demics, key populations
and intervention strategies. HIVin particular, is called out as STD programs are inherently involved
in high impact HIV prevention, and HIV programsra involved in STD prevention.

According to CDC officials, building relationships is particularly keto effective coordinaion across
the federal agencies given time and resource constraintMoreover, coordination is critical given
the number of federal agencies(highlighted below) that deal with STD issuesand provide grants
and program services relatedo STD prevention and control to states and localities.

A Federal Advisory Committee Act (FACA) committeethe CDC/HRSA Advisory Committee on
HIV, Viral Hepatitis, and STD Prevention and Treatment is in place at the Health Resources and
Services Adminigration (HRSA) 4 EA AT 1 1 EOOAA8O AEAOCA EO NOEOA AOI
the state of opioids taking up a large part of the agenda. However, an example of a recent (2018)
STDrelated effort is an STD workgroup drawn from the larger committee that pvided comments

on the draft DSTDP/CDC clinical guidelines for STD car€DC is incorporating the input into the
planned update to the 2015 guidelinescheduled for release in 2019. Finally, language inserted into
the FY 2019 HHS Appropriation Committee €port, supports and encourags collaboration
between CDC and HRSANd between CDC and the Centers for Medicare and Medicaid (CMS)
well, the prior FY 2018 Committee Report cafid out coordination between CDC and the National
Institutes of Health (NIH)2® and highlighted the recognition that coordination and collaboration
across federal agenciets necessaryin order to address therising STD rates.

% 115t Congress Conference Committee from the House (1-B62) and Senate (115289) Reports, 2d

Session, Department of Labor, Health and Human Services and Related Agencies AppropnatiBill, 2019
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Other Federal Agencieswith a role in STD Prevention and Control

Given the mission and expanse ¢fiHS it is not surprising that a number of other HHS agenciem
addition to CDC, have a role in STD prevention and controbome of more significance or size than
others. Stll other federal agencies such as the Department of Defense, tbepartment of Veterans

has the lead role, there are many federal players across the STxep Below 5 a snapshot of those
agencies.

U.SDepartment of Health and Human ServicesAgencies

Health Resources and Services Administration (HRSA)

HRSA supports health programs and services targeting the underserved andresk populations
and promotes improvements inhealthcare access and quality. HRSA has a kepllaborative role
with CDC in STD prevention and control, througthe following bureaus/offices.

9 Bureau of Primary Health : The Bureau administers the Health Center Program, Section
330 of the Public Health Service A@p providing primary and related care health services
These servicesinclude voluntary family planning, as a component of reproductive
healthcare and screening and treatment of STIgsexually transmitted infections). The
health centers, known as Federally Qualified Health Centers (FQHO3)ovide affordable
and accessible primary care to patients regardless of their ability to pay. They play an
important role as community-based health centers on the front line providing STD
screening and treatment services, particularly in communities where STD clinics have
shuttered due to state and local budget cuts.

1 HIV/AIDs Bureau: The Bureau administers the Ryan White HIV/AIDS$rogram, which
funds direct healthcare and support services for individuals living with HIV. The program
coordinates with states, cities and local clinics, or community-based organizatiors to

and the Senate Report (115150), 1st Session, Department of Labor, Health and Human Services and Related

Agencies Appropriations, 2018

“® National Association of Community Health Centers: 330 Statute and Program Requirements; Available at:

http://www.nachc.org/policy -matters/regulatory -issues/330-program-requirements/
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deliver HIV care, treatment and support to low-income people living with HIV. Ryan White
is a payer of last resort, paying for services not covered by other federal or state programs
or private insurance4! The program allows recipients to use HIV/AIDS funds to help
support STD services. (Please sg8TD kinding in Section3.)

A In January 2018, the Bureau posted a notice of funding opportunity for a
cooperative agreenent supporting a three-year demonstration project
Omproving Sexually Transmitted Infection Screening and Treatment among
People Living with or at Risk for HI\6 Its purpose was to fund a single entity
that will work with HRSA to promote and evaluate cliical service and system
level interventions to improve the screening and treatment ofSTIs among low
income people living with HIV or at risk of HIV. The recipient would identify
three service jurisdictions and fund between three and five intervention site
within the jurisdictions to implement the interventions. In August 2018, he
cooperative agreementwas awarded to Rutgers School of Nursing; it will run
from September 30, 2018 through September 29, 2021. Clinical and systems
level institutions in Washington, D.C., northern Florida and the Florida
panhandle, and southern Louisiana will partner to implement, evaluate and
disseminate results and best practices identified during the course of the

interventions.

1 Maternal and Child Health Bureau. The Bureau administers the Maternal and Child Health
Program, a block grant program aimed at improving the health of mothers, childreand
their families, especially for those with low incomes or limited availability of care. Reducing
infant mortality and provid ing prenatal, delivery, and postnatal care to women, especially at
risk and low incomewomen, are key strategies. The Bureau collaborates with CDC/DSTDP
on congenital syphilis.

41 The Ryan White Program comprises five parts: Part?Atargets cities disproportionately affected by HIV;
Part B> assists states and territories; Part € focuses on quality primary care services with intervention,
planning, and development grants; Part D targets women, infants, children, youtand their families; and Part

F funds the AIDEducation and Training Centers fohealthcare providers.
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recommendation for directed behavioral counseling by ahealthcare provider or
appropriately trained individual for sexually active adolescents and adult wmen at an
increased risk for STIs.

National Institutes of Health (NIH)

At NIH, two institutes have major rolesn STD prevention and control:

1 The National Institute of Allergy and Infectious Diseases (NIAIDfunds and conducts both
basic and clinical research on STDs. A current key focus is on antibiotic drug resistant
gonorrhea and vaccine development. NIAID also funds and conducts collaborative infectious
AT A 34%$ Al ETEAAl OAOAAOAE xEOE OEA $ADAOOI AT «
Research Pogram (IDCRP) to reduce the impact of the diseases on the military.
1 The Eunice Kennedy ShriverNational Institute of Child Health and Human Development
(NICHD)funds clinical research including STD related research. The focus is on women and
children. One example of a completed studynoted on the NICHD websités GPreventing
Congenital Syphilisd

Centers of Medicare and Medicaid (CMS)

CMS oversees the Medicare and Medicaid programs, which finance clinical caiacluding STD
screening and treatmentfor covered populations. Medicare is a federal program for seniors (65
years and older) and certainpersons with severedisabilities and end stage renal diseaseMedicaid
is a joint federal and state program administered by the statethat set eligibility requirements,
within broad federal guidelines. It is a meanstested program, intended for the persons meeting
income eligibility requirements, based on thefederally established poverty level. Both programs
serve as the payeifor covered medical services thata wide range of clinical care providersmay
provide.

24EA 711 AT860 00AOAT OEOA 3AO0O0EAAOG ' OEAAT ET A0 xAOA AAOAI
Sciences, Engineering and Medicine (formerly, the Institute of Medicine) repoElinical Preventive Services

for Women: Closing the Gap,to guide clinicians on services they should routinely offer to patients.
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CMS also administerdarge portions of the Patient Protection and Affordable Care Act, which
established a set ofssential health benefite e.g.,preventive services including the screening of
STD9 that public and private health insurers are expected to cover. These services dot require
a patientco-pay. (Section 4discusses the hallenges related to these program$

Substance Abuse and Mental Health Services Administration (S _AMSHA)

TheSAMSHA AAAO A &£EA 000 Oi AAOAT AA OEA TAOETT180 AAEAOD
agencies, is to reduce the impact of substance abuse and mental health on communities. SAMSHA
collaborates with CDC on cebccurring conditions for individuals with STDs and publishes best

practice guidance, known as TIP8& Treatment Improvement Protocol® that crosscut co

occurring conditions such as substance abuseithr the homeless, and HIV and STDs.

Indian Health Service (IHS)

IHS is the federal health program for American Indians and Alaska Natives. IHS provides
comprehensive healthcare services and collaborates with CDC and its partners on STD prevention
and control screening, treatment, outreach and educationahpproaches, adapting them for its
constituency. IHS also conducts surveillance and in concert with CDC publishes an Indian Health
Surveillance Report every two years.

Food and Drug Administration (EDA)

FDA has oversight responsibility for insuring the saféy of pharmaceuticals and diagnostic tests
used in the prevention and treatmentof STDs and funds research to support its regulatory
responsibilities and to advance health.

Office of the Assistant Secretary for Health

Two offices in particular, in the Office of the Assistant Secretarjor Health play a role in STD
prevention.

*® Substance Abuse and Mental Health Services Administration Publications, Treatment Improvement

Protocols (TIPS) Available athttps://store.samhsa.gov/series
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9 Office of Population Affairs 2 administers Title X of the Public Health Service At the
Family Planning Program. The program is the only domestic program devoted solely to
family planning and related preventive health servicesTitle X-funded dinical services
include contraceptive services and supplies, STD screening and treatment, and
preconception healthcare. These services are confidential and must be available to low
income individuals on a slidingfee scale. The program funds grants to providers rather than
direct reimbursement for services.

9 Office of Adolescent Healthe provides links to resources on adolescent health and STDs
and administers the Teen Pregnancy Initiaties, which focuses on preventing teen
pregnancy and educating teens on STDs and HIV prevention.

Other Federal Agencies

Department of Defense (DoD)

Healthcare for active service members is provided by DoD. Within DoD, the Armed Forces Health
Surveillance Center (AFHSC) monitors and evaluates surveillance data, including STD infections
occurring across the military, through the Defense Medical Surveillance System. A Medical
Surveillance Monthly Report provides evidencédased estimates of incidence, distribtion, impact,
and trends of healthrelated conditions among service members. An Infectious Diseases Clinical
Research Program (IDCRP), created under an interagency agreement between the Uniformed
Services University of the Health Services and NIAID, supp®rclinical research, including ST
related studies, with the military health system.STIs area special focus; IDCRP has established a
goal to support DoD STI preventiondiagnosis and treatment among activeduty members and
beneficiaries. Examples of IBCRP initiatives includethe GC (Gonorrhea) Resistance Study and
Repository and the Srual and Social Network Study.

44 Title X Z Population Research and Voluntary Family Planning Programs; Available at:

https://www.hhs.gov/opa/sites/default/files/title _ -x-statute-attachment-a_0.pdf

*® Office of Adolescent Health, Teen Pregnancy Prevention Prografivailable at:

https://www.hhs.gov/ash/oah/grant -programs/teen-pregnancy-prevention-program-tpp/about/index.html
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Department of Veterans Affairs (VA)

VA provides clinical care services to veterans through its hospital and outpatient clinic systems,
administered by the Veterans Health Administration (VHA). Within VHA, the National Center for

(AAT OE 0OTiITOETIT AT A SEOAAOA 0OAOAT OEI T amandi 1T OAO
guides addressing STIs.

Department of Justice 2 Federal Bureau of Prisons (FBOP)

FBOP provides clinical services screening and treatment for individuals incarcerated in the
federal prison system. FBOP developed clinical guidance, adapted frahe CDC, to medically
manage exposure t@nd to treat STDs within the prison seting.

State and Local Efforts

States and locajurisdictions are the primary providers of public health STD prevention and control
services. Essentially, they are where the action is. How these states and localities structure and fund
STD programs and sefices are very much a function of state and local laws and regulations, local
customg cultures, and demographics, as well as morbidity rates. As a result, wide variation exists
across the nation in state and local programslhe actual provision of servicedakes place at the
local level, but the responsibility for program administration varies.In more than half the states,
public health is astate program butadministered locally; in some, it isfully state administered; and

in others, thereis a shared ormixed governance (i.e. more than one governance typdjigure 1, on
the following page, is a map of the United States that depicts in which manner public health is
administered by each state, respectively.
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Figurel: NACCHG®orces of Change Profile Study 20 Paiblic Health Program Governance
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Irrespective of their size and structure, there are six core functions performed by state and local

programs.

Table 3¢ Six core functions performed by state and local programs

Core Function Description

Public Health Surveillance

Testing

Treatment and Linkage to

Care

Contact Tracing

Behavioral Counseling

Education

State health departments collect and report on STD cases to C|
for national tracking to identify patterns, trends, and outbreaks
and respondlocally to outbreaks.

State and local programs help make screening service
accessible particularly for uninsured high risk individuals and
individuals with known exposure to an STD.

Disease intervention specialists (DIS) help infected persons g
treatment and help link partners to testing and teatment.

DIS perform outreach going into communities to find STD case
and prevent future cases.

STD program staff work oneon-one with patients to determine
risk, set goalsand develop plans.

Program stafs host workshops, provide educational materials,
collaborate with schools and community groups and share
information with healthcare providers.

46 CDC website: STD Spotlight on STD Prevention and Control Programs
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the groundd ability to monitor and understand local trends through casebased surveillance and to

respond to emerging threatst’” Most importantly, they have the authority to conduct disease
investigation activities. With most STDs now reportedly diagnosed outside public STD clinics, they

must also work with primary and other healthcare providers and organizations to promote STD

screening, treatment and other servicesis

State and local programs depend on federal funding for STD initiatives, as well as technical
assistance and education. At times, in the caselofD OAOAAEO AT A AEOAAOA EIT OAO0O
Office staff will augment these state and local public health staff and assist in outbreak resporise

addition to publicly provided support, a number of non-governmental organizations NGG)

provide important assistance to state and local public health departments, often in concert with

federal STD programs. There are many groupsbut some of the more prominent include:

1 National Association of State STD Directors (NCSD)
National Association of County and @i Health Officials (NACCHO)
Association of State and Territorial Health Officials (ASTHO)

American Sexually Transmitted DiseaseAssociation(ASTDA)

= = =2 =4

American Sexual Health Association (ASHA)

The NGO groups advocate for their constituencies and provide ctical support in technical
assistance, policy development, and educatiodMSTDA, whose mission is the control and study of
STDs, publishes a scientific journal dedicated to STDs.

47 Centers for Disease Control and Prevention, National Center for HAIDS, Viral Hepatitis, STD and TB
00AOAT OET T h O30O0OAT COEATEITC 34%$ 0OAOAT ¢EHD),CBRFA #1711 OOT 1 .
PS191901,2018

48 Centers for Disease Control and Prewntion, Sexually Transmitted Diseases Treatment Guidelines, MMWR

Recommendations and Reports 2015;64(3)
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States and local public health departments also collaborate witthe other programs noted earlier,
suchas the Title XFamily Planning,to advance STD prevention and control activitiedn fact, CDE
funded programs require program collaboration. For exampleCDC expectsrecipients of the
upcoming PCHD cooperativagreementto work with:

1 regional centers for STD clinical training and education through the National Network of
STD Clinical Prevention Training Centers to promote quality and identify healthcare
providers and organizations to target for clinical training and educationand

1 the National Network to Enhance Capacity of State and Locally Transmitted Disease
Prevention Program (NNECS) to strengthen policy developmentommunication, and
collaboration, and to address STD technical issuegNote: The sponsor of this study, BSD
is the current contractor for NNECS.)

CDC also expect recipients to seek partnerships with clinical providers and healthcare
organizations such asFQHCs schootbased health centers, correctional facilities, Medicaid
programs, large health plans, pradssional medical and nursing organizations, ah academic
institutions.

Some states and local public health departments have integratédeir STD and HIV programgo
provide combined service delivery As noted earlier( 2 3 !R§a® White HIV/AIDS program moey
recipients to work closely with CDCGfunded HIV surveillance and prevention programs operating in
their area; STDrelated HIV prevention is a crosscutting strategy.

Challenges confronting states and local public health departments include the lack of predictability
in funding and constrained resources at the federalstate, and local levek even in the face of
burgeoning rates of STDsStaffing capacity and the ability to influence other organizations are
barriers to implementing STD initiatives4® Section 3 Challenges and Barriers to Effective STD
Prevention and Contro| discusses hese issuesn greater detail.

National Plan s to Address STDs

*The Interim Assessment of STD AAPPS, Summary of Key Findings, CDC/DSTDP, 2017
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Over the years there have been a number of national strategies and action plans to address
individual sexually transmitted diseases and crosscutting health and wellness plans that call out
STDs as a urgentand major public health problem.

Examples of broadbased plans within the pastwenty years include:
1 National Prevention StrategyJune 2011)
1 Healthy People 2010 and Healthy People 2020
T 4EA 300CAIT 'ATAOAI 80 #Al1l O1 !''AOGETT O 0011160
Behavior(July 2001)

These plans specifically cite STDs as a significant health risk and establish strategies or action steps
for addressing STDs in the overarching contéxof health and wellness. TheNational Prevention
Strategy emanated from the National Prevention Counc# which was created by the Patient
Protection and Affordable Care Act; the Surgeon Generals the chair. Healthy Peoplebegan as a
Surgeon General inmative in 1979. The first Healthy Peopleplan was issued in 1990 it has been
updated and issued every decadsince. (Healthy People 203(is currently under development
And, as its name impliesthe 3 OO CAT T Cal o AdighitodPédmote Sexual Héa was alo a
Surgeon General initiative.

Examples ofdisease specific plans include:
1 National Strategy for Combating Antibiotic Resistant Bacteli@eptember 2014)
1 National HIV/AIDS Strategy for the U.S. Updated to 2¢20ly 2015)
1 National Viral Hepatitis Action Plan(January 2017)

The National Strategy for Combating Antibiotic Resistant Bactersamanated from the White House
AT A ET & Ol AA AU OEA x1 OE 1T &£ OEA O0OAOGEAAT 0860 #1 O1 .
White House Office of National AID®olicy released the first National AIDS Strategy in 2010

50 The National Prevention Council is a separate entity from the U.SeRentive Services Task Force (USPSTF).
USPSTF, created in 1984, is an independent volunteer panel of experts in prevention and evidelnased

medicine that issues recommendations for patient care. A recent example is the recommendation for syphilis
screening for in pregnant women issued in September 2018. It is unclear whether the National Prevention

Council is currently active; the last annual report is dated 2014.
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Planning is currently underway, led by the HHS Office of the Assistant Secretary of Healih update
the plan along with the National Viral Hepatitis Action Planfirst released in 2011. As notedn the

description of the latter plan5! these are national plang not federal agency plans.

This list is illustrative only? and not intended to be all encompassing of the many plans and
initiatives that have been established as national health priorities energe. However, a similar
national plan addressing the reportable STDs currently not in place.

In 1999, CDC issuedhe National Plan to Eliminate Syphilis from the United Statesgmmonly
referred to asSEB the Syphilis Elimination Effort. It was a cokborative effort between CDC and a
wide range of partners, both public and private at the national, state and local levels2 While
OT AOET 1 Ajitdocutet onigdographic areas with high morbidity. At the time of its launch, the
data suggested thatit was possible to eliminate syphilis as rates were close totheir nadir
nationally.53 Rates in the targeted areas did see drops in the number of casdsit by 2002, rates
were increasing among certain populations. In May 2006, CDC issued an updated playsting the
elimination goal and refocusing the effort. The program ended in 201&nd, while it achieved some
early successes, it is not considered a succeasgerall, assyphilis rates have increased steadily since.
In addition, as an unintended consequace, thoseinitial successescontributed to reductions in
funding at both the federal and state and local levels in turn affecting prevention and control
efforts. Essentially, monies were shifted to other priorities? not an uncommon occurrencefor

programs competing forthe same pools ofwvailable, but often limited, funding.

CDC conducted a number of evaluations of the 2006 SEE prograamd the lessons learned are
instructive for future plans. Dr. Gail Bolan, the DSTDP Director and her colleague Jo Wi, the
DSTDP Director of the Office of Health Equity, recently published an artigdehighlighting key
lessons learned from the SEE experience. They grouped the lessons into five essential ianog

components:

51 National Viral Hepatitis Action Plan 20172020, Department of Health and Human Servicedanuary 2017

52 The National Plan to Eliminate Syphilis from the United States

$SO3UPEEI EO %l EI ET AQGEI T ¢dg ,A0OT 10O , AAOT AA Seqdlgl ho *
Transmitted Diseasesv/olume 45, Number 95, September 2018

54 |bid.
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1) Access to care is essentia? Financial, structural, personal, and interpersonal barriers can
limit access to SThealthcareservices.

2) Expanded partnerships are critical ? The wellness context requires engagement of new
partners to incorporate evolving conceptual frameworks such as those addressirgguity
and sexual health.

3) Diverse epidemics require tailored interventions 2 Public health programs do not evolve
as quickly as STD epidemics (i.e., delays occur between outbreak and programmatic
responses.)

4) Effective program evaluation is critical ? More robust, rigorous program evaluation is
needed to help insure how best to use limited resources. (The authors further note here that
the diversity of the syphilis high morbidity areas made national evaluation impractical.)

5) It takes more than money? The SEE camaign did not receive funding at the requested
level, but successful programs can adapt to limited resources by partnering with others.

The DSTDP Strategic Plan, together with the NCHHSTP Strategic Plan, establi€i2Gstrategies
and CDCaction plans, a pint division staff quickly to note. While national in scope, the plans and

strategies addressonly x EAO EO xEOEET #$#60 bOOGEAdbeyondiisAU Al

purview. Moreover, CDC cannot realistically be held to a performance standard of d&se
elimination, when it does not control the provision of servicesHowever, it canadvocate, influence,
and support partners through policy, funding, technical assistance and the like, whigh turn, can
affect a reduction of STDs.

A national STD action plan may be on the horizonh& Office of the Assistant Secretary for Healib
spearheadng a planning effort to strategize anddevelop such a plan.The effort is in its nascent
stages, but the goal is to finalize a national STRction plan by early 2020, a relatively aggressive
timetable. An interagency working group is being formed and listening sessionas well as direct
outreach to stakeholders including state and local entities and NGQs planned. To develop a truly
national STD plan, planning must irclude all partners? federal, state, local, and territorial
agencies/jurisdictions, nonprofits, acaagmic institutions, and the like and the plan itself must be
actionable. The efforts outlinedby the Office of the Assistant Secretary for Health appedoth
appropriate and timely? and a very important step in addressing the STD epidemic.
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Section 3: Challenges and Batrriers to Effective STD Prevention
and Control

A number of significant challenges and barriersconfront STD program staff, public health
providers, and their partners in their efforts to effect change and helpeduce incidence of STDs
First, the complex andoften-changing system for delivering and paying for healthcare is a challenge
for usersto comprehend, let alone navigate. For CQChallenges includethe fragmentation of funds
across prograns? both the programs it funds and those related programs fundeth other ways?
together with the challenges of coordinating efforts the limited control of spending by states,
territories , and cities, and the inverse relationship between the growth in STDs and funding levels.
Further, data to understand the economic impact of STDs and the effects of changes to funding on
future economic impact are in short supply.Technology also poses amadditional challenge. The
collection of basic surveillance data involvesolving substantial interoperability problems across
jurisdictions. Finally, evaluation is hindered by inherent data and design issues rad funding
challenges which present barriers to developing the kinds ofstudies that can advance program

effectiveness These challengesre discussed in more detail below.
Provision of Healthcare Services
A Fragmented System at All Levels

The United States healthcare system is like a multiimensional puzzle with many moving parts
The federal,state, and localgovernments and the terriories can and do, make laws and regulations
concerning aspects of access to thHeealthcare system. Payment for healthcare services comes via
the government, through for example, Medicare for seniors and individuals with specified
disabilities (as noted inSection2), and Medicaid for low income families and individuals: Separate
systems provide a&tive duty military and veterans their medical care that delives many health

55 Although these are the two largesthealthcare programs, others also exist such as Children's Health
Insurance Program (CHIP), and the Ryan White program which offer insurance coverage and/or services to
specific groups of beneficiaries. Further prison populatios receive care through theFederal Bureau of
Prisons for federal facilities and separate provider entities in each of the 50 statebhe Indian Health Service

(IHS) provides healthcareto Native Americans living on reservations and those living in some urban areas.
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services directly to those coverd. Private insurance coverage typically provided through
employers andless oftenpurchased directly by individuals covers large numbers of families and
individuals across the nation. The number covered by private health plans has grown since
implementation of the Patient Protection and Affordable Care ActACA which made private plans
available on federal and state marketplacesFinally, millions of Americans have no healthcare
coverage at all. In short, the United States really does not have a singéalthcare system. Rather,
the "system" is different both acros and within states.

With the implementation of the ACAin 2014, the already complex landscape of federalstate and
territory laws and regulations became even more compleMajor provisions of ACA includel:

1 Requiring that insurers accept all applicants, regardless of prexisting condition or sex, and
charge the same rate without regard to eithepre-existing condition or sex

1 Requiring everyone to have insurance, with a penalty for remaining unsured that would
take effect in 2016 two years after implementation of the laws

9 Offering the financing for Medicaid expansion to the stateso that Medicaid could be
offered to an increased number of their lowincome residents?

1 Allowing children to remain on their parents' health insurance until aggwenty -six

9 Offering premium subsidies to households with earnings from 100 percent to 400 percent
of the federal poverty line to make coverage more affordable

1 Requiring that insurancecover essential health baefits, including preventive care.

As intended, he ACA has substantially reduced the number of uninsured in the years since
implementation. However, it has not achieved its full promise for a number of reasongirst,
nineteen states arenot Medicaid expansion states,leaving many of the poor in those states without

56 This requirement, rescinded by the 2017 Tax Cuts and Jobs Astno longer in effect as of January 1, 2019

57 QOriginally, a requirement, Medicaid expansion is optionalbecauseof the June 28, 2012ruling on ACA.In
participating states eligibility for Medicaid is increased for those with income up to 133 percent of that

states' poverty level, and for initial yearsthe federal government pays 100 percent of the cost.
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coverage?® These states still have the basic Medicaid that insures those below a certain poverty
line. In addition, although many buyers receive subsidizedoremiums, these premiums are still
unaffordable to a substantial portion of those needing coverageMoreover, for those with
insurance, high deductibles and cgays may limit their access to carerinally, others may remain
uninsured because they find the requirements to apply for insuranceob challenging or they
objected to mandated coverage angreferred to pay a penalty for abstaining from coverageThe
penalty for not maintaining healthcare coverage however,disappearsin 2019, as a result of the Tax
Cuts and Jobs Adligned into law in December 2017.

In some casesprovisions of the ACA may have had an unintended consequence that affects STD
treatment options. Believing that ACA extended insurance coverage to more Americans (which it
did)5°, some governmentsupported public healthcare alternatives such as STD clinics were closed
anticipating a reduction in needé® However, dthough ACA did in fact, expand coverage, there are
still millions of people not covered by insurance or otherhealthcare programs. This means that
their STD testing @tions became more imited. As STD clinics closed, thavailable alternativefor
those in certain medically underserved communitieswas a Federally Qualified Health Clinic
(FQHC).But these clinics often lackedcapacity to add large numbers of additional @tients to their
workload. In addition, these clinics may not be staffed withthe disease intervention specialists
(D19 personnel needed to do both counselingf those who test positive for STDs and contact

tracing of partners to ensure that they also reeive treatment.

58 Virginia becomes an expansion state on January 1, 2019. In addition, 2018 election resultdll increase the
number of participating states Voters in three states Idaho, Nebraskaand Utahe approved referendums to
adopt the expanded program; and in Maie, where voters had earlier approved expansion, but the current
governor had halted its implementation, the newly elected incoming governor plans to proceed with

implementation.

59 From a 2013 baseline fre-ACA) of 57 million covered by Medicaid, coveragerew to 73 million in June
2018. The bulk of the growth came in thehirty -one Medicaid Expansion states (about 15 million people)

compared to those states that did not adopt Medicaid Expansion (about 3 million people)

60 Funding cuts unrelated to ACA no ddut also contributed to closing clinic facilities that served the
uninsured population. Public health facilities, including STD clinicswere closing prior to implementation of
ACA.
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In addition, a very popular provision of ACA extends young adults' insurance coverage on parents'
policies until the age oftwenty-six. The positive consequence in terms of potential testing and
treatment for STDs is that treatment is avadble to them through insurancerelated providers. The
downside, hawvever, is that these insurance providers send the person holding the policy the
parent? an "Explanation of Benefits" This means that parents will be informed of any STD testing
and treatment? an outcome that young adults may want to avoid. According to a National Center
for Health Statistics Data Brief (2016), 7 percent of youth between the agesfdfeen and twenty-
five would not seek sexual or reproductivehealthcare because of concerns thatheir parents would
find out. For the youngest cohort in this survey, 17 percent of youth agéteen to seventeenyears
old would avoid this type ofhealthcarebecause of concerns related to parents finding oGt.

In addition to a fragmented array of lavs and regulations anda variety of sources of paymentor
healthcare, thedelivery of healthcare servicess also fragmented. Those seekinbealthcare could
potentially receive care at public health clinics including=QHG, specialty clinics that care fothose
with a specific medical issue, such as STdinics, health maintenance organizationHMO) medical
facilities, emergency rooms, jails and prisonsnd college campus facilitiesamong other locations.
The decision about where to seek treatment depends on a variety of factors includite D AOE AT 08 O
type of healthcare coverage which providers accept that coveragethe type of illness or injury, and
convenience. In the case of STDs, social stigma could drive individuals to seek privacy for testing
and treatment. They may and often do,choose to seek care at somewhere other than their usual
provider. The vast mix of coverage and settings can lead to confosifor individuals about who will
pay for testing and where to go for testing. Uncertainty can lead to foregoing or delaying testing,

and thus, could result in exposure of more partners to STRsd higher risk of sequelae

Multiple potential settings can also lead to inconsistencyin screening and treatment among
healthcare providers both in public and private settings For example, some providers may be
diligent in asking appropriate screening questions to particularly vulnerable groups such asung
adults or men who have sex with men MISM. They may assess the need for appropriate STD
testing, follow through with the testing and treatment when needed, and properly submit
surveillance data. Others, however, may nofccording to data from a natbnally representative

61 National Center for Health Statistics, Data Brief No. 266, December 2016.
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survey of men and women agéifteen to forty-four, the National Survey of Family Growthonly 47
percent of women and 23 percent of men with recent sexual activity received a sexual risk
assessment from a doctor or other medical carprovider in the past year.®2 This means that even
just asking the guestions that could lead to testing is not happening in large numbers of cases. As a
result, some who should receive testing and treatment may not be receiving Biven the serious
conseqlences of untreated STDs, the longerm effects of failing to test and treat are both
financially and medically substantial.

As discussed in an earlier section of this report, STDs are more prevalent in some segments of the
population than in others. Lack d, and limited, healthcare coverage, is correlated with higher STD
rates. Similarly, those at the poverty level have higher rates of STDs and are less likely to have
insurance. While Medicaid does covemany millions of low income individuals,additional millions

are still without coverage. Most of the stateghat did not opt-in for Medicaid expansion are
southern states. These states have disproportionately high incidence rates for STRich means
access tchealthcaremay be lacking for some who need the mog in relation to sexual health.

The fragmented nature of the testing and treatment environment also leads to issues with
collecting the surveillance data that is of vital importance in planning STD control strategies. Timely
information, for example, about clusters of cases, can lead to a focused strategy to contitud

spread of infection. Accurate numbers are also important for overall budget planning and for

national strategies to reduce prevalence.
STD Funding & Amounts and Funding Streams

As noted earlier, CDC is the only federal agency that funds state, territorjaind local public health
departments to monitor, prevent, and control the spread of STDs. Section 318 of the Public Health
Service Act? authorizes STD funding for public health deartments, academic institutions and
public health organizations. The states, localitiegand territories provide the clinical services. CDC
officials and partner groups note that the fact that CDC does not directly pay for services cah
times, complicate interactions with lawmakers who tend to be more familiar with the structure of

the Ryan White HIV programwhich does fund direct services, particularly wherthe CDC prioritizes

62 National Center for Health Statistics, National Health Statistics Report, Number 110, March 29, 2018.

63 Section 318 (a)(b)(c) of the Public Health Service Act [42 U.S.C. Section 247c (a)(b) and (c)] as amended
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funding requests for surveillance. According to CDC officials, the STD landpe is not well known

to appropriators? and making a case for surveillance activities can be a harder sell than treatment,
particularly given competing priorities for limited dollars. Because STD programs are state and
local programs, with wide variations CDC cannot always explain fully how states use STD funding.
Still Congress has supported the STD program and held fairly firm against proposals to cut the
program. The recently enactedfiscal year (FY) 2019 appropriation is $5 million above the
Presidentd O 2@ 9 budget proposal.

Over the pastfew yearsthe# $#6 O $343$0 AOT AET ¢ EAO EAT A OAAOI T AA
reduction in FY2017.

Table4 ¢ DSTDP Funding by Fiscal Year

Fiscal Year FY 2014 FY 2015 FY 2016 FY 2017 FY 2018 FY 2019
Funding in $157.3 $157.3 $157.3 $152.3 $157.3 $157.3
millions

These numbers are actual dollars and are not adjusted for inflatiorin terms of purchasing power,
the division hasexperienced a 4Qpercent decreasesince 2003 The charton the following page
provides a snapshot of actual and inflation adjusted funding.
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Figure 2- Snapshot of Actual and Inflation Adjusted DSTDP Fun?fing
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The FY 2019 appropriation is the first time intwenty-two years thatthe CDC has not been under a
continuing resolution (CR) for the start of a new fiscal year. While certainly not unique to CDC, CRs
EAOA A T AET O EIiPAAO 11 OEA ACAT AUus0O AAEI EOU O &4
funds and underscoring the uncertainty of final funding with the ripple effect occurring at the
state and local levels in terms of what funding they can expect and when. In addition, there is no
certainty that once enacted, the approved funding amounts will remain stable. Program cuts can be
directed after an appropriation is approwed. For example,in late FY 2018, $558,000 was
transferred from the STD program to fund another HH®riority 65 and the President just recently
directed that all agencies take a 5 percent reductiom their FY 2019 budgetsin response to current
budget deficit estimates.How the cuts will be translated across agencies and programs not
known at this time. However, the acrosghe-board budget cut approach? where the same

64 Source of information for Figure2 provided by the NCSD and CDC

65 Under the authority of the Secretary of the Department of Health and Human Servic&858,000 provided
in the annual appropriationswas transferred 201 I OEA 34$ DBOIT COAi OiF OEA 51 AAAI

Program; no Congessional approvalwas required.
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percentage cut is applied acrosall programs rather than distinguishing priority programs and
applying the cuts differentially? is not anuncommon practice.

The FY 2019 HHS budget request asked for $40 million to support a crosscutting Infectious
Diseases Elimination Initiative to support efforts to decreas¢he prevalence of HIVhepatitis B and

C, STIs (sexually transmitted infections), and tuberculosisiselect states and jurisdictions at high
risk for these diseases and with high rates of opioidelated transmission. Congress did not adopt
the request in the final appropriations conference report. Instead,Congressapproved a new
initiative for $5 million targeting the infectious disease consequences of the opioid epidemic and
directed the CDC to focus efforts on improving surveillance, treatmentand eduwcation efforts
around hepatitis Band C ad HIV. STIs were not included.

$7T 1 AGOEA ()67F!)$3 O0OAOAT OEIT AT A 2A0AAO0OAE OAAAEOA
Center for HIV/AIDS, Viral Hepatitis, STI, and TB Prevention. The FY 2019 appropriatiprovides
$755.6 million for HIV/AIDS programs out of a total $1.132 billion for the Center. As noted above,
Congress funded the STD program at $157.3, which is roughly 21 percent of the HIV program
funding and 13 percent of the Center total.

In terms of staffing, the Center is projected to have a Fulme Equivalent (FTE) level of 983 for FY
2019 (down from 1,023 in FY 2018). According to DSTDP officials, the DSTDP FTE approved count
is 292, with actual on board strength at 235, again, inditi@e of the smaller number of resources
assigned to STDs and suggesting a lower priority for STDs versus HIV.

# $ # 91D fundingis not designatedby a specific line item.Funding within CDC is allocatedat the

division level; thA $ EOAA O1 OésQecisiomsapaskd on ipriviEcommitments and upcoming

priorities and initiatives. 6 The current breakdown of DSTDB O A OACA O bDlapdearslBl O &9 ¢
the table and chart on the following page.

66 Note: This annual appropriation also funds lenefits to survivors of Tuskegee.
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Table5 ¢ DSTDP FY 2019 Planning Budget

DSTDP FY 19 Planning Budget

DSTDP FY 19 Planning Budget

Program Name Budget %
State/Local Programs’ $ 84,006,291 53%
DA--Field Staff $ 9,705,010 6%
Training* $ 5,175,018 3%
Surveillance’ $ 4,847,868 3%
Epidemiology/Evaluation/Research’ $ 5,000,000 3%
Partnerships/Communication/Outbreak * $ 1,535,000 1%
Health Equity/Tuskegee* $ 2,163,262 1%
Global Activities® $ 647,945 <1%
Division Staff/Operations/Support* $ 27,117,945 17%
HHS/CDC Support* $ 17,111,647 11%
Total $ 157,309,986 100%
¥ Extramural / *Intramural
Figure3- DSTDP FY 19 Planning Budget Breakdown by Percent
11%
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HIV funding from the # $ # Gvions$of HIV/AIDS Prevention (CHAP) provides about 10.6percent
of the funding to state and local STD programsiot reflected in the pie chart above Additionally,
DHAPfunding is provided for other projects, such as SSUN and Training Centers.

In recent years, hiring freezes leading to savingeesulting from staff vacanciesas well as some
unobligated state/local funds from grants have freed upmonies that CDC/DSTDP tan redirects to
fund new demonstration research projects to the extent possiblé-or example, unobligated monies
have been reprogrammed tal) fund STD prevention intervention evaluation projects in California,
New York, Baltimorg and Pennsylvaniaaimed atincreasing chlamydia screening and in California
and Washington to evaluate different ways STDDIS support HIV outcomes 2) provide a
supplemental funding opportunity for strengthening congenital syphilis response; and 3)
infrastructure upgrades and STxlinic surveys, among others?

The funding to states and localities is principally through the cooperative agreement vehicle noted
earlier:

1 Assessment, Assurance, Policy Developmernd Prevention Strategies STD AAPPS FY
2014 through FY 2018 (targetedfunding: $550 million for Part A and 1.5 million for Part
B); and

9 Strengthening STD Prevention andontrol for Health Departments, STD PCHD FX019-
2023 (targeted funding: $475 million over the performance period).

In the past, funding allocations werebased on historical data. However, in more recent years with
the AAPPS and PCHD cooperative agreements a revised funding allocation formula was put in place
to align available funding with the greatest needs based on a projeatea® population and STD
morbidity. In addition, parameters were set to ensure that each jurisdiction previously funded
would continue to getsomefunding under the new formula approaclkr essentially, a hold harmless
provision for those jurisdictions that would experience reductions over time based on the dataCDC
has since revised theAAPPS formula in the current PCHbased on experience and recipient
feedback. There is no requirement for anynatching funds from the states.

70 OAOAT OABET T h O#%$# S$SEOEOEIT 1T &£ 34% O00AOGAT OEIT T 41 x1

(November 16, 2017.
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The current funding formula and estimated funding for each jurisdiction appears id\ppendix F. It
includes a floor amount ($300,000) and any reduction from prior years capped at 5 percent. The
PHCD cooperative agreementalso delineates funding restrictions specific to the cooperative
agreement. For example, recipients may conduct STlated HIV activities, but they should not
exceed 10 percent of the program effort or allocation. They may also provide assistance, withou
CDC approval, of no more than 10 percent of the overall amount to Afr-profit or government
clinics that can document their ability to provide safetynet clinical preventive services per CDC
guidance.

Despite these guidelines, CDC cannot guaranteeatithe money distributed to states will always be
useddistributed, as intended. States make the decisions on how the money is distributed with the
exception of those large cities directly funded by CDC (e.g., NYC). Moreo@®C/DSTDRstaffs do
not readily know how much money the statesontribute.

Funding for STD clinical research rests in the National Institutes of Health (NIH); the specific line

item is Sexually Transmitted Diseases/Herpes Research. Research funding is split across multiple
institutes ET A1 OAET ¢ . AOCETT A1 )1 OOEOOOA mEI O '11AOcU AT A
Research and the Office of AIDS Research ahé National Institutes of Child Health and Human
Development (NICHD) for congenital syphilis. The Office of STD Reseafiehds both investigator-

initiated research grants and NIAID solicited proposals, typicallyfunded through cooperative
agreements. Funding for STD research has been essentially flat over the last decade. An area that

has seen some influx of fundshrough set-aside cross-cutting Institutes is antibiotic resistance

which includes research on gonorrhea. According to program officials, the threat of potentially
untreatable STDshas created a sense of urgendy fund the research for new drugs and potential

vaccines.

Some STD funding for prevention, screening and treatment, research, education/outreaemd/or
mental health related services is also contained in other HHS agencies noted earlier in SecB8¢hA

68 HHS agencies iA1T OAA (23180 " OOAAO 1T &£ 0OEIi AOu (AAI OGEAAOA | &
()67!')$3 DOI COAIiqh AT A -AOGAOT Al AT A #EEI A SAshdta®E | 711 A
Secretary for Health, Office of Adolescent Health (Teen Pregnancy Initisg)y Office of Population Affairs

(Title X Family Planning); SAMHSA Administration for Children and Families; IH8nd FDA. Other agencies

include the DOD VA, and the Department of Justice (DOFBOPR
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Perhaps, not surprisingly, there is no one source ofiformation for what is spent on STD efforts

federal, state and local at the present time.
State/Local Funding

States and localhealth departments leverage different funding streams within their control to
provide core services and activities on the frontihe. As noted earlier, the total amount spent and
from what source is not captured in a consolidated, systematic way. Jurisdictions may also combine
HIV and STD programsgomingling program funds. There are no requirements to report the total
amount spenton STD prevention and contrgland many jurisdictions face challenges in trying to
identify the original source of dollars spent according to a survey conducted by thd&lational
Coalition of STD Directors NCSD.6° Local healthdepartments, in particular, may not know where
their funding originated. In that same survey, NCSD found that 45 percent of tHerty states
responding? for example, Arkansas, Massachusetts, Idaho, Missowand Nevada do not provide
state funding to local health departments They rely solely on federal funds. While not a scientific
survey? the response rate for states was 80 percent and 83 percent for directly funded cities and
some problemswere evident with data submitted, indicating potential conflating of federal and
state dollars? it does underscore the challenges itrying to identify STD funding.

Given the intersection of STDs and HIV, is important to note here that Ryan White HIV/AIDS

program funds (Part B) can be used by states to help support STD services through ambulatory

outpatient care for HIV+ individuals and through the Early Intervention Services (EIS) program

which includes targeted testing, referral servicesand linkageto care, educationand outreach. EIS

programs can also support testing foindividuals, aswell as DIS and partner services. In addition,

the Ryan White Program has a drug rebate programthe AIDS Drug Assistance Programwhere
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PrEP programs’®

69 NCSDReduced U.S. Funding would Force CutbackS8doe Public Health Services: A Survey of State and Local
STD Directors(2018).

70 The FY 2019 appropriations funded the Ryan White HIV/AIDs Program at $2.34 billion in grants to cities,

counties, states, and local community based organizations.
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Many of the states and locajurisdictions that do provide funding in addition to federal funds have
faced and reported cuts in their budgets. The National Association of County and City Health
Officials (NACCHO) queried its HIV, STI and Viral Hepatitis Sentineltherk 71 in October 2017 to
assess the impact of existing or potential budget cuts. Of the 62 percent respondingepresenting
varying jurisdictional sizes, geographic locations and settingsthe query found that most local
health departments (LHDs) reported sagnant or declining funds for HIV, STIs, and viral hepatitis
services. While not nationally representative, those LHDs reporting funding cuts noted that the
services they reduced were most likely to affect disease surveillance and STI partner services
(along with HIV testing and Hepatitis B vaccination). And, 43 percent reported reductions in HIV,
STIs and/or viral hepatitis program staffing levels. Of positions eliminated or reduced the
greatest loss was public health nurses, followed by outreach and echtion staff, other
nursing/clinical staff, DIS, and case managers. In another broader study ! # # ( 2057 Gorces of
Change Survey nearly one-third of the LHDs reported anticipating future cuts in the upcoming
fiscal year. That report concluded thathe cambination of budget cuts and workforce reductions
occurring since 2008 jeopardize the basic services that LHDs provide awd which communities
rely.

CDC conducted an analysis of the impact of budget cuts on programmatic activities in state and
local health departments with staffing reductions in FY 20122 CDC used data collected from a
2013-2014 survey of health departments and concluded that funding cuts to STD programs may
result in higher STD rates. In addition, LHDs with funding reductions were morekkly to reduce
staff, partner services and clinical services than thoseHDs without funding reductions.

Another CDC study in partnership with NACCHO and NCSD using the same 28084 survey data
found of that 33 percent of STD programs reported at leastne negative impact due to budget
cuts.”* The most common responsesvere reduced clinic hours, reduced routine screening, and

71 The Sntinel Network comprises more than 100 LHDs from over 40 states and the District of Columbia

72 Gift, Thomas, Kendra M. Cuffee, and Jami S. Leichliter. CDC/D3B&impact of Budget Cuts on STD
Programmatic Activities in State and Local Health Departmenwith Staffing Reductions in Fiscal Year 2012
(2013)

73 Gift, T,K.Heyer,A. Benedetti,K.A.Brookmeyer, and Pang Sdoover. CDC, NACCH@nd NCSD Current
Public STD Prevention Services and Recent Changes: Results from 4 2@ 8vey (2014).
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reduced partner services for STDs other that early syphilis. Because the data is dated, CDC is
currently funding separate NACCHO sueys of state and local healttdepartments to assess their
programs and services including the impact of budget cuts. Not surprisingly, budget cutbacks
appear to have a significant impact on local capacity to provide services. Updated data will be
helpful in documenting the impact and making the case for additional resources.

The Challenge of Assessing Costs and Estimating Funding Needs

As decision makers weigh competing demands for scarce resources, cost is a highly important
factor in deliberations. Yet measuring cost is complex and often inexact. In the health area
including in the STD health arena, multiple factors add to the complexity. Some of these factors are
conceptual in naturee what do we want to measure and others relate to the difficulties of actual
measurement.

First, the definiton of OAT O 06 1 deArAsOhe éasulegrevalent cost the cost related to all
STD cases in a given yearor cost per case over the lifetime of the disea8d-urther, does the cost
include just direct cost® those related to the services ohealthcare providers, hospitalizations,
tests, drugs, home care and other actual expenge®r does it also include indirect costs such as lost
wages of the individual who is ill with STDs and lost productivity? In additionis cost sufficient
information, or should benefits, such as reduction in spread of STDs, be measured as well to balance
the picture? Finally, what effects dochanges in available funds i.e.,the money available to fund
direct costs? haveon change in diseae prevalenc®

All of these cost configurations rely on the same underlying data related to number of cases of STDs,
by type, and estimates of the cost of treatment. If indirect costs are also in the equation, then costs
related to lost productivity and other indirect costs must be assessedAll of this is extremely
complex and affectechy a wide range of variables.

CDCestimates of cost have focused on costs related to the number of cases reported to CDC. What
is available are counts of the number of iividuals who test positive for chlamydia, gonorrhea, and
syphilis. Although cases of all three of these infections are required to be reported to CGt all
positive cases are reported. Some cases fall through the cracks and are not reportedditionally,
someOT Ax 6 A AverkdportddOHor exampk, someone who tests positive fochlamydia on
one visit and prescribed an antibiotic to treat the diseaseat a later datecan be retestedand test
positive again. This could be a new case, drthe patient never took themedication, it could still be
the original infection. Thus, the same case coulactually be counted twice, or more timesif this
same pattern continues. As in almost all datsets, there is some degree of error related to isses,
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such as lags in reporting and coding issues. So, the first challengeassessing cost relates to the
count of casesThe case count collected by CDéppearsa reasonably accurate count of casesbeit
not exact.

A second challenge in assessing costtigat treatment need, and consequentlyhe treatment, varies,
and different treatment results in different costs. For example, when diagnosed early enough,
chlamydia infections can be effectively treated with an antibiotic, for low cost. However, if
untreated, chlamydia can lead to pelvic inflammatory disease (PID), in female patients and is far
more costly.

Treatment of gonorrhea and gphilis can be effective when diagnosed earjybut when left

untreated, the diseasecan lead to greater medical problera requiring far more costly treatment.
Perhaps the most extreme consequence of failure to treat one of theportable STDs relates to
syphilis. As noted earlier, pegnant women with untreated syphilis can give birth to babies with
congenital syphilis. Thissometimes lead to stillbirth, or the birth of a child that requires lifelong

care. The next challenge, or really set of challengeis estimating the treatment scenarios of those
receiving treatment and those who may seek treatmengEstimating treatment scenarios is also only
onefacetof the problem. The other is assedsg cost of testing and treatment.

STD testing and treatment can occur in a wide variety of medical settings and each setting can
result in a different coss. These settings includecorrectional institutions, STD clinics, public health
clinics, managed care health provides, and private physician offices. Each of these can vary in cost.
Although somewhat dated, a 2004 review of prior research studies reported diagnostic and
treatment of a single case ofcute gonorrhearanging from $36 to $69 depending on treatment
setting.”4 Both inflation and availability of a wider range of treatment options, especially an
increase in treatment by private physicians resulting from implementation othe ACA, havemost

likely increasedboth the averagediagnostic andtreatment costs since his earlier work.
Past Efforts Assessing Costs

Despite the substantial challenges of assessing cost associated with STDs, there have been four such
efforts since 197. The most recent published in 2013) utilized data from CDC surveillance records

74 Chessam, Harrell W., John M. Blandford, Thomas L. Gift, Guoyu Tao, and Kathleen L. Irwin. "The Estimated
Direct Medical Cost of Sexually Transmitted Diseases Among American Youth, 208&fspectives on Sexual
and Reproductive HealthVol. 36. No. 1. ( January#bruary 2004)

55



for 2008, which means that these data are now 10 years ofd. OwusuEdusej et. al, report
estimates as shown in Tables below.

Table6: Estimates of Lifetime Costs of flde Reportable STDs using Data for Newly Diagnosed Cases from 2008

Sexually transmitted | Total lifetime direct medical cost] Lower estimate of cost| Higher estimate of cost

disease estimate

$516.7 million $258.3 millior® $775. million
$162.1 million $88.1 million $243.2 million
$39.3 million $19.6 million $58.9 million
$718.1 million $366 million $1,077.1 million

The authors of this work crafted these figures based on estimates using:

9 diagnosis and treatmentcosts by setting of treatment from earlier work,

1 proportion of cases in each treatment setting from the national STI surveillance data for
2008,

9 costs of sequelae (primarily PID in women and epididymitis in men) from previously
published estimates,

9 proportions of cases symptomatic and asymptomatic from previously published
estimates,

1 proportions of @ases treatedestimates from previously published work,and

1 proportions of casesthat developed PID in women and epididymitis in men estimated in
previously published work.

75 Owusu-Edusei, Kwame Jr., Harrell W. Chesson, Thomas L. Gift, Guoyu Tao, Renna Mahajan, Ocfemia Banez,
Cheryl Marie, and Charlotte K. Kent. "The Estimated Direct Medical Cost of Selected Sexually Transmitted
Infections in the United States; 1t 11 @eXu@ally Transmitted Diseasggol. 40, No. 3. (March 2013). This work

includes estimates for eight STDs. We report data for the three that are the focus of this study.

76 Ranges were created by calculating plus or minus 50 percent of the cost estiealhey were not estimated
bases on empirical data related to treatment costs of these three STDs.
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Costs for gonorrhea were calculated using similar previous estimates from other studies. However,
because there was no prior reliable work on sequelae rates and costs for gonorrhea, the authors
used rates for chlamydia in their calculationsCosts related to syphilis relied primarily on two
earlier rate and cost estimates? The two earlier studies themselvegelied on estimates from yet
other prior work.

Out of necessity, as shown above, the authors developed their cost modesed onprior w ork, and
much of this prior work relied on assumptions to develop the estimates. The use of estimates and
assumptions for most of the basic variables in the model lead to a conclusion that the total lifetime
cost figures provided are not definitive The auhors' broad range provided to the cost estimate
seems to be an acknowledgment of the tentative nature of their findingslowever, the use in many
cases of lower ranges in selecting aspects of the estimates may lead to the conclusion that the mid
point may be in a reasonable range of accurate, if not lower than actyalosts. This work
underscores the lack of data for more definitive calculations of STD costs. Given the age of
foundational data for the 2013 study (2008) and the even older prior work used tduild the
calculations, it is clear thatthe cost estimates are date.

Major changes have occurred since 2008 that no doubt affect costs associated with these three
STDs First, the reported number of reportable STD cases kaisen dramatically with chlamydia,
gonorrhea, and primary and secondarysyphilis cases increasing by 41 percent, 65 percergnd 127
percent respectively from 2008 to 2017. Simply multiplying the 2008 cost figures by the percent
increase for each of the three STDs shows thatsed solely on the change in case counts, the
lifetime cost of new cases is escalating at a substantial pace. The new figures basaly on
increases in the number of cases jump to $728.5 million for chlamydia, $267.5 million for
gonorrhea, and $89.2 million forsyphilis. These areextremely rough calculations based on the
2008 costper-case figuresand do not account for multiple other potential changes ithe cost of

7Oowusu%AOOAE +8 *Oh +878 (11 0AOR AT A '8 4AT 8 OwOOEI AOGEIT C
primary and secondary syphilis in the United Sttes: Insured population perspective, 2002007, Sexual
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Health.36: 1-19. (2000)
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care. The calculations should be considered a a basic demonstration of the potential of theeffects
change in cae numbers on costs rather thanmaccurate estimate othe costs.

Changes in théhealthcare system, including implementation ofthe ACA in 204 resulted in a higher
proportion of cases being treated by private physicians and at HM®sa more expensive setting,
than being treated at STD clinics and public health facilities where treatment is less costly. Finally,
inflation in the cost of medical care a rate far higher than the general inflation rate increased the
cost of all healthcare, including testing and treatment of STDs. According to the Bureau of Labor
Statistics, medical inflation from 2®8 to 2018 was 31.89 percent.

While the cost figures reported in the 2013 study(using 2008 datg are dependent on multiple
estimates, theobvious conclusionis that direct costs for STDsre significant. The combination of1)

the substantial increase in the number of STD casesported in the years since2013; 2) the move

to more testing and screening at private physicians and HMOs (a more exgé/e option than STD
clinics and other health clinics) and 3) he rise in medical inflation all lead to a conclusion that
were this same analysis completed todaythe resulting estimated costswould be substantially
higher.

Effects of Changes in FundingLevel on Incidence of STDs

While it is important to know the direct cost of STDs, it is also important to understand the impact

of changes in funding on STD rate3his is especially important in an era wha budget reductions

or flat year-to-year budgetsfor STD programs are commonGiven medical inflation, flat funding is

in essence a reduction in funding. A number of studies between 1980 and 201demonstrated a

link between resources allocated for the prevention of sexually transmitted diseases and the
incidence of STDs at the population level. While several of these studies have focused on a single
STD, a pattern of change in funding and change in subsequent incidence level is evident. Less
funding means less screening, less testing, less treatmentsdepartner servicesand less outreach

All of which leads to increases in STD incidence as disease spreads without interventions.
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The most recent work to examine the relationship between funding levels and STD rates in the out
years (when the effects of he funding reduction would havean impact) was published in 201878
The intent of this work was to provide information about the basis for two models developed for
health departments to use to predict the impacts of funding cutsAccording to the authors,the
models (discussed below)are intended to generate "a general approximation of how a change in
STD prevention funding might affect the level of STD services provided, STD incidence rates, and
the direct medical cost burden of STDg®

The authors ofer two approaches 1) an historical formula approach based on the observed
relationship between state level gonorrhea case rates and STD prevention funding over an
eighteenyear period, and 2) the DIS approach which is based on the observed association lesw
DIS activities and subsequent gonorrhea case rates at the populatitevel in several settings
Notable is that both of these analyses are centered on information concerning gonorrhea arige
sameresults are applied to ctiamydia and syphilis as well.

The historical formula approach first calculates the dollar amount of change in budget per capita
and the subsequent change in gonorrhea rates using data from a study documenting rates from
1981 to 1998. As indicated above, the results are then applieth assess incidence of chlamydia and
syphilis, as well. The DIS approach relies om decade ofdata of reported gonorrhea cases in New
York State and change in the level of DIS servic@he focusis on the DIS because these are the
workers who do patient interviews and arrange treatment for partners of those who have tested
positive. Less of these services waid lead to fewer treated casesnd thus, allow more diseaseto
spread in the community. The assumption is that a reduction in budget would lead teviier DIS on
staff, and thus, fewer patient inerviews and partner services.

The authors then calculated the direct medical costs associated with a change in STD incidence
Utilizing the results of the earlier calculation of change in incident rates, thegpplied these rates to
average lifetime cost figures generated in the 2013 study discussed aboVde overall intent of this

78 Chesson, Harrell W., Jennifer A. Ludovic, Andres A. Berruti, and Thomas L. Gift. "Methods for Sexually
Transmitted Disease Prevention Programs to Estimate the Health and Medical Cost Impact of @esnin

Their Budget." Sexually Transmitted Disease¥ol. 45, No. 1. (January 2018).

79 |bid, page 1.
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article is to provide STD programswith details on how the two estimation models were developed
aswell as methods they can use ¢ estimate the potential effects of changes in funding of their STD
prevention budgets. Nodoubt, because of the need for estimatesf multiple variables in these
equations, the authors termthe results a "general approximation.” This work again demonstrats
the need for data to generate more definitive information about the relationship between
investment in prevention and outcoméo.

Two products based on the methodology that ere subsequently published in the study described
above were developed to helpSTD programs assess the impacts of budget changes. One, STD
Prevention Allocation Consequences Estimator (S.P.A.C.E. MONKEY 1.13psemdsheettool, which
offers stepby-step directions for developing the estimatesusing an Excel program The authors
clearly acknowledge "considerable unceminty” in potential results.

A second product, "SexuallyTransmitted Infection Costs Saved Version 1.5 (beta test version),
GBTIC FIGURE," provides a spreadsheet to estimate the direct medical costs and indirectscfiest
productivity) saved by sexually transmitted disease prevention programs The authors
acknowledge up front that, €stimating the costs saved through STD prevention is not an exact
science0 This tool requires a number of assumptions by users-or example, it calls for estimating
the number of partners treated for each patient provided with therapy for his or her partner(s).
This number could actually vary from none to a large humber depending on number of partners,
number given the therapy, and nurber who actually used the therapyThe authors suggest putting
"one" as the number treateds, perhaps, a conservative chote.

Despite the shortcomings involved in measuring the costs associated with screening, testing, and
treating STDsit is clear thatdirect costs are substantialBy adding indirect costs into the picture?
those costs related to lost productivity? the total becomes substantidly greater. Considering the
significant increases in the number of diagnosed cases of STDs in recent yetlre move away from

¥1 yS¢s &diddRe O606KAOK ¢l a y20 I @IAtlotS F2NI NBOASse |
Estimated Impact of Federal STD Prevention iughdn Reported STD Rates: An Analysis of-&tatel Data from
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abstract asserts that: 1) Federal STD prevention funding allocated by CDC wasastgni€orrelated with

reductions in gonorrhea and chlamydia rates and 2) some of the recent increases in STD incidence may be related

to recent decreases in funding levels.
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STDscreening, testing, and treatment in theublic clinic settings to the private physician offices
and facilities (in part as a result of ACA)and the high level of medical inflation,it is reasonable to
presumethe costs can only be rigig at asubstantial rate.

Data Collection and Program Evaluations

To say that efforts to stem to tide of STDs are difficult to measure or evaluat®uld be a major

understatement. Indeed, just measuring the size of the problemthe incidence of STDs in th

population? is problematic. How does one measure incidence of a diseasben those who suffer
from it may not be aware they are harboring a serious infection? Without reliablevalid incidence

information , how does one measurgrogram effectivenes® A step in the right direction is to collect
more data nationally that can be analyzedanother is to conduct evaluations of various types to fill
gaps in information. A number of data collection and evaluation efforts and their findingsare

discussed throudnhout this report, but several additioral endeavors are worth noting.

STD Surveillance Network (SSuN

A major effort underway to gather and analyze more detailed information concerning the
population diagnosed with STDgs SSuN. Initiated in 2005, SSuN & collaboration betweenCDC
and competitively selected state, countyand city health departments.Sxteen health departments

are currently involved in SSuN Part A under a cooperative agreememthich lasts through the end

of 2018. SSi Part B indudes four health departments.

Part A of the SSuN initiative involves specific data collection by health departments for a random
sample of reported gonorrhea cased hese data include information about the clinical presentation
as well as additional information from patient interviews. Both demographic and behavioral
characteristics of patients are collected taking appropriate steps to ensure patient anonymity. SSuN
funded health departments also conduct facilitbased sentinel surveillance on STD clinics and
other clinics that provide reproductive health services. Information collected for patients includd
patient visit dates, tests performed at visit, diagnoses received, and demographic and behavioral
characteristics. The data offers the opportunity to assessrands in patients seeking care, in
provider testing practices, andthe numbers and proportion of patients diagnosed with STDs.

SSIN Part B funds four healthdepartments to collaborate with local healthcare providers to obtain
electronic health data to monitor SD prevention, measure clinical services delivered, and assess
STDrelated health outcomesThis work spans a wide variety of provider settings and data sources

These data allow an assessment of trendata not available through other means.
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Community Approaches for Reducing STDs (CARS)

From 2011 to 2014, CDC'Sivision of STD Prevention conducted a demonstration program
Community Approaches for Reducing STDs (CAR®) four sites across the countryCDC selected
sites through a competitive process and fundedthem through cooperative agreements The
purpose of the project was to implement and evalu& community engagement methods for
designing and implementing STD prevention programs through communitpased activities and
interdisciplinary interventions . The focus was on atisk populations. The primary goals of the
program were to 1) reduce STD disparities, 2) promote sexual health, and 3) advance community
wellness. Community Advisory Boards (CAE} were established toreflect the community atrisk
and play a significant role in guiding selection and implementation of activities. Selected sites were
located in Los Angeles, &ifornia, Philadelphia, Bnnsylvania, San Antonio, Texas and Richmond,
Virgini a.

Activities included recruiting residents from site communities to participate in CABs, train them on
skills needed to work as a team to prioritize needs and plan strategies to meet those needs
Activities selected for implementation were intended to fitthe specific community and integrate
with services to offer comprehensive assistance, including screening and treatment for STDs. For
example, the Philadelphia site, in addition to testing and treatment, offered GED clasaes resume
developmentworkshops.

The evaluation of the demonstration projects focuses primarily on implementation issuesuch as
CAB member satisfaction with participation, and partner commitment in interventions
implementation. It also documented output measures such as STD screenirajes and positivity
rates. The evaluation reports offer a substantial list of lessons learne@nd highlight that as
information was collected from sites, adjustments were made to improve performance and try to
ensure maintenance of the effort after theend of the demonstration period. The evaluatiorwas
intended as areference tool for future efforts utilizing similar models of community-based STD

prevention programs.
A Collection of Evaluations of Successful Interventions

The American Sexually Transmitéd DiseasedssociationJairnal published a special isse entitled,
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comprisesa number of articles reporting evaluation results from a wide variety of interventiois to
curb sexualy transmitted diseasesg! The intent is to highlight evidence of effectiveness of various
interventions to control STDs.(Several of the articlesfrom this journal are cited in other portions of
this report as evidence of effectivenegs The authors are forthcoming about shortcomings of the
evaluation research noting thatlimited cost information is provided while the rigor of the studies
varies. The issue includes three overview articles synthesizing studies related to assessment,
program evaluation, and predicting the impact of interventions.

Evaluation Challenges

As alluded to earlier, STDrelated programs are difficult to evaluate. The lack of awareness of
infection by individuals in the population is only one of the challenges. Solid evaluation requires far
more control of the subjects, the treatment, and the environment than is oftefeasible. In most
cases, where these threéactors can be controlled and a measure can be taken of effectiveness, then
generalizability becomes a concernThe follow-on question is if it works, can the treatment be
applied to different subjects and, in a different environment, will it still have the same effect® the
treatment feasiblein different situations? Are resources and expertise available to implemerit on

a broader scaleFinally, is the situation changing so quickly that what worked two ye& agois no
longer likely to work?

Goodevaluation costs money, and CDCrecent budgets for evaluatiornrelated to reportable STDs
representsabout 1 to 3 percent of its total budget. While there are other effortainderway to collect
data and implementevaluations in the STD arena, they are relatively smalEvaluation may be
limited by standard data collection issues, such as poor survey response ratdisjited accessto
interviews, poor program data, lack of baselines, and lack of integrity of the trament to be
assessedNonetheless, well thought out data collection and carefully designed evaluations can be
powerful tools to affect policy and practice.

The examples discussed abwe highlight some of the specific effortsthat have been undertaken to
collect more information in order to assess program process and outpuThey are not the only
efforts, butthey representsome of the mosfocused in relation to understanding what works.

81 Peterman, Thomas A., and Marion W. Carter. "Effective Interventions to Redueslly Transmitted
$EOAAOA(Q )y T 60071 A O A OFetublly @ansmired Disehdpdold 43 ASupplentzar ©. AFébuary
2016).
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Technology Changes Help Reporting but also , Prove Challenging

Techrology is almost always both a solution and a problem. As technology evolves and is adopted,
the learning curve can be teep; and the price for new, more advanced equipment, can be higbver

the years that STDs have been reportable, information on papdras given way to electronic
collection and transfer of information. People are stillrequired to record information initially into

an electronic format then, they are responsible for transferring the information across systems,
and for the analysis of theinformation. Consequently a high level of technical expertise of those
who operate data collectbn and transfer is essential.

While the challenges related to any new technology amxtensive, they become even more arduous
when one digital system has toseamlessly exchange data with anotheinteroperability occurs
when information held in one electronic health record (EHR) system transfers information through

a standardized wire format to a separate EHR in such a way that the information exchanged preve

to be machine readable by the accepting EHR. The issue, however, is that the EHR systems, or
electronic lab records ELR) systems may use different formats, different vocabulary, different
timeframes, etc, that impede interoperability. Unraveling thesedifferences anddeveloping new
solutions to achieve interoperability requires both time and expertise.

While EHRs areno longer Qeally new,6they have changed medical data collectiorDuring patient

visits, doctors, or other medical professionals, recoréhformation AEOAAOI U ET 01 OEA DPAO
record on a computer that maintains the patient record over timeInteraction with labs or other

providers can all be handled electronicallyLabs send information on reportable disease tests back

to medical professionals and to states and territory health departmentswhich in turn, report the

information to CDC State and territory public health systems, HMOs, private physicians, and other

medical providers, including labshave been free to seledEHR systems that they deem appropriate

With all of these separate actors involved with many different EHRs or ELRe challenges of

achieving interoperability are considerable Fifty-seven separate entities fifty states, two cities,

and five territories? provide data toCDC on reporable diseases, including STDs.

Some electronic medical records systemsvere originally developed to facilitate billing. Collection

of data for surveillance or medical researchwas not the priority ; however, these systems are
evolving, offering more functionality. Multiple competing vendors create and sell EHR and ELR
software to the medical community. In most cases, reportable disease data nhow comes frtm
labs that do the testing While this offers some efficiency gains in infomation collection, the down
side is that lab information is very limited on each casé\ge, sex, location and, in some cases, race
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may be all that is available. From an STD research standpoint additional information, such as sexual

orientation and partner history would be helpful.

As noted in Section |, tates and territories are responsible for setting the requirements concerning
the reporting of reportable disease incidence informationDifferences across states and territories
in health data standards,privacy rules including those for sharing information across providers,
and timeliness of submissions are all factors that result in differences across the entities reporgin
incidence information to CDC.

CDC is currently involved in amajor program to upgrade the National Notifiable Disease
Surveillance System (NNDSSThis system collects information from states and territories for all
notifiable diseases, including STDs. The project, the NNDSS Modernization Initiative (NMI), is
intended to strengthen ard modernize the infrastructure and create systems that areboth more
efficient for those providing data to the system and more functional for putting data to usé his
multi-year project will require states and territories to make changes to their systemsGiven
competing demands at the jurisdiction level, focus on the needed upgrades could take several years
To facilitate jurisdictional involvement, periodic conference calls have been set up to share ideas

and helpone another. These calls are attractindarge numbers of participants.

CDC also has ongoing work to make SEbBreening andtreatment guidelines available electronically
in real-time. The strategy is to ensure that whermmedical personnel seea patient, screening and
treatment guidelines will be readily accessiblein their EHRs to guide their actionsin selectingthe
appropriate treatment. CDC is planningto pilot the concept with gonorrhea screening and

treatment at one clinic locationduring the first half of FY2019.
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