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Notes to the reader: Texas DSHS adapted this plan from the CDC supplied PS18-1802 Cluster and Outbreak Detection and Response Template provided to CDC funded jurisdictions in January 2020. CDC instructions are in underlined text and Texas DSHS responses are in regular text. Texas DSHS will regularly update this living document.
1

 INTRODUCTION & PURPOSE

[bookmark: _Toc75354338]About this template

The Centers for Disease Control and Prevention has provided this template to jurisdictions funded via PS18-1802, for use in developing an HIV Cluster and Outbreak Detection and Response Plan. Each jurisdiction is required to develop and maintain a comprehensive and tailored plan that is useful and feasible to implement. This template includes prompts for a wide range of activities, including foundational activities for developing programs to support cluster and outbreak response and procedures for detecting, prioritizing, and implementing response activities for individual clusters and outbreaks.

The template organizes cluster and outbreak response as a spectrum. Once detected, each cluster or outbreak requires critical assessment to determine where additional investigation is needed and what HIV prevention activities should be applied to intervene in future transmission. Routine health department processes must be developed for ongoing detection and response activities. In cases of more intense or escalated response, needs could surpass routine program capacity, and programs may require flexibility, including redistribution of program funds or enhanced partnerships with traditional and non-traditional partners. Procedures for escalated response require dedicated planning and are covered separately in section 6. Finally, this template includes planning for monitoring and evaluation, understanding that cluster and outbreak response often identifies gaps in existing programs and opportunities to improve future prevention efforts.

[bookmark: _Toc75354339]Instructions for Developing Your Plan

· Please use this template to develop and organize your cluster and outbreak detection and response plan. Your plan must address each element in the template. Describe your plan for each activity, including specific tasks needed to complete the activity and key stakeholders involved in the activity (please BOLD the title of the responsible party for each activity). 
· Your plan should include clearly defined roles for key partners and stakeholders inside and outside your organization and should be developed with their input. Examples of these partners include: HIV prevention and surveillance leadership and staff, STI and viral hepatitis programs, state laboratory staff, local/regional health departments, community-based organizations (CBOs), LGBTQ organizations, community planning groups, Ryan-White providers and clinics, Federally Qualified Health Centers (FQHCs) and other healthcare providers, emergency preparedness programs, organizations providing services for people experiencing homelessness or unstable housing, harm reduction programs [including syringe services programs (SSPs)], correctional facilities, faith-based organizations, and substance use treatment and behavioral health providers.
· This template supports the development of a cluster and outbreak detection and response plan as required by PS18-1802. There may be overlap between the stakeholders and planning processes for this plan and others (Integrated HIV prevention and care plan, PS 19-1906 or other FOA), but this plan should be developed as a distinct document.
· To supplement the description of your plan, please attach or link to relevant protocols, standard operating procedures (SOPs), or other more detailed documents pertaining to individual detection and response activities for easy reference (e.g., SOP for molecular testing, lists and contact information of Work Group members). Please note these resources should supplement, and not substitute for, your plan. They can be included as Appendices to your plan.


About this Plan

I. Documentation of plan development: State the name of the planning group that developed the first version of this HIV Cluster and Outbreak Detection and Response Plan. Provide names of individuals who contributed to the development and writing of the plan in the table below.
 
	Key contributors to the development of this plan
Date of Initial Plan: 06/15/2021

	Title/Program
	Name

	HIV Surveillance Coordinator, HIV Surveillance Group Manager
	Sylvia Odem

	Molecular HIV Surveillance Coordinator/Cluster Detection Team Lead (HIV Surveillance)
	Analise Monterosso

	Time-Space Cluster Coordinators/ Epidemiologists (HIV Surveillance)
	Lisa Landry, Shan Gao (current)

	PHFU CDR Team Lead/Data-to-Care Coordinator (PHFU)/ 
 STD Prevention Manager (PHFU)
	Karen Surita

	HIV Prevention Manager
	Jesse Carter

	HIV Prevention Planner
	Rosa Laura Valdez

	HIV Cluster Program Specialists (HIV Surveillance)
	Abigail Jordan, Heather Posner (current)

	HIV Surveillance Grant Specialist (HIV Surveillance)
	Sarah Gruetzner

	Heath Communications and Community Engagement Group (HCCEG)
	Laura Potter, Jean Gibson, Christine Felicetta, Lisa Starr, Dan Warr

	HIV Data-to-Care Epidemiologist (HIV Surveillance)
	Nevin Rajkumar

	HIV Care Services Nurse Consultants (HIV Care Services)
	Julie Saber (current), Brian Rosemond

	HIV Prevention Consultant (HIV Prevention)
	Kristin Quinn



Beginning in July 2021, the Texas Cluster Detection and Response team will be co-led by the MHS coordinator/HIV Surveillance CDR Team lead and the Data-to-Care Coordinator/PHFU & Prevention CDR Team lead. The team will continue to consist of representatives from HIV Prevention, HIV Surveillance, HIV Planning, HIV/STD Public Health Follow Up, and Health Communications and Community Engagement staff. 
II. In developing this plan, the health department engaged the following key stakeholders and stakeholder groups:
a. Please describe which entities (e.g., community advisory board, emergency response program, HIV care providers) were consulted in the development of this plan. 

The Texas Department of State Health Services (Texas DSHS) TB/HIV/STD Section staff, including HIV Surveillance, HIV Prevention, HIV Planners, HIV Care Services, Health Communication and Community Engagement Group (HCCEG), and HIV/STD Public Health Follow up (Central Office)  developed this plan in coordination with key HIV stakeholders from across the state, including medical providers, consumers, advocates and program staff. This plan will serve as a ‘living’ document, as we continue to incorporate new information and strategies and learn new approaches for successful HIV cluster and outbreak detection and response across the diverse Texas landscape. Additionally, in coordination with the National Alliance of State and Territorial AIDS Directors (NASTAD), the Texas DSHS TB/HIV/STD Section will host three community meetings in September 2021 to garner more community feedback for this plan. Following the NASTAD community meetings, we will share this plan through the HIV stakeholder communication channels mentioned in Appendix O. Additionally, we discussed this plan on the monthly Statewide Cluster Detection and Response call, the monthly Ending the HIV Epidemic Counties call and the HIV/AIDS Reporting Surveillance (HARS) call. Call members will provide feedback on the plan.  

b. Please describe how input was gathered and how it was incorporated into the plan. 
2017-2020—Texas DSHS HIV Surveillance and Public Health Follow Up (PHFU) central office staff worked closely with Local and Regional Health Department (LRHD) staff to conduct cluster detection and response activities as staffing resources allowed. Throughout this time, Texas DSHS Central Office worked closely with San Antonio Metropolitan Health District (SAMHD) to investigate a cluster among men who have sex with men (MSM) in the city. This investigation highlighted the importance of including LRHD staff and leadership, and leveraging existing relationships with community partners and stakeholders. SAMHD’s experience and knowledge of the community was indispensable in the determination of activities. Texas DSHS will continue to use this method of engagement and collaboration for future clusters.
Texas DSHS Central Office received more funding to conduct activities under CDC 17-1711 “Use of molecular HIV surveillance to identify active HIV transmission networks and implement HIV interventions for Hispanic/Latino men who have sex with men,” also known as Project Conéctate. This project supports the expansion and enhancement of HIV prevention activities amongst Latino MSM. Texas DSHS Central Office participated in, developed and discussed practices, procedures, outcomes and results from Project Conéctate in real time from the project beginnings in 2018 to September 2021. The HIV Surveillance Cluster Detection and Response (CDR) Team Lead presented these findings at several AIDS Education Training Center (AETC) meetings, the Bexar County HIV/Syphilis Task force, the 2018 National Latinx HIV and Hepatitis C Conference, the Texas HIV/STD Conference, Ryan White (RW) Care Services Meetings, HIV Syndicate Meetings, HIV Care Services Clinical Panel meetings, as well as many other forums. These meetings and discussions often centered on Texas DSHS’ efforts to start and maintain the CDR program. During these meetings, members of the community, medical providers and stakeholders were given the opportunity to ask questions, make comments or address concerns to the CDR team. The overall response was positive, yet many people expressed concerns over the potential for CDR, specifically molecular HIV surveillance (MHS) activities that might increase stigma and deter people from seeking prevention and care services. 

September 2020—During the Statewide HIV Cluster Detection and Response meeting (audience of LRHD staff), the HIV Surveillance CDR Team Lead told participants that DSHS HIV Surveillance and Public Health Follow Up staff submitted the draft plan to CDC and were seeking more feedback from internal partners at central office. The team lead also told participants that we would share the plan and ask for their feedback soon.
January 27, 2021—Texas DSHS Ryan White Care Services consulted the HIV Care Services Clinical Panel of providers for input regarding preferences and best practices for communicating with care providers once a cluster is detected. This 10-person panel of HIV clinicians meets quarterly to provide feedback and guidance to the DSHS HIV Care Services Program. Panel members sought information from a group of client advocates on the best way for LRHDs or Texas DSHS Central Office to alert providers when they have a patient in care who is not virally suppressed and is part of a cluster. A survey was sent to the HIV Care Services Clinical Panel members, and responses showed that the providers had conflicting opinions on how to proceed. Some panel members said that they would want to learn more about cluster involvement of their patients and other panel members are concerned that sharing the information with providers could increase stigma. 

January 28, 2021—Program staff attended the three-part, CDR training series hosted by the Houston Health Department (HHD), NASTAD and their local AIDS Education Training Center (AETC). These informative sessions spurred conversations about acceptability of cluster detection and response among community members. The DSHS HIV Cluster Workgroup discussed holding similar trainings and listening sessions. After attending the Houston meetings, the workgroup reached out to NASTAD for Capacity Building Assistance (CBA). The workgroup and NASTAD developed a similar statewide training series from the HHD presentation. Texas DSHS Central Office applied for technical assistance (TA) to host HIV Cluster Detection and Response community meetings akin to the NASTAD and HHD meetings. These new trainings will occur September 14, 21, and 28, 2021. Texas DSHS will incorporate attendee feedback into the plan.  

2/11/2021–6/30/2021—The Texas DSHS HIV Cluster Workgroup and NASTAD held planning meetings for the September community training series. The committee sent a pre-training survey (Appendix W) to over 350 HIV stakeholders in Texas. Survey responses are an integral first step to ensure that Texas DSHS will address community concerns and questions in the trainings. DSHS will present the trainings as series of three, 2.5-hour learning and listening sessions on September 14, 21, and 28, 2021. Trainers will dedicate half of each session to HIV surveillance; cluster detection and response; and HIV criminalization and stigma. Each session will have at least one hour for breakout groups for urban, rural and Mexico Border regions. Breakouts will allow discussion, questions and feedback from attendees on the first half of the session, as well as time for other comments or concerns. After these sessions, we will share the CDR plan with attendees for further feedback. DSHS Central Office wants to have the learning sessions first to establish a baseline of understanding and conversation with participants, prior to gathering feedback on this plan. We will also send the plan to HIV stakeholders through communication channels listed in Appendix O.
3/1/2021—HIV Planning Group and HCCEG contacted the Texas HIV Syndicate to notify them Texas DSHS was seeking responses for a survey (Appendix W) on current knowledge and acceptability of HIV CDR as well as concerns and questions. DSHS distributed the survey to Texas HIV Syndicate members, health department staff, community-based organizations, LGBTQ organizations, contracted prevention organization staff, Health Resources and Services Administration (HRSA) Administrative Agency (AA) staff, and medical providers on the HIV Care Services Clinical Panel. DSHS encouraged recipients to share the survey widely to ensure a broad number and breadth of participants. See Appendix O for communication channels and Appendix W for HIV CDR Community Survey language. Eighty-five people responded. 

See the Community Engagement and Response Grid (Appendix L) for a timeline of communication and community engagement events. 
Since 2019, DSHS central office staff from HIV Surveillance, PHFU/ STD Prevention, Data-to-Care, HIV Prevention, HIV Care Services, HIV Planning and TB/HIV/STD Communications (HCCEG) began meeting regularly to leverage their collective experience to collaborate and develop this plan. This feedback and collaboration for HIV cluster and outbreak detection and response occurs in the bi-weekly CDR workgroup meetings led by the HIV Surveillance CDR Team Lead.  
In June 2021, the DSHS CDR team and workgroup began hosting monthly calls with the four Ending the HIV Epidemic (EHE) counties funded for PS20-2010, including Disease Intervention Specialist (DIS) staff and EHE coordinators, to discuss availability and successes on Pillar 4 of EHE (Respond). Monthly meetings are also hosted by the HIV Planning Manager for each EHE county, the EHE coordinator, local EHE committees and central office staff who collaborate on those activities. Participants discuss response activities on these calls and on the Respond standalone call. 

[bookmark: _Toc75354340]SECTION 1: Internal Collaboration to Support Cluster and Outbreak Detection and Response 
Describe internal structures, policies, and collaborations that ensure a strong foundation for HIV cluster and outbreak detection and response activities within the health department. For each element, please indicate who in your organization (by job title) is involved in the activity and identify the responsible party. 
I. Oversight and management: Document the individuals (by job title) and groups responsible for management and oversight of HIV cluster and outbreak detection and response, including the reporting chain. 

a. Describe any working groups, leadership teams, or other standing bodies responsible for leading and managing these activities. Attach any documents describing the functions of the group (e.g., charters, memoranda of understanding, organizational charts), if applicable.

Since 2017, the HIV Clusters Workgroup meets biweekly to review CDR activities. Required attendees include: 
· Texas HIV Surveillance Coordinator
· HIV Surveillance CDR Team Lead/Molecular HIV Surveillance (MHS) Coordinator
· HIV Cluster Detection and Response (CDR) Program Specialist
· Time-Space (T/S) Cluster Epidemiologist
· PHFU CDR Team Lead/Data-to-Care Coordinator
· STD Prevention Manager
· Data-to-Care Epidemiologist

Other staff invited as optional attendees include the HIV Prevention Program Specialist for special projects, HIV Care Services staff, the surveillance grants specialist, HIV planners, and representatives from the Heath Communication and Community Engagement Group (HCCEG). The MHS and T/S coordinators work together to identify molecular and time-space clusters using CDC-recommended detection methods. The team works together to discuss the overall concern level of each identified cluster, determine client level and community level follow-up steps and interventions (guided by the Tiered Response Plan, Appendix N), develop a communication plan for discussing and implementing strategies with local and regional health departments, and determine when to close out the investigation on a cluster. 
In May 2021, a second workgroup began meeting weekly to conduct desktop reviews of the surveillance and PHFU data in the electronic HIV/AIDS Reporting Surveillance (eHARS) and the TB, HIV, STD Integrated System (THISIS), review preliminary results, and prepare for the broader discussion on client level follow up. DSHS started this workgroup to provide more detailed guidance and training for new staff and inform PHFU consultants about clusters in the areas where they provide oversight and TA to DIS staff. This workgroup includes: 
· Texas HIV Surveillance Coordinator
· HIV Surveillance CDR Team Lead/MHS Coordinator
· CDR Program Specialist
· T/S Cluster Epidemiologist/Coordinator
· STD Prevention Program Manager
· Data-to-Care Coordinator/PHFU CDR team lead
· HIV/STD PHFU Consultants 

b. Describe roles and process for coordination, oversight, and responsibility for the overall program, in addition to contributions from specific programs and activities (e.g., HIV surveillance, prevention, care, and STI prevention programs). 

The MHS and T/S Coordinators work together to identify molecular and time-space clusters using CDC-provided detection methods. The MHS Coordinator uses the CDC SAS Program and Secure HIV-TRACE to identify molecular HIV clusters. DSHS uses the national priority criteria of 0.5% genetic distance and five cases or more in the previous 12 months at time of analysis. Texas has discussed changing that threshold, but consistently has multiple clusters meeting national priority criteria and opted to retain the national priority criteria at this time. The T/S Coordinator runs the CDC SAS code monthly to identify T/S clusters. Staff use a suite of internally developed SAS programs to match cluster members to partner services, testing, and laboratory information in THISIS. Staff also use SAS and Tableau to visualize and analyze cluster data and help inform next steps. DSHS monitors cluster activity by reviewing diagnosis dates of each new case, geographic distribution of the cluster, total number of cases in the cluster, number of people in the transmission network, number of people in the risk network and people who may benefit from data-to-care services, as well as cluster level viral suppression and PrEP uptake. An overview of each person’s role in the DSHS HIV Cluster Workgroup is below:

1. HIV Surveillance CDR Team Lead/MHS Coordinator (Surveillance) — conducts oversight and program coordination, conducts molecular cluster identification, communicates with internal cluster workgroup staff, communicates with LRHDs upon cluster identification, leads monthly statewide CDR meetings, conducts first line communication for CDR questions, identifies people who may need re-testing or re-engagement in care (molecular clusters), sets up discussions with Central Office (CO) workgroup, LRHDs, and applicable CBOs to discuss prevention opportunities 

2. T/S Epidemiologist (Surveillance) — conducts T/S cluster identification and investigation, communicates with LRHDs, identifies people who may need re-testing or re-engagement in care (time/space clusters), coordinates with HIV Surveillance CDR team lead and workgroup for discussions with LRHDs and applicable CBOs to discuss prevention opportunities

3. Cluster Program Specialist (Surveillance) — coordinates data, completes and submits cluster report forms to CDC, updates policies and procedures, communicates with LRHDs, assists HIV Surveillance CDR Team Lead and T/S Epidemiologist with analysis, coordinates THISIS assignments for data-to-care (D2C) or re-testing, identifies people who may need re-testing or re-engagement in care (DIS/Provider Identified clusters)

4. Data-to-Care Epidemiologist (Surveillance) — coordinates D2C assignments for cluster members who appear out of care, reviews partner services notes to determine potential gaps, communicates with LRHD DIS and D2C staff
 
5. PHFU CDR Team Lead/Data-to-Care Coordinator (PHFU) — coordinates D2C assignments for cluster members who appear out of care, reviews partner services notes to determine potential gaps, communicates with LRHD DIS and D2C staff

6.  Quality Management Coordinator (Care Services) — collaborates with Administrative Agencies (AAs) and providers to discuss cluster characteristics in their area and how they compare to RW clients in the area, identifies potential gaps in care services resulting in lack of viral suppression

7.  Nurse Consultant (Care Services) — collaborates with AAs and providers to discuss local cluster characteristics and how they compare to local RW clients, identifies potential gaps in care services resulting in lack of viral suppression, provides access to and updates from the DSHS Clinical Panel

8. HIV Planning Manager (Prevention) — works with LRHDs and statewide planning bodies to share information about cluster detection and response activities; develops, plans and implements community engagement opportunities; leads EHE initiatives; ensures adequate coverage for Pillar 4 (Response) 

9. HIV Prevention Planner (Prevention) — works with LRHDs and statewide planning bodies to share information about cluster detection and response activities; develops, plans and implements community engagement opportunities

10. HIV Prevention Special Projects Specialist (Prevention) — works with contracted agencies across Texas that provide status neutral testing, service linkage, and navigation of the HIV prevention program 

11. Health Communication and Community Engagement Group Trainer (Communications) — coordinates communications with community members, creates community surveys to assess understanding and concerns around cluster work, promotes routine workforce and community trainings relating to HIV cluster and outbreak detection and response, works with DSHS Office of Communications for community engagement during tiered response activities 

12. STD Prevention Program Manager (PHFU) — coordinates communication with LHRD STD/HIV Program Managers, participates in planning of cluster response activities, determines potential gaps in providing HIV testing to named partners, locates people to participate in the intervention and reporting of outcomes  
Texas DSHS HIV/STD Program Policies and Program Operating Procedures and Standards (POPS) are here: https://www.dshs.texas.gov/hivstd/pops/default.shtm

II. Staff capacity and training: List staff from various health department programs who support cluster and outbreak detection and response and indicate their role(s). This should include staff contributing to leadership, coordination, and front-line cluster response activities.
	[bookmark: _Hlk51253887]HIV Surveillance HIV Cluster Detection Team Lead/MHS Coordinator — cluster identification, lead meetings

	T/S Cluster Epidemiologist — cluster identification

	HIV CDR Surveillance Program Specialist — cluster detection support, snapshot creation, coordination with other program staff

	HIV Surveillance Coordinator — surveillance oversight, guidance

	PHFU CDR Team Lead/Data-to-Care Coordinator — coordinates data-to-care efforts with LRHDs

	Data-to-Care Epidemiologist — pulls data related to data-to-care, assist with coordination

	HIV Prevention Special Project Consultant — community level intervention

	HIV Care Services Nurse Consultant — community level intervention

	HIV Planning Manager — community level intervention

	HIV Planner — community level intervention

	HIV Surveillance Grant Specialist — ensures activities are aligned with grant and budget

	Health Communication and Community Engagement Group — drafts, reviews, coordinates communications

	STD/HIV Local and Regional HD Program Managers — oversight, guidance

	LRHD Disease Intervention Specialists — client level follow-up

	Data-to-Care Disease Intervention Specialists — client level follow-up

	Disease Intervention Specialists — client level follow-up

	EHE staff slated to work on Pillar 4 for clusters in those counties (various stages of hiring)



a. Document initial and ongoing training required or available for these staff, including data security and confidentiality, Secure HIV-TRACE, Passport to Partner Services, and any other relevant training.   

Texas DSHS TB/HIV/STD Section staff, as well as funded contractor staff, including LRHD and HIV prevention contractor staff, must complete DSHS Data Security and Confidentiality Training upon hire and annually. DSHS regularly offers required HIV-STD prevention and care trainings. The training schedule is at dshs.texas.gov/hivstd/training/schedule.shtm. Refer to Appendix V and the DSHS HIV-STD Workforce Training Center for a current list of required trainings.


B. Include training and other capacity-building support available to local/regional health departments and other partners who support cluster and outbreak detection and response.

Texas DSHS offers the following trainings for LRHD and prevention contractor staff:
· Capacity Building Training
· Sensitivity Training
· Motivational Interviewing
· Gender and Sexual Diversity
· Trauma Informed Care
· Health Equity
· HIV Navigation in Texas
· Foundations of Testing and Navigation
The training schedule is at dshs.texas.gov/hivstd/training/schedule.shtm. LRHD and other agencies may also request TA for any course offered by the National HIV Classroom Learning Center. The HCCEG Trainer coordinates such training requests. NASTAD will present a series of three learning and listening sessions on HIV CDR on September 14, 21 and 28, 2021. Texas DSHS will advertise these sessions on its website and send emails to stakeholders using communication channels listed in Appendix O.
DSHS is developing an HIV CDR webpage with basic information, data, trainings, resources and support. Stakeholders will receive a link to the page soon.

	DSHS STD Prevention Manager and PHFU Group evaluated staff capacity at each LRHD, including DIS and data-to-care DIS, and other staff who could be tasked with cluster response activities. Cluster related client level interventions often include re-testing people named as partners in the original partner services intervention and re-linking people to HIV medical care if there is no evidence of care in the last twelve months. DSHS STD Prevention Manager and PHFU consultants conducted a survey of LRHD staff to assess their ability to maintain program capacity and allow for re-direction of staff for two-week, one-month and two-month intervals for COVID response. DSHS STD Prevention will repeat this assessment after local COVID-19 responses decrease and staff return to full time, normal duties. Texas DSHS Central Office will repeat this evaluation periodically as results may vary by current staffing levels and supplemental EHE funding. DSHS HIV Surveillance is considering a similar assessment; however, based on current “routine” CDR activities, PHFU and D2C staff would be most impacted. 

	DSHS is also evaluating how to involve other affiliated contractors outside funded health department DIS, such as HIV case managers and social workers trained to address needs of PLWH. Due to Texas Health and Safety Code 81.06, DSHS is limited on care information it can share outside health department staff and beyond last known treating medical provider, limiting entities and degrees to which DSHS is able to collaborate and leverage for certain activities. DSHS will build on working with the PS20-2010 EHE coordinators. Texas DSHS will collaborate and learn from other CDC funded states and cities conducting CDR activities as part of PS18-1802.

DSHS plans to use funds from PS20-2010 year 2 (or expanded authority of year 1) to develop online training for HIV cluster topics, including cluster identification, cluster response, benefits and limitations of molecular HIV analysis, legal data protections, and ethical considerations. The trainings will build upon trainings and listening sessions hosted by NASTAD in September 2021. DSHS will share the recorded trainings on its website. Previous presentations to local planning groups included this information on an ad hoc basis.

LRHD staff performing individual-level HIV cluster follow up are often Data-to-Care and DIS staff who already received relevant trainings, including passport to partner services, data security and confidentiality, and phlebotomy training. Prevention staff at LRHDs or local planning councils do not have access to client-level data, though still must complete DSHS trainings as outlined in contracts. 

C. As an appendix, include a table of staff currently serving in each job title that supports cluster and outbreak detection and response, as outlined above. 

See Appendix A for a table of staff currently serving in each job that supports HIV Cluster and Outbreak Detection and Response.

See Appendix B for a Texas DSHS TB/HIV/STD Section organizational chart.


III. Funding for cluster response activities: Indicate sources of funding that currently support routine cluster response activities and those that can be redirected or supplemented quickly, if needed, for a given response. This funding might come from state or local health department funding or funding from cooperative agreements with federal agencies or other partners; funds might be needed to support new or expanded activities related to HIV prevention and care, Disease Intervention Specialists (DIS), or additional data collection. Activities might be supported directly by program funds or via new or existing contracts.

PS18-1802: HIV cluster detection and response in Texas is funded by PS18-1802. The HIV Surveillance CDR Team Lead/MHS Coordinator, HIV Cluster Program Specialist, and Data-to-Care Epidemiologist are funded under the PS18-1802 Surveillance budget. The PHFU CDR Team Lead/Data-to-Care Coordinator, HIV Prevention Special Project Coordinator, HIV Planner, HIV Prevention Grant Coordinator, and Biomedical Coordinator are funded under the PS18-1802 Prevention budget. In addition, some LRHD data-to-care and DIS staff are funded under PS18-1802 Prevention budget. 

PS17-1711: Staff funded under this grant work on Project Conéctate, the demonstration project that aims to detect and respond to clusters involving Hispanic/Latino MSM. PS18-1802 staff identify and review clusters. PS17-1711 staff receive cluster assignments based on demographics of cluster members. Lessons learned from this project inform PS18-1802 cluster planning. This project ends on 09/29/21, when funded staff will move to other funding sources or be laid off. Staff funded under PS17-1711 until September 2021 perform cluster response activities, including: 
· University of Texas Southwestern Medical Center
· Three Field Health Advocates (FHA)
· One Public Health Detailer
· Two Data Analysts 
· One Team Lead
· Prism Health North Texas
· Two FHAs
· San Antonio Metropolitan Health District
· Two FHAs
· One Pre-exposure Prophylaxis (PrEP) Navigator
· Alamo Area Resource Center
· One PrEP Linkage Navigator
FHAs perform direct client outreach, enhanced interviews, re-engagement in care, testing, and PrEP referral based on client needs. 

PS20-2010: This grant funds positions that work on cluster response, such as specialized DIS specific to the five EHE counties. These positions work on clusters identified through PS18-1802 if those clusters are centered in any of the five counties and if members of the cluster reside in any of the five counties. This grant will fund multiple staff at DSHS Central office and Local health departments. These newly created positions include two Dallas County DIS, one Tarrant County DIS, two San Antonio Metro DIS, and one Austin Travis County DIS. DIS will perform cluster response activities for clusters in their service areas. They will also perform data-to-care and re-linkage and test partners at the client intervention level. DSHS used grant funds to add two HIV planners to central office. The planners will work with community planning groups to share cluster response information and improve communication. DSHS also added two program specialist IV staff to the central office HIV surveillance team, which dedicates 25% of their time to cluster response. 

PS19-1901 STD PCHD: Strengthening STD Prevention and Control for Health Departments (STD PCHD) funds the STD Prevention Program Manager and partner services coordinators. STD PCHD partially funds LRHD DIS. DIS often perform in-kind duties for cluster response.

Care Services/HRSA: Central office care services staff participate in monthly calls with surveillance to discuss cluster members in HIV care with no viral suppression. They work with providers and AAs to determine service gaps they need to address. HRSA care services funds HIV care services nurse consultants.

Texas General Revenue (GR): GR funds the Time/Space Cluster Epidemiologist, the HIV Surveillance Grant Coordinator and the HIV Surveillance Coordinator/HIV Group Manager. GR also funds the Health Communication and Community Engagement Group (HCCEG) and other staff who may assist with cluster response activities or help manage public or stakeholder communication. 

Regardless of funding, all DSHS staff must actively participate and support agency obligations for disaster response and recovery or continuity of operations (COOP) activation. Texas DSHS quickly redirects staff as needed to continue required program activities, including cluster detection and response.

IV. Data Sharing: Document existing or planned data sharing arrangements (DSAs) between programs within your organization to support cluster detection and response activities. 
a. List any relevant data sharing arrangements between programs in your health department (e.g., HIV surveillance and Ryan White HIV/AIDS Programs), as applicable. For each, indicate whether a memorandum of understanding or data sharing agreement is in place or planned.
[bookmark: _Hlk52378457]The DSHS TB/HIV/STD Section is an integrated program that conducts the following activities: HIV surveillance, HIV care services, HIV prevention, STD prevention, STD surveillance, and electronic laboratory reporting. Section staff must complete DSHS Data Security and Confidentiality Training upon hire and annually. There is no need for an internal data sharing agreement within DSHS programs for cluster detection and response. 

DSHS has a longstanding working relationship with the City of Houston Health Department (HHD) for HIV surveillance and prevention activities. DSHS and HHD have a signed letter of agreement for PS18-1802 that covers prevention and surveillance activities (Appendix X). DSHS and HHD collaborate on existing cluster investigations and plan to continue this collaboration. DSHS and HHD staff participate in a monthly cluster workgroup to discuss identification, coordination and close-out activities. 

LRHDs perform HIV surveillance, HIV prevention and HIV/STD partner services activities at the local level. DSHS has contracts with LRHDs for data sharing, security and confidentiality (Appendices Y, AA, BB). DSHS strengthens and expands these contracts to cover necessary activities and personnel for grant-related activities. DSHS will amend surveillance contracts to require assistance with cluster detection and response activities (Appendix Y). HIV Prevention contracts include the clause that contractors must “Perform other activities as may be reasonably requested by DSHS to meet the goals of the Texas HIV Plan.” DSHS will leverage this clause for tier 4 outbreak responses. 

Texas DSHS contracts and collaborates with many non-CDC-funded partner organizations such as HIV care providers; health care providers; community-based organizations (CBOs); lesbian, gay, bisexual, transgender and queer (LGBTQ) organizations; clinics; and community health centers. Appendix D includes a letter from the Texas HIV Syndicate to show their support for the PS17-1711 grant. The letter also shows their desire to work with DSHS to address HIV clusters involving Hispanic/Latino MSM and their networks. After the NASTAD CBA learning sessions, DSHS will ask the Texas HIV Syndicate for a letter of support for cluster detection and response. 

The Texas Health and Safety Code chapter 81 prohibits data sharing with individual medical providers and other non-health department entities that are not the last known provider of medical care for a person reported to the health department. For PLWH who are in care, DSHS central office may work directly with local medical providers currently providing care to individuals identified in a cluster. Depending on the size of the cluster and the clusters geographic area of coverage, the number of medical providers could be a few to many (2-20+) providers. This variability will require extensive planning and staff commitment at the DSHS central office level.   Texas DSHS works with regional medical directors on local clusters to evaluate the extent to which they are willing and able to work with local providers for individual patient follow up and community level prevention related process changes, adhering to the Texas statute where applicable. For people at risk for HIV, DSHS has no information on last known medical provider; therefore, DSHS cannot reach out for individual client-level follow-up testing other than to health department staff. DSHS may set up data use agreements with a few entities in each area of the state for re-engagement in care and re-testing on a person level. However, the DSHS General Counsel must first determine if that is an acceptable activity under Texas Health and Safety Chapter 81. 
The geographic distribution of people involved varies cluster to cluster. Texas DSHS coordinates with local HIV prevention providers to encourage increased activities. These activities include focused testing, PrEP services, and targeted or geofenced social media prevention messaging.

V. Data protection: Describe the current status of protections that ensure HIV data are used only for public health purposes.
a. Document how data requests from non-public health partners are triaged and addressed. Attach relevant protocols/policies as appendices. Address requests from, for example, the following: 
i. Law enforcement and the justice system
Texas Health and Safety Code Chapter 81 and Chapter 85 pertain to the collection and use of HIV/STD public health data. Texas Health and Safety Code Chapter 81, Section 81.046 Confidentiality protects public health data and allows the release of that data under limited circumstances The Texas DSHS Office of General Counsel verified that DSHS is not required to share public health data, including surveillance, partner services interviews, laboratory reports and cluster analysis, with law enforcement or representatives of criminal and civil court cases. However, at the jurisdictional level, the jurisdiction’s legal advisor will determine if the local health authority may share data. Texas is a decentralized state and the local health authority rests with the city, county or regional health department (in the absence of a city or county health department). 
As additional layers of security, cluster information and access to HIV genotype sequence data is restricted to select staff at DSHS central office. DSHS does not release or share molecular cluster relationships or TN93 distance information on two matched individual sequences. Texas DSHS stores such data on a partitioned section of encrypted network drives with limited access. Data requests for cluster linkages and analysis received by DSHS will be denied by HIV surveillance program staff and the DSHS Office of General Counsel.
Academic institutions, media, and other non-public health entities.

Academic institutions requesting person-level data must submit an Institutional Review Board (IRB) application and work with the DSHS HIV surveillance program to determine the need for data. The DSHS IRB has not approved any applications to date (May 2021). Texas Health and Safety Code Chapter 81 prohibits the release of person-level data to the media. Aggregate data must satisfy the rule of 50 as outlined in DSHS Policy 302.001, Release of TB, HIV, STD and Viral Hepatitis Data.

b. Document current or planned efforts to improve data protection policies and practices.

Texas DSHS TB/HIV/STD reviews its data release policies as needed; the last update was on 11/25/2019. Current policies have strong protections for HIV-related data. Staff will continue ongoing assessments to determine the need for changes or provisions. 


[bookmark: _Toc75354341]SECTION 2: External Partnerships to Support Cluster and Outbreak Detection and Response
Describe partnerships with external agencies that ensure programs are developed with community input and work effectively with community partners well-positioned to support HIV prevention activities needed to respond to HIV clusters and outbreaks. For each element, please indicate who (by job title) in your organization is involved in the activity and identify the responsible party.
III. Community Engagement: Describe your community engagement activities related to HIV cluster and outbreak detection and response, including initial activities and ongoing engagement.

Community engagement will include the benefits of cluster response for highlighting communities and populations that would be positively impacted from enhanced/focused status neutral approach. Presentations will describe methodology of HIV molecular and time/space cluster detection and analysis. The presentations will include benefits to increasing HIV testing, diagnosis, and linkage to medical care as well as highlighting activities and outcomes of previous work conducted in communities impacted by cluster detection. 
 
The MHS Coordinator presented to the Texas HIV Syndicate on the process for detection and response of molecular clusters. As part of PS17-1711, the MHS Coordinator also convened a workgroup with Texas HIV Syndicate members who identify as Latino MSM to gather input on informing and communicating outcomes of MHS cluster detection specifically for this population. Texas DSHS used feedback from the Texas HIV Syndicate and the Latino MSM workgroup to develop messaging for proposed interventions. The COVID-19 pandemic interrupted plans to meet regularly with the Texas HIV Syndicate to provide updates and receive input, but virtual meetings have since resumed. DSHS will share this plan and CDR activities on the June and September 2021 calls.  

The HIV Surveillance CDR Team Lead conducts monthly, statewide CDR calls. Invited attendees include central office staff, representatives from the HIV Prevention, PHFU, and HIV Care Services Teams, and LRHD staff. The calls inform, update and address the status of molecular and time-space clusters in Texas. The HIV Surveillance CDR Team Lead schedules more calls as needed with individual LRHDs. The purpose is to plan follow up activities, identify gaps in services, and discuss outcomes of linkage to medical care, HIV testing outcomes, PrEP linkage and other information from field activities. 

DSHS may request feedback from a variety of sources, including the Texas HIV Syndicate, LRHDs, medical providers, the AIDS Education and Training Center, AAs, and community members. Staff will gather questions and feedback at several meetings for that express purpose. People may also submit feedback to HIVSTD@DSHS.TEXAS.GOV. The CDR central office team will discuss each inquiry at their bi-weekly workgroup meeting. CDR staff will respond directly to inquiries asking for a response. Otherwise, staff will update this plan with answers. 

a. Address engagement activities with all relevant communities, such as people with or at risk for HIV, providers, CBOs, community coalitions, and community planning groups.

DSHS is working with NASTAD via a CBA request to develop and host training sessions in September 2021. DSHS will host and widely publicize these sessions for health department staff, community members, PLWH, community advocates, medical providers and other HIV stakeholders or people interested in learning more about CDR. DSHS administered a CDR community survey (Appendix W) in April 2021 to get community feedback to integrate into the August training sessions. Trainers will dedicate half of each session to HIV surveillance; cluster detection and response; and HIV criminalization and stigma. Each session will have at least one hour for breakout groups for urban, rural and Mexico Border regions. Breakouts will allow discussion, questions and feedback from attendees on the first half of the session, as well as time for other comments or concerns. After these sessions, we will share the CDR plan with attendees for further feedback. DSHS TB/HIV/STD wants to have the learning sessions first to establish a baseline of understanding and conversation with participants. We will also send the plan to HIV stakeholders through communication channels listed in Appendix O.

DSHS will hold community meetings at least annually to reassess community input on CDR and allow for introduction or re-introduction of CDR to staff not previously involved. At the end of each session, trainers will share a link to HIVSTD@DSHS.TEXAS.GOV. The CDR central office team will respond to CDR feedback submitted to this address. 

b. Provide a description of venues, frequency of engagement, and your process for incorporating community feedback into program implementation.
Texas DSHS will host the three September trainings via a web-based platform over a series of weeks to encourage attendance of people from across the state. Additionally, DSHS will repeat web-based trainings annually and post recordings online for people unable attend in person. 

Beginning in Summer 2021, DSHS will host a quarterly, web-based meeting to share CDR results with the community. Attendees will be able to ask questions and provide feedback or concerns they have with the activity. DSHS can also share CDR information at Texas HIV Syndicate meetings, HIV Surveillance and PHFU Training Symposiums, the biennial Texas HIV/STD Conference, Ryan White Care Services and HIV Prevention meetings, the Dallas HIV Data Summit, and other community engagement sessions to allow for a wide audience and participation. DSHS may also ask local and regional groups, such as the Bexar County HIV/Syphilis Task Force, the Dallas County HIV Task Force, or EHE planning groups to allow central office or local staff to present CDR activities and findings. 

IV. Collaboration with external partners: Describe your process for identifying key partners in the community and collaborating with them to prepare for and implement cluster and outbreak response activities. 
a. Compile a list of community partners well-positioned to support the full range of cluster response activities, including (but not limited to): HIV testing in clinical or non-clinical settings, PrEP, harm reduction, HIV care and linkage to care, linkage to key social services.

DSHS funded LRHD partner services programs will perform client level interventions, such as testing and linking (or re-linking) people to medical or PrEP services. HIV Surveillance and PHFU funded agencies have access to HIV partner services and surveillance data in THISIS. DSHS HIV funded testing and PrEP services providers will also serve as a testing and prevention resource to members of the community. In addition to HIV/STD testing, partner services, and HIV outreach, programs can provide information on known venues in the community to concentrate efforts (see Appendices C and S for identified agencies).

Texas statute prohibits DSHS from participating in or funding syringe service programs. However, DSHS Central Office works with local and regional partners to identify and expand existing harm reduction services. In the San Antonio, Brownsville and Corpus Christi areas, DSHS funded HIV prevention programs are using state funds to purchase naloxone. Additionally, the DSHS HIV Prevention Program partnered with the Texas Overdose Naloxone Initiative (TONI) to provide training on overdose prevention.  The TB/HIV/STD Section may ask DSHS leadership for permission to work with the Texas Harm Reduction Alliance to determine needs and gaps.
Pharmacies in Texas may sell non-prescription syringes, if allowed by the Pharmacist in Charge (PIC) at each location. Texas DSHS Central office is evaluating expanding conversations about non-prescription syringe sales. However, current budget constraints on core PHFU and HIV Prevention and the relatively low number of people who inject drugs (PWID) in Texas places this at a lower program priority currently. 

b. Explain your framework and your process for engaging community partners to develop their role in routine cluster response activities and to prepare for effective collaboration in outbreak response.

Once Texas DSHS identifies a cluster, central office staff work with LRHD staff in the primary geographic area of the cluster. In the THISIS 900-Main HIV event, CO staff use the Case Assignment/Field Record Question Package (QP) to create assignments for testing, re-engagement in care, interview, PrEP linkage, and medical record abstraction as appropriate for the molecular, transmission, or risk network members who need follow up. After discussion with LRHD PHFU and surveillance, central office identifies next steps based on cluster characteristics and the Tiered Response Plan (Appendix N). Central office may hold follow up discussions with CBOs, local planning bodies, EHE committees (for EHE jurisdictions), Fast Track Cities groups, and other stakeholders.

DSHS HIV Surveillance, HCCEG and HHD developed fact sheets (Appendices P, Q, R, T) on molecular surveillance and CDR in English and Spanish. DSHS will share the fact sheets with community partners and post them on the DSHS website. DSHS also developed templates for health advisories (Appendix J) and press releases (Appendix K) that are routed (June 2021) for pre-approval. Pre-approval will speed up final approval to share tools with regions impacted by clusters. These fact sheets and health advisories highlight the need to use the complete HIV testing algorithm, the importance for providers to assess the need for and prescribe PrEP, and the use of other proven prevention methods and products. Additionally, DSHS developed a fact sheet for providers on the benefits of HIV genome sequencing beyond drug resistance analysis on an individual patient (Appendix R). 
c. Indicate your process for identifying and addressing gaps in available services through existing or new partnerships.
After the initial desktop data review and discussion with LRHD staff, the DSHS HIV Cluster Workgroup may speak with LRHD staff, local community and HIV planning bodies in the area to address gaps highlighted by cluster growth. For example, a gap in PrEP services in San Antonio was highlighted by a rapidly growing cluster with zero members linked to PrEP services before HIV diagnosis. In a Nueces County cluster, related members were already linked to care and received timely PHFU interview. After desktop review, staff noted that many clients in this cluster were diagnosed at the same CBO. DSHS met with the LHD and CBO to discuss their working relationship and learn best practices to share with other jurisdictions. 
The MHS and T/S Cluster Epidemiologists have a standing meeting with the HIV Care Services Group to review notes on PLWH who are linked to a cluster and appear to be in care for HIV services (have a CD4 or VL result reported to eHARS within the past 12 months) but are not virally suppressed. Follow up of individual people in a cluster and in care in a RW program is challenging due to limitations of information DSHS can legally share with AAs versus last known care provider. Texas DSHS may look at characteristics of people in rapidly growing clusters and compare those to characteristics of people receiving RW funded care to see if there is overlap and potential learning opportunities. DSHS also presented to the HIV Care Services Clinical Panel to seek input on whether contacting providers directly about clients with unsuppressed viral loads is beneficial to the provider and patient. Panel providers indicated that knowing a patient is in a cluster may be beneficial and could spur conversations about treatment as prevention and the need to speak with partners about testing opportunities; however, providers were unsure if the added knowledge of a person’s relationship to a cluster would outweigh the added risk of increased stigma. 

V. Data Sharing: Document existing or planned DSAs with programs outside your organization to facilitate cluster detection and response activities. Attach relevant MOUs/DSAs, as needed. Ensure that the purposes and uses of shared data are clearly articulated.
a. List all relevant DSAs with programs outside your health department (e.g., local health departments, HIV care providers, CBOs). For each, indicate if an MOU or signed DSA is in place or is planned.

DSHS contracts with LRHDs to conduct HIV surveillance and partner services activities. DSHS provides guidance and contractual oversight but allows LRHDs flexibility on program implementation (Appendix Y). DSHS encourages LRHDs to develop agreements with HIV medical providers in their jurisdiction to engage people into care. DSHS contracted agencies are required to annually renew their security and confidentiality training for all staff, and the Local Responsible Party (LRP) is required to verify that LRHDs meet all security measures. 

Data shared within DSHS are shared only via secure, encrypted network drives. Data shared externally with LRHDs are encrypted and shared via a secure file transfer protocol site (SFTP), such as GlobalScape. Parties agree and adhere to client confidentiality and privacy mandates stipulated in HIPAA, HITECH and Texas law. Each party is responsible for training and assuring proper credentials of staff providing services to clients. Parties must maintain records of services provided as well as signed agreements and records of services provided to all clients in DSHS provided databases or locked file cabinets (as directed by the statement of work). 

The Texas DSHS TB/HIV/STD Section is an integrated program that conducts the following activities: HIV surveillance, HIV care services, HIV prevention, STD prevention, STD surveillance, and electronic laboratory reporting. Section staff must complete DSHS Data Security and Confidentiality Training upon hire and annually. There is no need for an internal data sharing agreement within DSHS programs for cluster detection and response.

Texas DSHS has a longstanding working relationship with HHD for HIV surveillance and prevention activities and a letter of agreement, noted previously, for PS18-1802 (Appendix X). Texas DSHS and HHD collaborate on existing cluster investigations and plan to continue that collaboration. DSHS and HHD staff participate in a monthly cluster workgroup to discuss identification, coordination and close-out activities.

LRHDs perform HIV surveillance, HIV prevention and HIV/STD partner services activities at the local level. DSHS has contracts with LRHDs for data sharing, security and confidentiality (Appendices Y, AA, BB). DSHS will strengthen and expand these relationships to cover necessary activities and personnel for grant-related activities.

Texas contracts and collaborates with many non-CDC-funded partner organizations such as HIV care providers, health care providers, CBOs, LGBTQ organizations, clinics and community health centers. 

b. For any existing DSA, indicate what data are included (e.g., aggregate data, identifiable or de-identified individual-level data), how data are securely transferred and stored, activities supported by the data sharing, and the terms by which they can be further released.

LRHDs conducting PHFU and surveillance activities have access to client-level data in THISIS. Central office staff will assign people who need re-interview, testing, PrEP linkage, and linkage to care to designated LRHD staff via THISIS. Throughout and after the course of investigation and activities, DSHS central office staff can retrieve data from THISIS. The THISIS HIV-900 event has a Cluster Tracking Question Package that central office staff will complete to track cluster_id, method of cluster identification (Molecular, Time/Space, DIS or Provider Identified), and date of cluster identification. This question package is restricted access to protect the cluster information and ensure need-to-know access of the information for an individual cluster and relationship of a client to the cluster. 

DSHS will share aggregate data only with programs who need it, such as community partners or EHE planning bodies. This aggregate data sharing has only happened through presentations and with the CDC at this time.   DSHS will share client level information only via encrypted SFTP sites such as CDC Secure Access Management Services (SAMS) or GlobalScape. 

c. Describe any existing data sharing procedures or agreements for collaborating with other state health departments in case of multi-jurisdictional cluster investigations, including data elements and method of transfer. 

Texas has completed data searches and data-to-care follow-up calls with other states for cluster investigation. DSHS handles this process in the same way it handles out-of-state deduplication of cases (RIDR/CIDR), where staff share relevant information such as recent labs and last provider visit dates. Texas does not share information on named partners in transmission or risk networks with no evidence of travel or living in the other state, as Texas HSC Chapter 81 does not permit DSHS to share that information. DSHS shares information permitted to share under RIDR/CIDR calls on multi-jurisdictional calls. DSHS shares aggregate level information on the molecular, transmission and risk network members on calls with the primary jurisdiction. 

In the event a molecular cluster has no primary jurisdiction (e.g., 4 cases in Texas, 4 in Florida, 3 in New York and 2 in Michigan), Texas DSHS will investigate the four Texas cases as a molecular cluster in Texas and collaborate with the other jurisdictional CDR programs to determine joint follow up needs. 


[bookmark: _Toc75354342]SECTION 3: Detecting and describing HIV clusters and outbreaks

Describe your plan for detecting HIV clusters and outbreaks via collection and analysis of relevant data and through routine communication with key stakeholders. For each element, please indicate who (by job title) in your organization is involved in the activity and identify the responsible party. 
I. Time-space cluster detection: Describe your protocol and methods for identifying time-space clusters. If you have a protocol or standard operating procedure (SOP) for this activity, please attach as an appendix and provide a narrative overview here.

The T/S Epidemiologist runs the CDC-provided SAS program monthly to identify time-space clusters on the first of the month (or the first weekday of the month). The SAS program is not modified. The program identifies clusters at the county level. Attempting to identify clusters in larger geographic areas (public health regions consisting of large groups of counties) is not effective; the program does not generate alerts for potential clusters.
The T/S Cluster Epidemiologist performs review of the SAS output. Staff discuss clusters involving persons who inject drugs (PWID), where risk factors are injection drug use (IDU) or MSM/IDU, at biweekly DSHS HIV Cluster Workgroup meetings and investigate further with the local health department. Steps to investigating these clusters include: 
1. Generate a line list with all people diagnosed in the county of interest with the risk factor(s) of interest.
2. Review HIV surveillance data to determine most recent viral load result.
3. Manually review partner services interview data in the DSHS internal database (THISIS) to determine named partners, HIV status of partners, and PrEP referrals for negative partners.
4. After compiling data and reviewing internally, the DSHS HIV Cluster Workgroup meets with local health department partner services staff to discuss the cluster and potential response activities.
5. For LRHDs with data-to-care programs in place, staff create D2C assignments to engage or re-engage cluster members who have fallen out of care or were never linked to care at diagnosis.
6. For LRHDs with no specific data-to-care program staff, CO assigns DIS the D2C assignment in THISIS and the D2C coordinator and PHFU consultant work with the staff member to accomplish the needed follow-up activities. 
Appendix U has more information on the procedures for detection and follow up of time/space clusters. The full time/space cluster is comprised of the diagnoses listed in the T/S output, all named partners in HIV or syphilis investigations for the previous 12 months, and any molecularly linked individuals at 0.5% genetic distance or less.  

a. If the CDC-provided SAS program is used for time-space cluster detection, please note that. If another approach is used, your protocol should include a description of SAS programs or other analytic tools used, specific parameters for defining a “baseline” for comparison and relevant increases and data sources used.

DSHS uses the CDC-provided SAS program for time-space cluster detection. The agency uses no other approaches.

b. Address geographic levels of analysis (e.g., counties, MSAs, regions), frequency of analysis, personnel involved, and process for assessing and improving quality of the analyses.

DSHS identifies clusters at the county level using CDC provided, unaltered SAS programs. Staff run SAS code monthly to look for new clusters. The DSHS HIV Cluster Workgroup reviews output to discuss the cluster and potential response activities. Attempting to identify clusters in larger geographic areas (public health regions) is not effective as the program generates no alerts, while individual counties sometimes generate alerts. The DSHS HIV Cluster Workgroup believes the high number of people living in the Public Health Region and high incidence of HIV in the state obscures the percent difference and standard deviations of observed clusters compared to the three-year average baseline, thus preventing the program from identifying Time/Space clusters at larger than county level groupings. 

II. Molecular cluster detection: Document your protocol for identifying molecular clusters. If you have a protocol or SOP for this activity, please attach as an appendix and provide a narrative overview here.
a. State the program used for analysis, frequency of analysis, and staff involved.

DSHS staff use the Secure HIV-TRACE (HIV-TRAnsmission Cluster Engine) to identify clusters that meet priority criteria. Texas DSHS uses the CDC national priority criteria of clusters comprised of at least five cases diagnosed in the previous 12 months, which cluster at 0.5% genetic distance or less. Staff import HIV nucleotide sequence data to eHARS and run Secure HIV-TRACE analysis monthly. The MHS Coordinator/HIV Surveillance CDR Team Lead or HIV Cluster Program Specialist at DSHS and HHD staff in Houston perform the analysis. Texas DSHS and HHD use an integrated eHARS and integrated Secure HIV-TRACE to ease coordination of clusters overlapping the Houston and Texas-outside of Houston jurisdictional boundaries. Texas DSHS and HHD staff alternate running the Secure HIV-TRACE application each month.

 After Secure HIV-TRACE analysis identifies clusters, staff use DSHS developed SAS programs to merge molecular cluster data with information from THISIS, including HIV lab history, STD co-morbidity history, partner services interview records and current address information. Staff analyze interview record information to identify partners named by a molecular cluster member (MC) or who named a molecular cluster member in their own interview. Staff repeat this process a second time to collect a second generation of named partners from HIV and syphilis interview records. Any person linked to a molecular cluster member in the first or second generation of partners who was previously diagnosed and reported to Texas DSHS are categorized as a Transmission Network Member (TN). Any named partner who was last known to be HIV negative is classified as a Risk Network Member (RN). 

DIS collect named partners from interviews of new HIV or syphilis investigations and enter that information into THISIS. The HIV Surveillance CDR Team lead uses interview information from THISIS with an interview date in the most recent four years at the time of cluster analysis. Texas DSHS previously included partners named in HIV and syphilis interviews with no date restrictions, but the number of people added to the risk and transmission network became unwieldy. DSHS determined that the return on time-investment was not as fruitful as limiting to four years. DSHS selected the four-year time span because Secure HIV-TRACE identifies clusters with members who link to another member at the 0.5% genetic distance and have a diagnosis in the previous three years at time of diagnosis (which encompasses the previous 12 months used to look for 5+ diagnoses for the cluster to meet priority follow up criteria). The HIV Surveillance CDR Team Lead made an arbitrary addition of another year, from 3 to 4, to ensure that people related to the social or sexual network underlying the rapidly growing clusters are in the catchment. 
 
The MHS Coordinator/HIV Surveillance CDR Team Lead and Cluster Program Specialist run SAS programs to identify molecular, transmission and risk networks. The T/S Cluster Epidemiologist acts as back up. Staff run the DSHS-developed SAS programs monthly after the Secure HIV-TRACE analysis is complete. DSHS saves these programs and instructions (Appendix E) on a secure network drive. The program Molecular Cluster Routine creates and formats a SAS dataset that staff then feed into a Tableau workbook for visual analysis. The MHS Coordinator or designee then creates monthly snapshots of each molecular cluster, exporting from Tableau to PDF to discuss in the cluster workgroup. An example snapshot is in Appendix F. Staff use another Tableau workbook adding the information from the transmission and risk network to visualize the full cluster and create full cluster snapshots (Appendix G). DSHS uses both snapshots, including molecular cluster and full cluster (MC, TN, RN), to guide discussion and determine concern level, cluster follow up tier, and next steps. 


b.  Also indicate the status of nucleotide sequence reporting via electronic lab reporting (ELR) in your jurisdiction, including timeliness and completeness of these data and your process for identifying gaps and making improvements. 
DSHS receives HIV nucleotide sequence data via electronic laboratory reporting in HL7 format. Health Level Seven or HL7 refers to a set of international standards for transfer of clinical and administrative data between software applications used by various healthcare providers. Laboratories send the data to the DSHS Informatics Program, along with information for all reportable diseases in Texas. DSHS Informatics Program split off all TB, HIV and STD related labs, staff feed the labs through a Rhapsody processor to clean and standardize the reportable data elements. An automated process uploads the lab results nightly into THISIS. Each lab result attaches to an existing HIV case or creates a new HIV case as appropriate. Staff run the HIV lab extract processor weekly. The processor pulls HIV labs reported since the last extract run and exports them to a .txt file for import into eHARS. An HIV surveillance epidemiologist, the T/S Coordinator or other designee, ensures that all labs are imported into eHARS weekly, therefore meeting CDC recommendations for the timeliness of reporting and import into eHARS. 
Completeness of HIV nucleotide sequence data is more challenging than timeliness. DSHS receives routine laboratory reports from LabCorp, Quest, ARUP, Specialty, Monogram Biosciences, BioReference and Mayo Clinic. DSHS receives sporadic HIV genotype laboratory reports from University of Texas Medical Branch-Galveston and is working to recruit Clinical Pathology Laboratories to report genotype tests. Houston Health Department works directly with Harris Health System Laboratories to ensure reporting in that region. Completeness of nucleotide sequence test results are relatively stable and close to the CDC target for many years (Table 1. Percentage of newly diagnosed persons with an Analyzable HIV nucleotide sequence, 2014-2020). Texas DSHS HIV Surveillance and ELR teams monitor laboratory reporting monthly and quarterly to ensure nothing interrupts reporting streams and to quickly address reporting issues. To date, no single reason for sequence testing volume being consistently lower than CD4 and viral load testing is identified, but evaluation continues. Anecdotal evidence from medical providers, FQHCs and AAs points to test cost as the largest barrier. Even with insurance or Ryan White, the test can be too expensive. Additionally, providers mentioned “susceptibility fatigue,” indicating they did not find the testing fruitful, as (seemingly) every patient tested came back with wild-type virus susceptible to front line medications. That susceptibility fatigue and feedback loop leads to providers order fewer tests.  
The MHS Coordinator works with the public health detailing team to ensure that providers emphasize HIV nucleotide sequence testing as part of the HIV standard of care. They also inform providers that testing is often covered by insurance and Ryan White funding. 
[bookmark: _Ref75501481]Table 1. Percentage of newly diagnosed persons with an Analyzable HIV nucleotide sequence, 2014-2020
	Year of Diagnosis (analyzed 05/2021)
	Percentage of persons with diagnosed HIV infection and an analyzable nucleotide
sequence (Target: 60%)

	2014
	61.8%

	2015
	60.7%

	2016
	62.5%

	2017
	57.3%

	2018
	45.4%

	2019
	54.9%

	2020 (to date)
	53.5%


 
c. If partnering with an outside agency to analyze molecular data, describe the collaboration including names and roles of parties involved and DSAs in place.

DSHS does not partner with any outside agency to analyze molecular data other than University of California San Diego using Secure HIV-TRACE.

III. Other cluster detection methods: For DIS, healthcare providers, or others who might identify clusters, explain the flow of information to appropriate staff within the health department, including names/roles of these staff.

As providers notice unusual transmission patterns that might indicate a cluster of concern, they contact their LRHD staff, who send the report to central office Public Health Follow Up and/or HIV Surveillance consultants. Consultants work with the central office HIV Cluster Workgroup to determine if patterns indicate a new cluster in the area and if cases overlap with previously identified molecular or time/space clusters. After a provider or DIS identify a cluster, for the HIV Cluster Workgroup will use the time/space cluster follow up and investigation processes. The cluster team monitors clusters and cluster follow up at bi-weekly meetings. Follow up in the field is carried out by DIS, Data-to-Care and/or Cluster DIS staff as appropriate. DSHS added guidance on how to spot and report clusters to DSHS central office to the Tiered Response Plan (Appendix N).

IV. Reviewing relevant cluster data: In addition to time-space and molecular data elements, list other data elements and data sources used to understand and interpret the findings of cluster analysis (e.g., CAREWare, partner services data, evidence of STI or HCV co-infection).
a. Document your process for merging and storing data from different sources and tools for visualizing the data in reports. Identify who is responsible for generating, reviewing, and sharing these reports.

Texas DSHS collects and stores HIV surveillance, lab reporting and partner services information (also known as PHFU data) on a person (party) level in THISIS (TB/HIV/STD Integrated System). THISIS is the central database DSHS uses to manage HIV/STD surveillance, HIV/STD laboratory reporting, HIV/STD partner services interviews, assignments, follow up activities, TB surveillance and TB case management. Negative laboratory tests reported to DSHS in accordance with the Texas Administrative Code Chapter 97 are in THISIS PLWH records. Negative reporting in Texas is limited to a negative supplemental test that follows an initial positive screening test. This necessary step allows the health department to identify people in the acute stage of HIV. Additionally, LRHD DIS offer HIV testing to any people identified as a partner, associate or social network contact of a person newly diagnosed with HIV or syphilis. These results (positive or negative) are entered into THISIS. 

All people named as partners in HIV or syphilis interviews from the past four years are in the transmission and risk network of clusters. The HIV Surveillance CDR Team Lead and/or HIV Cluster Program Specialist run the DSHS developed SAS programs to merge data from THISIS to the molecular cluster identification and transmission/risk network analysis. 

For Time/Space Cluster analysis, the Time/Space Cluster Epidemiologist identifies people who fit the criteria of a time/space cluster, their named partners, and any known molecularly linked persons.

After DSHS identifies clusters by any detection method, staff re-match cluster members (including MC, TN and RN) to THISIS and eHARS to determine: 
a.	PLWH who appear to be out of HIV care, 
b.	People last known to be HIV negative and should be referred for re-testing and PrEP services, and 
c.	PLWH in care with no viral suppression. 

The D2C Coordinator/D2C Epidemiologist assigns follow up of PLWH to LRHD DIS, Cluster response staff or Data-to-Care staff. The STD Prevention Manager or STD PHFU Consultants create testing assignments in THISIS for people last known to be HIV negative and assign these events to LRHD DIS.

HIV Surveillance Epidemiologists, the HIV Surveillance CDR Team Lead or the T/S Epidemiologist, create Tableau snapshots (see Appendices F, G) to provide visual elements of each cluster. DSHS uses the snapshots to determine tier level (Appendix N), follow up steps and concern level of each cluster.


b.  Consider using this table to organize information about how HIV and other data are stored at your jurisdiction and your ability to access it in conducting a cluster investigation.

Table 2. Texas Data Storage Overview
	Type of Data
	Database Name
	Who has access?
	How readily available is it?

	Laboratory Information
	THISIS, eHARS
	HIV Surveillance, HIV PHFU, STD Surveillance, STD PHFU, TB Program
	Front end Graphic User Interface (GUI) search access by person—access limited to staff with active security training certificates and LRP approval; Back-end data table access through Oracle—limited to staff with analytic need

	HIV Surveillance
	THISIS, eHARS
	HIV Surveillance, HIV PHFU, STD Surveillance, STD PHFU, TB Program
	

	Partner Services/Public Health Follow Up
	THISIS
	HIV Surveillance, HIV PHFU, STD Surveillance, STD PHFU
	Front end GUI search access by person—access limited to staff with active security training certificates and LRP approval

	Care Services
	ARIES CareWare
	Ryan White Care Services Team, D2C team
	Matched monthly to eHARS/THISIS, imported into eHARS/THISIS

	HIV Medications
	ADAP
	Medications Program, D2C Epidemiologist
	Matched monthly and information imported to eHARS/THISIS

	HIV Prevention
	HIV Focused and Routine Testing Data/ Evaluation Web
	HIV Testing/Evaluation team 
	Positive tests reported and imported to eHARS/THISIS with recent negative testing history




[bookmark: _Toc75354343]SECTION 4: Review and prioritization of HIV clusters and outbreaks

Describe your plan for routinely reviewing cluster data with relevant stakeholders in your agency, prioritizing clusters for follow up action, and tracking clusters during follow up. Please indicate who (by job title) in your organization is involved in each activity and identify the responsible party.
I. Process for review and prioritization: Document how you convene key stakeholders in your agency (e.g., HIV surveillance, prevention, care, STI, and program leadership) to review, discuss, and prioritize follow-up actions for clusters and outbreaks.
a. Identify who participates in this activity and include the frequency of meeting and roles and responsibilities. Attach any written agreements (e.g., protocols, SOPs, or charters), if applicable. 
The HIV Surveillance CDR Team Lead, CDR Program Specialist, and T/S Coordinator meet weekly to review data on clusters identified in the previous month in a desktop review workgroup. PHFU consultants, the HIV Surveillance Manager and the STD Prevention Manager attend as they are able. The group discusses data identified in cluster analysis, laboratory and partner services information in THISIS, and known issues or challenges facing LRHD staff in HIV surveillance and PHFU. 
DSHS central office holds a bi-weekly HIV Cluster Workgroup meeting. This group includes the HIV Surveillance Manager, HIV Surveillance CDR Team Lead/MHS Coordinator, CDR Program Specialist, T/S Cluster Epidemiologist, PHFU CDR Team Lead/Data-to-Care Coordinator, STD Prevention Manager, Data-to-Care Epidemiologist, Prevention Special Projects Consultant, HIV Planning Manager and HIV Planner. New staff members funded by PS20-2010, including an HIV planner and two HIV surveillance program specialists, may join the meetings after hire. DSHS uses cluster snapshots exported from Tableau and information from T/S cluster analysis to lead discussion on each cluster. HIV planners will summarize and share information discussed at these meetings with community partners and in their EHE conversations as appropriate. 

DSHS uses these meetings to discuss interventions on individual clusters, review follow up in various jurisdictions, and determine future discussions with community partners. The meetings also include higher level discussion and planning, such as development and maintenance of this CDR plan and coordination of training sessions in development with NASTAD for August 2021. Additionally, DSHS uses discussions in these meetings to identify community engagement needs, such as fact sheets, snapshot edits and fine-tuning, development of training materials, collection of community partner contact information, and discussion on who and when to involve in future CDR activities. 
 
b. Describe how new and previously identified clusters are reviewed during and between meetings, including relevant reports used for this purpose.

Staff discuss new and previously identified clusters in bi-weekly DSHS HIV Cluster Workgroup meetings. They share information on people linked to a cluster who are eligible for data-to-care, testing/re-testing and care services evaluation. They also provide updates on progress of these patient-centered interactions. Central office staff may also reach out directly to LRHD staff for status updates on ongoing cluster investigations to supplement THISIS data at the individual level.

DSHS central office HIV Surveillance CDR Team Lead or Cluster Program Specialist creates snapshots for each molecular cluster and full cluster (MC, TN, RN) monthly to aid and inform discussion. The Time/Space Epidemiologist is developing Tableau created snapshots for time/space clusters and will add them as an appendix after development. The DSHS HIV Cluster Workgroup prioritize clusters by current size, continued growth, geographic distribution, age distribution, drug resistance prevalence, community viral load and transmission risk. 

c. Include a description of how clusters are named and how you determine who is in the cluster (using a case definition or other criteria). 

Texas DSHS names molecular clusters with the convention of TX_YYYYMM_ClusterNo or HOU_YYYYMM_ClusterNo according to the jurisdiction of most cases at time of identification. YYYY is the four-digit year of identification, MM is the month of identification and ClusterNo is the numerical designation taken from Secure HIV-TRACE for that cluster. The molecular cluster consists of people identified in Secure HIV-TRACE and diagnosed in the past three years. The transmission network consists of PLWH named as partners of original cluster members and PLWH named as partners of the partners’ named partners and partners of those partners. The risk network consists of named partners and partners-of-partners of original molecular cluster members not known to be living with HIV. 

Texas DSHS names T/S clusters with the CDC convention of TX_YYYYMM_TSClusterNo. ClusterNo is the ascending cluster number for each T/S cluster identified in the calendar year. The T/S cluster consists of people diagnosed with HIV in the past 12 months in a county flagged with an alert and in a demographic subgroup (IDU or MSM or MSM-IDU) as identified by CDC SAS. The transmission network consists of PLWH named as partners of original T/S cluster members. DSHS adds links to Time/Space cluster members identified through molecular analysis to the cluster, regardless of if the molecular linkages constitute a distinct molecular cluster meeting the national priority criteria. 

Texas DSHS names clusters identified through provider, DIS or prevention notification sent to CO with the same naming convention as time/space clusters. 

d. Indicate how and when findings and decisions from the group are shared with agency leadership. 

The CO first line management team (HIV Surveillance Manager, STD Prevention Manager, HIV Prevention Manager and Care Services Manager) attends bi-weekly DSHS HIV Cluster Workgroup and monthly HIV Care Services Group meetings. The TB/HIV/STD Section Director and the Laboratory and Infectious Disease Services Division Associate Commissioner receive updates of significant cluster investigations and reports from the HIV Surveillance Manager and the HIV/STD/HCV Epidemiology and Surveillance Branch Manager during routine manager meetings.

 	Central office began a monthly meeting in April 2021 with the TB/HIV/STD Section Director, HIV Surveillance Manager, HIV/STD/HCV Surveillance Branch Manager, HIV Surveillance CDR Team Lead, T/S Epidemiologist, and CDR Program Specialist. The purpose of the monthly meeting is to inform the Section Director on progress and outcomes of cluster detection and response. 

Central office will begin a quarterly meeting in July 2021 (tentatively) with the TB/HIV/STD Section Director, HIV Surveillance Manager, HIV/STD/HCV Surveillance Branch Manager, STD Prevention Manager, HIV Prevention Manager, AIDS Director, HCCEG Manager and HIV Surveillance CDR Team Lead. The purpose of the quarterly meeting is to discuss high level information on clusters, follow up activities, programmatic goals and needs, and coordination of activities across the section. 

II. Prioritization of clusters: Explain the prioritization scheme used to classify level of concern and need for follow up, including key criteria related to priority populations, geography, rate of growth, viral suppression, co- infections, or other key factors in your jurisdiction. Attach relevant charts, grids, or other schemes that address this.

Each cluster that meets molecular cluster national priority, T/S cluster identification (in the national or state analysis), or any patterns that indicate a potential cluster of concern that local DIS or providers identify are investigated as a cluster of HIV. All follow up activity is carried out as staff capacity allows, including but not limited to re-engagement in care, re-testing, PrEP linkage, re-interview, and care services quality improvement. See the Tiered Response Plan (Appendix N) with more details on follow up activities associated with each tier and determination of cluster tier status. 

III. Tracking and managing clusters: Explain how clusters are tracked over time, including system for organizing notes, minutes, and/or data on decisions made about the cluster. Describe how you classify the status of clusters (e.g., opened, remains open, closed) and track these lists over time.
The procedure from 2017 to January 2021 had DSHS CO HIV Surveillance CDR Team Lead maintain molecular clusters in SAS macro lists that contained the list of statenos of each person in a molecular cluster and an Excel workbook that maintained the stateno, cluster_id and date of analysis when the case was first identified.
Texas DSHS procedure was updated in January 2021.  The MHS Coordinator\HIV Surveillance CDR Team Lead maintains the molecular cluster statenos in the SAS macro list (Program 1. Set Up Macros.sas). DSHS uses these macros in several downstream cluster detection and analysis programs each month. Monthly, the MHS Coordinator\HIV Surveillance CDR Team lead creates a file to import an adult case report form (ACRF) into eHARS with information including cluster_ID, detection method and analysis date. This import file is set up in a text file format (.TXT file, see Appendix CC for template), and follows the eHARS data entry requirements.
Additionally, after the identification of the transmission and risk networks, DSHS creates a Roster Import file (.CSV file, see Appendix DD for template) to import information into THISIS. This import updates the Cluster Tracking Question Package on the HIV-900 event and populates the Cluster ID, detection method, date of analysis when the client was first linked to the cluster, whether this was a state or national analysis, and the client relationship to that cluster (MC, TN, RN). A client can be linked to multiple clusters over time as they can be involved in one molecular cluster and a named partner of another molecular or time/space cluster. After imports into THISIS and eHARS are complete, the SAS datasets from eHARS (Document.Investigation_Cluster) and THISIS (Prod.Dd_Cluster_Tracking) will reflect the imported information and are compared to the newly identified cluster information to ensure that previously entered data is not overwritten or duplicated. 
Central office reviews each active cluster (molecular, time/space, DIS or provider identified) at least monthly to change the tier level if needed or to close the cluster if it meets closure criteria (See Section 4.IV). 
 	For Time/Space, DIS or provider identified cluster cases, CO staff can enter information by hand or import into an eHARS ACRF with cluster information and the THISIS HIV-900 question package at the discretion of the T/S Epidemiologist and CDR Program Specialist. 
Texas DSHS completes or updates the CDC OMB provided Cluster Report forms monthly for identified, active clusters. Staff document all attempted client level interventions, including but not limited to, testing, interview, medical chart abstraction, engagement or re-engagement in care, and linkage to other services, in the HIV-900 case assignment question package. Staff also document risk, data-to-care, cluster tracking or other question packages, as appropriate. 
The T/S Coordinator prepared an Excel workbook that documents cases identified in time/space clusters, including but not limited to stateno, cluster_id, viral suppression status, last date of care and whether or not the person was in care in the past 6 months and 12 months. The T/S coordinator updates the Excel workbook analysis monthly to track changes among people in the time/space clusters and discusses results during monthly Texas statewide CDR calls and weekly CDR desktop data review meetings. 
 	The CDR Program Specialist records and stores minutes for each meeting on network drives, to include dates and information on attendees. Attendees receive minutes via email as appropriate. The HIV Cluster Workgroup records its decisions on changes and procedures in this plan and in meeting minutes. 

IV. Closing out clusters: Describe your process for closing out clusters, and for continued monitoring after closeout.
Molecular clusters: 
When a cluster meets national priority criteria, the DSHS HIV Cluster Workgroup follows it until 12 months pass with no new diagnoses linked to the cluster. This corresponds with the Tiered Response Plan (Appendix N), Tiers 2–4. After 12 months with no new diagnosis linked to the cluster (ex. Analysis in May 2021 and the cluster has PLWH diagnosed in 2019–February 2020), the workgroup moves the cluster down to Tier 1 for desktop level follow up at central office and monitors it for an additional six months. For Tier 1 clusters, desktop review is the only intervention staff complete monthly to determine if the cluster warrants being upgraded to Tiers 2–4. The workgroup does not make data-to-care or testing assignments for Tier 1 clusters. After 18 months of inactivity, the workgroup closes and will not re-open the cluster.  
DSHS uses the CDC software program Secure HIV-TRACE to analyze genotype sequences reported to Texas. The system identifies molecular clusters as two HIV sequences having less than 1.5% genetic distance between them. This may be help DSHS identify long term trends for research and analysis. For public health action purposes, Texas DSHS limits its analysis to only sequences clustering at 0.5% genetic distance and includes only diagnoses from the past three years. This limited cluster is known as a sub-cluster, as it is still part of the main 1.5% all-time-diagnoses cluster in Secure HIV-TRACE. If a new molecular sub-cluster, distinct from the original molecular sub-cluster, meets national priority criteria after 18 months of inactivity, DSHS will investigate the new sub-cluster as a newly identified cluster and give it a new cluster ID with the current analysis date. Staff will complete the Cluster Report Form with the appropriate close out information in preparation for quarterly submission to CDC. 
Time/Space clusters: 
A T/S cluster is closed when the sub-population (IDU, MSM, or MSM-IDU) in a county of interest is no longer flagged for alert by the Time/Space SAS program, and staff attempted or completed the activities directed by the Tiered Response Plan (Appendix N). That is, the number of diagnoses in a rolling 12-month period is no longer greater than two standard deviations above the three-year mean. 
DSHS will close DIS and provider identified clusters when the DSHS HIV Clusters Workgroup reviews the identified group of people, their named partners and any molecular links and staff attempt needed client or community level interventions. Previous clusters highlighted by DIS have later become Molecular (ex. TX_201801_442) or Time/Space clusters. In such cases, staff would perform analysis and follow up to those standards as applicable.
For all clusters, including molecular, T/S, DIS or provider Identified clusters, DSHS will not fully close a cluster investigation until LRHD staff attempt all interventions as directed by the Tiered Response Plan (Appendix N). Intervention activities include (but are not limited to): 
1. Linkage to care for PLWH cluster members out of care.
2. Testing or re-testing named partners who may be at risk for HIV acquisition.
3. Reviewing available community level services, including harm reduction services, prevention and testing services, and assistance for people experiencing homelessness. 
4. Sharing community and client level findings of gaps in services and opportunities for improvement with LRHD and/or community members.
5. Discussing and implementing improvement to services to meet community needs based on LRHD capacity and funding. If LRHD capacity is limited, LRHD would work with DSHS central office or other community partners to address highlighted needs.



[bookmark: _Toc75354344]SECTION 5: Designing and implementing cluster response plans

Describe how your agency creates a cluster action plan, including the process of designing an appropriate response and the range of interventions available. Please indicate who (by job title) in your organization is involved in each activity and identify the responsible party.
I. Action planning process: Describe how key stakeholders work together to decide follow-up actions for a cluster after reviewing available data and determining the level of priority. 
a. Indicate who is involved in this planning (including staff from other agencies when appropriate) and when and how key groups or individuals meet. Specify roles and responsibilities and indicate how responsibility is assigned to ensure successful implementation of an action plan. Describe how follow up on the progress of cluster response activities is included in routine meetings.

The DSHS HIV Cluster Workgroup collaborated to develop this CDR plan and will reach out to community members, local planning bodies, AAs, CBOs, FQHCs and LRHD staff for feedback on the CDR Plan version 2.0. Additionally, the workgroup will share this plan after the CBA training sessions with NASTAD in September 2021. Texas DSHS will notify LRHDs of this plan and ask for feedback during the monthly statewide cluster call. The workgroup will use the Tiered Response Plan (Appendix N) to demonstrate the proposed activities, level of concern and staff needed to complete follow up on each cluster. 

Jurisdictions impacted by clusters  have conference calls with central office, either alone or grouped by activity and cluster location (e.g., A cluster focused in San Antonio may involve Austin and surrounding suburban areas, so DSHS would contact San Antonio Metropolitan Health District, Austin-Travis County Public Health Department, and DSHS Regions 7 and 8). 

Texas DSHS uses cluster detection and response to identify gaps in services and drive conversations that may change focus of funding or activities. The workgroup hosts meetings to discuss the cluster, the conversation and messaging to the community, and to determine needed client level interactions. After a cluster is considered closed, DSHS shares a compilation of findings with LRHD leadership, community planning members, and area medical providers via conference call and written findings and recommendations. 

II. Data to guide cluster response: Describe how your agency will ensure that cluster action plans are guided by epidemiologic data and updated as new information becomes available. 
a. Outline the process for critical, ongoing assessment of cluster data, with collection of additional data, as appropriate. 
Cluster detection and response acts as part of a larger feedback loop to inform overall program quality improvement. DSHS imports cluster ID, cluster type and cluster analysis date information into eHARS and THISIS and uses the data to assess follow up activities completed for each person in the identified clusters. Client level data maintained in THISIS is merged with other information (follow up, testing and linkage activities) tracked in other question packages in THISIS HIV-900 and HIV-CRF events. After desktop review of THISIS information, LRHD staff and the CDR workgroup collaborate to identify potential gaps and opportunities for expanding messaging, services, funding or other needs.
 Texas DSHS will review the Tiered Response Plan (Appendix N) and this Cluster and Outbreak Detection and Response Plan at least annually to ensure timely updates. CDR plans, documents, fact sheets, snapshots and the Tiered Response Plan are living documents which DSHS will update, incorporating CDR staff experience and community feedback. The workgroup will monitor data over time to see how many clusters fall into each tier and adjust criteria for tier definitions as needed.
b. Describe investigation approaches that may be considered when needed, such as qualitative interviews with providers or clients, medical chart abstraction, enhanced interview tools, or special studies.

DSHS will use and implement activities including enhanced medical chart abstraction using the DSHS Cluster Chart Abstraction Form (Appendix G), enhanced client interviews, social network strategy testing, provider alert letters (Appendix J), press releases (Appendix K), social media outreach, outreach to community services, and outreach to faith-based organizations as outlined in the Tiered Response Plan (Appendix N). LRHD staff, DSHS central office staff or both will complete these activities. 
PS17-1711 includes a special evaluation project with public health detailing and evaluation of social determinants of health to HIV nucleotide sequence testing. DSHS will use findings from this special evaluation to inform potential future CDR activities. 

III. Directing/re-directing routine program activities for cluster response: Explain how existing HIV prevention and care processes can be focused to support cluster response and any special considerations for including them in a cluster action plan. List existing or planned partnerships with agencies in your jurisdiction who can provide each of these services when needed.
a. Partner services: Indicate how partner services follow up for cluster members, partners, and associates is prioritized, and if/how re-opening cases or re-interviewing cases is considered. Attach protocols, if applicable, including protocols for contact tracing through social media applications.

LRHD partner services DIS staff are trained to perform follow-up on clients that may not be in care, perform qualitative interviews, and offer testing to people who may be at increased risk for HIV acquisition. DSHS may redirect these staff from routine activities to perform activities for cluster members in an escalated response (See Appendix N). DSHS will create assignments in THISIS for testing or data-to-care activities and assign follow up activities to jurisdictional staff. In EHE jurisdictions, DSHS will assign activities to EHE specific DIS, data-to-care staff or both. In non-EHE jurisdictions, PHFU consultants will work with the jurisdiction to ensure coverage of staff redirected from routine program activities as needed. 

DSHS assigns re-interviews for clients with no evidence of care in the past 12 months at time of analysis. Staff record results from follow up activities, interview, data-to-care and testing in corresponding THISIS HIV-900 event question packages. THISIS question packages already include most client level follow-up activities relevant to CDR activities. The DSHS CDR HIV Surveillance team uses these questions rather than create duplicate information and extra work for staff. DIS and Data-to-Care DIS follow the same policies for outreach, client contact, confidentiality and phlebotomy in cluster response as they do for new HIV investigations. Partner services policies and procedures are on Texas DSHS HIV/STD Program - HIV/STD Policies and Procedures (state.tx.us).  Partners services programs are required to adhere to Disease Intervention Specialist Performance Standards.  

DSHS has direct contracts with some entities (UTSWMC and Prism Health North Texas) to perform client level follow up and partner services under PS17-1711. These contracts end with the grant funding in September 2021. DSHS will continue to work with LRHD staff to complete CDR partner services activities.  At this time, DSHS doesn’t have plans to contract with non-health department entities to perform these activities but may consider options at a later date, as well as work with PS20-2010 EHE counties that may be establishing such contracts to address CDR activities in their area. 

b. HIV care interventions: Document how cluster members are linked or re-linked to care using routine or special follow-up procedures for case management and partnership with healthcare providers. Describe interventions you might implement to improve retention in care or viral suppression.

After DSHS identifies a cluster, regardless of method of identification, CDR staff evaluate all cluster members previously diagnosed with HIV for evidence of care and viral suppression in the most recent 12 months. The HIV Surveillance CDR Team Lead and T/S Epidemiologist complete this analysis monthly for any PLWH related to an active cluster. Staff use THISIS to identify PLWH related to a cluster who are eligible for data-to-care and create a data-to-care assignment. LRHDs receive this assignment on the HIV-900 event to prioritize for follow up activities. The D2C Coordinator and D2C Epidemiologist make and manage assignments for people who need re-engagement in care activities. If the person resides in a jurisdiction with funded D2C or EHE staff, then DSHS assigns the re-engagement activity to those staff. If the jurisdiction has no designated D2C or EHE staff, a DIS will receive the re-engagement task assignment. DIS in each funded health department jurisdiction are trained and capable of performing re-engagement in care. The central office D2C team and their PHFU consultant assist DIS as needed. D2C, EHE or DIS staff also help the client find out if they are eligible for Ryan White or other supportive services and ensure a warm hand off to case managers or other contacts as appropriate. 

DSHS central office explored the option of identifying people in a cluster living with HIV, in HIV care and not reaching viral suppression. The original idea was to confer with the managing physician of each person to find out if other supportive services would help them achieve durable viral suppression. After seeking advice from the DSHS Office of General Counsel, the TB/HIV/STD Section changed this plan. DSHS is prohibited from sharing information on people reported to the state for public health purposes, except in very narrow circumstances listed in Texas Health and Safety Code Chapter 81 and Texas Health and Safety Code Chapter 85. Due to the limitations of the statutes and the complex relationships between Texas DSHS, AAs and Texas care providers, combined with the concern from staff that this initiative might inadvertently create stigma, DSHS chose another approach. The DSHS HIV Cluster Workgroup is instead working to compare viral suppression among all people in a cluster with viral suppression of Ryan White Care Services recipients. Additionally, the workgroup will try to control for social determinants of health to find patterns to people in care with no viral suppression and a relationship to a cluster of concern. DSHS will share findings with the HIV Care Services Clinical Panel and other stakeholders as appropriate. Staff may also incorporate this information into HIV Surveillance provider education and/or HIV Prevention public health detailing. 

c. HIV testing and PrEP: Describe options for reaching and communicating to people identified as high-risk for HIV based on your knowledge of the cluster. This includes strategies to provide testing and PrEP to high-risk partners/associates (e.g., street-based outreach, social network strategies, outreach via clinical partners or CBOs, HIV self-tests), sub-groups (e.g., venue-based testing, testing events, adding testing/PrEP services in targeted clinical settings), or populations (e.g., expanding testing/PrEP in clinics, hospitals, CBOs).

Texas DSHS will offer HIV testing and PrEP linkage to people identified in the risk network of a cluster and potentially at risk for HIV acquisition. DSHS will make assignments in THISIS to LRHD staff for re-testing and PrEP linkage. DSHS will use DIS assigned for cluster response under PS20-2010 first, followed by LRHD DIS. 

To date, re-testing is extremely limited outside the PS17-1711 Project Conéctate demonstration project due to staff capacity. Due to programmatic restrictions related to COVID, many staff were no longer able to travel into the field to do in-person testing for HIV and syphilis tests. Under Project Conéctate (PS17-1711), DSHS purchased and shared home collection kits (OraSure OraQuick tests) for HIV testing. Texas DSHS may offer home testing kits to risk network members related to cluster investigated using PS18-1802 or PS20-2010 funds in the future. Texas DSHS works with local hospitals and CBOs to increase PrEP access and awareness across the state. Additionally, DSHS can mobilize its HIV prevention partners to focus and expand testing, recruitment, PrEP and other efforts when and where it identifies a cluster. 


d. Harm reduction: Explain options for improving or expanding harm reduction services, including syringe services and linkage to behavioral health, in responding to a cluster.

Persons who inject drugs (PWID) transmission risk remains low in molecular clusters in Texas; therefore, prioritization of PrEP and behavioral health has been a more salient need than harm reduction services. Two Time-Space clusters identified in 2019-2020 involved PWID, so DSHS and LRHD staff discussed and evaluated harm reduction service providers and services for those experiencing homelessness.  

HIV prevention providers in San Antonio, Brownsville and Corpus Christi are using state funds to purchase naloxone. Funded HIV Prevention programs in Texas have partnered with the Texas Overdose Naloxone Initiative (TONI) to provide training on overdose prevention. 

Currently, participating in SSP is a Class A misdemeanor in Texas under Texas Health and Safety Code, Chapter 481.125, Offense:  Possession or Delivery of Drug Paraphernalia. DSHS submitted a formal opt-out request for SSP activities under cooperative agreements PS18-1802 and PS20-2010. If requested by legislative bodies or entities in the local EHE counties, DSHS will provide evidence-based scientific information regarding SSP impact in the prevention of HIV and other blood-borne pathogens. Bexar County was authorized to implement a pilot program funded by the county that allows for the anonymous exchange of used hypodermic needles and syringes in S.B. 10, 80th Legislature, Regular Session, 2007. DSHS will support San Antonio’s model and distribute best practices when requested.

e. Social services: Identify options for expediting linkage to key social services (e.g., mental health, substance use disorders, or housing) as part of a cluster response. 

LRHD DIS and data-to-care staff are trained to link PLWH to needed social and care services when necessary. Ryan White Care Services staff collaborate with AAs and social workers to link PLWH to other needed services (job-aid, HOPWA, mental health, etc.). Staff routinely perform these activities and should offer services to any PLWH who interacts with public health. The cluster-initiated interaction provides an opportunity to have a follow-up conversation with clients to remind them of available services if they are interested. 

IV. Options for enhanced interventions: List potential interventions you might consider to target specific gaps in your investigation and response efforts, including potential partners needed. Examples include large recruitment campaigns with incentives or special studies to collect additional qualitative or quantitative data to guide the response. 
Houston has done extensive social networking strategy recruitment that seems to be successful, so DSHS could consider a similar tactic for implementation in other parts of Texas. Field Health Advocates funded under PS17-1711 provide tokens of appreciation in the form of Visa gift cards to encourage cluster members to participate in enhanced interviews and testing. The challenge with providing tokens of appreciation for social network strategy or participation in testing is determining funding streams. LIDS Contracts Management Section requires DSHS to purchase such incentives through a contracted agency. 
The HIV Surveillance CDR Team Lead and the HCCEG Training Specialist started conversations with the DSHS Office of Communications to discuss advertising HIV testing and prevention messaging as well as geofencing or targeted ads in areas with clusters. Using DSHS social media accounts (Facebook, Instagram, Twitter) is free, but outreach is limited to people who actively follow accounts. The TB/HIV/STD Section may set aside funds for social media advertising for targeted messaging in a specific area or population impacted by a cluster. 
DSHS approved temporary extensions of PHFU POPS to use messaging services in dating apps to contact people via alternate internet-based platforms such as social networking applications. DSHS temporarily approved this activity for use during the COVID-19 pandemic (Appendix Z). The TB/HIV/STD Section will request that DSHS permanently extend the authorization after the emergency declaration ends.  
DSHS CBO partners have successfully advertised and used geofenced messaging via dating and social media apps to perform community outreach. However, Texas DSHS leadership will not allow the TB/HIV/STD Section to use state or federal dollars to advertise on dating applications. DSHS is permitted (in limited circumstances) to advertise on select social media applications.

V. Communication planning: Provide a description of your plan to develop messages and communicate proactively with key audiences about clusters during the response. This should include procedures/protocols for notifying CDC project officers, local health departments, the media, and the public, as needed. Your plan should also include how you will develop and disseminate HIV prevention messages (e.g., social media, health alerts, media engagement) to the general public and to high-risk groups. 

DSHS hosts monthly calls with LRHDs to provide updates on cluster status and follow up activities (Appendix L). Staff also host additional bi-monthly calls with CDC Joint Monitoring Team (JMT) to provide progress updates.

Interaction with the media and public must go through the official pathways. In a previous escalated response, DSHS sent a letter notifying health departments and media in San Antonio that a rapidly growing HIV cluster was in their area. The letter included details about DSHS and SAMHD responses and the associated health advisory. Texas DSHS posted MHS talking points to its website. 

DSHS developed multiple templates for escalated responses, including a Health Advisory Dear Colleague Letter (Appendix J), press releases for clusters among MSM and PWID (Appendix K), fact sheets for Molecular HIV Surveillance in English (Appendix P) and Spanish (Appendix Q), and a drug resistance fact sheet for medical providers (Appendix R).

DSHS is working with NASTAD, though a CBA, to develop and host online webinar sessions in September 2021. These sessions will target central office and LRHD staff, medical providers, community members, community advocates, CBOs, AA and FQHC staff. DSHS will encourage invitees to share the registration link with colleagues in their area. Sessions will cover HIV surveillance, cluster detection and response, and HIV criminalization and stigma. These sessions will be about 60-90 minutes of presentations followed by at least 60 minutes of discussion. Breakouts will allow participants to give feedback, express concerns and understand the purpose of HIV surveillance and CDR activities. DSHS will record and post sessions to the DSHS website. 

DSHS will host monthly calls with the EHE planners and staff in each EHE jurisdiction to meet all requirements for pillar four (Respond) and all the needs of the staff. DSHS will contact each non-EHE impacted by a cluster for repeated conversations with key stakeholders at the beginning of the cluster investigation, regular check-ins at least monthly and a close out wrap up discussion of lessons learned and next steps. 


[bookmark: _Toc75354345]SECTION 6: Implementing an escalated response

Describe your plan for implementing an escalated response to a cluster or outbreak when the needs of the investigation surpass routine capacity and additional staffing, resources, and coordination are needed. Please indicate who (by job title) in your organization is involved in each activity and identify the responsible party.
I. Initiating an escalated response: Describe your threshold or criteria for activating an escalated response and your protocol for initiating and implementing the new response approach or structure.
a. Indicate who is responsible for determining an escalated response is needed and making the decision to proceed.

The DSHS HIV Cluster Workgroup will discuss when an escalated response is warranted (Appendix N). Texas DSHS developed the Tiered Cluster Response Plan as a baseline. Current criteria for a cluster in Tier 4 (Outbreak Response Warranted) are:
· Molecular Cluster (MHS Coordinator): 
· 0.5% genetic distance and at least 25 new diagnoses in the past 12 months. 
· OR High level (>50%) drug resistance present among molecular cluster members
· Time/Space Cluster (T/S Coordinator):
· The number of new diagnoses is more than three standard deviations above the 3-year mean AND is more than 10 diagnoses above the mean in the past 12 months.

II. Escalated response options: You might have multiple options for an escalated response (e.g., emergency activation within your HIV program, Incident Command Structure at agency level, etc.). Explain how each of these options is initiated, how oversight is handled, and what components are included. 
a. Address components needed for each option, including surge staff capacity, enhanced communication support, and need for supplemental funding. 

The CDR Workgroup has at least one staff member from each TB/HIV/STD Section program area. Workgroup members complete activities in their program area and identify surge capacity staff members. Examples include: 
· HIV Surveillance field and/or central office staff – deployment determined by HIV Surveillance CDR Team Lead and HIV Surveillance Managers
· HIV Prevention central office staff and/or contractors in jurisdiction – deployment determined by HIV Prevention Consultant and HIV Prevention Managers
· STD Prevention and PHFU central office and LRHD staff – deployment determined by D2C Coordinator and STD Prevention Managers 
· HIV Planning staff in jurisdiction – deployment determined by HIV Planner and HIV Planning Manager
· Communication from central office and coordination with LRHD communications – HCCEG CDR workgroup member and HCCEG Manager

The HIV Surveillance CDR Team Lead works closely with TB/HIV/STD Section managers to select a point person in each program area (Surveillance, Prevention, Care Services, Communications, PHFU) to identify needs and responsible parties for each activity listed in Tier 4 of the Tiered Response Plan (Appendix N). The point person is responsible for additional activities in the desktop review and follow up investigation. DSHS can assign surge capacity staff from the TB/HIV/STD Section and from LRHDs. In previous outbreaks or emergencies, DSHS deployed LRHD staff to central office and re-deployed them locally, where their experience and talents were urgently needed. DSHS will follow this model in the event of another escalated response. 

Texas DSHS does not have emergency supplemental funds for CDR. It is possible to request emergency budget approval for amendments. However, the workgroup needs to further explore the extent to which this would be possible for CDR activities. Texas DSHS will determine if EHE funded counties have flexibility in their budgets under PS20-2010, other EHE funding or other HIV/STD funding, to redirect funds when an escalated response is required. 

b. Address how supplemental funding might be allocated, or existing funds might be re-distributed, if necessary.

Regardless of funding, DSHS expects its staff to actively participate and serve in a supporting role to meet the agency’s obligations for disaster response and/or recovery or continuity of operations (COOP) activation, or perform other duties as assigned. This process allows DSHS to quickly redirect staff to continue required program activities, including cluster detection and response. All DSHS HIV Surveillance and PHFU contractors have clauses in their contracts that indicate that they may be re-deployed in emergency situations or assigned to work on special epidemiologic investigations (See Appendices Y, AA). The HIV Prevention statement of work includes the clause “Perform other activities as may be reasonably requested by DSHS to meet the goals of the Texas HIV Plan” (Appendix BB) which DSHS can use to allocate staff to cluster response in emergency situations. 


c. Specify how deactivation and transition back to routine program oversight is handled.

Deactivation and transition back to routine program oversight occurs when client and population level interventions are completed to an acceptable level and number of new diagnoses linked to the cluster level off for at least one month. After the workgroup elevates a cluster to Tier 4, DSHS sequentially downgrades it to Tier 3 and then Tier 2 for follow up, meaning that central office and LRHD staff will still actively investigate and intervene, but not to the same staffing level, time commitment, and full-fledged attention (to the detriment of other routine activities). DSHS will provide a programmatic update at least two or more times per week until surge capacity staff transition back to normal activities. 

III. Communicating during an escalated response: Document the chain of communication within your agency during an escalated response, and how you will develop key messages, identify all key audiences, and ensure proactive communication practices.
a. If you have developed communication plans for use in a large HIV cluster or outbreak response, describe and/or attach your plan.

In an enhanced cluster response (Appendix N) the following communication occurs: 
· DSHS communicates with local and regional partners weekly at minimum.
· DSHS posts a health advisory/dear colleague letter (Appendix J) on its website, after approval from DSHS leadership.
· DSHS prepares a press release(s) (Appendix K) to notify the public, after approval from DSHS leadership. 

HCCEG compiled a comprehensive list of recurring section meetings, communication groups and listservs, including names and contact details, in Spring 2021 (Appendix O). DSHS will use this list, along with contacts for Ryan White AAs, PHFU contractors, prevention contractors and HIV surveillance contractors to ensure that appropriate stakeholders at city, county and region levels receive communications. Additionally, this plan includes a sample dear colleague letter released by San Antonio Metropolitan Health District (Appendix M) after the initial investigation of CDC_201512_051 in 2016-2017. This letter is provided as a reference for other LRHDs that may want to develop and share a localized health advisory. 

DSHS has a community engagement plan (Appendix L) that includes required trainings, supplemental trainings, workgroups with ad-hoc and regular meetings and electronic communications with key stakeholders. DSHS TB/HIV/STD Section is working with DSHS Office of Communications to develop templates and documents for public service announcements, web content, social media posts, and geofenced and targeted prevention advertisements. 

b. Address communication planning with local partners and neighboring jurisdictions where applicable.

Communication with neighboring jurisdictions will take place via email or on the monthly all sites call for cluster response. If a jurisdiction needs follow up, then more collaboration/discussion will happen on web-based calls via TEAMS or another platform that will allow for screen sharing and collaboration across a state as large as Texas. 

In Spring 2021, DSHS surveyed all HIV-related program areas at DSHS. HCCEG will use the resulting contact list for communication with local and regional partners in the event of a cluster (Appendix O). DSHS will work with LRHD staff experiencing the cluster and the neighboring jurisdiction staff as appropriate. See Table 3 for examples. 

Table 3. Sample Jurisdictional Contact List
	Jurisdiction Experiencing Cluster
	Jurisdiction and Local Partners to Contact

	Dallas
	Dallas County Health and Human Services, DSHS Region 2/3, potentially Tarrant County, Prism Health North Texas, AIDS ARMS, EHE Planning Committee

	El Paso
	El Paso County Health Department, DSHS Region 9/10

	San Antonio
	San Antonio Metropolitan Health District, DSHS Region 8, HIV/Syphilis Taskforce, Fast Track Cities and EHE Planning Committee

	Lampasas
	DSHS Region 7, Bell County Health Department, Fort Hood Infection Control Officer




c. Explain your plan to notify and/or collaborate with CDC or other federal partners in an escalated response. 

DSHS will notify the Texas CDC Joint Monitoring Team (JMT) that oversees PS18-1802 and PS20-2010 activities for Texas via email when a cluster is elevated to an enhanced response. DSHS will schedule calls with the JMT at least monthly to provide updates on activities and discuss next steps. If CDC staff are available to assist with the escalated response, DSHS may request in-person technical assistance or additional resources. 

IV. Staff training for escalated response: Describe your training plan for all staff involved in an escalated response, to ensure smooth and effective collaboration.
a. For HIV program staff, provide a list of required and optional training in outbreak response, incident command, or other relevant topics.

Texas DSHS TB/HIV/STD Section staff are required to complete annual security and confidentiality training. All PHFU, prevention and surveillance staff attend or perform the trainings for LRHD staff in each program area, so these staff are familiar with the activities that local and regional staff perform and can perform surge capacity activities. 

Texas DSHS provides an overview of cluster detection and response, with highlighted elements of need for central office staff for enhanced response at least annually through Section meetings, lunch-and-learn, or other forums, as available. These sessions ensure that all staff who might be deployed for escalated response are aware of the background of cluster detection and response and the potential for central office staff needs. Most client and community level follow up activities related to cluster response leverage existing training resources for activities (data-to-care, DIS interview, focused testing). Central office and LRHD staff need little to no training for re-direction. 

Central office staff act as a command center, communications leads and additional field staff for local and regional staff being redirected for escalated response, as determined by the needs of the cluster and jurisdiction. DSHS central office staff, LRHD DIS and the Texas Syphilis Rapid Response Team are all potential staff who DSHS may ask to join the enhanced response, and they have already completed the necessary training. A list of staff trainings is in Appendix V and https://www.dshs.texas.gov/hivstd/training/. 

b. For non-HIV program staff who provide surge capacity, indicate your plan to provide training in data security and confidentiality, HIV, stigma, cultural competence, or other relevant topics.	

DSHS does not plan to use non-HIV/STD staff for surge capacity, so this section is not applicable.  DSHS continues to evaluate if and what information we can share outside contracted HIV/STD staff for response activities. We will ensure that surge capacity staff receive the requisite trainings that any HIV/STD staff must take upon hire. 


[bookmark: _Toc75354346]SECTION 7: Monitoring and evaluation of cluster response activities

Describe your plan to monitor progress and measure the impact of individual response activities and of the cluster or outbreak response overall. Address how you will evaluate your cluster and outbreak detection and response program to make necessary changes and improvements.
I. Monitoring a cluster or outbreak response: Describe data elements and data management, analysis, and/or reporting tools used to monitor the status and the impact of interventions in a cluster or outbreak response. 
a. Address how outcomes of cluster response activities required under PS18-1802 will be tracked and reported, including linkage to care, viral suppression, HIV testing and retesting, and referral to PrEP.

THISIS release 3 has a question package for the HIV-900 main event, the person level information for HIV (Figure 1). 
Figure 1. THISIS HIV-900 Cluster Tracking Question Package
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THISIS uses this question package to track cluster_ID, date of cluster identification, method, and relationship to the cluster. THISIS denormalized SAS tables pull information from the Data-to-Care question package, case assignment question package and laboratory results to determine follow up work completed on a case level for cluster response and is compiled by the HIV Surveillance CDR Team Lead or the T/S Epidemiologist. The HIV Surveillance CDR Team Lead, T/S Epidemiologist, or CDR Program Specialist transfers the information as appropriate to eHARS follow-up activities ACRF tab, and then to CDC provided cluster report forms. Staff produce a monthly snapshot of active molecular clusters using Tableau and SAS (Appendix F), incorporating information from the transmission and risk networks (Appendix G). Staff track the percent of cluster members successfully linked to care and receiving testing and the percent achieving viral suppression in a Tableau workbook.  The HIV Cluster Workgroup use these snapshots to guide discussion and tier level of cluster response discussion and to complete the CDC cluster report form. 
For each activity assigned to front-line staff, central office monitors and evaluates the progress of response. The outcomes monitored for notifying and testing can include but are not limited to documenting and monitoring number of people located and retested, number of people unable to be located and number of people living outside Texas. Central office monitor positivity rate of risk network members tested in each cluster. 
 	For re-linkage activities, central office evaluates outcomes associated with number of people re-linked and confirmed to medical care by front-line staff, number of people unable to be located and number of people who refuse re-linkage services. For people relinked to medical care, central office monitors viral suppression and retention in care. Central office applies current evaluation methods for similar interventions and compares the effectiveness of cluster response and detection. 
b. List monitoring tools developed for both routine and escalated response, including line list templates, dashboards, or situational reports.
Texas DSHS uses Tableau and SAS reports to monitor cluster growth and completed follow up activities. The HIV Cluster Workgroup uses these monthly reports to discuss and plan next steps. The list of reports currently in use or development is below:
· eHARS SAS datasets
· THISIS SAS Denormalized tables
· Cluster Snapshots
· Cluster Line lists
· Assignment Outcomes and Workflows in THISIS
· Tableau Cluster Dashboards
· SAS generated reports for monitoring and evaluation – in development (estimated completion June/July 2021)
· SAS generated report for tracking progress and completion of CDC Cluster Report Form – in development (estimated completion June/July 2021)


b. Describe your process for routinely reporting cluster response activities to CDC via cluster report forms. 

The MHS and T/S Epidemiologists or Cluster Program Specialist complete CDC cluster report forms quarterly if a cluster is open (active). DSHS staff complete close-out reports once a cluster meets closure criteria. DSHS staff import Cluster ID and other information monthly (or as necessary) into eHARS to allow CDC to analyze the cluster report form alongside the deidentified case level data. DSHS staff upload Cluster Report forms to SAMS and send an email notification of the transfer to the Texas HIV Surveillance Coordinator and the CDC JMT. 

II. Evaluation of cluster and outbreak response: Document your process for assessing the outcomes of cluster and outbreak response and identifying opportunities for improvement.
a. For individual response activities (e.g., enhanced linkage or re-linkage to HIV care, new HIV outreach testing strategy or campaign) describe how data elements, staff experiences, and other input are brought together to learn and improve in future responses.

DSHS uses or expands existing evaluation processes and procedures for linkage to care, new outreach testing and client level follow up where necessary. DSHS consults with staff involved in CDR at central office as well as LRHD offices on the metrics and observations of results to offer context and suggestions to improve the process. DSHS evaluates the CDR program at least annually and/or when a cluster investigation is considered closed to determine successes, challenges and needed changes. 

b. Document your process for evaluating an overall response to a cluster or outbreak using data and input from staff and stakeholders involved in the response. This might include continuous quality improvement processes like Plan-Do-Study-Act (PDSA) or after-action review processes.

Texas DSHS TB/HIV/STD Section is working on Continuous Quality Improvement (CQI) processes for all programs. Each month when DSHS performs a cluster detection, the MHS and T/S Epidemiologists make small (or large) adjustments to the SAS code, monitoring dashboards and snapshots as needed. The DSHS HIV Cluster Workgroup reviews the CDR plan, supporting documents and procedures annually to make and share needed updates. The group considers feedback, suggestions and evaluation needs raised in routine discussions with LRHD partners, community members or medical providers when making changes and updates. 

c. Outline your process for routinely evaluating the effectiveness of your cluster and outbreak detection and response program and identifying needs and opportunities for improvement. List stakeholders you include in the feedback and evaluation process, and how findings will be shared with the community. 

The MHS and T/S Epidemiologists evaluate the SAS code, Tableau Dashboards and snapshots monthly to ensure quality and make improvements as needed. Staff evaluate the SAS code and evaluation metrics at least annually to ensure they effectively measure the successes or challenges of the program. Stakeholders involved include central office staff, LRHD staff and EHE coordinators at EHE county locations. Other community members, Texas HIV Syndicate members and medical providers may also provide consultation on evaluation results and feedback for improvement. DSHS shares CDR evaluation and outcomes at least annually via existing communication channels or through conference calls. 

d. Describe your process to refine routine processes based on evaluation and effectiveness findings.

DSHS evaluates processes monthly to annually depending on the needs of the program. Staff make changes as needed to ensure program efficiency, improvement and to meet needs of Texans living with HIV or at risk for HIV. Each cluster DSHS acts on provides an opportunity to review and evaluate agency processes and make changes based on identified needs.


[bookmark: _Toc75354347]Consider additional elements if needed:
Needs for future revisions:
· Appendix with HIV Surveillance required trainings
· Appendix with CDR training materials for staff and local partners
· Appendix with social media plan and examples of advertisements 
· Appendix with SAS generated reports for monitoring and evaluation
· Appendix with SAS generated report for completion of the CDC Cluster Report Form
· Update on social media application usage for patient contact beyond the COVID-19 emergency
· Update with feedback from community members and LRHD staff after NASTAD CBA meetings in August 2021
· Schedule for routine review and revisions, at least annually
· Appendix for T/S Cluster Snapshot
· Consult with the Council of State and Territorial Epidemiologists (CSTE) HIV Subcommittee to see other activities and funding streams being used by jurisdictions 


[bookmark: _Toc75354348]Glossary/Abbreviations
AIDS — Acquired Immunodeficiency Syndrome
CDC — Centers for Disease Control and Prevention
Central Office- Texas DSHS TB/HIV/STD Section staff including HIV Prevention, HIV Surveillance, HIV Care Services, HIV/STD Public Health Follow Up, HIV Planning, and Communications. 
Cluster — Also called a transmission cluster or transmission network, a cluster is a group of HIV-infected people (with diagnosed or undiagnosed HIV) connected by HIV transmission. Transmission clusters can represent recent and ongoing HIV transmission in a population, where prevention efforts could prevent new infections.
Cluster Response — Activities that address the increase in transmission or diagnosis that led to the detection of the cluster or outbreak; these activities could include matching with other data sources, follow up in the field, increased partner or venue-based testing, re-interview and partner elicitation, medical chart review, etc. 
Contact Tracing — The practice of identifying and monitoring people who may have had contact with an infectious person as a means of controlling the spread of a communicable disease
CSTE — Council of State and Territorial Epidemiologists
DA — Direct Assistance or Direct Assignee; a federal staff member permanently housed at a state or local jurisdiction health department who serves as a local subject matter expert
DIS — A disease intervention specialist is generally responsible for field investigations of HIV and other STDs, interviewing clients exposed or newly diagnosed, and offering field testing to people who have been exposed. Another acronym for these staff members is PHFU (see below).
HIV — Human Immunodeficiency Virus
HOPWA — Housing Opportunities for Persons with HIV/AIDS
HRSA — Health Resources and Services Administration
Molecular Analysis — Also called genetic analysis or phylogenetic analysis, molecular analysis is the pairwise comparison of DNA or RNA sequence data to determine if two sequences are related enough to infer that two people are in the same transmission network. 
MSM — Men who have sex with men
NASTAD — National Alliance of State and Territorial AIDS Directors 
Outbreak — Transmission of a communicable disease in a given population that is higher or more pervasive than expected. An increase in disease or diagnosis, often sudden, above what is normally expected in that population or area. The term is often used to describe situations which need an urgent or emergency-level public health response.
Partner Services — Public health term which refers to the health intervention given to a client's intimate partners when a client goes to a health care provider to ask for health care.
PLWH — Person Living with HIV
PWID — Person Who Injects Drugs
PHFU — Public Health Follow Up, a term for staff members who perform HIV and syphilis reactor investigations to determine case status and perform partner elicitation. Another common term for these staff members is Disease Intervention Specialist (DIS). 
Risk Network — A risk network includes the group of people among whom HIV transmission has occurred and could be ongoing. This network includes people not HIV-infected but may be at risk for infection, as well as HIV-infected people in the transmission cluster.
SAMSA — Substance Abuse and Mental Health Services Administration
Surge Capacity — Staff or resources that can be directed where they are needed in a rapid fashion.
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