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Introduction

The Centers for Disease Control and Prevention (CDC) is the lead federal agency responsible for
promoting health and quality of life by preventing and controlling disease, injury, and disability. CDC
accomplishes its mission by working with partners throughout the nation and the world to monitor health,
detect and investigate health problems, conduct research to enhance prevention, develop and advocate
sound health policies, implement prevention strategies, promote healthy behaviors, foster safe and
healthy environments, and provide public health leadership and training.

A unique and critical aspect of CDC'’s leadership role is embodied by its National Center for Health
Statistics (NCHS). NCHS provides strong leadership in monitoring the health of the American people
and is an unparalleled resource for health information. NCHS performs several key roles including
providing a solid information base for designing and tracking prevention programs, identifying health
problems and risk factors that affect the population, and monitoring the dramatic changes taking place in
our nation's health care system. NCHS represents an investment in broad-based, fundamental public
health and health policy statistics that meets the needs of a wide range of users within the public health
community, the Department of Health and Human Services, other federal agencies, research institutions,
and health care practitioners.

CDC's reliance upon and accessto existing data is exemplified by its approach to public health
problems. In order to address these problems, CDC uses a reliable, proven, flexible four-step process
that adapts to the wide variety of problems that are subjects of CDC programs: infectious diseases,
environmental and occupational health, injuries, and chronic diseases. This public health approach
consists of detecting and defining a problem through surveillance, determining the causes, developing
and testing potential strategies for handling the problem, and implementing nationwide prevention
programs. The approach is supported by science, and is reflectedin CDC'’s programs, as well as its
evaluation of programs. Prevention effectiveness has been institutionalized as a public health science at
CDC. Since 1992, CDC has substantially increased its ability to scientifically assess the prevention
effectiveness of its programs and strategies. More than ever, CDC is able to prove that prevention is a
sound and solid investment.

CDC's distinguished history of success in disease prevention has spanned 54 years, beginning with the
first national disease-elimination strategy used against malariain 1947. Some well-known
accomplishments of the Nation’s prevention agency resulting from the more than 3,000 investigations of
disease outbreaks include identifying Legionnaires’ disease and toxic shock syndrome, Reye’s
Syndrome, Ebola, hantavirus, and many foodborne and waterborne diseases. CDC'’s “Disease
Detectives” are renowned worldwide for their ability to work with local authorities responding to urgent
health threats by aggressively investigating outbreaks of disease or injury, identifying ways to stop
transmission, and preventing further occurrence. Each year CDC is instrumental in accurately tracking
influenza strains around the globe, and as a W orld Health Organization Collaborating Center, using
sophisticated techniques to provide scientific data essential for vaccine development. As part of a
global partnership, CDC played a major role in the worldwide eradication of smallpox in 1977 and, as a
partner in massive immunization campaigns, is on the verge of globally eradicating polio. In addition,
CDC is making steady progress toward eliminating measles. In this country, vaccine-preventable
childhood diseases such as measles, mumps, rubella, pertussis, and diphtheria occur at the lowest rates
ever seen. CDC'’s sentinel surveillance permitted early identification of the AIDS epidemic, thus allowing
prevention strategies to be formulated and applied to curtail the frightening growth of this epidemic.
Today, CDC works with state, community, national, and international campaigns to prevent and control
human immunodeficiency virus infection (HIV), sexually transmitted diseases, and tuberculosis (TB).
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CDC is well on its way to correcting the budget mistakes of the past and reemphasizing throughout CDC
that we take direction from Congress regarding spending priorities. CDC remains stalwart in our
commitment to acknowledge and correct shortfalls, build upon our trust with Congress, prepare for the
next emerging disease outbreak, and continue to protect the health and safety of Americans.

As the Nation approaches the 21st century, CDC has embarked on a mission of preventing and
controlling the Nation’s new leading killers, adapting the epidemiologic and laboratory techniques that
have proved successful with infectious diseases, while continuing to battle emerging and re-emerging
infectious diseases. Chronic diseases, including heart disease, cancer, and diabetes, now cause more
than 70 percent of the deaths in the United States (U.S.), a dramatic shift from the beginning of the 20"
century when infectious diseases caused most premature deaths. Early diagnosis saves money as well
as lives, and research documents that healthy behavioral choices in diet and physical activity can
significantly reduce the incidence of many chronic diseases. For thisreason, many of CDC’s programs
approach prev ention by targeting the underlying causes of disease, disability, and injury. These
underlying factors have been termed the “actual causes of death” and their toll on the health of
Americans is significant.

Figure 1: Actual Causes of Death
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For example, CDC's chronic disease prevention strategy is based upon behavioral interventions
designed to reduce the underlying causes of chronic diseases. These programs incorporate behavior
modification and education to assist the public in efforts to stop smoking, follow a healthier diet, and
increase their level of physical activity. Similarly, injury prevention programs rely upon the adoption of
prevention practices--the use of seat belts and bicycle helmets, for example. Health promotion and
behavior modification are also central to CDC’s HIV and sexually transmitted disease programs.
Reductions in HIV and sexually transmitted diseases are being achieved through drug education and
promotion of safe sex practices, including abstinence. CDC'’s programs have been strategically grouped
into appropriate Centers, Institute, and Offices (ClOs) to more effectively address these factors.

04/09/01 CDC Performance Plan Page 2



Environmental and occupational health threats also have increased, and CDC's role includes addressing
the public health aspects of toxic exposures and occupational diseases, injuries and disabilities. CDC'’s
vision of “Healthy People In a Healthy World Through Prevention” means working with partners to
prevent the leading health threats confronting Americans.

Public health and CDC contribute significantly to Americans’ ability to lead longer, healthier lives. An
infant born today in the United States has 30 more years of life expectancy than in 1900. Twenty-five of
these years are directly related to public health efforts. Many public health efforts result in considerable
financial savings; others carry a net cost but represent an important investment-and the saving of lives.
Clear evidence, for instance, shows that comprehensive health education in schools is effective in
reducing risk behaviors among youth, which account for most of the health problems among young
people that will follow them into adulthood if not prevented or solved. The signature feature of CDC'’s
public health programs is that they achieve results and cost savings through the promotion of health and
quality of life by preventing disease, disability, and injury.
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Part |
Agency Context for Performance Measurement

1.1 Agency Vision, Mission and Long-term Goals

In June 1995, CDC launched an agency-wide strategic planning process to refocus the organization’s
priorities, directions for the future, and assess constituents’ requirements. Even though this process was
initiated to satisfy the requirements of the Government P erformance and Results Act (GPRA), the
director of CDC decided to conduct full-scale strategic and performance planning to ensure that CDC
continues to be a leader in public health policy and practice.

The agency used its document

pUbllShed in 1994, “Strategic 2000 DHHRSe:treadlelgit(::S(o:a;foznr:n?:jectives
Thinking at the Centers for Disease
i " Goal 1: Reduce the major threats to the health and produ ctivity of all
Control and Prevention,” as a
. . . . Americans.

found.atlon for Contlnl'“ng Strateglc Objective 1.1 Reduce tobacco use, especially among youth.

anning a ana to move the Objective 12 Reduce the incidence and impact of injuries and violence in
pl g at CDC, and t th
agency forward into the 21st century. Am eric an s oci ety.

Objective 1.3 Improve the diet and level of physical activity of Americans.
Objective 14 Reduce alcohol abuse and prevent under age drinking.

During FYs 1999 and 20007 CDC has Objective 1.5 Reduce the abuse and illicit use of drugs.

Objective 1.6 Reduce unsafe sexual behaviors.

partiCipated in a StrateQiC planning Objective 1.7 Reduce the incidence andimpact of infectious diseases.
process led by the Department of Objective 18 Reduce the impact of environmental factors on human health.
Health and Human Se_rwces i Goal 4: Improve the quality of health care and human services.
(DHHS) This StrategIC p|annlng Objective 4.1 Enhance the appropriate use ofeffective health sewices.
process involv ed a” Operating Objective 4.2 Increase consumer and patie nt us e of health care quality
L. CLe information.
D|V|S|0nS Wlthln the Department' Objective 43 Improve consumer and patient protection.
This p|an was Completed October Obje ctive 4.4 De velop know ledge that impro ves the quality and effective ness of
2000, and will replace the current human services practce.
strategic plan that CDC has been Goal 5: Improve the nation’s public health systems.
operating under since FY 1997. The | 0o o e e o the heakh af he nations population.
Department’s strateglc plan has SIX Obje ctive 5.2 Improve the safety of food, drugs, medical devices, and
broad goals that are supported by biological producs.
mUItIpIe objectlves. DHHS Goals l’ Goal 6: Strengthen the nation’s health science research enterprise and
4,5, and 6 relate to CDC programs. enhance its productivity.
TWO new ObjeCtiveS were inCIUdEd in Obje ctive 6.1 Agvancelthb_e lsci«?ntilf;c unld.erstangizghofr.lormal and
. abnormal biological functions and behaviors.

the DHHS Strat39|C plan that Obje ctive 6.2 Improve ourunderstanding ofhow to prevent, diagnose,
h|gh||ght major program areas for and treat dis eas e and dis abil ity.

. PR Obje ctive 6.3 Enhance our understanding of how to improve the quality,
CDr(]: agd other Ope_rrartllng Divisions effectiveness, utilization, financing,and cost-effectveness
In the epartment. ese new of health services.
objectives are: Reduce the Obje ctive 6.4 A.ccel_erate pri\_/ate-seclor dgvelopment ofnew drugs,
. . . e biol ogic therapie s, and m edic al technology.
|nC|dence and |mpaCt Of |nJUr|eS and Obje ctive 6.5 Strength en and diversify the bas e of well- qualified health
violence in American society, and researchers.
Reduce the impaCt Of infeCtiOUS Obje ctive 6.6 Improve the com munication and application of health

research results.

diseases. Obje ctive 6.7 Strengthen mechanisms for ensuring the protection of
human subjects in research and the integrity ofthe
research process.

This annual performance plan builds
upon these strategic planning efforts,
specifying in greater detail the
strategies, goals, objectives and
results of CDC'’s public health programs.
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Vision: “Healthy People in a Healthy World--Through Prevention”

The CDC vision conveys an idea of what the world would be if CDC'’s health promotion and dise ase
prevention goals were fully achieved. The agency is committed to helping create a safe physical and
social environment where health is both protected and promoted nationally and internationally. CDC
believes that prevention is the foundation for achieving this vision.

Mission: To promote health and quality of life by preventing
and controlling disease, injury, and disability.
CDC's mission statement succinctly states how the agency approaches its responsibilities as the nation’s

prevention agency. Accomplishing this mission is predicated on CDC'’s ability to build on the following
agency strengths:

. Prevention strategies based on sound scientific knowledge.

. Leadership and technologic capabilities of state and local health organizations and the
integration of those capabilities with private health organizations.

. Trained public health workers and leaders.

. Ability to serve a diverse population with a diverse work force.

Strategic Agency Goals

During a one-year period that began in mid-1995, the ClOs of CDC engaged in a planning process that
involv ed their stakeholders and employees in identifying strategic issues for CDC. The agency-wide
goals were intended to be broad and all-encompassing. Because CDC'’s opportunities and
responsibilities are often determined by societal changes and environmental events, as opposed to
planned internal actions, the goals had to project a broad, overarching approach that relates the agency’s
programs to the public health community and to the public in general. Under each goal statement,
strategies were articulated to elaborate the goal statement as well as describe ways to achieve goals.

The CDC Strategic Framework was developed in the following way: Actions needed to achieve the
agency goals were drafted by the CIOs in the form of strategic (five-year) and annual goals. Annual
goals represented the first year of achievement of the five-year goal. Performance measures were also
developed by the ClOs for both strategic and annual goals. Specific, measurable objectives were
developed to support CIO strategic and annual goals.

Healthy People 2000/2010 goals and objectives serve as a foundation for a number of CDC'’s
performance measures. However, it should be noted that although CDC has lead responsibility for many
of the objectives contained in Healthy People 2000/2010, achievement of the goals represents a national
effort in which CDC partners with other federal, state, local, and community public health entities
participate. Therefore, performance measures within CDC's plan have been crafted to reflect the
collaborative nature of CDC’s program activities.

Concurrent with its efforts to meeting Healthy People 2000 and 2010 Objectives, CDC also is focusing on
strengthening the nation’s public health infrastructure by developing a program for public health
jurisdictions that will assess and monitor organizational performance and provide ongoing information to
public health infrastructure by developing a program for public health jurisdictions that will assess and
monitor organizational performance and provide ongoing information to public health leaders, policy
makers, program managers, and others to assist in overall preparedness, identifying needs and targeting
resources. This infrastructure development program, the National Public Health Performance Standards
Program, has as its goals: (1) to provide CDC and its collaborators with data to assist in monitoring and
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measuring performance of local public health systems; (2) to assess the public health infrastruct ure,
including data and information systems, public health workforce, and effective public health organizations
that enable the performance of the essential public health services in every community; and (3) to

evaluate the use of these data in developing strategies to strengthen the infrastructure of public health.
CDC is partnering withthe National Associati on of County and City Health Officials (NAACHO), the
Association of S tate and Terri torial Health Officials (AST HO), the National Associati on of Local Boards of
Health (N ALBOH), American Public Health Association (APHA), and the Public He alth Foun dation (PHF)

to carry out this program. Model standards and measurement instru ments have been d eveloped.

Approval to use the assessment instruments is expected from OMB in the fall fo 2001. National use of
the instruments will follow. The data obtained will allow CDC, in partnership with the public health
community, to improve the public health system’s quality, capacity, and performance. Crosscutting
infrastructure issues that will be identified by these data include the role of organizational and
professional capacities inim proving health outcomes in States and local com munities, the extent of
readiness for emergency pre paredness, and the need for effective state and local leaders hip.

Below are the four strategic goals that capture the direction for CDC ov er the next five years. Each goal
statement is followed by a brief presentation that associates the CDC goals and strategies with CDC' s
budget program activities. Resources required to achieve these activities have been submitted as part

of CDC's budget submission.

Goal 1 Science :Assure a strong science base for public
health action.

The applied techniques of epidemiology, laboratory, behavioral, and social sciences are the primary tools
that CDC uses to understand the causes of poor health, identify populations at risk, and develop
interventions for disease control and prevention. As research provides more information about the
relationships between the phys ical, mental, and so cial dimensions of well-being, a b roader app roach to
public health has become important in the quest for ans wers to prevent and so Ive health problems. CDC

is committed to expanding its research agenda to help bridge the gap between research and public
health practice. Through the integration and communication of s cientificinformation, the mosteffective
public health s olutions will be translated into practice in th e Nation’s communities. Sound p ublic health
policy decision s are bas ed on excellence in science and provide the means to achieve the best results.

Program Ac tivities and Stra tegies for acc omplishing Goal 1

CDC's strategy foras suring a strong s cience base for public health action requires an agency
commitment to support and conduct high quality epidemiologic, laboratory, behavior, and social science
research. Through its programs in Env ironmental Heal th, Infectious Diseases, O ccupational Safety and
Health, Epidemic Services, and the Prevention Centers, CDC advances the science base in public health
by conducting and sup porting both extramural and intramura | research on a wide range of public h ealth
issues . For FY 2002, re search on  several major public he alth issue s will be con ducted in order to
improve decision making, to examine health outcomes, or to prevent disease. To ensure the scientific
foundation of public health practices, CDC is continuing to coordinate the devel opment of the Guide to
Community Preventive Services. This Guide will provide public hea Ith practitioners , their community
partners, and policy makers with evidence-based recommendations for planning and implementing
population-based services and policies at the community and state level.
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Goal 2 Assessment: Detect and assess threats to public
health.

The wisdom and legitimacy of public health decisions are crucially affected by the quality of the
information on which they are based. A unique role of CDC is to provide comprehensive information on
health including health status, health risks, the health care system, and health-related outcomes. By
maintaining a broad-based monitoring capability, CDC can quickly detect and assess public health
threats. CDC’s assessment capability, epidemiologic and laboratory surveillance, and response capacity
ensure a system that identifies health problems and deploys teams of experts to help resolve the
problems promptly. Additionally, the assessment and surveillance capacity ensures data for analysis
that can help identify causes of disease early and assist in decisions about appropriate research, policy,
and programmatic actions.

Program Activities and Strategies for accomplishing Goal 2

To accomplish this goal, emphasis will be on assuring that CDC's surveillance and health information
systems address current health issues and problems and that existing and new CDC data systems are
carefully coordinated and integrated. CDC's Health Information and Surveillance Systems Board
stimulates and sponsors innovation in health information and surveillance systems supportive of the
essential public health services. In addition, epidemiologic and laboratory capacity for surveillance and
response will be strengthened. Making health information available to a wide audience is a major CDC
priority that requires adjustments to existing data and surveillance systems and modifications of the
procedures for accessing information. For FY 2002, this goal is accomplished through many of CDC'’s
program activities, with emphasis on Health Statistics, the Preventive Health and Health Services Block
Grant, Epidemic Services, and Cancer Registries.

Goal 3 Policy: Provide leadership for the nation in prevention
policy and practice.

As the emphasis in responsibility for public health services moves from the federal level of government
to local governments, CDC will continue in a crucial public health role. CDC's leadership in prevention
policy can and should help focus scientific and professional expertise in setting national public health
policy. CDC also encourages actions on the part of other federal, state, and local agencies, tribal nations
and private organizations to aid in the reduction of threats to health and the promotion of good health.
Public health leadership includes the provision of funds and technical assistance, the development of
national health data, the conduct of research, and the development of policies and practices that are
shaped by science. Through these mechanisms, CDC assures that the public’s interest is best served by
the measures and programs that are adopted. CDC's role in policy development includes
communicating with all affected parties, considering the long-term effects of policy decisions, and
speaking for persons or groups who have difficulty being heard.

Program Activities and Strategies for accomplishing Goal 3

The strategy to address this goal requires CDC to commit to systematic planning and evaluation of its
programs and products and when feasible to document the costs and benefits of prevention programs.
The establishment of a mechanism for continuous review and feedback on the science produced in and
through CDC-funded projects is an important means for im proving the ov erall effectiveness of the
agency. The processes of planning, evaluating, peer reviewing, and providing feedback assure that the
research standards and policy guidelines developed by CDC provide current and reliable information for
use in health promotion and disease prevention programs. To augment this process, CDC has
developed a fram ework for evaluation in public health practice, an activity designed to encourage
combining the scdence of evaluation with the demands of program management.
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Goal 4 Assurance: Assure the public’s health through the
translation of research into effective community-based
action.

This goal is oriented toward developing the capacity of public health departments to carry out essential
public health programs and services, and involve community institutions and community groups in health
promotion and disease prevention. As CDC strengthens its ongoing relationships with state and local
health agencies, it is also committed to building partnerships with non-governmental organizations at the
community and national levels. These partnerships are essential for the design, implementation, and
evaluation of sound prevention programs. What people understand about their health and potential risks
to their health is of major concern in public health. CDC is committed to promoting effective health
communication, conveying information to appropriate populations, and facilitating access to health
information. The agency seeks to enhance the public’s health knowedge through communication that is
congruent with the values of diverse communities.

Program Activities and Strategies for accomplishing Goal 4

To accomplish this goal, a major emphasis must be placed on expanding CDC's partners to reflect the
diversity of the nation. The role and influence of the community are vital when designing, implem enting,
and evaluating public health intervention strategies. There are many areas where CDC is building the
capacity of its partners to carry out important public health programs. Through state and local health
departments, prevention and control programs focus on the reduction of sexually transmitted diseases,
HIV/AIDS, tuberculosis, vaccine preventable diseases, breast and cervical cancer, diabetes, injuries, and
childhood lead poisoning. In FY 2002, CDC will continue its efforts in the training of public health leaders
in the science of public health practice. Training efforts in this area are critical in addressing future
public health issues. For example, the CDC-sponsored Public Health Leadership Institute is an ongoing
program that develops the leadership skills of public health officials at the Federal, State, and local
levels.

1.2 Organization, Programs, Operations, Strategies and Resources

The CDC is known as the “Nation’s Prevention Agency.” Since the agency was founded in 1946, it has
been at the forefront of public health efforts to prevent and control infectious and chronic diseases,
injuries, workplace hazards, disabilities, and environmental health threats. Finding workable approaches
to these complex health problems presents multidimensional challenges for our nation’s public health
network, and requires a broad array of skills, abilities and experience. CDC has constantly evolved and
innovated to effectively address new health challenges. From the traditional public health practice of
infectious disease control, CDC has broadened its mission to address the role of complex social and
behavioral risk factors for disease, injury, and disability.

To effectively carry out its mission, CDC is currently organized into 11 major program components and
nine staff offices. One of CDC'’s greatest resources is it's more than 7,400 employees, who provide
quality service to the American people and who provide expertise in public health surveillance,
epidemiology, statistical analysis, laboratory investigation and analysis, health communications and
social marketing, behavioral risk reduction, technology transfer, and prevention research. CDC's
presence is global, with employees assigned to posts in 20 countries, and 46 of the 50 states. CDC
headquarters islocated in Atlanta, Georgia, with 15 field stations located throughout the nation and in
Puerto Rico.

Levels of preventable iliness, disability, and death in the United States are still unacceptably high,
creating gaps in areas where people haven't benefitted from progress made during the last century. For
instance, gains in life expectancy have not benefitted all Americans equally; the gap in life expectancy
between African Americans and whites has been increasing since the 1970's. To prepare CDC to meet
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these and other challenges of the new millennium, CDC has committed to the following priorities that
reflect our commitment to excellence and social justice, creativity, and compassion:

Strengthen Science for Public Health Action: CDC is only as strong as its science. But
science is only the first step and not an end unto itself. We must use our science to make real,
measurable differences in people’s lives. To do that, we must have a strong, flexible, and
supportive public health infrastructure. T his infrastructure should promote strong science,
including laboratory, epidemiologic, social, and behavioral sciences, and biomedical prevention
and health systems research to direct public health action. It should develop and maintain a
skilled and highly effective workforce, able to putthat science to best use. And it should build
integrated information and surveillance systems that improv e our ability to monitor the
effectiveness of our use of science to improve the public’s health.

Enhancing Environmental/Occupational Health: Significant premature death and avoidable
illness and disability result from interactions between people’s unique biologic, social, and
lifestyle factors and their environment. The environmental role in the development of diseases,
injuries, and disabilities is well recognized, but in many instances not well understood. The task
of learning more about environm ental exposures and health risks is complex, involving the use
of surveillance systems, data, and biomonitoring methods to detect and assess environmental
and occupational health threats. Increased efforts are needed to reduce the impact of
environmental factors on human health through research, surveillance, and public health
prevention programs.

Promote Healthy Living at Every Stage of Life: Americans are living longer, bringing about a
demographic transition as we become a nation with more older adults. Because of this
transition, we face new challenges in promoting health at every stage of life. In recent years, we
have accomplished much in improving the health of children. The same intensity of effort used
to improve our children’s health now must be extended to all age groups, and we must guarantee
that at every stage of life people are empowered with the knowledge necessary to help them in
improving their own health.

Promoting Global Health: Disparities in health status have widened between developed and
developing nations. In addition, transportation and population shifts make it possible for new and
emerging diseases to trav el swiftly across continents and around the world. Facing these
challenges requires even closer cooperation with our global partners in using science and sound
policy to promote public health globally.

Reducing Disparities: Strong evidence suggests that there is persistent disparity in the health
status of people of color as compared with the overall health status of the American people, and
that race and ethnicity correlate with the continued and increasing health disparities in members
of these communities. Often the underlying causes of increased levels of disease and disability
among these groups include poverty, lack of adequate access to quality health services, failure
to receive preventive or “state-of -the-art” health care, and the need for effective prevention
programs tailored to specific community needs. Reducing racial and ethnic disparities in health
will require research to identify new knowledge about causes of health disparities and effective
means of delivering preventive and clinical services. It will also require new and innovative
ways of working in partnership with state, local, and tribal governments and communities.
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1.3 Partnerships and Coordination

The concept of partnerships and coordination toward the com pletion of established goals and objectives
is not new among the public health organizations. The July 1979 publication, Healthy People: The
Surgeon General’'s Report on Health Promotion and Disease Prevention, described for the first time a
national public health agenda. This report established five quantifiable goals for improving health status,
risk reduction, public and professional awareness of prevention, health services and protective
measures, and surveillance and ev aluation by the year 1990. Success in meeting these objectives has
been documented in areas such as hypertension, childhood infectious diseases, and injury prevention.
Several objectives were not met by 1990. The Public Health Service’s commitment to developing Year
2000 and 2010 Obijectives affirms the commitment to addressing public health problems that persist, as
well as problems that hav e appeared or intensified since the inception of the national health objectives.

To ensure broad-based input, more than 300 national organizations and 7,000 individuals and
organizations participated in the development of the year 2000 objectives. Key participants included
representatives of state and local health departments. The extensive participation by representatives of
state and local governments, academic institutions, business and labor, and community and professional
organizations at each step in the process helped to establish the broad network needed for successful
implementation of programs. CDC actively participated in this process, accepting the lead in overseeing
the coordination, collaboration and implem entation of several health promotion and disease, injury and
disability prevention objectives. Many of the performance objectives in the CDC Annual Performance
Plan are directly linked to the Healthy People Objectives.

Just as the development of the national health objectives is dependent on the work of many, CDC works
with its many partners throughout the United States and the world to accomplish the long-term and
annual goals in the CDC Performance Plan and the DHHS Strategic Plan. State and local health
departments provide the infrastructure on which the public’s health is built. Other traditional partners
include individuals and institutions that educate and promote the health of Americans of all ages, such as
school systems, local community groups, businesses, and voluntary and professional associations and
other federal organizations. In view of the increasingly diverse and complex role of public health, CDC
has reached out to newer and less traditional public health partners, including churches, local
organizations, health insurance organizations, health alliances, health boards, consumer groups, and
private medical providers.

The Agency for Toxic Substances and Disease Registry (ATSDR) provides a unique partnership
opportunity for CDC. In 1983, the Secretary of the Department of Health and Human Serices (DHHS)
established, by Administrative Order, AT SDR as an agency within the Public Health Service located at
the CDC headquarters in Atlanta, Georgia. ATSDR was created to address the health related sections of
the Comprehensive Environmental Response, Compensation, and Liability Act (CERCLA), or what is
more commonly known as “Superfund” legislation. In June 1985, ATSDR was formally organized as an
independent agency. By implementing the programs that support its mission, ATSDR forms a critical link
among environmental public health, research, and regulatory organizations.

ATSDR, in concert with CDC, the Environmental Protection Agency (EPA), and the National Institute of
Environmental Health Sciences (NIEHS), supports CERCLA, one of the most challenging and innovative
environmental laws relating to public health. The coordination and collaboration among these
environmental public health organizations strengthen the Nation’s capacity to understand and respond to
environmental public health concerns. Because ATSDR carries out a unique mission, separate and
distinct from CDC's, a performance plan specific to ATSDR’s programs and activities has been created
and submitted as a distinct plan that is incorporated in the CDC and DHHS planning and reporting
documents.
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1.4  Accountability Through Performance Measurement

Several activities have been undertaken at CDC to ensure the effective use of performance-based
management. Upon becoming Director of CDCin December 1998, Dr. Jeffrey Koplan immediately
established health priorities and operating principles to ensure the use of performance-based
management in directing the work of CDC.

The health priorities identify what we must do to prevent unnecessary injury, disease, disability, and
death in the United States and around the globe. The priorities are as fol lows:

. Reduce Health Dispatrities.

Promote Healthy Living at Every Stage of Life.
Work with Partners to Improve Global Health.
Strengthen Science for Public Health Action.
Enhance Environmental and Occupational Health.

The operating principles support achievement of the priorities by specifying how day-to-day operations at
CDC must function. The operating principles involve:

using science as a basis for decision-making and public health action.
expanding the quest for social equity through public health action.
ensuring that our efforts are outcome oriented.

being accountable.

performing enthusiastically and effectively as a service organization.

These health priorities and operating principles are clearly consistent with the intent of the Government
Performance and Results Act, and emphasize ongoing, objective measurement of performance,
accountability, and outcomes.

Changes are occurring in CDC's business practices, such as:

An emphasis on accountability in program reviews, as evidenced by the Director’s request that
participation be limited to upper management, thereby allowing for questions focused on
program performance.

Improved fiscal forecasting, supported by financial systems that allow for more accurate budget
projections.

Requirements for new initiatives to include performance measures and evaluation strategies.

Development and refinement of performance indicators has had a positive effect on many programs
throughout CDC. As part of the developmental process, CDC programs worked closely with partners to
identify measures that would be meaningful to all working in a particular program area. These
collaborations resulted in clearer ex pectations about program intent, outcomes, and management
challenges. Similarly, as new initiatives are developed, goals and measures to support them are created
and incorporated into CDC’s Performance Plan. In order to achieve this end, a crosscutting approach
has been followed. Budgetary, operational, policy, and technical staff are all involved in the
development of a program’s measures. This approach isvery helpful in generating a shared vision for a
program’s intent as well as its operation. This model will allow CDC effective, early evaluation of
program operations.
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Relationship between the Performance Plan and the Budget Display

In recent weeks, CDC has proposed a revised budget structure. Categories describing major budget
activities have changed slightly. CDC's Justifications of Budget Estimates is being submitted following
this revised format. CDC’s Annual Performance Plan and Report, which has traditionally mirrored its
budget structure, deviates from the revised budget structure in a few instances. The next submission of
CDC'’s Annual Performance Plan and Report will follow the revised budget categories, but due to the
short period of time between final acceptance of the revised budget structure and submission of the plan,
changes were not possible for this submission. In all instances, program descriptions, performance goals
and performance measures are provided for major budget categories. There is some minor deviation in

terms used for the sub-budget activities.

Nevertheless, budget data are provided for all major budget

categories, and these budget data are linked to performance data. The minor discrepancies in
descriptions of sub-budget activities will be rectified in the submission of the FY 2003 Annual

Performance Plan.

The table below provides a “crosswalk” between the reporting categories contained in the Annual
Performance Plan and Report and the revised budget activities.

Performance Plan Categories and Sub-
Budget Activities

Placement under Revised Budget
Categories and Sub-Budget Activities

Infectious Diseases

Infectious Disease Control

Emerging Infections

Unchanged

National Electronic Disease Surveillance System
(NEDSS)

Moved to Epidemic Services and Response

Tubercul osis

Moved to HIV/AIDS, STD and TB Prevention,
Tuberculosis Prevention & Control

HIV/AIDS

Moved to HIV/AIDS, STD and TB Prevention,
HIV/AIDS

Sexually Transmitted Diseases

Moved to HIV/AIDS, STD and TB Prevention,
Sexually Transmitted Diseases Prevention &
Control

Immunization

Immunization

Immunization

Unchanged

Health Statistics

Health Statistics

Health Statistics

Unchanged

Chronic & Environmental Diseases

Chronic Disease Prevention & Health
Promotion

Cardiovascular Disease

Renamed to Chronic Disease Prevention &
Health Promotion, Heart Disease & Stroke

04/09/01

CDC Performance Plan

Page 12



Performance Plan Categories and Sub-
Budget Activities

Placement under Revised Budget
Categories and Sub-Budget Activities

Cancer Registries

Renamed to Chronic Disease Prevention &
Health Promotion, Cancer Prevention &

Control
Diabetes Renamed to Chronic Disease Prevention &
Health Promotion, Diabetes, Arthritis &
Other Chronic Diseases

Performance Plan Categories and Sub-
Budget Activities

Placement under Revised Budget
Categories and Sub-Budget Activities

Arthritis

Other

Renamed to Chronic Disease Prevention &
Health Promotion, Diabetes, Arthritis &
Chronic Diseases

Risk Factors: Tobacco Use, Poor Diet, Physical
Inactivity

Renamed to Chronic Disease Prevention &

Health Promotion, Tobacco

Health Promotion

Renamed to Chronic Disease Prevention &
Health Promotion, Health Promotion

Behavioral Risk Factor Surveillance System

Renamed to Chronic Disease Prevention
& Health Promotion, Health Promotion (?)

Environmental Health Laboratory Sciences
(Biomonitoring)

Moved to Environmental Health, Environmental
Health Laboratory

Birth Defects Prevention

Moved to Birth Defects/Disability and Health
Development, Birth Defects

Asthma

Moved to Environmental Health, Asthma

Disability & Health

Moved to Birth Defects/Disability and Health
Development, Disability and Health

Lead Poisoning

Moved to Environmental Health, Childhood
Lead Poisoning

Genetics & Disease Prevention

Moved to Environmental Health, Genetics &
Disease Prevention

Core Capacity in Environmental Health

Moved to Environmental Health, Environmental
Health Activities

Breast & Cervical Cancer Prevention

Renamed to Chronic Disease Prevention
& Health Promotion, Cancer Prevention &
Control

Prevention Centers

Renamed to Chronic Disease Prevention &
Health Promotion, Prevention Centers

Prevention Research

Moved to Public Health Improvement
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Performance Plan Categories and Sub-
Budget Activities

Placement under Revised Budget
Categories and Sub-Budget Activities

Preventive Health & Health Services
Block Grant

Preventive Health & Health Services
Block Grant

Performance Plan Categories and Sub-
Budget Activities

Placement under Revised Budget
Categories and Sub-Budget Activities

Injury Prevention & Control

Injury Prevention & Control

Reporting

Youth Violence Prevention  Unchanged
Violence Against Women Unchanged

Bicycle Helmet & Head Injury Prevention Unchanged
Fire-Related Injury Prevention Unchanged

Injury Prevention & Control Research ~ Unchanged

Data Access Unchanged

Electronic Emergency Department Public Health Unchanged

Epidemic Services

Epidemic Services & Response

Epidemic Services

Renamed Epidemic Services & Response

Public Health Workforce Development

Renamed Epidemic Services & Response

Occupational Safety & Health

Occupational Safety & Health

Buildings & Facilities

Buildings & Facilities

Bioterrorism

Bioterrorism

Eliminating Ethnic & Racial Disparities

Public Health Innovation

Eliminating Ethnic & Racial Disparities

Renamed Public Health Innovation

Office of the Director

Office of the Director

Program Support Goals

N/A*

* Program Support Goals do not correlate to any particular budget authority, but represent over-arching
business practices em ployed across all CDC programs.
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Performance Summary

CDC's FY 1999 strong performance continued as additional data from FY 1999 activities became
available following the publication of the FY 1999 Performance Report in January 2000. New data from
FY 1999 include the following programs:

NCID: The FY 1999 target of 0.9 infections per year the incidence of perinatal Group B
streptococcal infections was exceeded. In FY 1999, 0.4 perinatal Group B streptococcal
infections were reported per 1,000 live births.

Tuberculosis: The trend continues to increase in the percentage of TB patients that complete a
course of curative TB treatment aswell as the percentage of TB patients with initial positive
cultures who also have drug susceptibility results.

Sexually Transmitted Diseases: The prevalence of Chlamydia trachomatis among high risk
women under 25 is slowly being reduced, whereas the prevalence reduction among women
under 25 in publically-funded family planning clinics has exceed expectations. CDC targets for
the incidence for PID, congenital and primary and secondary syphilis have also been exceeded.

Imm unizations: The trend in the number of cases of vaccine preventable diseases in children
under 5 years of age continues to decrease for Rubella and Haemophilus influenzae, and remain
at or near zero for polio, measles, Diphtheria, rubella and tetanus. Significant reductions in the
cases of mumps have occurred, exceeding FY 1999 targets. The trend in the number of
Pertussis cases among children under 7 years of age continued to decrease from the FY 1998
report. The immunization coverage among children 19 to 35 months of age continues to be
high. Immunization rates for persons 65 and older have increased since FY 1998. Domestic
and international efforts in the global eradication of polio continue to meet or exceed targets in
the purchase of vaccines, expansion of technical and scientific networks in public health, and
expansion in the number of trained professionals assigned to WHO. The targets associated with
number of vaccine-associated adverse events were met or exceeded.

Results for FY 2000 indicate that CDC programs are progressing well. To date, data has been obtained
for 75% of CDC’s FY 2000 performance measures. Data for the majority of the remaining performance
measures will be obtained by November 2001. Highlights from these data will be reported below by
major budget categories.

Birth Defects/Developmental Disabilities/Disabilities and Health: CDC's focus for its Disabilities and
Health Program has been to expand the number of states that participate in a disability module of a
national survey. Through the combined efforts of CDC and its state partners, the FY 2000 target of 14
states participating in a disability module has been exceeded by two.

The FY 2000 target of 35 states participating in the National Birth Defects Prevention Network was not
met. During this year only 26 states were able to meet the more stringent data requirements to be
included in the annual report. Although the report contains data from 26 states, the data will be of higher
quality.

Research has indicated that ingestion of at least 400 micrograms of folic acid daily by women of
childbearing age will reduce the prevalence of spina bifida and anencephly. CDC and its partners have
developed an award-winning public service announcement that delivers educational messages
encouraging women to consume more folic acid. This educational campaign is based on voluntary
participation by over 30 national organizations. To date this limited campaign has resulted in modest
gains in CDC's performance target of 40% of women of childbearing age consuming folic acid. Data for
FY 2000 indicate that only 34% of women are consuming 400 micrograms of folic acid daily.
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Chronic Disease Prevention and Health Promotion: The majority of data for this program will not be
available until the summer of FY 2001.

Environmental Health: CDC has achieved its FY 2000 target of methods to measure 8 additional
substances and exceeded the target number of toxic or potentially toxic substances measured in the U.S.
population (from 25 substancesto 27 substances).

In FY 2000, CDC provided funding to 8 additional states to begin development of their core Asthma
programs, bringing the total number of states with asthma funds to 12, exceeding the expected target of
8.

CDC has developed a new performance measure to ensure that supported states establish a system that
determine the number of children participating in Medicaid who are being screened for elevated blood
lead levels. The FY 2000 target for this measure was 15%, but the actual performance was 12.5%.

Epidemic Services: CDC metits targets for FY 2000 goals to enhance the scientific quality and public
health applicability of the MMWR to communicate public health news about disease outbreaks and
trends in the health and health behavior by publishing 86 issues of the MMWR. Notable in the FY 2000
publications is the establishment of CDC’s 1* on-line Continuing Education Program for Physicians,
Nurses and Public Health Practitioners developed in response to the demand for more continuing
education for public health practitioners.

The Epidemic Intelligence Service (EIS) Program coordinated 74 Epidemic Assistance Investigations
(Epi-Aids) and over 300 state-based field investigations. This exceeded the target for responding to “at
least 95%" of the requests for epidemic assistance from domestic and international partners.

The Public Health Prevention Service (PHPS) program was established as a 3-year program of training
and service to develop a work force skilled in applying pertinent research related to epidemiology, social
and behavioral science, and other public health sciences. Currently there are 75 Prevention Specialists
in the PHPS program. Fifty are in state and local health departments and 25 are in assignments at
CDC. InFY 2000, CDC was unable to meet the target of “90% of the first class of the PHPS will remain
in public health and 50% will be working in state and local health departments” (actual performance 70%
remained in public health and 26% are in state and local health departments).

CDC met its targets for building expertise to conduct prevention effectiveness studies of public health
interventions and will continue to determine what prevention strategies work and what it costs to
implement them.

Health Statistics: CDC has met or exceeded all FY 2000 performance measures. Highlighted below are

just a few of its achievements in the area of health statistics:

. After successfully completing a pretest in 1999, the latest NHANES is able to assess the status
of the population relative to emerging health issues, such as physical fitness, tuberculosis, and
exposure to volatile organic compounds.

. The States and Local Area Integrated Telephone Surv ey began full operation in Fall 2000, and
will provide state-specific estimates of health insurance coverage for all children, and national
estimates for the reasons why low-income uninsured children are not enrolled in Medicaid or

SCHIP.
. CDC exceeded the 5% reduction time lag for the release of data from the major data systems.
. Virtually all CDC statistical publications are available on the Internet at the same time they are
released in published form.
. For the first time, charts from Health, United States, 2000 will be updated with current

information on the Internet, making data more timely and accessible to users and speeding up
the release of data on high-priority topics.
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HIV/AIDS, STD & TB Prevention: Much of the data assessing this program will not be available until
late Summer 2001. However, based on the available data, CDC has met or exceeded most of its targets
as highlighted below:

. As of December, 2000, 41 states (target =40), Puerto Rico, Guam and the Virgin Islands
conducted surveillance for HIV infection. CDC anticipatesthat by 2003, pending available
resources, all States will have implemented HIV surveillance as an extension of their AIDS
surveillance activities.

. Acute blood-borne viral infections are monitored in the hemophilia population through patient
enrollment in the Universal Data Collection (UDC) system. Viral testing and reporting of these
acute infections is closely monitored. This specimen bank can also be used for look-back
investigations for other blood-borne diseases. In FY 1999 and 2000, performance exceeded set
targets because CDC brought centers online at a more rapid pace than expected.

. Until HIV data are available nationwide, data on the number of persons living with AIDS (AIDS
prevalence), together with the data on the prevalence of those with a diagnosis of HIV infection
(where available), will prove more useful than AIDS incidence data for public health planning
purposes. AIDS incidence data will be more useful in identifying populations that were
diagnosed late with HIV infection or require improved access to timely testing and treatment.
Beginning in 2001, new methodologies are expected to be available to measure HIV incidence.
Because the proposed incidence studies will be more complex and expensive than the
prevalence studies of the past, it is not feasible to include as many study sites. Therefore, the
numbers of sites will decrease from 53 to 30.

. Recently, with funding from the Minority AIDS Initiative (MAI), including MAID funding from
DHHS, CDC has been able to expand the number of awards to directly funded CBOs. In 1999
and 2000, over 90 additional awards were made, bringing the current number of awards to
directly funded organizations to more than 230. The majority of these programs address the
needs of persons who are considered to be at high-risk for HIV infection, including men who
have sex with men, injecting drug users, youth, homeless persons, sex workers, and/or
incar cerated persons.

. CDC has recently awarded 20 grants for community coalition planning projects intended to
sustain, improve, and expand HIV prevention services for racial/ethnic minority populations. In
FY 2000, CDC extended the planning phase of this grant for an additional year. In FY 2001,
CDC plans to fund a subset of 10 of these grantees to implement community coalition
development projects.

. In FY 2000, CDC expanded technical assistance and support to improve national surveillance
programs for HIV, STDs and TB to 13 countries and regions, which was less than the expected
target of 15 countries and regions.

Immunization: By all counts, efforts to protect children in the U.S. from vaccine-preventable disease
have been a success. Cases of most vaccine-preventable diseases of childhood are down more than
97% from peak levels before vaccines were available. No cases of paralytic polio due to indigenous
transmission of wild polio virus have been reportedin the U.S. since 1979. Haemophilus influenzae type
b (Hib) invasive disease, the main cause of bacterial meningitis, has declined by more than 99% in
children under five since the introduction of the vaccine. Measles hit a low of 67 reported cases in 1999.
Coverage levels for preschool children are at an all-time high for al racial and ethnic groups.

Among persons 65 years of age or older, the percentage receiving vaccine against influenza rose from
33% in 1989 to 64% in 1998. Similarly, the coverage rate for pneumococcal vaccine increased from
15% to 46% over the same period.

The reduction in the number of indigenous cases of mumps has exceeded our goal of 500 cases. In
1999, there were only 387 cases of mumps; in 2000, the incidence was further reduced to 323 cases.
This reduction is linked to the effectiveness of the Measles-Mumps-Rubella vaccine and its coverage
rate.
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In 2000, the coverage rate for four doses of Diptheria-Tetanus-Pertussis (DTaP) containing vaccine did
not yet achieve the 90% goal. However, the rate has steadily increased since the change to a four dose
schedule, as recommended by ACIP in 1991.

On the global front, as with smallpox, worldwide eradication of polio is now within our grasp. In 1999, the
American Region of WHO completed its eighth year without a reported case of polio. The Western
Pacific Region (i.e., China Vietham, and Cambodia) is close to achieving regional eradication of polio.
More than 80 countries conducted mass immunization campaigns in 1999 vaccinating over 450 million
children aged lessthan 5years. As of December, 2000, CDC supports more than 120 experts in polio
eradication programs throughout the world. One hundred twenty-eight public health professionals
throughout CDC were trained in 2000 to complete additional short-term assignments. Additionally,
measles cases in the Western Hemisphere have declined 85% from 1990 to 1998.

Infectious Diseases Control: Some of the information needed to assess FY 2000 performance is not

yet available, however the following will highlight significant achievements based on current data:

. Through FY 2000, 73 scientists will have completed the EID laboratory fellowship program. This
fellowship is a training program in infectious disease laboratory methods and practice designed
to attract and prepare laboratory scientists for careers in public health.

. In FY 2000, 43 sites—39 states and 4 local health departments—were funded for the Epidemiology
and Laboratory Capacity (ELC) program. The purpose of the ELC program is to assist State and
eligible local public health agencies to strengthen the public health infrastructure to address
infectious disease threats. The infrastructure developed though the ELC program was crucial in
the response to the outbreak of West Nile virus in the New York metropolitan area

. In FY 2000, using FoodNet and other data, CDC updated estimates of the burden of foodborne
disease in the United States; each year there are 76 million cases of foodborne illnesses
resulting in 325,000 hospitalizations and 5,000 deaths. Also, FY 1999 FoodNet data showed that
rates of Campylobacter (26%), Shigella (44%), E. coli (22%) and Salmonella enteriditis (48%)
have declined; these findings led to new interagency efforts in research and surveillance to
document the effectiveness of new food safety control measures.

. CDC has made substantial progress toward reducing perinatal group B streptococcal disease,
the most common cause of severe infections in newboms. Providers and obstetric departments
have quickly adopted recommended prevention strategies, resulting in a decline in disease that
is more rapid than expected. CDC worked with the American College of Obstetricians and
Gynecologists and the American Academy of Pediatrics to develop guidelines and information
for practitioners on the best methods for preventing group B streptococcal disease. Surveys
have shown that the prevention recommendations have been widely adopted. According
surveillance data, neonatal group B streptococcal infections have declined 70% since 1995, the
year before the prevention recommendations were published. To improve prevention efforts,
CDC staff are working with ABCs personnel to assess missed opportunities for prevention and
will be meeting with representatives from the American College of Obstetrics and Gynecology
and the American Academy of Pediatrics to review the 1996 prevention guidelines.

. The target number of domestic and international sites for influenza surveillance was exceeded
because of diligent recruitment for the U.S. Sentinel Physicians Surveillance and consistent
follow-up from the CDC influenza program staff.

Injury Prevention and Control: Data is available to assess the majority of the performance measures
for this program, with most measures being met or exceeded at this time. Below are highlights from FY
2000 performance information:

. Intervention and evaluation phases of several youth violence prevention projects have ended,
final reports are being received, and an analysis of he outcomes will take place in FY 2000. In a
baseline measure at the beginning of one of the projects to prevent violence among middle-
school students, 50% of the students reported incidents of physical fighting. CDC achieved the
FY 2000 target for a 30% reduction in reported incidents of physical fighting. Final reports from
this round of projects are being received and will be analyzed in FY 2000.
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. Projects in three state health departments are progressing well in collecting data on family and
intimate violence and in implementing and evaluating interventions; four multifaceted
community-based projects are identifying successful methods for delivering family and intimate
violence interventions at the community level and determining if these programs can reduce the
violence; and fourteen projects are developing and evaluating coordinated community responses
and the primary prevention of family and intimate violence.

. CDC began funding CPSC’s National Electronic Injury Surveillance System (NEISS) in FY 2000
for the first time which will allow for a direct national estimate of emergency department visits for
bicyclerelated health injuries. Although these data were received in March 2001, sufficient time
is not available to conduct an analysis for this reporting period. A final determination of bicycle-
related ED visits will be completed by May 2001.

Occupational Safety and Health: NIOSH conducts both intramural and extramural research, allocating
75% of new research grant funding to its extramural program. NIOSH has established and achieved
annual targets to increase investments in NORA-related research. For example, in 1996 NIOSH invested
50% of its extramural funds in NORA priority areas. This climbed to 92% in 1999. To extend the reach
and impact of NORA and to leverage federal research dollars, NIOSH had dev eloped joint funding
opportunities with other federal agencies. These government partnerships have grown from 3 in 1998 to
11 in FY 2000.

NORA has begun to shift the spectrum of occupational, safety and health research to achieve more
balance between problem identification research and problem solving research, as evidenced by an
eight-fold increase in NIOSH funding of intervention effectiveness research between 1996 and 1999.
These types of studies provide crucial information to employers, workers, and others on the
effectiveness of specific strategies for preventing workplace injury and illness. In FY 2000, 10% of total
NORA funding was attributed to Intervention Effectiveness Research.

In FY 2000, NIOSH’s commitment to NORA is reflected through the im pressive upward trends in the
amount of both intramural and extramural research funding. In FY 2000, NIOSH funded 165 extramural
research grants in several NORA research priority areas, making this the largest infusion of extramural
funding ever by the federal government for occupation safety and health research. NIOSH increased its
overall investment in NORA-related research by $60.1million compared to FY 1996 (390% increase).
This was achieved through congressional support and the reinvestment of research funds into NORA
priority areas.

Preventive Health and Health Services Block Grant: Eighty-two percent of total required data from all
programs funded by the PHHS Block Grant were reported to CDC in FY 1999, therefore, CDC exceeded
its FY 1999 goal. The Block Grant FY 2000 Uniform Data Sets will not be collected until February 1,
2001. The reason for the delay is due to data sources for existing federal and state data are tabulated on
a calendar year basis. The PHHS block grant supports all areas contained within Healthy People 2000.

Public Health Improvement: In FY 2000, CDC increased the number of health service providers
participating in distance learning activities from 135,000 in FY 1999 to 148,000. This increase was
enabled through partnerships with other Federal agencies and with public health practice and academic
organizations. Similarly, the number of states served by state and regional leadership development
programs was increased from 32 in FY 1999 to 34 in FY 2000, two more than the target. It was possible
to exceed the target because states already operating public health leadership programs could leverage
their limited resources to assist new states. The number of public health professionals trained in
management practices and who conduct training for public health agency managers in their home
developing countries increased from 142 in FY 1999 to 159 in FY 2000, one less than the target. One of
the enrolled participants in the Management in Public Health training course was unable to attend
because of unforessen difficulties in obtaining a U.S. travel visa.
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The FY 1999 funding suppor ted Pr eve ntion Researc h Gran ts for fifty ex tramural research projects, most
for a term of three years. All awards were made following rigorous external peer review. Funds made
available from projects with shorter te rms suppo rted three a dditional research gran ts in FY 2000.

Awards were made to academic research institutions in twenty-one states and all ten Department of
Healt h and Hum an Serv ices regions. Institutions rece iving awar ds included ac adem ic hea lth centers,
schools of public health, and univ ersity-affi liated programs (e, g., teaching and research affiliates of
medi cal sc hools including health depart ments and managed care organiza tions.) Awards were also
made to s upport research in academic engineering, communications, public policy, and nursing
institutions. Approximately 83 percent of all appropriated funds was ~ awarded extramurally. The balance
supported program operations and administrati on (scientific personnel, design of peer-review
mechanisms and research g rant administration).

REACH 2010 is a demonstration project, the goal of which is to contribute to eliminate health disparitie s
experienced by racial and ethnic minorities by the year 2010. As a demonstration project, outcomes
measures are critical in orde rto show that strategies developed ca n and did make a difference to
communities served and to many other comm unities through technology transfer. Phase | activities
include the de velopment of evaluation measures by each pro ject.In FY 2000, C DC funded 24 P hase Il
projects, 14 Phase | projects and 4 new projects serving the elderly through an interagency agreement
with the Administration on Aging. In FY 2001, CDC  anticipates fund ing a limited number of Phas el
grantees, new Al/AN g rantees a nd applied re search pr ojects. In FY 20 01, planning ( Phase I)
communities are establishing infrastructure to support com munity-level data collection, establishing
collaborativ e partnerships (e.g., state and local health departm ents, community organizations, and
academia), establishing linkages with other state and local agencies, and working with federal agencie s
and other partners toidentify promising prevention strategi es that have the greatest potential for
reducing the health disp arities in the ta rget populations.

CDC is building a national integrat ed surv eillance syst em. T his syst em al lows rapid rep orting of disease
trends to control outbreaks. It creates public and private health care sector linkages to increase the
volume, accuracy, completeness, and timeliness of the data av ailable for disease monitoring. Goals for
FY 2000 inall areas for this program were met. Funding was made to 12 states for elem ent
development and 2 states to be charter states, which means they are in the process of developmentof
the full system. There are 10 sta tes that are currently tran smitting laboratory results e lectronically. Data
standards are currently under review with the intention of implementing the Base Syste m in 2 states for
pilot testing in FY 2 001.

Buildings and Facilities:  As of December 2000, implementation of the Atlanta Master Plan is
proceeding substantially according to schedule, with adjustments to reflect the difference between
planned and ac tual a ppropriations.

The 2000-2 009 Atlanta Mas ter Plan stra tegy, consis ting of four 5-year inc rements, will allow CDC to
modernize existing laboratory and support facil ities where economically and programmatical ly feasible,
and con struct new fac ilities when required, as well as to properly operate and maintain exi sting facil ities.

As of December 2000, implementation of the Atlanta Master Plan is proceeding s ubstantial ly according
to sche dule, with ad justm ents to refl ect the differe nce between planned and actua | appr opria tions.

Bioterrorism: A total of 36 laboratories from gove rnme nt agen cies, universities, research institutions,
and commercia | entities have been inspected under the Sel ect Agent rule to ensure the safe transfer and
use of human pa thogens.

In FY 2000 all 50 states a nd 4 localities w ere funded for this component of the co operative agreement :
50 forcore capacity and 8 for special projects. S @ates and localities have use d their cooperative
agreement funds to enhance their capaci ty to investi gate and mitigate heal th threats posed by
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bioterrorism agents. CDC expected to fund 40 health departments for this component in FY 2000.
Increased funding for upgrading state and local capacity allowed for funding 14 additional sites.

Currently 43 public health laboratories receive funds to enhance their capacity for identification of
biologic agents. All of these laboratories are also members of the National Laboratory Response
Network.

CDC expected to fund 4 health departments for this component in FY 2000. Increased funding for
upgrading state and local capacity allowed for funding ladditional site.

In addition to providing support for 4 additional sites for enhanced communications capacity, an annual
meeting focused on health alert efforts (such as internet connectivity, broadcast alert, and distance
learning) was held in August.

Forty chemicals were added to the Rapid Toxic Screen in FY 2000 for a total of 90 methods. We did not
meet our FY 2000 goal of 100 substances because of the difficulty of obtaining standards for several of
the chemical agents. T his difficulty is largely due to the dangerous nature of these substances.

This readiness and maintenance of the national stockpile having been achieved on schedule, the NPS
Program has expanded to focus on state preparations, as a result of the national TOPO FF-2000
readiness exercise. TOPOFF demonstrated that a critical component of the overall NPS Program is the
ability of an impacted area to interact with the NPS Program in the event of a terrorist incident.

Office of the Director:

Information Access: The CDC Voice/FAX Information Service (VIS) continues to be an im portant
dissemination method for public and practitioner information. However, usage is down from the previous
year. While the numbers are lower than the previous year, the numbers were still significant — average
monthly calls received were over 46,000 and over 14,000 requests for documents to be faxed.

Information Security and Integrity: FY 2000 Information Security goals were met with no serious losses,
alterations or releases of critical data.

Financial Management Processes: CDC's first financial statement audit was performed in FY 1997, and
CDC received a qualified opinion. Since FY 1997, CDC has received 3 consecutiv e unqualified opinions
for the fiscal years 1998, 1999 and 2000. While CDC is pleased with the success of the financial audits,

CDC is also devoting significant resources to upgrading the accounting system, improving management
controls over budget execution and increasing the training opportunities for financial staff members.

Recruitment and Retention of Qualified and Diverse Workforce: The overall goal of reducing the time to
refer candidates by 25% was met - 80 days baseline reduced to 59.3 days (a 25.9% reduction) That
portion of the overall time which was job classification was reduced from 15 days to 13.9 days.
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Part Il
2.0 Program Planning and Assessment and Reporting

Introduction

This document includes CDC'’s Final FY 2002 GPRA Annual Performance Plan, FY 2001 Revised Final
GPRA Annual Performance Plan, and FY 2000 GPRA Annual Performance Report. As indicated in the
performance measurement charts, the FY 2000 and FY 2001 measures represent actual targets based
on appropriated funds. The 2002 Performance Measures are estimates of CDC's targets based on FY
2002 current services budget. Any changes in the FY 2001 and FY 2002 performance measures from
previous submissions are based on appropriated funding lev els unless otherwise referenced within the
performance measurement tables. Data supporting actual performance for the FY 2000 report has been
included with this draft submission for data that is currently available. A reference (Ref.) column has
been included in the tables to link the program goals and objectiv es to the page number of the
appropriate budget section that supports a particular goal and measure. A checkmark in the reference
column indicates new FY 1999 data that was not available to report in the FY 1999 Performance Report.

CDC's Performance Plan discusses performance objectives and measures by functional areas. The plan
is organized in this way to provide the reader with an understanding of how programs within the agency
complement and relate to one another. Diverse centralized support services are provided to all program
areas, crossing program activity lines. In developing performance measures for non-centralized
services, we attempted to link objectives and measures to the program activity lines and provide
outcome measures whenever possible. However, we also looked at programs realistically, taking factors
into consideration that may have an effect on performance measures. These factors included:

Program maturity and the relative need for capacity building in certain areas.
Availability of annual data to measure performance.

Latency periods associated with particular dise ase-specific programs.

Input from our partners.

2.1 Birth Defects/Developmental Disabilities/
Disabilities and Health

2.1.1 Program Description, Context, and Summary of Performance

Birth defects occur in three out of every hundred birthsin the United States. CDC is actively engaged in
multi-faceted efforts to monitor trends in birth defects ov er time, determine what causes birth defects,
develop prevention strategies, and evaluate their effectiveness. However, prevention becomes possible
only when causes or risk factors of birth defects are known. Thus, reduction inthe incidence of specific
birth defects cannot be used to measure performance. Other factors that hamper efforts to measure
progress toward reducing the number of birth defects include the fact that some birth defects require a
prohibitively large number of births to be monitored in order to draw conclusions about changes in the
rates. In addition, environmental and behavioral factors may vary geographically.
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2.1.1a Birth Defects Prevention

Birth Defects Surveillance

Because of the difficulty in assess causes or risk factors of birth defects, state based information is very
important. CDC has thus chosen to emphasize ongoing efforts to increase the number of states (and
thereby the number of births) that are monitored through high-quality birth defect surveillance systems.
The network being developed is designed to share data, resulting in the availability of more information
available about rare defects and geographic variations. Developing a network of state-based birth defect
surveillance programs that are sharing data regarding cases of birth defects will improve CDC'’s ability to
monitor trends and geographic variations in birth defect rates across the country. This will result in an
enhanced ability to measure performance of birth defect prevention programs, including the national folic
acid awareness and education program. The Network is developing standards regarding minimum data
sets and criteria for mem bership, enabling us to track our progress at minimal cost. This type of
collaborative data-sharing has resulted in breakthroughs regarding possible prevention strategies and
has led to major prevention efforts such as those directed at increasingwomen’'s consumption of folic
acid to prevent the serious and common birth defects spina bifida and anencephaly. This exciting
prevention opportunity is highlighted in CDC's second birth defects prevention objective, and as more
birth defects prevention breakthroughs are made, new objectives will be added.

Folic Acid Campaign

One preventable birth defect with a known cause is spina bifida. It has been determined that adequate
consumption of folic acid by women of childbearing age reduces the incidence of this defect. The
reduction of folic acid-preventable spina bifida and anencephaly as a result of women'’s increased
consumption of folic acid is the focus of CDC's second goal for its Birth Defects Prevention Program.
We currently do not have the ability to measure decreases in the rate of spina bifida and anencephaly on
a national basis. We can, however, measure changesin the number of women consuming sufficient folic
acid through nationally representative biennial surveys. These surveys were implemented to assess the
performance of our efforts, prior to the development of our GPRA measures. The surveys are being
conducted every other year, costing about $100,000 per survey. The development of the National Birth
Defects Prevention Network mentioned above will enable us, in the future, to monitor trends in the
incidence of spina bifida and anencephaly.

Partnerships and Links to DHHS Strategic Plan
These performance objectives are related to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans and DHHS Goal 5: Improve the Nation’s public health systems.

Performance Summary

The National Birth Defects Prevention Network achiev ed the designated target of 30 states for FY 1999.
The FY 2000 target of 35 states was not achieved; howev er, this shortfall occurred only because the
Network has made the requirements more stringent for data to be included in the annual report. Thus,
though the report for FY 2000 will contain data from only 26 states, the data will be of higher quality than
in previous years. States not able to meet this new standard may take a few years to achiev e the new
standard. Therefore, we are also not likely to meet the 2001 objectiv e of 38 states, but the quality of the
data being accepted has been considerably improved and will thus be more useful. Similarly, the FY
2002 target has been adjusted to reflect this new criteria. CDC is very conservative regarding
membership criteria for this GPRA. objective. Only data from health departments that have solid
surveillance programs are used. Headway is being made in the number of states participating and thus
also in the percentage of births being monitored. Fully 58% of births in the U.S. are currently being
monitored for v arious birth defects. Such a high monitoring rate will help supply crucial information
about changes in birth defects rates, which could provide information on the causes of certain birth
defects.

04/09/01 CDC Performance Plan Page 23



Research related to the benefits of folic acid has led to one of the first population-based prevention
efforts for birth defects. The research indicated that the consumption of at least 400 micrograms of folic
acid daily by women of childbearing age will reduce the prevalence of spina bifida and anencephaly.
Based on this research, it was decided to fortify the American food supply with folic acid to help ensure
that women were receiving the necessary amount of folic acid to prevent birth defects. Blood folate
levels of the American public have increased significantly since all “enriched” cereal-gram products were
fortified with folic acid in late 1997 (required no later than January 1998). During this time there has also
been a 9% increase in the number of women who report consuming supplements containing 400
micrograms of folic acid daily. This higher folate blood level may be beginning to be reflected in lower
rates of spina bifida. Rates of spina bifida and anencephaly are declining but, since the rates have shown
dramatic short-term fluctuations in the past, it may take several years to be certain of the permanent
impact of folic acid fortification and education.

Unfortunately, eating fortified food products alone may not provide a woman with sufficient daily folic
acid to prevent birth defects. In order to address this potential gap, CDC has used existing funds to
invest in high-quality health comm unication research to develop and test effective audience-data driven
messages. This research is being shared with our partners to allow them to conduct an educational
campaign on the health benefits of folic acid. Based on the communication research, CDC and the
partner organizations have created several award-winning public service announcements (PSAs) that
deliver the messages that are the cornerstone of the educational campaign. As the trend in actual
performance provided below indicates, evaluation has shown a positive effect in encouraging women to
commence a new health behavior. Based on the consumption rates for FY 2000 (the first year that data
was available since this performance measure was established), CDC believes that the potential impact
of a voluntary education campaign was initially overestimated. To date, the voluntary partnership (which
includes a diverse group of over 30 national organizations) has met many challenges, including the fact
that some partnership organizations have not achieved the performance level originally committed to
and that resources have been less than expected for the cam paign at the local levels. Another challenge
facing the partnership is that the P SAs are aired by media outlets on a voluntary basis. As a result, the
PSAs do not receive the level of air time that a paid advertisement would receive. We believe the lack
of prime air time may have resulted in the message having less of an impact on the target audience than
originally anticipated.

Since CDC and the partner organizations are using existing funds to ensure that quality educational
PSAs are developed and tested for use by the campaign, we are continuing to rely on voluntary
placement of the PSAs. CDC has met regularly with the members of the partnership to help them
maintain their commitments to the partnership or adjust the projected outcomes of the campaign to
reflect amore accurate expectation by the partners. Regardless, awareness and knowledge about folic
acid and birth defects hav e significantly increased during the campaign. Creating a behavior change
(i.e., getting women to consume enough folic acid) is much more challenging and requires a long-term
commitment, since we do not have direct control over people's eating habits. Thus, the actual
performance for FY2000 falls short of the target of 40%. Even though the initial impact of the education
campaign has not been as dramatic as originally hoped, CDC intends to continue to support the
prevention of folic acid-preventable birth defects and has adjusted future targets to realistically reflect the
impact of a voluntary education campaign to encourage women to commence a new health behavior.
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2.1.2a Goal-by-Goal Presentation of Performance

Note: The reference column (Ref.) indicates the page numbers for programs listed in the
document, Justifications of Budget Estimates to OMB, that correspond to the program’s goals,
objectives, and targets listed in the CDC performance plan. The FY 2002 OMB submission
does not contain reference pages because the document, Justifications fo Budget Estimates
to OMB, has not been completed and will be submitted to OMB following the GPRA
submission. A check mark in this column indicates new FY 1999 data that has been
collected, analyzed, and reported since January 2000. The Budget figures are based on FY
1999 Actual, FY 2000 Actual, FY 2001 Final Appropriation, and FY 2002 Estimate. Budget
comparison data on the new budget structure for FY 1999 is not available for this April 2001
Congressional Justification submission, but will be available by October 2001.

Performance Goal: Increase the understanding of the prevalence of birth defects.

Performance Measure Targets Actual Performance Ref.
Number of states participating in FY 02: 38 states. FY 02: Page
the National Birth Defects 118
Prevention Network. FY 01: 38 states. FY 01:

FY 00: 35 states. FY 00: 26 states.
FY 99: 30 states. FY 99: 30 states.

FY 97: 21 states.

Performance Goal: Increase the number of women who consume 400 micrograms of folic acid daily.

Performance Measure Targets Actual Performance Ref.
Increase the percent of women FY 02: 36% women FY 02: Page
of reproductive age who willbe  consuming folic acid. 118
consuming 400 micrograms of
folic acid daily. FY 00: 40% women FY 00: 34% women

consuming folic acid. consuming folic acid.

FY 99: 35% women

consuming folic acid.
FY 98: 32% women
consuming folic acid.

FY 96: 25% women
consuming folic acid.
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2.1.1b Developmental Disabilities/Disabilities & Health

CDC's efforts related to disability and health focuses on the prevention of secondary conditions and
health promotion among persons with disabilities. Emphasis is on scientific support for surveillance of
disabilities, on cost-effectiveness of prevention strategies focused on secondary conditions and health
promotion activities, and on identifying risk and protective factors for secondary conditions. This is
implemented by providing funds to states for public health activities addressing the needs of people with
disabilities. The program emphasizes secondary conditions that cross diagnostic categories and focus
on broader disability areas. This is a relatively new approach to prevention programs for CDC, which
historically focused on the primary prevention of disabling conditions The program is focusing on
activities that will enhance the ability to measure performance in this new area. This performance
measure reflects a first step toward building a data collection system that will enable CDC to monitor
trends related to health and quality of life among people with disabilities.

Partnerships and Links to DHHS Strategic Plan
This objective is closely linked to DHHS Goal 5: Improve the Nation's public health systems.

Performance Summary

Currently, there is no data collection system in place that could be used to measure outcomes that focus
on actual improvements in the quality of life of people with disabling conditions. As a result, the
performance goal that has been selected for this program involves increasing the ability to understand
and characterize the health status of Americans with disabilities. As part of ongoing strategic planning
efforts, the program has refocused its efforts on promoting health and improving quality of life among
people with disabilities. This position represents a change in direction for CDC'’s disabilities program,
which previously focused on prevention conditions associated with disabilities. FY 1999 was the first
year that CDC funded states to address these issues.

CDC has previously relied on states participating in the disability module of the Behavioral Risk Factor
Surveillance Survey (BRFSS) as a major source of information about the health status of Americans with
disabilities. Initial results from the disability module were found to be less than adequate for the intended
purposes. In response, during FY 2001, “disability status” as a demographic v ariable will begin to be
included annually in the core set of information collected as part of the BRFSS. CDC anticipates that the
information from this new demographic category will allow a better understanding of the health status of
Americans with disabilities. Additionally, CDC is working to revise the BRFSS disability module to
ensure that the information provided by the module more directly meets the needs of the program and
people with disabilities.

Effortsto expand the number of states that participate in adisability module of a national survey have
been highly successful during FY 1999. Through the combined efforts of CDC and our state partners, we
have been able to surpass the target for the number of participating states. CDC funded 14 states, and
the other two states participated in an unfunded capacity, for a total of 16. It is anticipated that during FY
2002, when the 4-year grant issued in 1998 expires, CDC will re-compete the grant and expand the
number of states who are participating in the BRFS S disability module to 20 states.
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2.1.2b Goal-by-Goal Presentation of Performance

Performance Goal: Increase the ability to understand and characterize the health status of Americans
with disabilities and to compare that status to Americans without disabilities.

Performance Measure Targets Actual Performance Ref.
States will have begun using FY 02: 20 states. FY 02: Page
the Behavioral Risk Factor 118
Surveillance Survey (BRFSS) FY 01: 14 states. FY 01:
disability module.

FY 00: 14 states. FY 00: 16 states.
FY 99: 15 states. FY 99: 16 states.

FY 98: O states.

Total Program Funding FY 2002: $ 76,280 (Estimate)

(Dollars in thousands) FY 2001: $ 70,733 (Final Appropriation)
FY 2000: $ 49,942 (Actual)
FY 1999: 10/2001 (Actual)

Verification/Validation of Performance Measures: This performance measure will be verified by reviews
of the reports required by cooperative agreement recipients. CDC project officers will verify on a regular
basis that the individual requirements under the agreement have been completed. Based on this review,
CDC will be able to verify which states are currently using the disability module.

2.2 Chronic Disease Prevention and Health
Promotion

2.2.1 Program Description, Context and Summary of Performance

The United States cannot effectively address escalating health care costs without addressing the
prevention of chronic diseases for the following reasons:
More than 90 million Americans live with chronic illnesses.
Chronic diseases account for 70 percent of all U.S. deaths.
More than 60% of the $1 trillion total cost of health and medicare care is attributable to chronic
diseases.
Chronic diseases account for one-third of the years of potential life lost before age 65.

The increase in the proportion of older Americans, largely due to the aging of the baby boom generation,
means that an effective public health response to chronic and disabling conditions must be developed
now. Cancer will strike more than 1.3 million Americans this year. More than 40% of all deaths in the
United States each year are directly attributable to heart disease and stroke. The impact of conditions
such as arthritis, osteoporasis, Alzheimer’s disease, and urinary incontinence on our society is
considerable and will grow as our population ages. These and other conditions result in disability and
decreased quality of life for millions of Americans.

Prevention of the occurrence and progression of chronic disease is based on reducing or eliminating
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behavioral risk factors, increasing the prevalence of health promotion practices, and detecting disease
early to avoid complications. Prevention programs have been shown to be effective. For example,
Michigan established a diabetes care and education program with hospitals, health departments, and
home care agencies. Participants in the program experienced a 45% lower rate of hospitalizations, a
31% lower rate of lower-extremity amputations, and a 27% lower death rate than non-participants. In
addition, the Arthritis Self-Help Course, a six-week course that teaches people howto manage their
arthritis and minimize its effects, has been shown to reduce arthritis pain by 20% and physician visits by

40%.

When developing performance measures for chronic disease prevention programs, several factors
tempered our consideration. These factors included:

The long latency of chronic diseases.

Chronic diseases include the three leading causes of death in the United States--heart
disease, cancer, and cerebrovascular disease-which account for nearly two-thirds of all
deaths. Multiple behavioral risk factors such as smoking, poor diet, and lack of exercise
often become habitual during youth or early adulthood and contribute to the
development of these chronic diseases over long periods of time.

Health outcome measures are particularly problematic for chronic disease prevention
programs because of the long latency period of many chronic diseases. For instance,
reductions in smoking rates will not produce reductions in lung cancer deaths for
decades. Further, behavior change itselfis adopted slowly. Many of the most effective
interventions are aimed at preventing youth from adopting risky behaviors, while the
positive outcomes associated with these interventions are not reaped until adulthood.
Over time, Americans can be influenced to adopt healthier behaviors, but such progress
rarely results in significant or startling changes on an annual basis.

The relatively recent development of chronic disease programs and hence the need for
objectives focusing on state capacity to address chronic diseases.

Chronic disease programs are relatively new in the public health world. For example,
only recently have all states received funding for diabetes control programs. 1998
marked the first year of CDC's state-based cardiovascular disease prevention program,
when CDC funded 8 states. Because of the newness of chronic disease programs, many
states are still putting into place the basic infrastructure of people, networks, and
systems needed to conduct effective prevention programs. Further, with the exception
of the National Breast and Cervical Cancer Early Detection Program, none of CDC’s
chronic disease programs are focused on service delivery. Instead, they are focused on
developing the policies, environments, and systems which are supportive of healthy
behavior and appropriate health care.

The availability of annual data to measure performance.

CDC'’s data collection systems for monitoring chronic diseases are collected annually for
adults (BRFSS), but only biennially for adolescents (YRBSS). While these data collect
valuable information about the chronic disease behavioral risk factors, they are not
designed to collect specific outcome data on chronic diseases.

The opinions and recommendations of our key stakeholders.

CDC'’s efforts to achieve improvements in health behaviors, appropriate health care, and
chronic disease burden are dependent on collaborative relationships. Reductions in our
nation’s future chronic disease burden will depend on the commitment and success of
programs coordinated by CDC and a broad range of efforts by health care providers,
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medical and public health researchers, state and local public health and education
agencies, insurers and payers of private medical insurance, other Federal agencies, and
the private and nonprofit sectors. CDC'’s key chronic disease partners have voiced
concern regarding their ability to demonstrate specific outcome measures related to
chronic disease issues and are committed to a balance between outcome and process
objectives.

Recognition that efforts to reduce the burden of chronic diseases must involve multiple public,
private, and nonprofit entities across the country.

- Chronic diseases are a community-wide burden. CDC partners with leaders of state and
local health and education agencies, academic institutions, national organizations,
nonprofit agencies, business and philanthropies to reduce the burden of chronic diseases

2.2.1a Heart Disease and Stroke

Cardiovascular disease (CVD) is the Nation’s number one killer among men and women of all racial and
ethnic groups. More than 40% of all deaths inthe United States, 900,000 each year, are directly
attributable to heart disease and stroke. Associated annual costs exceed $286 billion. Cardiovascular
disease is the leading cause of death in all States. CDC is taking a crosscutting approach to address the
burden of heart disease and other health risks in the U. S. through the prev ention of risk factors (e.g.
tobacco use, physical inactivity, and poor nutrition), surveillance, epidemiologic research, and health
promation activities. CDC is implementing its crosscutting approach to heart disease and stroke
prevention by building state-specific capacity for cardiovascular health promotion, first in those states
with the greatest heart disease and stroke burden.

Major disparities exist among population groups, with a disproportionate burden of death and disability
from cardiov ascular diseases in racial/ethnic populations. For example, the rate of premature deaths
caused by cardiovascular disease is greater among African-Americans than among white Americans.
Disparities also exist in the prevalence of risk factors for cardiovascular disease.

CVD is likely to increase as the population ages, particularly among populations that have an increased
risk of CVD and related risk factors. Scarce public health resources have prohibited development of an
effective nationwide cardiovascular health (CVH) program. A nationwide CVH program is needed to
provide comprehensive and effective interventions that move beyond traditional educational approaches
and use policy and environmental strategies to promote CVH. To improve the cardiovascular health of
all Americans, every state health department should have the capacity, commitment, and resources to
carry our com prehensive CVH promotion, disease prevention and control programs.

CDC is building a nationwide program in cardiovascular health disease prevention by addressing primary
and secondary prevention of CVD with emphasis on reducing the burden of disease and related risk
factors. CDC is providing "core level" support to states to develop capacity to address cardiovascular
disease and its risk factors. Statesfunded at the core level are expected to develop seven capadities.
CDC's current performance measure is representative of this capacity development process: 1) develop
and coordinate partnerships; 2) develop scientific capacity to define the cardiovascular disease problem;
3) develop an inventory of policy and environmental strategies; 4) develop or update a state plan; 5)
provide training and technical assistance; 6) develop population based strategies; and 7) develop
culturally-competent strategies for priority populations. These seven capacities must be met in order to

receive comprehensive funding.

CDC currently funds only four states at the comprehensive level. Two states were just recently funded at
the comprehensive level in September 2000. These states are developing and disseminating key policy
and environmental interventions. A primary focus of the interventions is reducing leading risk factors for
cardiovascular diseases - lack of regular physical activity, poor nutrition, tobacco use, high blood
pressure, and high cholesterol. As comprehensive states mature and implement interventions, CDC
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plans to develop a performance measure to evaluate each states ability to influence policy and
environmental interventions to prevent and control heart disease and stroke. Performance measures at
the comprehensive level will consist of specific outcomes anticipated of the interventions. Examples of
outcomes will be improvements at the health systems level in quality indicators for the appropriate
treatment of congestive heart failure, stroke, and acute myocardial infarction that are routinely measured
by state peer review organizations; and improvements in environmental indicators in communities, work
sites and schools. Policy and environmental improvements are interim changes that must proceed
behavior change and result in a reduction in mortality.

Partnerships and Links to DHHS Strategic Plan

These performance objectives are related to Objective 5.1 in the DHHS Strategic Plan. Objective 5.1
states “Improve the capacity of the public health system to identify and respond to threats to the health of
the nation’s population.” To meet this objective, States have been funded at Core and Comprehensive
levels. States funded at core level will develop capacities to reduce the burden of CVD, a major threat to
the health and productivity of all Americans. The core capacities to be achieved are to (1) develop
scientific capacity, (2) develop an inventory of policy and environmental interv entions, (3) develop or
update the CVH State Plan, (4) provide training and technical assistance, (5) develop population-based
strategies, (6) develop awork plan to address priority populations, and (7) develop infrastructure as well
as further develop data systems. States receiving com prehensive funds will enhance core functions and
provide comprehensiv e and effective cardiovascular disease interventions.

Performance Summary

In FY 1998, 8 states were funded. Of the 8 funded states, 7 achieved 5 of the 7 core capacities. In FY
1999, 3 additional states were funded for a total of 11 states. Funding increase for FY 1999 was
specifically designated to reduce racial disparities in CVD. These additional funds supported racial
disparity prevention projects in 10 of 11 participating states, and supported 2 of the 3 additional core
programs initiated in FY 1999. In FY 1999, all 11 participating states met at least 5 core cardiovascular
disease prevention capacities. In FY 2000, 25 states were funded. Data will be available for the 25
States in June2001.

The State of New York, funded at the comprehensive level, is initiating programmatic efforts to make
work sites more supportive of heart health through the provision of training to mor than 600 business and
community leaders on the specifics of a heart healthy work site. Over 300 work sites are implementing
changes to make it easier for their employees to be heart healthy during the workday by offering low-fat
food choices in vending machines, being smoke-free, providing physical activity breaks during the
workday, making stairwells safe, and encouraging e mployees to be physically active. New York is also
working with the American Heart Association (AHA) to treat heart disease using the AHA guidelines.
Also funded at the comprehensive level is North Carolina. North Carolina’'s CVH Program with South
Carolina dn Georgia have formed a Tri-State stroke consortium to address primary and secondary
prevention of stroke.

West Virginia, funded at the core level, provided a 3-day conference, “Cardiovascular Health in
Appalachia: Partnering for Change,” and brought together public health and health care providers to
develop a vision for creating a heart healthy state. Another core-funded state program in Mississippi is
implementing Sisters Together, a comm unity-based intervention designed to encourage African-
American women to maintain a healthy weight by becoming more physically active and eating healthier
foods.

2.2.2a Goal-by-Goal Presentation of Performance

Performance Goal: Increase the capacity of CDC-funded, CVH State programs to address primary and
secondary prevention.
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Performance Measures Targets Actual Performance Ref.

The number of states with 5 of FY 02: 15 states. FY 02: 6/2003. Page
the 7 core cardiovascular

disease prevention capacities  FY 01: 15 states. FY 01: 6/2002.

as delineated in Preventing

Death and Disability from FY 00: 11 states. FY 00: 6/2001.

Cardiovascular Diseases. A

State Based Plan for Action,”  Fv 99: 8 states. FY 99: 11 states.

and in CDC Program

Announcement: CDC FY 98: 7 states.

Cardiovascular Health
Programs,” will be increased.

Verification/Validation of Performance Measures: State information on core cardiovascular disease
prevention capacities will be collected annually and evaluated by CDC through an annual evaluation
report.

2.2.1b Diabetes

Almost 16 million people in the United States have diabetes, with approximately 800,000 new cases
each year or 2,200 new cases each day. The number of individuals with known diabetes has increased
steadily, especially within selected racial and ethnic communities. Diabetes remains the 7th leading
cause of death in the U.S. People with diabetes also suffer significant complications such as kidney
disease (approximately 30,000/year), high blood pressure (60 to 65% of people with diabetes have high
blood pressure), amputations (approximately 57,000/year or 150/day); blindness among working aged
adults (approximately 20,000/year or 60/day); and end-stage kidney disease (approximately 30,000/year
or 70/day).

The goal of CDC's diabetes control program is to eliminate preventable diabetes-related morbidity and
disability while improving the overall quality and length of life for all persons with diabetes. This effort
requires a multifaceted approach that works to translate research findings into clinical and public health
practice. The CDC diabetes prevention and control program em phasizes (1) support for state-based
diabetes control programs in all 50 states to develop or expand diabetes control efforts in the state with
additional funding for selected states to conduct comprehensiv e control efforts statewide; and (2)
activities to improve the quality of care received by persons with diabetes.

Partnerships and Links to DHHS Strategic Plan

These performance objectives are related to DHHS Goal 4: Improve the quality of health care and
human services, and specifically Objective 4.1: Enhance the appropriate use of effective health services.
This goal area reflects the intent of having state programs adopt and promote patient care guidelines for
persons with diabetes, which in tum enables both health care providers and patients to know what is
needed for quality diabetes care. This effort, along with other educational and programmatic activities,
should lead to an increase in foot and eye exams for diabetics.

CDC collaborates with the National Institutes of Health in providing federal leadership in the
development, coordination and implementation of the National Diabetes Education Program (NDEP).
CDC has primary responsibility for coordination the NDEP Partnership Network of over 100
organizations, coordinating several of the 10 NDEP planning workgroups, and administering the
implementation of the NDEP community interv entions component. CDC also collaborates with the
Indian Health Service and other organizations in a partnership to establish the National Diabetes
Prevention Center. Then National Diabetes Prevention Center will address the serious epidemic of
diabetes in American Indians. Further, CDC collaborates with the Health Resources and Services
Administration as part of the Health Status and Performance Improvement Collaborative in Community
Health Centers. CDC's state-based diabetes control programs will partner with the community health
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centers to improve the health status of people with diabetes who receive care at the centers.

In addition to state health departments, CDC collaborates with the American Diabetes Association,
Juvenile Diabetes Foundation, American Association of Diabetes Educators, and managed care
organizations in the control of diabetes and its complications.

Performance Summary

In FY 1999, 70% of the CDC-funded state DCPs adopted, promoted, and implemented patient care
guidelines for improving the quality of care received by persons with diabetes. CDC is currently
conducting 7 Prevention Research Studies to better understand how to apply diabetes scientific findings.
Seventy-five percent of the DCPs have established the core capacities to : conduct surveillance;
establish formal partnerships with medical, private, and non-profit organizations; maintain

comm unication networks with collaborating organizations; assess quality of care of diabetes patients;
increase public awareness. The BRFSS measures the percentage of diabetics who receive and annual
eye exam and annual foot exam. Analysis of FY 1998 BRFSS data found that eye exams had a slight
decrease while foot exams were fairly constant with the previous year. FY 1999 data indicates that there
was a modest increase in eye and foot exams among persons with diabetes.

2.2.2b Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the prevalence of chronic and disabling conditions and improve the quality
of life for those already affected by these conditions by building nationwide programs in chronic disease
prevention and health promotion, and intervening in selected diseases and risk factors.

Performance Measures Targets Actual Performance Ref.
Percentage of CDC-funded FY 02: 100% adopted FY 02: 12/2002. Page
state diabetes control guidelines. 123
programs that will adopt,
promote, and implement FY 01: 100% adopted FY 01: 12/2001.
patient care guidelines for guidelines.
improving the quality of care
received by persons with FY 00: 100% adopted FY 00: 6/2001.
diabetes. guidelines.

FY 99: 70% adopted
guidelines.

FY 98: 60% adopted
guidelines.
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Performance Measures

Prevention research studies
will be conducted to better
understand how to apply
clinical and public health
practice and the results
published in peer-reviewed
journals.

For all states that receive
CDC funding for
comprehensive diabetes
control programs, increase the
percentage of diabetics who
receive an annual eye exam
and annual foot exam.

Percentage of the 58 State
and Territorial Diabetes
Programs that will have core
capacities: surveillance of
diabetes and diabetes-related
conditions and risk factors;
formal relationships with
medical and private, nonprofit
organizations; communication
networks with collaborating
organizations; assessment of
quality of care of diabetes
patients; and public
awareness.

Targets

FY 02: 8 prevention research
studies.

FY 01: 8 prevention research
studies.

FY 00: 7 prevention research
studies.

FY 99: 5 prevention research
studies.

FY 02: Eye 72%/Foot 62%
(increase FY 96 baseline by
10%).

FY 01: Eye 72%/Foot 62%
(increase FY 96 baseline by
10%).

FY 00: Eye 72%/Foot 62%
(increase FY 96 baseline by
10%).

Percentage of the 58 State
and Territorial Diabetes
Programs with core
capacities:

FY 02: 100%.
FY 01: 100%.
FY 00: At least 85%.
FY 99: At least 75%.

Actual Performance

FY 02: 10/2002.

FY 01: 10/2001.

FY 00: 7 prevention
research studies.

FY 99: 4 prevention
research studies.

FY 02: 10/2003.

FY 01: 10/2002.

FY 00: 10/2001.

FY 99: Eye 67.3 %/Foot
57.8%.

FY 98: Eye 64.7%/Foot
56.5%.
FY 97:
56.6%.
FY 96: Eye 61.7%/Foot
52.4%.

Eye 65.6%/Foot

Percentage of the 58
State and Territorial
Diabetes Programs with
core capacities:

FY 02: 12/2002.

FY 01: 12/2001.

FY 00: 6/2001.

FY 99: Ranges from 69%
to 100%.

FY 94: 36%.

Ref.

Page
123

Page
123

Page

Verification/Validation of Perfformance Measures: Performance will be verified through quarerly state
reports to CDC and periodic site visits, demonstration of CDC development of studies, and, for effortsin
Native Am erican/Alaskan Native populations, program reports submitted to CDC and demonstration of

the number of programs supported by CDC. The BRFSS (refer to Appendix A.2) measures the

percentage of diabetics whoreceive an annual eye exam and annual foot exam.
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2.2.1c Arthritis

Arthritis encompasses more than 100 diseases and conditions that affect joints and connective tissues.
It affects nearly one of every six Americans—an estimated 43 million people, making it one of the most
common diseases in the U.S. Arthritis is the nation’s leading cause of disability, limiting daily activities
for more than 7 million citizens. By the year 2020, an estimated 60 million people will be affected and
over 11 million will have some disability because of arthritis. W hile all Americans are at risk of arthritis,
the prevalence of these conditions rises dramatically with age and is higher among women than men.
Compounding this picture are the enormous costs that our nation bears for treating arthritis and its
complications and for the attendant disability. These medical and social costs total almost $65 billion.

CDC is working with others to implement the National Arthritis Action Plan: A Public Health Strategy
(NAAP). The goal of CDC's arthritis program, consistent with NAAP, isto improve the quality of life
among persons affected by arthritis by decreasing pain and disability, and improving physical,
psychosocial and work function. This effort requires a multifaceted approach that works to translate
research findings into public health practice. The CDC arthritis program emphasizes (1) support for
state-based arthritis programsin 37 states to develop or enhance programs that address arthritis from a
public health perspective; and (2) activities to better monitor the burden and impact of arthritis; (3)
activities to increase awareness of arthritis and appropriate management of arthritis; and (4) efforts to
improve the quality of care received by persons with arthritis.

Partnerships and Links to DHHS Strategic Plan

These performance objectives are related to DHHS Goal 4: Improve the quality of health care and
human services, and specifically Objective 4.1: Enhance the appropriate use of effective health services.
It also relates to Goal 5: Im prove the Nation’s public health systems. Because public health activities for
arthritis are fairly new and few states have defined the burden of arthritis in their populations, monitoring
the burden of arthritis to more effectively target programs is an important part of these efforts.

CDC collaborates with the Arthritis Foundation to increase awareness of arthritis and its impact, and
provide information to the public about appropriate management of arthritis. In addition to state health
departments and the Arthritis Foundation, CDC works with the Association of State and Territorial
Directors for Health Prom otion and Public Health Education, and the Association of State and Territorial
Chronic Disease Program Directors.

Performance Summary

In FY 2000, twenty-nine® states were funded at an Establishment Level ($60,000) to further develop the
basic public health components (i.e., staff, partnerships with others interested in arthritis, monitoring the
burden of arthritis, and developing a plan for future activities) to begin to address arthritis. Eight states
were funded at a Core Level (average award $300,000) to enhance monitoring activities and
partnerships, educate the public about arthritis, and develop and implement pilot programs to decrease
the impact of arthritis in select populations. No states are funded at a comprehensive level.
Comprehensive programs would implement arthritis activities statewide. In FY 2000, 34 states initiated
or enhanced their public health activities to address arthritis using the BRFSS. Ninety-two percent (34 of
37) of CDC-funded state arthritis programs enhanced surveillance of arthritis using the BRFSS. Only
43% of funded states (N=16) had the resources to monitor health related quality of life using BRFSS.

*Although initially funded, Maine will not implement arthritis activities.
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2.2.2c Goal-by-Goal Presentation of Performance

Performance Goals: Reduce the onset and consequences of arthritis by expanding preventive services
and community programs. Reduce the prevalence of chronic and disabling conditions and improve the
guality of life for those already affected by these conditions by building nationwide programsin chronic
disease prevention and health promotion, and intervening in selected diseases and risk factors.

Performance Measure Target Actual Performance Ref.
Enhance state-based arthritis States with Modules: States with Modules: Page
surveillance using the 123
Behavioral Risk Factor FY 02: 28 states. FY 02: 1/2002.

Surveillance System (BRFSS)  FY 01: 35 states. FY 01: 50 arthritis;
modules on arthritis and quality 12 Quality of Life.
of life. FY 00: 34 arthritis;

16 Quiality of Life.
FY 99: 8 states.

Increase the number of states Number of States: Number of States: Page
addressing arthritis, at a core 123
level, with CDC support. FY 02: 8 states. FY 02: 10/2002.

FY 01l: 8 states. FY 01: 8 states.

FY 00: 8 states.

Validation/Verification of Performance Measures: Data on the number of states addressing arthritis can
be confirmed by annual reports from grantees and site visits. CDC has an inventory of the questions that
are asked on the BRFSS.

2.2.1d Tobacco

Though 7 of every 10 deaths among Americans are due to chronic disease, the actual underlying causes
of these deaths are often risk factors that could have been prevented. A relative few modifiable risk
behaviors bring inordinate suffering and early death to millions of Americans. Three such behaviors -
tobacco use, poor nutrition, and lack of physical activity - are major contributors to our nation’s leading
killers.

Tobacco Use

Tobacco use is the leading preventable cause of disability and death, killing more than 400,000
Americans each year at an annual cost of $50 billion in direct medical costs. Every day 3,000 young
people become regular smokers and it is anticipated that of today’s children, 5 million will die
prematurely if current smoking trends continue. Data from evidence based analyses of excise-funded
state tobacco control programs in the U.S. demonstrate the need for com prehensive, broad-based
approaches totobacco prevention and control. Further, the consequences of tobacco use have become
an issue of global concern far beyond the confines of national boundaries. The global tobacco epidemic
will become the leading cause of preventable and premature death worldwide. According to the World
Health Organization, more than 4 million people in the world die each year from tobacco related
diseases. Without effective, comprehensive tobacco prevention and control efforts, by the year 2030,
this death toll will increase to as many as 10 million people each year, with 7 million of these deaths
occurring in the developing world.

CDC serves as the focal point for DHHS’ smoking and health prevention activities. CDC is committed to
reducing tobacco use in the population with an ultimate goal of reducing the burden of tobacco-
attributable disease. Comprehensiv e state programs, including school based programs and local
outreach efforts, have been shown to be effective in reducing the prevalence of tobacco use.
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Presently, almost all of CDC’s current tobacco initiative budget is directed towards states. In 2000, CDC
significantly increased financial and technical support to all 50 states, territories, and tribes. As a result of
the recent state settlement agreement with the tobacco industry, states now have additional resources
available to devote to tobacco control. As of July 31, 2000, 36 of the 46 states will spend some portion
of their settlement dollars on tobacco control and prevention. Of the 36 states, 34 have set specific
spending levels for FY 2001, ranging from $0.5 to $35 million. For FY 2001, the total amount allocated
by the 34 states that have made specific spending allocations (~$375 million) is more than four times the
total amount allocated( $85 million) by the initial four settlement states (Florida, Mississippi, Texas, and
Minnesota). In addition, another $35 million in grant funds are also available to most states through the
American Legacy to support tobacco programs for youth. FY 2001 funds will be used to sustain CDC's
level of funding, as well as to enhance technical assistance to states by advancing the science behind
comprehensive tobacco use prevention and control programs. While CDC intends to keep a
predominant focus on domestic programs, a proportion of its tobacco initiative for FY 2001 will be for
global tobacco control.

It is important to note that reduction of tobacco use is a shared effort. Multiple agencies in DHHS
address tobacco use, including CDC; the National Institutes of Health (NIH) that conducts biomedical and
applied research, as well as surveillance activities and public health interventions; and the Substance
Abuse and Mental Health Services Administration (SAMHSA) that performs tobacco use surveillance
and implements regulations on minors’ access to tobacco. Other federal departments also play an
important role in tobacco policy, including the Federal Trade Commission (FTC) that oversees the testing
protocol for tar and nicotine yields in cigarettes and monitors and regulates advertising practices; the
Department of Agriculture that works with tobacco farming communities; the Department of Commerce
that is involved with the manufacturing sector and other related businesses; the Treasury Department
that is involved in customs-related issues and taxation issues; and the Environmental Protection Agency
that is involved in second hand smoke issues. In addition, state and local governments, non-
governmental organizations, (e.g., American Cancer Society, the Robert Wood Johnson Foundation),
and health care providers all play an important role in efforts to reduce tobacco use. Therefore, our
accomplishments in the area of tobacco control will be collective, resulting from partnerships between
government and non-government entities. In addition, it is important to note that environmental factors
can counteract efforts to reduce tobacco use. Such factors include tobacco advertising, industry pricing
patterns, and glamorization of tobacco use in the popular media.

Partnerships and Link to DHHS Plan: These performance objectives are related to DHHS goal 1,
Reduce major threats to health and productivity of all Americans, especially Objective 1.1: Reduce
tobacco use, especially among youth. CDC plans to reduce teen smoking among youth through
intervention programs, community-based programs, health communication campaigns, and collaborative
partnerships with schools and state programs.

Performance Summary

Between 1991 and 1997, cigarette use among youth (grades 9-12) increased from 27.5 percent to 36.4
percent. The rate of increase in youth smoking slowed between 1995 and 1997 and experts predict that
the slowing will continue. This prediction is based on findings from other surveys, which indicate that
smoking among adolescents has remained unchanged or declined somewhat in 1998 and 1999. CDC
expected the rate of increase to plateau at 36.4 in 1999 and begin to drop after 1999. However, data
released from CDC'’s Youth Risk Behavior Survey in June, 2000 indicate the percentage of teenagers
(grades 9-12) who smoke dropped from 36.4% in 1997 to 34.8 % in 1999. Thus, CDC has already
surpassed its teen smoking goal for FY 2001. Success in reducing the teen smoking rate is attributed to
a number of factors, including current restrictions on the tobacco industry, increased funding at the state
level for tobacco control programs, technical assistance from the Federal government to determine
effective tobacco control strategies, and coordination of tobacco control efforts among public agencies
and non-governmental organizations.

CDC has revised its future teen smoking prevalence projections based on the actual reduction in rates
and knowledge of increased industry spending on advertising (in 1996 and 1997, spending by the
tobacco industry increased from $5.11 billion to $5.66 billion, i.e., a 10.8 percent increase). The
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continued success of tobacco control activities will be determined by monitoring cigarette use among
youth.

2.2.2d Goal-by-Goal Presentation of Performance

Performance Goal: Reduce morbidity and m ortality attributable to behavioral risk factors by building
natio nwide programs in chronic disease prevention and health promotion and intervening in selected risk
factors.

Performance Measure Target Actual Performance Ref.
Reduce the percentage of Percent Teens who Smoke: Percent Teens who Smoke: Page
teenagers (in grades 9-12) 123
who smoke by conducting an  FY 03: 32.3 percent. FY 03: 7/2003.
educational campaign, FY 01: 34.2 percent.* FY 01: 7/2001.
providing funding and FY 99: 36.4 percent. FY 99: 34.8 percent.
technical assistance to state FY 97: 36.4 percent.
programs, and working with  * |n June 2000, CDC’s YRBSS ~ FY 95: 34.8 percent.
non-governmental entities. data wasreleased andthe data  Fy 93: 30.5 percent.

indicates that CDC has already
achieved its FY 01 target. As a
result, CDC revised its teen
smoking projections.

FY 91: 27.5 percert.

Verification/Validation of Performance Measures: CDC will monitor cigarette use among youth and
report performance on a biennial basis (in 1999, 2001, 2003, etc.). This allows the use of a single data
source, the Youth Risk Behavior Survey (YRBS), which isa component of the YRBSS (see Appendix
A.2). The rationale is consistent with Healthy People 2010 and increases validity and the ability to
interpret data. The YRBS is conducted on a biennial basis by the Centers for Disease Control and
Prevention. Two additional surveys, the National Household Survey on Drug Abuse (NHSDA) and the
Monitoring The Future (MTF) Survey, provide com plementary data for examining trends and better
understanding of youth-related tobacco issues. The NHSDA is conducted annually by the Substance
Abuse and Mental Health Services Administration. The MTF is conducted annually by the University of
Michigan’s Institute for Social Research.

2.2.1.e Health Promotion

Prevention Research Centers

CDC'’s Health Promotion and Disease Prevention Research Centers (PRC) Program integrates the
resources of 24 academic centers nationwide to engage in prev ention research for the benefit of the
public good. This national network develops and implements community-based prevention research
interventions aimed at remediating the primary causes of death and disability throughout the nation.
Expertise from university-based prevention research centers is made available to constituencies
including health agencies, com munity-based organizations, and national nonprofit organizations. The
link between university research and grassroots organizations helps promote the application of research
findings resulting in practical, cost-effective and innovative programs. CDC’s PRC Program is also
conducting the community prevention component of NIH’s multi-year Women’s Health Initiative--one of
the largest US studies of women'’s health. Seven of the 24 prevention centers are creating models for
preventing heart disease, diabetes, and the consequences of osteoporosis; detecting breast and cervical
cancer; and evaluating hormone replacement therapy, dietary and vitamin supplements among women.

Teen Pregnancy Prevention
CDC'’s support for innovative comm unity demonstration projects in 13 communities is helping to
mobilize and organize community leaders and resources to both demonstrate and evaluate the
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effectiveness of comprehensive teen pregnancy prevention programs. These projects involve a public
health research approach to develop, implement and test best practices using scientific methods. CDC
provides state-based surveillance of teen pregnancy rates. Five of the 13 communities are also engaged
in conducting enhanced outcome ev aluation activities of their com munity efforts. Four of the 13
communities received supplemental funding to develop innovative service delivery models and to
develop behavior changes messages targeting the integration of HIV, STD and pregnancy prevention for
youth.

Partnerships and Link to DHHS Plan: The PRCs work through established partnerships among state and
local health departments, community-based organizations, and other stakeholders to conduct research
around a particular theme. For example, CDC is working with NIH’s Office of Extramural Research by
conducting the community prevention portion of NIH's multi-year Women'’s Health Initiative. This
performance objective is related to DHHS: Goal 6: Strengthen the nation’s health sciences research
enterprise and enhance its productivity.

Performance Summary

The FY 00 target of every PRC conducting research projects that involve com munity-based, participatory
research has been realized. Based on a review of the PRC’s demonstration projects and Core
continuation applications, CDC believes that each PRC will continue to conduct research projects that
reflect the needs of their communities.

In FY 2000, in 9 of the 13 teen pregnancy prev ention demonstration programs, the hub organization and
it’s coalition partners have collaborated on implementing (three or more) intervention programs to
prevent teen pregnancies in response to specific needs identified through community needs assessments
in at least two neighborhoods. Unfortunately, the actual performance measure was not reached due to
several of the sites experiencing turnover in project directors, coalition leaders and hub agency senior
staff. In an effort to meet future goals, CDC staff will be providing intensive technical assistance to the
grantees who did not meet the performance measure, through telephone and e-mail consultation, and
site visits. Program staff will continue to evaluate their progress towards meeting the performance goal
during the remainder of the fiscal year, and will provide tailored technical assistance as needed.

Exam ples of teen pregnancy prevention programs:

One of the implemented programs of the Chicago program, Communities Reducing Adolescent
Pregnancies, is the Plain Talk program. Plain Talk is a com munity-based initiative designed to assist
neighborhood groups and residentsin creating and implementing locally acceptable and effective
strategies to protect sexually active youth from pregnancy. Plain Talk aims to impact individual,
neighborhood and community behavior. It isa process that focuses on helping adults develop the skills
and tools they need to communicate effectively with the young people of their community to reduce
adolescent sexual risk-taking. W est Side Future, a division of the YMCA, was selected as the partner
community agency to implement the Plain Talk program. Currently, in it’s second year of funding through
the Annie E. Casey Foundation, Plain Talk is reaching adults and youth specifically within the targeted
community of the Near West Side.

The Wise Guys is a male responsibility curriculum designed to prevent adolescent pregnancy by
teaching young males self-responsibility in several areas, primarily in the area of sexual development.
An RFP will be distributed throughout the targeted communities of West Town, Near West Side and
Humboldt Park for agencies and churches to receive funding through the Communities R.A.P. initiative
to pilot the program. A site will be funded in each of the three communities. Further technical assistance
will be provided for evaluation, resource development and financial sustainability.

In Central Oklahoma City, one of the interventions being implemented is Postponing Sexual Involvement
(PSI). The Postponing Sexual Involvement Program for Young Teens focuses on two central city middle
schools, Jackson and Roosevelt, located in high poverty neighborhoods. Students are provided with
information on peer pressure and media messages. The classroom discussion is led by trained high
school peer educators from S.E. and Grant High Schools. The PSI program gives the students

04/09/01 CDC Performance Plan Page 38



opportunities to practice refusal skills designed to delay the onset of sexual activity. The organizations
involved are the Oklahoma Institute for Child Advocacy Teen Pregnancy Prevention Project, Oklahoma
City Public Schools, the Oklahoma State Department of Health, Division of Adolescent Health, and the

Junior League of Oklahoma City.

In Orlando, TAPP (Teen Age Pregnancy Prevention) initiated a Teen Reading Club, based on the FCAT
scores obtained from Orange County Public Schools. Almost every middle school located in the target
area zip codes was below the state average in reading. The coalition felt that by creating a reading club
teens would ultimately increase their reading level and atthe same time leam resistance skills to sex,
drugs and alcohol and also participate in community service activities.

Along with the City of Orlando Recreation Supervisor, TAPP has also planned monthly Ready and
Prepared (R.A.P.) sessions for teens. Each session was facilitated by trained and skilled individuals who
shared information on topics such as Violence, Peer Pressure, and resistance of Drugs and Alcohol. A
total of 60 teens have attended these sessions. After each session the teens were given surveys to
complete. Food was served at the end of each session with donations provided by the City of Orlando

and Winn-Dixie.

2.2.2.e Goal-by-Goal Presentation of Performance

Performance Goal: Increase collaboration eff orts focusing on innovative intervention methods that
provide results to state, local and community-based organizations through CDC'’s Prevention Research

Centers Program and prevention research demonstration projects.

Performance Measure

The University -based
Prevention Research Centers
will have at least one
Prevention Research Center
(PRC) in each DHHS region
establishing research
priorities and developing
research interventions in
collaboration with a
constituent community.

Performance Measure

Target
Each PRC will undertake:

FY 02: At least one research
project that reflects
community -based
participatory research.

FY 01: At least one research
project that reflects
community -based
participatory research.

FY 00: At least one research
project that reflects
community -based
participatory research.

FY 99: 1 PRC in each DHHS
region.

Target

Actual Performance Ref.

Each PRC will undertake: Page

123
FY 02: 6/2003.

FY 01: 6/2002.

FY 00: 6/2001.

FY 99: At least 1 PRC has
been established in each
DHHS Region.

FY 98 : 0 PRC in each
DHHS Region.

Actual Performance Ref.
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The University-based
Prevention Research Centers
will work toward closing the
gap between research
findings and public health
practices.

In all 13 community
demonstration programs, the
hub organization and at least
five coalition partner
organizations will
collaboratively have begun
implementing three or more
intervention programs to
preventteen pregnanciesin
response to specific needs
identified through a
community assessment in at
least two neighborhoods.

FY 02: Each of the 24 PRCs
will conduct at least one
research project aimed at
closing the gap between
research findings and public
health policy and practices.

FY 01: Each of the 24 PRCs
will conduct at least one
research project aimed at
closing the gap between
research findings and public
health policy and practices.

Programs Meeting Criteria:

FY 02: All 13 community
demonstration programs.
FY 01: All 13 community
demonstration programs.
FY 00: All 13 community
demonstration programs.
FY 99: 7 of the 13 community
demonstration programs.

FY 02: 6/2003. Page
123

FY 01: 6/2002.

FY 00: 6/2001.

Programs Meeting Page

Criteria: 123

FY 02: 7/2002.
FY 01: 7/2001.

FY 00: Nine of 13
demonstration programs.
FY 99: Seven of 13
demonstration programs.
FY 98: Only 1 of the 13
demonstration programs.

Verification/Validation of Performance Measures: Data for these measures will be available from grantee
progress reports, and will be verified through site visits and publications.

A set of cross-site indicators are used for all 13 com munity teen pregnancy prevention demonstration
projects. The evaluation team from each community collects data for these indicators and submits them
as part of semiannual reports submitted to CDC. In addition, CDC Program Consultants validate
information received through site visits and telephone consultations. No data lags are expected.

2.2.1.f Behavioral Risk Factor Surveillance System

The Behavioral Risk Factor Surveillance System (BRFSS) is the foundation upon which many successful
State and health agency programs are built and is becoming recognized throughout the health care and
disease prevention communities as an important and powerful tool in the development, implementation,
and evaluation of health care programs. BRFSS is the data tracking source for Federal and State
programs and supports CDC-wide disease prevention efforts, defines disease burden, identifies high risk
populations, assists decision making and the allocation of scarce resources, and evaluates disease
prevention efforts at the national, State, and local levels.

As State and local agency participation is critical to the achievement of national health goals, BRFSS
was created to fill the need for State-specific data. BRFSS grew from an initial point-in-time state survey
by 29 states between 1981-1983 to an established data collection program of 15 States in 1984. By
1994, all 50 States, the District of Columbia, and three territories (Guam, Virgin Islands, and Puerto Rico)
were participating in the BRFSS. Health risk and demographic (age, race, sex, etc.) data is collected
monthly at the State and local levels and BRFSS is the largest telephone health survey in the world.
BRFSS is the only source for health risk data at the State and local levels.
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BRFSS data is collected on a wide range of health risk areas, to include such areas as health care
access, asthma, diabetes, exercise, tobacco use, weight control, women’s health, sexual behavior, oral
health, hypertension, cholesterol awareness, colorectal cancer, immunizations, alcohol consumption,
cardiovascular disease, arthritis, skin cancer, etc. There are variations in need from State to State, and
BRFSS helps target efforts to the areas of greatest need.

The greatest and most beneficial impact of the analysis and use of the data in program decisions,
targeting resources, and program evaluation is at the State and local levels. The primary purpose of
BRFSS is to monitor State-level prevalence of the major behavioral risks among adults associated with
premature morbidity and mortality. Such data is especially useful for planning, initiating, supporting, and
evaluating health promotion and disease prevention programs. Data are available through a number of
national surveys, but, generally, data are not available on a State-specific basis. The lack of State-
specific data can be viewed as a critical deficiency, since State health agencies have the primary role of
targeting resources to reduce behavioral risks and their consequent illnesses, and national data may not
be appropriate for a given State.

BRFSS data is usedto conduct trend analysis, make comparisons among States and Regions; and in
some cases, BRFSS data can be used to make national estimates. States use data to make program
decisions, target resources, monitor and evaluate program performance and to educate the public and
make public officials aware of health risks and disease prevalence. The following are a few specific
examples:

1. Alabama used BRFSS data to support legislation restricting indoor smoking and
mandating seatbelt use.

2. Alaska assessed the health risks of special populations such as Alaska Natives and
American Indians.

3. Arkansas used data from a diabetes contraol program and flu shots to support a “Life

Preserver Flu Campaign.”

4, California monitored progress towards Health People 2000 Objectives.

5. Connecticut identified population and age groups at increased cancer risk based on their
behaviors.

6. District of Columbia used data to support project “WISH” (Women Into Staying Healthy),
a breast and cervical cancer prevention program.

7. lllinois used BRFSS data in a successful application to the Robert W ood Johnson
Foundation for funding to the Public Health Futures lllinois, a public, private, and
voluntary partnership.

8. Maryland used data to determine priorities for Healthy Maryland 2010.

9. Michigan used data to develop, implement, and evaluate statewide programs to reduce

the risk of cardiovascular disease, and
10. Mississippi provided BRFSS information in the development of the State Health Plan
used by the Legislative Budget Office.

Over sixty percent of States use BRFSS data to set State health objectives, prepare health planning
documents, and plan health programs such as tobacco control, health promotion, and a broad array of
disease prevention activities. Nearly two-thirds of States use BRFSS data to support health-related
legislative efforts, for example automobile safety belt and tobacco-related legislation. Although BRFSS
has always been designed to produce State-level estimates, data has been used in research studies and
combined across States, for example, to estimate the extent of alcohol and tobacco use among pregnant
women.

Partnerships and Link to DHHS Plan:

The DHHS Strategic Plan, Objective 5.1 states, “Improve the capacity of the public health systems to
identify and respond to threats to the health of the nation’s population.” Data collected through the
Statewide BRFSS can be used to identify trends over time, to discover disease patterns among various
populations, and to demonstrated whether prevention measures are effective. BRFSS tracks six of the
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ten Leading Health Indicators identified in Healthy People 2010 and is cited on page 55, Volume | and II,
as a Major Data Source for Healthy People 2010.

Performance Summary

Without adequate sample size it becomes increasingly difficult to provide meaningful estimates regarding
healthissues. A sample size of 4000 completed interviews per State per year will provide the sample
necessary to more accurately measure progress towards State goals, 2010 Health Objectives; and to
adequately monitor prevalence among certain population groups in terms of race, ethnicity, and age. The
larger sample size will permit better identification of those geographic and demographic variations in
health risk behaviors that can be usedto by public health care programs to better target appropriate
geographic and demographic groups. At present, the sample size between States ranges from
approximately 1,700 to approximately 7,500. Eighteen states had a sample size of 4,000 completed
interviews or more in

FY 2000. Itis projected that 18 States will achieve 4,000 in between FY 2001 and FY 2002.

2.2.2f Goal-by-Goal Presentation of Performance

Performance Goal: Monitor State-level prevalence of the major behavioral risks among adults
associated with premature morbidity and mortality in order to improv e planning, implementation, and
evaluation of health promotion and disease prevention programs.

Performance Measure Target Actual Performance Ref.
Increase the number of states  States Participating in States Participating in Page
participating in the Behavioral BRFSS: BRFSS: 123
Risk Factor Surveillance
System (BRFSS) that FY 02: 18. FY 02: 4/2003.
complete 4,000 telephone FY 01: 18. FY 01: 4/2002.
interviews per year. FY 00: 18.

FY 99: 9.

Verification/Validation of Performance Measures: Data for this measure will be available from grantee
progress reports.

2.2.1g Cancer Registries

Cancer is the second leading cause of death in the United States. Since 1990, approximately 15 million

new cancer cases have been diagnosed—including over 1.2 million new cases since January 2000 alone.
Cancer is estimated to cost the nation $180 billion annually in direct and indirect costs. A large portion of
cancer is controllable through prevention, early detection, and treatment.

Cancer surveillance is the key to a unified scientific and public health approach to fighting cancer.
Cancer surveillance includes ongoing, timely, and systematic collection and analysis of information on
cancer deaths, new cancer cases, extent of disease, screening tests, treatment, and survival. Data
collected through statewide cancer registries can be used to identify trends over time, to discover cancer
patterns among various populations, and to show whether screening and other prevention measures are
making a difference. This information is essential to states in directing effective cancer prevention and
control efforts.

Despite the critical rol e registries can play in helping direct cancer prevention efforts, 10 States had no
registry in 1990. Although the remaining 40 States had registries operating at some level, many lacked
the financial support and the personnel to gather complete, timely, and accurate data on their population
or to ensure that the data collected had minimum standards of quality. A number of states also lacked
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legal support for their registry's operation, which further hindered their ability to collect important
information.

Through the National Program of Cancer Registries (NPCR), CDC funds states and territories to enhance
existing cancer registries; plan and implement statewide registries where they do not exist; develop model
legislation and regulations for states to enhance viability of registry operations; set standards for
completeness, timeliness, and quality; and provide training. The NPCR serves as the foundation of a
national, comprehensiv e prevention strategy; it is a basic tool in surveillance efforts that will provide the
needed factual basis for appropriate palicy decisions and allocations of scarce resources.
Comprehensive, timely, and accurate data about cancer incidence and stage at diagnosis are needed to
provide useful feedback for evaluating progress toward cancer control. In FY 2001, CDC will support 45
States, 3 territories, and the District of Columbia for cancer registries.

NPCR-funded central registries complement existing registries, such as the National Cancer Institute’s
(NCI) Surveillance, Epidemiology, and End Results (SEER) program, which monitors trends in incidence,
treatment, survival time, and extent of disease. SEER is an outgrowth of the National Cancer Act of
1971, which included a mandate to collect, analyze, and disseminate data that would aid in the
prevention, diagnosis and treatment of cancer. SEER was established to provide continuous coverage in
certain U.S. regions. Trends in cancer incidence, mortality and patient survival in the United States, as
well as many other studies, are derived from this data bank.

Under the NPCR'’s authorization, federally supported medical facilities are not required to report cancer
cases to state registries. To encourage reporting from these facilities, NPCR has initiated and maintained
an ongoing liaison with the Department of Defense (DOD), Department of Veterans Affairs (DVA), and the
Indian Health Service (IHS). The DOD wants to assess the completeness, timeliness, and quality of its
data for use in research. NPCR has established a memorandum of agreement with the DOD to assist with
this analysis and to facilitate collaborative cancer control activities between the agencies. The DVA is
currently in the process of initiating a central cancer registry database. While the IHS does not maintain
a centralized cancer registry database, it does maintain a centralized medical informatics database. State
cancer registries develop and maintain data exchange agreements with individual IHS facilitiesin their
respective states. NPCR will continue to work with the DOD, DVA and IHS to encourage the routine
submission of complete, timely, and quality data to state cancer registries.

CDC and its partners also collaborate to develop successful strategies to capture cancer information on
patients who are diagnosed and treated outside the hospital setting and to audit case completeness and
quality in outpatient settings.

Because NPCR is a new program, many states do not yet collect information on all the cancer cases
occurring in the state each year. However, collection of complete information is critical to the program.
The outcomes expected for NPCR—the ability to m onitor trends in cancer by site of the cancer, age and
ethnicity of the patient, geographic region, and treatm ent outcomes--will not be possible until the central
registries contain complete information. Thus, the performance measure proposed is the best available
because it is the most critical to the eventual success and usefulness of the program.

States play a critical role in cancer prevention and control, assuring that programs address the highest
priorities of people in states and that these efforts are appropriately targeted to the most aff ected groups,
including underserved populations. And yet, states lack dedicated resources to coordinate and
collaborate among categorical cancer programs, including integrating cancer registry datainto
comprehensive cancer control. CDC currently uses appropriations for breast, cervical, prostate,
colorectal and skin cancers to support five states and an Indian Health Board to develop com prehensive
cancer control programs that integrate the full range of cancer control activities to better maximize
resources, improve community-based education and health promotion, share expertise and effectively
target at-risk populations. Comprehensive cancer control grants enable states to strengthen a systematic,
science-based approach to cancer control. States establish broad-based cancer coalitions, provide
epidemiology support, and develop and implement a comprehensive cancer plan. States can integrate
multiple disciplines including administration, basic and applied research, evaluation, health education and
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communication, program development, public policy, surveillance, and clinical services.

Partnerships and Links to DHHS Strategic Plan

The DHHS Strategic Plan, Objective 5.1 states “Improve the capacity of the public health system to
identify and respond to threats to the health of the Nation’s populations.” Data collected through statewide
cancer registries can be used to identify trends over time, to discover cancer patterns among various
populations, and to show whether screening and other prevention measures are making a difference. This
information is essential to states in directing effective cancer prevention and control efforts.

CDC works closely to coordinate its efforts with other federal agencies, states, and with national
organizations, such asthe American Cancer Society, the American College of Surgeons, the North
American Association of Central Cancer Registries, and the National Cancer Registrars Association in
designing, conducting, and analyzing surv eillance research related to cancer. These groups have formed
a working consortium, the National Coordinating Council for Cancer Surveillance, to provide an
opportunity for collaborating on cancer surveillance and registration issues. These organizations
encourage and facilitate voluntary reporting of cancer cases from federally supported facilities to state
registries. CDC assists states and national organizations in using cancer surveillance data to describe
state or national disease burden, evaluate cancer control activities, and identify populations at high risk
for certain cancers. Through collaboration with NAACCR, quality assurance activities are provided for the
NPCR.

Performance Summary

The 1999 data (cancer cases diagnosed in 1997) indicated that 60% of NPCR-funded states were
reporting that their data were at least 95% complete within 24 months of the close of the diagnosis year.
Recognizing the complications of reporting systems, and a thorough evaluation of program data
necessitated reassessing program goals and objectives. The result is an extension of the time period
allowed for states to achieve 95% completeness ( from 12 to 24 months) and a corresponding increase in
the target levels.

The NPCR Program Standards for the second 5-year project period, as published with Program
Announcement, stipulate that data in a state central cancer registry should be 95% com plete within 24
months of the close of a diagnosis year.
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2.2.2g Goal-by-Goal Presentation of Performance

Performance Goal: Improve the assessment capacity of cancer prevention by enhancing existing cancer
registries.

Performance Measure Targets Actual Performance Ref.
Increase the percentage of Percent of States in Percent of States in Page
states funded by CDC’'s NPCR NPCR: NPCR: 123
that have at least 95% of
unduplicated, expected FY 02: 60%. FY 02: June 2003.
malignant cases of reportable FY 01: 60%. FY 01: June 2002.
cancer occurring in state FY 00: 60%. FY 00: June 2001.
resident in a diagnosis year FY 99: 30%. EY 99: 60%.
reported to the state cancer FY 98: 29%.

[Egistry: FY 97: 17%.

Verification/Validation of Perfformance Measures: States participating in the NPCR are expected to
collect information on at least 95% of cancer cases diagnosed or treated in their state each year. Cancer
cases should be reported to the central registry within 24 months of diagnosis, and funded states are
required to incorporate the standards for data quality and format as described by NAACCR. CDC
receives an annual administrative summary from each NPCR program, as well as quarterly reports that
indicate progress towards reaching goals of completeness, timeliness, and quality of registry data. In
addition, NPCR staff complete annual internal evaluations of program progress. State cancer registries
do not report raw data to the CDC, and CDC does not aggregate NPCR data at this time.

Currently, NPCR provides support to 49 programs: 36 for enhancement of established central registries
and 13 for planning and implementation of registries. Variations in states’ capacities (planning or
enhancement status) and initial year of funding result in differences across reference years used for
calculating registry data completeness. NAACCR has also established a process by which state registries
can apply for cettification that ensures that member registries are collecting useful and high-quality data.
Member registries are evaluated yearly and provided confidential feedback. Data for FY 2000 will be
available in June 2001 for reporting.

A new, more reliable baseline for the NPCR performance measure is a result of clarification of data
issues.

2.2.1h Breastand Cervical Cancer Prevention

More than one-half million women in this decade will die of breast and cervical cancer. Breast cancer
accounts for nearly one-third of all cancers in women, and approximately 12,900 new cases of cervical
cancer are diagnosed each year. Almost all deaths from cervical cancer and an estimated 30 percent of
deaths from breast cancer in women over age 50 are preventable through widespread use of
Papanicolaou (Pap) testing and screening mammography. A combination of annual clinical breast
examinations and mammography can reduce breast cancer mortality by more than 30 percent for women
age 50-74. Early detection also increases the 5-year survival rate to 91 percent. Early diagnosis of
breast and cervical cancer saves money as well as lives. Treatment costs for breast cancer diagnosed at
the localized or in situ stage may be as much as 31 percent lower than treatment costs for breast cancer
diagnosed in the regional or distant stages (Taplin SH, Barlow W, Urban N, et. al.). Stage, age,
comorbidity and direct costs of colon, prostate, and breast cancer care. Journal of the National Cancer
Institute 1995; 87: 417 - 26).

CDC'’s National Breast and Cervical Cancer Early Detection Program (NBCCEDP) provides cancer
screening for underserved women, particularly low-income women, older women, and members of
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racial/ethnic minorities. This program creates the foundation for an aggressive response to this health
problem and ensures the delivery of successful screening services. CDC supports activities at the state
and national level in the areas of screening referral and follow-up services, quality assurance, public and
provider education, surveillance, collaboration partnership development, development and evaluation.

The ability to implement a nationwide program depends on the involvement of partnersin national, state
and local governments; health care professions and organizations; social service and advocacy
organizations; and academia. Partnerships assist private and public nonprofit organizations to develop,
implement, and evaluate national, community-based interventions for cancer prevention and early
detection. They also test new methods and replicate already-proven strategies to educate their
constituents about the prevention, early detection and control of cancers; increase access to screening
among underserved populations; and create new collaborations with state health departments and others
to enhance efforts for cancer control in priority populations. CDC funds a strong and effective network of
partners that are well positioned in communities at risk and that bring critical knowledge, skills, credibility,
and resources to CDC's cancer control efforts among priority populations. Such populations include the
uninsured and such minority groups as American Indians, Alaskan Natives, African-Americans, Hispanics,
Asian/Pacific Islanders, Lesbians, women with disabilities, and those who live in hard-to-reach
communities in urban and rural areas.

CDC collaborates with the National Cancer Institute (NCI) in a variety of areas related to cancer
prevention and control. One example of this collaboration is CDC's partnership with NCI's Cancer
Information Service to develop demonstration projects to improve breast and cervical cancer eary
detection among older women through innovative outreach. The goal of this project is to increase and
sustain the participation of eligible underserved women, aged 18-64, in the education and screening
services offered through the NBCCEDP and to educate women in the program who are diagnosed with
breast or cervical cancer about state-of-the-art treatment options. Additionally, a memoranda of
agreement between CDC and the Indian Health Service (IHS) provides support for collaborative scientific
and training activities. The aim of these agreements is to develop, deliver, and promote chronic disease
prevention activities for American Indians and Alaska Natives. CDC has also assisted the Food and Drug
Administration (FDA) in conducting quality assurance training programs for mammography.

Both performance measures submitted for the NBCCEDP are outcome measures. Both mammograms
and Pap tests are underused by women who are members of racial and ethnic minority groups.
Additionally, the NBCCEDP strives to eliminate racial and ethnic disparities in screening for breast and
cervical cancers. By itsnature, such a screening program requires time to demonstrate the positive
effects of annual screening within the target population. Data collection for these measures has been
systematized by the NBCCEDP, and state health agencies were involved in the development of these
measures.

Partnerships and Links to DHHS Strategic Plan

These performance measures are related to DHHS goal 4: To improv e the quality of health care and
human services states “ Promote the appropriate use of effective health services,” and it includes as a
measure of success “Rates of increase in age-appropriate mammography screening.” Additionally,
Strategic Objective 4.2 states “Reduce disparities in the receipt of quality health care services,” and a
measure of success for this objective is “Disparities in breast and cervical cancer screening and
management.” Thus, increasing rates of breast and cervical cancer screening, particularly among
population groups with poorer screening rates, is a priority stated in the DHHS Strategic Plan and
implemented by CDC’s National Breast and Cervical Cancer Early Detection Program.
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Performance Summary

Through September 1999, more than 2.5 million screening tests were provided by the NBCCEDP.
Approximately 50% of the women served through this program belong to racial or ethnic minority groups.
Through the use of early detection methodologies, the program has diagnosed over 6,543 breast cancers
and cervical cancer was prevented in as many as 31,000 women through the detection and treatment of
precancerous lesions. In 1999, excluding breast cancers diagnosed on an initial screen in the
NBCCEDP, at least 70% of women aged 40 and older were diagnosed at localized stage. In 1999,
excluding invasive cervical cancers diagnosed on an initial screen in the NBCCEDP, the age adjusted
rate of invasive cervical cancer in women aged 20 and older was 19 per 100,000 Pap tests provided.
Even though CDC has exceeded its goal of “no more than 22 per 100,000 Pap tests provided,” CDC does
not recommend changing the target at this time. Effective April 2000, the NBCCEDP changed its policy
for Pap screening to allow the program to reach a larger proportion of underserved women-the rarely and
never screened women. CDC does not know whether the change in policy will impact the program’s
ability to maintain this successful 19 per 100,000 rate. Due to the reporting cycles of the minimum data
elements, data for FY 2000 will be available after April 2001. CDC is also supporting various activ ities
that will improve the quality and effectiveness of the NBCCEDP. For example, CDC is examining: W hat
factors influence rescreening behaviors; What behaviors could contribute to the etiology of breast cancer;
survival differences between black and white women who have breast cancer, economic barriers to
cancer screening; and follow-up and treatment of precursor conditions of cervical cancer. Hopefully,
continued improvement in screening utilization will contribute to one of our Nation’s successes in
eliminating disparities in cancer death rates among various populations.

2.2.2h Goal-by-Goal Presentation of Performance

Performance Goal:

Increase early detection of breast and cervical cancer by building nationwide programs in breast and
cervical cancer prevention.

Performance Measures Targets Actual Performance Ref.
Excluding breast cancers Percent diagnosed at local Percent diagnosed at Page
diagnosed on an initial screen stage: local stage: 123
in the NBCCEDP, at least 73%
of women aged 40 and older FY 02: 73%. FY 02: 4/2003.
will be diagnosed at localized FY 01: 73%. FY 01: 4/2002.
stage. FY 00: 72%. FY 00: 4/2001.

FY 99: 71%. FY 99: 70%.

FY 98: 70%.

FY 95: 70%.
Excluding invasive cervical Rate of Invasive Cervical Rate of Invasive Cervical Page
cancers diagnosed on an initial  Cancer: Cancer: 123
screen in the NBCCEDP, the
age adjusted rate of invasive FY 02: 22 per 100,000. FY 02: 4/2003.
cervical cancer inwomen aged  Fy 01: 22 per 100,000. FY 01: 4/2002.
20 and older is not more that 22 Fy 00: 22 per 100,000. FY 00: 4/2001.
per 100,000 Pap tests provided. fy g99: 22 per 100,000. FY 99: 19 per 100,000.

FY 98: 23 per 100,000.
FY 95: 26 per 100,000.

Total Program Funding FY 2002: $574,560 (Estimate)

(Dollars in thousands) FY 2001: $749,773 (Final Appropriation)
FY 2000: $531,016 (Actual)
FY 1999: 10/2001 (Actual)
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Verification/Validation of Performance Measures: CDC uses the Minimum Data Elements (MDES) to
report the percentage of women aged 40 and older who were diagnosed at localized stage, excluding
breast cancers diagnosed on an initial screen in the NBCCEDP. MDEs are electronically submitted (by
states, territories, and tribes/tribal organizations) twice a year (January 15 and July 15) to a data
management contractor, who analyzes the data and submits a data file to the CDC. These files are made
available in April and October of each year. CDC uses the January 15 submission to report performance
for this measure. The data provided in the GPRA report include only screening exams through March 31
of the previous year in order to allow adequate time to gather the data and to present a complete program
report. States, territories, and tribes/tribal organizations are provided 9% months after the initial screening
date (March 31) to gather diagnostic and treatment information and to prepare the data submission for the
data management contractor by January 15. The data management contractor analyzes the data by
March and sends the report to CDC. All the date collected and submitted by the states have indicators to
assess completeness. Data are also assessed against e stablished clinical standards.

2.3 Environmental Health

2.3.1 Program Description, Context and Summary of Performance

Many of public health's early successes in reducing the spread of infectious diseases were based on
environmental interventions. Systems now exist at the local, state, and federal levels to ensure the safety
of the nation's water, air, and food. However, the environmental health system responsible for protecting
us from these threats has been weakened over time. Outbreaks of hantavirus and cryptosporidium,
concerns about the health effects of pfiesteria, and other emerging environmentallyrelated diseasesis
increasing our awareness of the cracksin our crumbling environmental health system. Effective
environmental health promotion and disease prevention requires the ability to identify and respond to
potential hazards as well as a employ a scientific approach that attempts to explain how environm ental
exposures and genetics contribute to human disease. CDC must continually conduct prevention research
to identify, test, and evaluate disease prevention strategies. In FY 2001 and FY 2002, CDC plans to build
upon its FY 2000 achievements on each of these facets of environmental health.

Diseases that can result from human exposure to toxic substances include cancer, birth defects,
respiratory disease, renal disease, and neurologic disease. A very serious impediment to assessing
human risk and preventing death and disease caused by exposure to toxic substances islack of valid
human exposure data. Many scientists estimate that about two-thirds of all cancers result from
environmental exposure, but much better data are needed to improve this estimate and determine which
exposures cause cancer and other diseases. CDC's environmental health sciences laboratory develops
tests of human exposure to toxicants (biomonitoring); combined with epidemiologic studies, these tests
provide vital information about how exposures contribute to serious human disease.

In addition to gathering and analyzing human data on environmental exposures and disease, CDC leads
efforts to translate scientific data into practical and cost-effective public health actions. Recent outbreaks
caused by Cryptosporidium in drinking and recreational water, e. coli O157:H7 in water and food, and
West Nile virus in mosquitos have increased. One of CDC’s oldest missions isto help build sustainable
public health capacity at state and local levels by assigning CDC staff to health departments, creating
guidelines for professional use, and providing education to form a highly trained public health workforce.
In FY 2002, CDC aims to build such capacity in environmental health.
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2.3.1a Environmental Health Laboratory Sciences

Biomonitoring

To protect public health from death and disease that result from exposure to toxic substances, CDC and
other health officials critically need accurate and reliable human exposure information. Although such
exposure can be estimated, generally it is more accurate to actually measure the levels of toxicants in
people's bodies. A recent General Accounting Office (G AO) report notes that routine biom onitoring of
human tissue samples representative of the U.S. population occurs for only 6% of 1,400 known or
potentially toxic chemicals. Health officials cannot determine the seriousness of environmental incidents
without accurate and valid human exposure information. The GAO report notes that 90% of state officials
surveyed consider human exposure data from tissue samples (e.g., blood and urine samples) to be very
important or extremely important to their work and believe there is a need for increased state laboratory
capacity. With poor exposure information, health officials might declare dangerous situations as safe,
threatening the health of the public; similarly, they might declare safe situations as dangerous, causing
undue alarm and wasting large sums of money on needess remediation efforts.

Although the performance measures selected for this program are not outcome measures in terms of
being a final health outcome, they are important outcomes in terms of addressing a major public health
gap. The current limited ability to effectively measure toxic substances in humans limits our ability to deal
effectively with environmental emergencies and compromises the results of studies that are looking for
causes of environmental diseases. Greater availability of these methods for assessing human exposure
would enable CDC to better respond to emergency situations when people are sick or dying from unknown
causes, to effectively implement and evaluate environmental disease prevention programs and to
measure trends in exposure of the U. S. population to toxic substances. Without these methods, we will
be unable to effectively prevent environmental disease. Application of these methods to measure toxic
exposures in the U.S. population will lead to the development and dissemination of a national exposure
report, which will assess the U.S. population’s ex posure to toxic substances such as metals, pesticides,
and other chemicals. Such information has never before been available for most chemicals. The report
will improv e the public’s health by: providing information on people’s level of exposure to toxic substances
that may cause cancer, birth defects, respiratory and cardiac diseases, and other diseases; identifying and
tracking exposure to toxic substances that are increasing in the population; and tracking the impact of
programs designed to reduce exposure to toxic substances. In addition, the report will identify exposure
in different demographic groups.

CDC plans to develop new methods to measure additional toxic substances for inclusion in the national
exposure report and in studies of potentially exposed populations. CDC's goal is to increase the number
of substances included in the report to 100 and then evaluate whether additional substances should be
included or substituted for ones already in the report. CDC will work with partners, including other federal
agencies, state agencies, and non-government organizations, to prioritize substances for inclusion in the
report.

CDC has unique capabilities in the area of biomonitoring. Although EPA measures environmental
hazards in air, soil, and water, it does not make such measurements in people. NIEHS conducts research
involving animal toxicology but relies on CDC'’s environmental health lab for human exposure
assessments. In addition, several other institutes of NIH (including National Cancer Institute, and National
Heart Lung and Blood Ingtitute) use CDC's environmental health laboratory for human measurements.
CDC partners with the Association of Public Health Laboratories (APHL) on a variety of projects; however,
very few of APHL’'s member labs currently have capability in the methods employed in CDC's lab. In
many areas, CDC is the only place with the capability to develop and effectively apply complex laboratory
methods to the study of environmental disesase. CDC biomonitoring efforts will be expanded over time to
include a greater focus on technology transfer; to achieve this, CDC plans to provide financial and
technical assistance to state public health laboratories to help them develop capacity to measure toxic
substancesin human samples. Such assistance will allow state officials to study toxic substancesthat are
priority concerns in their states and accurately determine if their population has been exposed.

Partnerships and Links to DHHS Strategic Plan
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This performance measure is related to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans and DHHS Goal 5: Improve the Nation’s public health systems.

Performance Summary

CDC achieved the FY 1999 target regarding methods to measure human exposure to toxic substances, as
well as the FY 2000 target of methods to measure 8 additional substances. CDC anticipates meeting the
performance goal of 12 new substances by the end of 2002, for a cumulativ e total of 40 new substances
since FY99. The availability of new methods allows CDC to participate in additional studies of the
impacts of exposure on development of disease and allows for additional substances to be included in the
National Exposure Report. The first CDC National Exposure Report is planned for release by March
2001; it will include data on the U.S. population’s exposure to the 27 toxic or potentially toxic substances
measured in FY2000. This will improve the public’s health by providing baseline information on the U.S.
population’s exposure totoxic substances as apoint of comparison for communities who may have

experienced an unusual exposure.

2.3.2a Goal-by-Goal Presentation of Performance

Performance Goal: Increase the number of toxic substances that can be measured by CDC'’s
environmental health laboratory so state-of-the-art laboratory methods can be employed to prevent

avoidable environmental disease.

Performance Measure Targets

Methods to measure human FY 02: 12 new substances
exposure to toxic substances will

be developed. FY 01: 12 new substances.

FY 00: 8 new substances.

FY 99: 8 new substances.

Actual Performance Ref.
FY 02: Page
137
FY 01:

FY 00: 8 new substances.
FY 99: 8 new substances.

FY 97: 200 toxic
substances (Baseline).
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Performance Goal: Increase the number of priority substances included in exposure assessment so that
a representative sample of 1,500 Americans can be tested for exposure to high-priority toxic substances.

Performance Measure Target Actual Performance Ref.
Population exposure will be FY 02:75 toxic substances; FY 02: Page
assessed for priority toxic report on the 50 substances 137
substances and a national from the previous year issued.
exposure report on the results
will be issued FY 01: 50 toxic substances; FY 01:

report on the 27 substances
from the previous year issued.

FY 00: 25 toxic substances. FY 00: 27 substances.
FY 98: Baseline 0 toxic
substances (baseline).

Verification/Validation of Performance Measures: The development of new methods requires certification
under the Clinical Laboratory Improvements Act of 1988 (CLIA) and data systems already are in place to
monitor CDC'’s performance under CLIA (please see Appendix A.2 for further details). CDC also conducts
internal quality assurance procedures to confirm the results and assure their validity. The national
exposure report will use CLIA-approved methods for the priority toxic substances to be measured as a
part of the NHANES surveys. The use of the CLIA-approved methods will be verified by both internal
quality assurance personnel and senior staff. The sample size and control mechanisms for the national
exposure report are established as part of NHANES (see Appendix A.2 for further details).

Newborn Screening Quality Assurance

In addition to its critical work in biomonitoring, CDC plays a role in the screening of newborns for inherited
disorders such as PKU, hypothyroidism, and sickle cell diseases. If such disorders are detected early,
actions can be taken to reduce mental retardation, disahbility, or death among affected infants. Scientific
technology is improving the ability of the public health community to detect medical conditions through
newborn screening. More than 4 million babies born each year are tested through screening programs
using dried blood spats collected from infants at birth (blood is collected from the infant's heel). Accuracy
in such screening ensures that affected babies are identified quickly, that cases are not missed, and that
the number of "false positive" results are minimized in order to decrease parental anxiety. In an effort to
ensure that these screening efforts meet the highest standards, CDC operates a Newborn Screening
Quality Assurance program to assist state public health laboratories that operate the screening. As states
include new tests in their newborn screening programs, CDC needs to expand its quality assurance efforts
to ensure the accuracy of these tests. CDC isworking to incorporate additional medical conditions to this
program in response to the states’ expanded use of tandem mass spectrometry and other technological
advances.

Partnerships and Links to DHHS Strategic Plan
These performance objectives are related to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans and DHHS Goal 5: Improve public health systems.

Performance Summary

CDC'’s Newborn Screening Quality Assurance Program has been the only com prehensive source of
essential quality improvement services for more than 20 years and is recognized worldwide as the center
of expertise in dried blood spot technologies. Each year approximately 3,000 babies with severe
disorders are detected, and thousands of children are living healthy and productive lives as a result of
newborn screening and CDC'’s quality assurance program. As technology to detect newborn disorders
advances, states are expanding screening programs to include additional disorders. For example, the use
of tandem mass spectrometry allows for identification of a number of additional disorders. Therefore,
CDC is expanding its quality assurance program to include these additional disorders. CDC's efforts at
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expanding newborn screening quality assurance through the use of tandem mass spectrometry will not be
fully operational until the end of FY 2002.

Performance Goal: Increase the number of disorders covered in the Newborn Screening Quality
Assurance Program.

Performance Measure Targets Actual Performance Ref.
Disorders covered by the FY 02: 35 disorders. FY 02: Page
Newborn Screening Quality 137
Assurance Program. FY 01: 15 disorders. FY O1:

FY 00: 15 Disorders
(baseline).

Verification/Validation of Performance Measure: The new disorders covered by the Newborn Screening
Quality Assurance Program will be verified through collaboration with state public health and other
laboratories and publication in peer-reviewed journals.

2.3.1b Asthma

The number of Americans with asthma doubled between 1979 and 1994. An estimated 14.9 million
persons in the U.S. currently have asthma, and 4.4 million of these people are children. While the cause
of asthma remains unknown, it is possible to control astima attacks in people who have asthma. CDC is
working towards the goal of developing cost-effective environmental interventions that, in conjunction with
improved medical management, will reduce the number of asthma exacerbations and improve the quality
of life of people with asthma. W hile it is difficult to measure improvements in quality of life, CDC uses
three indicators to best estimate quality of life in its strategy to attain this goal: number of missed school
days due to asthma, number of days characterized by activity limitation due to asthma, and number of
missed work days due to asthma.

In spite of the fact that improved medical management in combination with environmental interventions
has proven effective in preventing asthma attacks, CDC did not meet its Healthy People 2000 objectives
related to reductions in hospitalizations related to asthma. In fact, the minimal national data (which are
neither complete nor timely) that are available indicate that rates of asthma among both children and
adults are increasing. Outcome goals are not currently feasible, because there is no suitable system for
measurement (since asthma programs do not currently exist). Essentially, there is currently no national
program to address the asthma epidemic. The first step in overcoming this barrier is to enable all states
and major cities that can document an asthma problem to implement core asthma programs. A core
asthma program is composed of three activities: tracking (surveillance), ensuring that interventions are
science-based, and developing relevant partnerships within the state (i.e., with medical facilities, schools,
etc.). Once states have these capabilities, we can strengthen our efforts to improve the quality of life of
people with asthma. As part of the effort to assist states in gaining the capability to document their asthma
problems and to appropriately target resources, CDC has: developed an asthma module to be used by a
national tracking system for addressing adult asthma; begun development of a module for a national
tracking system that focuses on children; and begun to provide funding to states to develop their own
asthma tracking capabilities.

Due to the newness of the state programs, the current performance measure is of a more process-based
nature. As the state-based programs become fully implemented, the performance goal and measure will
be changed to reflect long-temrm health outcomes and will be guided by the Healthy People 2010 asthma
objectives.

Partnerships and Links to DHHS Strategic Plan
This performance objective is related to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans.
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Performance Summary

In 1998, CDC established asthma contacts in all 50 states to act as the focal point within states as they
start to develop their asthma programs. CDC provided these state asthma contacts with critical
information covering topics such as epidemiology of asthma, surv eillance, interv entions, legislation, and
medical management of the condition. In 1999, CDC initiated funding to States. CDC planned to fund six
states in FY 1999, but there was only adequate funding for four states that year. In FY 2000, CDC
provided funding to eight additional states to begin development of their core asthma programs, bringing
the total number of states with asthma funds to 12. CDC has recently been asked to fund a more broad
category of organizations than just states; therefore, in the out-years, the number of new states receiving
funding is not increasing as quickly as originally planned. In addition to the state programs, CDC
developed asthma questions for the national Behavioral Risk Factor Surveillance System (BRFSS), which
focuses on adults; in FY 2000, we developed an asthma module for the national State and Local Area
Integrated Telephone Survey (SLAITS), which focuses on children. These national surveillance systems
allow states to obtain uniform data on asthma so they can compare their rates to the other states. Since
research is also an important aspect of a core asthma program, CDC is additionally funding a number of
universities and hospital emergency departments to conduct research in the areas of asthma screening
and sentinel surveillance.

2.3.2b Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the incidence of childhood asthma attacks through implem entation of
comprehensive asthma prevention programs in states.

Performance Measure Targets Actual Performance Ref.
States will have implemented States with Asthma States with Asthma Page
core asthma programs. Programs: Programs: 137

FY 02: 18. FY 02:
FY 01: 18. FY 01:
FY 00: 8. FY 00: 12 states (4 existing
FY 99: 6. and 8 new).
FY 99: 4.
FY 97: 0.

Verification and Validation of Performance Measure: Verification of the data related to the number of
core asthma programs in place is based on the required reporting under the cooperative agreements
between CDC and the selected states. CDC project officers will verify that the individual requirements
under the cooperative agreements are being fulfilled by the states through the routine monitoring of the
grants process. Additionally, all statistical and surveillance data will be reviewed internally by
epidemiologists at CDC to ensure that appropriate statistical and epidemiological methods have been
applied.

2.3.1c Childhood Lead Poisoning

Lead poisoning is a major environmental health threat to children. The National Academy of Sciences
has reported that even relatively low levels of lead exposure - 10 micrograms per deciliter (ug/dl) - are
harmful and are associated with decreased intelligence, behavior problems, and other physical problems.
During the past two decades, there has been adramatic reduction of the prevalence of lead poisoning in
young children in the U.S. This reduction was due to a number of different strategies, including the
removal of lead from gasoline and new house paint and the implementation of prevention programs by
CDC, Housing and Urban Development, and the Environmental Protection Agency.

Despite tremendous success, childhood lead poisoning remains a serious problem. Based on CDC’'s most
recent National Health and Nutrition Examination Survey (NHANES) data, an estimated 890,000 young
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children still have elevated blood lead levels. Today, the problem is concentrated in racial and ethnic
minorities and low-income households. Nearly 22% of non-Hispanic black children living in homes built
before 1946 have elevated blood lead levels, compared with less than 2% in non-Hispanic whites living in
newer homes. Further, a recent GAO report based on CDC’s NHANES shows that only 19% of Medicaid-
enrolled children have been screened for lead poisoning.

As a result of these findings, there has been a paradigm shift away from universal screening of all
children in the U.S. toward targeted screening of high-risk children. CDC revised its policy
recommendations and funding guidelines to emphasize the screening of only high-risk children. In
conjunction with CDC, CDC'’s Advisory Committee on Lead Poisoning Prevention developed a set of
soon-to-be-published recommendations on this matter and also is publishing guidance on improving case
management. In addition, CDC developed its first Geographic Information System (GIS) website using
U.S. census data on income, race, and housing age to identify high-risk geographic areas. CDC also
works closely with other federal agencies to emphasize the screening of Medicaid-enrolled children and is
expanding technical assistance, consultation, and training to support state and local health officials and
their prevention programs. For instance, CDC is working with HCFA through an inter-agency agreement
to provide on-site technical assistance and consultation to improve the screening rate of children enrolled
in Medicaid.

The goal of CDC's childhood lead poisoning program is to eliminate childhood lead poisoning as a major
public health problem in the U.S. within the next decade. This will be accomplished by strengthening
primary and secondary prevention efforts in populations that are at highest risk.

Partnerships and Links to DHHS Strategic Plan
This performance objective is related to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans.

Performance Summary

Traditionally, NHANES has provided the basis for estimating the prevalence of children with elevated
blood lead levels over a 3-year period. However, CDC continues annually to actively support lead
poisoning prevention and surveillance efforts in states throughout the country. CDC has a new
performance measure to ensure that supported states establish a system that determines the number of
children participating in Medicaid who are being screened for elev ated blood lead levels. This requires
that states engage in an information exchange with HCFA. W orking out the mechanics in establishing
such a system of information exchange is a cumbersome task for these states. Some states are able to
do this more quickly than others, sometimes due to differing starting points. The FY 2000 target for this
measure was 15% of CDC-supported states, and actual performance was 12.5%. While CDC offers as
much support as possible to these states, it is impossible to predict which ones will experience technical
difficulties or delays in establishing their systems with HCFA. Although only 12.5% of CDC-supported
states have such a system in place, many states have begun efforts to at least link Medicaid information
with childhood lead poisoning surveillance data, paving the way to developing such a system. In FY
2000, 45% (18) of the forty CD C-supported states had begun dialogue with Medicaid staff, and 35% (14)
had begun using Medicaid data. Final systems should soon be in place for these states. This information
should allow statesto better adjust their screening efforts. Based on the trends from these data, CDC
believes that its target for FY 2001 will be achieved.

04/09/01 CDC Performance Plan Page 54



2.3.2c Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the number of children with blood lead levelsthat exceed 10 micrograms
per deciliter, which is the level at which children’s health may be damaged.

Performance Measure Targets Actual Performance Ref.
The number of children with FY 03: 35% reduction. FY 03: Page
elevated blood lead levels 137
will be reduced. FY 99: 25% reduction in FY 99: No data available in

children with elevated lead FY 99 NHANES. Next
levels. NHANES data will be

available FY 03.

FY 91-94: 890,000 children
with blood levels greater
than 10 micrograms per

deciliter.
Increase the percentage of Percent of CDC supported Percent of CDC supported Page
CDC supported states with a  states: states:
system to determine the 137
number of children enrolled FY 02: 40%. FY 02:
in Medicaid who are FY 01: 25%. FY 0O1:
screened for lead poisoning. FY 00: 15%. FY 00: 12.5%.

FY 99: 0%.

Verification/Validation of Performance Measures. The progress reports from states with grants are
regularly reviewed by CDC project officers to ensure that the reports accurately reflect the obligations
required by the grants. Included in these reviews is an update on the ability of states to determine the
number of children enrolled in Medicaid who are screened for lead poisoning.

2.3.1d Genetics and Disease Prevention

CDC'’s activities in this area integrate discoveries in human genetics into disease prevention strategies as
outlined in the CDC strategic plan, “Translating Advances in Human Genetics into Public Health Action.”
CDC will promote public health genetic knowledge and capacity through: 1) state and community-level
health assessment and planning; 2) public health research on gene-environment interactions; 3)
evaluation of genetic testing; 4) a national program for implementing effective and ethical disease
interventions; and 5) communication and training strategies for providing relevant genetics information to
various audiences. These programs will be collaborative efforts among public, academic and private
organizations that strengthen crosscutting research, training, laboratories and preventive health programs.
By integrating genetics into existing public health programs, CDC and its partners will expand
opportunities for increased effectiveness of targeting interventions to individuals with specific genetic
variants that, in combination with modifiable risk factors, increase their risk of disease and disability.

Partnerships and Links to DHHS Strategic Plan
This objective isrelated to DHHS Goal 1: Reduce major threats to the health and productivity of all
Americans and DHHS Goal 5: Improve public health systems.

Performance Summary

CDC is actively engaged in promoting the integration of human genetics into public health prevention
activities. CDC's genetics activities in this pursuit can be broken down into two facets: integrating
scientific advances in genetics into public health action and developing state public health capacity for
such integration. Additionally, CDC has been working collaboratively with other federal agencies to
facilitate the integration of genetics into their federal and state activities. CDC has begun assessing DNA-
based tests for clinical and public health utility and aims for 3 such tests to be assessed during FY 2001.

04/09/01 CDC Performance Plan Page 55



CDC will begin providing technical assistance to individual states to begin integrating genetics into there
public health activities in FY 2002.

2.3.2d Goal-by-Goal Presentation by Budget

Performance Goal: State health departments will integrate genetic testing into their targeted preventable
disease programs (such as asthma, cancer, cardiovascular disease, and arthritis) and related
comm unication programs.

Performance Measure Target Actual Performance Ref.
Number of states receiving FY 02: 7-9 states. FY 02: Page
technical assistance from CDC 137
in the integration of genetics into  FY 01: 3-5 states. FY 01:
public health.

FY 00: O states
(baseline).

Performance Goal: Clinical and public health validity and utility data for specific DNA-based tests will be
made available to public health professionals and the public.

Performance Measure Target Actual Performance Ref.
The number of DNA-based tests FY 02: 4 tests. FY 02: Page
assessed using a core set of 137
data required to define clinical FY 01: 3 tests. FY 01:

and public health utility.
FY 00: 0 tests (baseline).

Verification/Validation of Performance Measures: This performance measure will be v erified by reviews of
the reports required by contract recipients. CDC project officers will regularly review the individual
requirements under the agreements to ensure that contractors are in compliance with the agreements.

2.3.1e Core Capacity in Environmental Health

Environmentally-related diseases in the U.S. have a significant impact on the public’s health each year.
The role of the environment in the development of both infectious and chronic disease is well recognized
but not well understood. The outbreak of infectious diseases such as Hantavirus and West Nile Virus are
directly related to environmental conditions. The environmental role in the development of chronic
disease such as cancer has not received the same level of research attention as the genetic role of these
diseases, even though environm ental exposure may be equally important. Despite the frequency and
considerable impact of these and related diseases, little is known about the potential environmental
causes of these conditions. In order to protect the public’'s health from these diseases, their causes must
be determined. Studying the human health effects of environmental exposures will aid in this pursuit.
Protecting people’s health from hazards in their environment that can cause or exacerbate these serious
conditions is a task that requires a broad set of tools, all of which must work together seamlessly to be
truly effective. These tools include surveillance and data collection to determine which substances in the
environment are getting into people and to what degree. Another necessary tool is research to determine
what the health effects of these exposures might be, what populations are most at risk, and what
interventions are needed to prevent adv erse health effects.
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Environmental health services is another critical area of environmental health core capacity. The Pew
Environmental Health Commission landmark report, “America’s Environmental Health Gap,” published in
late 2000, highlighted America's national inability to adequately respond to environmental health
problems. Protecting people from hazards in their environment that have a serious impact on their health
and reduce the quality of life is another task that requires a broad set of tools. One of these vital toadls is
infrastructure at the local, state, and federal levels to ensure rapid and effective delivery of surveillance,
analysis, and interventions to all of the potentially impacted people, and to ensure appropriate and rapid
response to reduce or eliminate the environmental health impact. Many of the emerging and re-emerging
public health issues occurring today require a coordinated and sophisticated environmental health
response, dependent on solid infrastructure. Currently, such infrastructure and coordination does not exist
at the state and local levels, where it ismostimportant. State and local environmental health programs
do not have an adequate workforce (both in number and skills) to prevent or respond to many
environmentally-related diseases and emergencies. CDC is currently attempting to correct this gap
through the provision of training and other means of workforce development to states.

Partnerships and Links to DHHS Strategic Plan: This objective is related to DHHS Goal 1: Reduce major
threats to the health and productivity of all Americans and to DHHS Goal 5: Improve public health
systems.

Performance Summary

CDC is actively engaged in developing a more complete understanding of the role that environmental
exposures play in human health . Currently, CDC is providing technical assistance to individual states to
address specific environmental health issues on a limited basis, and the new activities related to pesticide
exposure or environmental exposures will begin in FY 2002. Regarding its goal of developing core
capacity in environmental health services, CDC has begun the process of developing such capacity by
providing relevant services to and expanding collaborations with its constituents. CDC plans on assisting
5 states in FY 2001 and increasing the number to 7 for FY 2002.

2.3.2e Goal-by-Goal Presentation by Budget

Performance Goal: Increase understanding of the relationship between environmental exposures and
health effects.

Performance Measure Target Actual Performance Ref.
Number of environmental health FY 02: 5 studies. FY 02: Page
studies completed. 137

FY 01: 0 studies
(baseline).
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Performance Goal: Through consultation, technical assistance, and training, increase the capacity of
states and local health de partments to address and carry out environmental health services.

Performance Measure Target Actual Performance Ref
Number of state and local health FY 02: 5 states. FY 02: Page
departments provided 137
consultation and/or technical FY 01: 5 states. FY 01:
assistance to address
environmental health service FY 00: 0 (Baseline)
issues.

Total Program Funding FY 2002: $ 136,683 (Estimate)

(Dollars in Thousands) FY 2001: $ 137,279 (Final Appropriation)
FY 2000: $ 88,180 (Actual)
FY 1999: $ 10/2001 (Actual)

Verification/Validation of Performance Measures: These performance measures will be verified by
reviews of the reports required by cooperative agreement recipients. CDC project officers will regularly
review the individual requirements under the agreements to ensure that grantees are in compliance with
the agreements.

2.4 Epidemic Services and Response

2.4.1 Program Description, Context and Performance Summary

The scope of CDC's epidemic services extends to acute and chronic infectious and noninfectious
diseases, injuries, nutrition, reproductive health, environmental health, and occupational problems. When
state, local, or foreign health authorities request help in controlling an epidemic or solving other health
problems, CDC dispatches skilled epidemiologists from the Epidemic Intelligence Service to investigate
and resolve the problem. As part of CDC’s efforts to implement the Healthy People 2000/2010 National
Prevention Objectives, CDC conducts a program of scientific inquiry and applied research to solve public
health problems and supports selected programs to assist states, health organizations, and others in the
health fieldto achieve prevention goals. Resolving public health problems rapidly ensures cost effective
health care and enhances health promotion and disease prevention. Activities involving rapid solutions
range from local identification of food poisoning to national or even international investigations of deadly
diseases, environmental hazards, or natural disasters. CDC efforts will continue to provide the U.S. with
a trained professional staff able to investigate health problems affecting the U.S. population. Changing
needs in public health require that the public health workforce in states, counties, cities, and other
countries be trained to keep abreast of effective techniques for containing health threats.

Epidemic services cover a vast spectrum of activities: preventing and controlling epidemics and
protecting the U.S. population from public health crises including biological and chemical emergencies;
developing, operating, and maintaining surveillance systems, analyzing data, and responding to public
health problems; training public health epidemiologists; developing leadership and management skills of
public health officials at the federal, state, and local levels; carrying out the quarantine program as
required by regulations; and publishing the Morbidity and Mortality Weekly Report, CDC’s main channel
for communicating public health news about disease outbreaks and trends in health and health behavior.

Partnerships and Links to DHHS Strategic Plan
These performance measures are related to DHHS Goal 1: Reduce the major threats to health and
productivity of all Americans and DHHS Goal 5: Improve the Nation’s public health systems.
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Performance Summary

In FY 2000, the accomplishments of the Morbidity and Mortality Weekly Report (MMWR) series of
publications through multiple channels included publishing 171 MMWR weekly articles, 11
Recommendations and Reports, 12 CDC Surveillance Summaries and 9 articles highlighting key health
events such as Alcohol and Other Drug-Related Birth Defects Awareness Week, National Adult
Immunization Awareness Wee, National Arthritis Month, National Child Passenger Safety W eek, National
Diabetes Month, National HIV Testing Day, Great American Smokeout, National Drunk and Drugged
Driving Prevention Month, National Minority Cancer Awareness Week. CDC met its target for boththe FY
1999 and FY 2000 goals to enhance the scientific quality and public health applicability of the MMWR to
communicate public health news about disease outbreaks and trends in health and health behavior by
publishing 86 issues of the MMWR. The MMWR series of publications include Reports and
Recommendations, Surveillance Summaries, and the Annual Summary to communicate major public
health events to the media, public policy makers and health professionals through multiple media
channels - print, television, radio, and the interactive World Wide Web. The FY 2000 issues are available
on the interactive CDC Internet Site at http://www2.cdc.gov/mmwr. Notable in the FY 2000 publications
is the establishment of CDC'’s 1 on-line Continuing Education Program for Physicians, Nurses and
Public Health Practitioners developed in response to the demand for more continuing education for public
health practitioners. The MMWR continuing education program (CEP) for physicians, nurses, and other
public health practitioners provides electronic and paper text and testing delivered simultaneously with the
electronic and paper editions of the MMWR. The on-line user is able to compare answers to comrect
answers, print an award cettificate and a transcript on a local printer after each test. Users may also mail
or fax answers to the MMWR CEP and receive a certificate of completion and transcript through the mail.
The MMWR CEP provides an incentive for health professionals who may not otherwise read information
from CDC. In fiscal year 2000, the MMWR CEP provided 15 examinations based on CDC public health
recommendations and was used by over 31,000 participants. Since its inception, the CEP program has
awarded over 55,000 continuing education credits to more than 37,000 participants in the United States
and 49 foreign countries. The majority of participants were physicians (65%) who earned CME credits
making the MMWR CEP and largest CME provider at CDC; nurses (24%) and others (11%) comprised
the remaining participants. Most physicians (60%) were in clinical practice while the majority of nurses
practiced in public health (43%) or hospital (32%) settings. The MMWR CEP uses state-of-the-art on-line
and paper-based communications technology. The impact is dramatic with 72% of all participants
reporting that the continuing education program content will affect their clinical and public health practice.
In FY 2001, efforts continue to implement the CDC-wide communications plan to enhance health
communications as a vital component of public health strategies in promoting health and preventing
disease and injury.

In FY 1999, CDC continued to recognize the need of state health departments to develop public health
comprehensive information networks to support all essential public health services. CDC approached this
challenge systematically by assisting state health departments in developing plans for comprehensive
networks and in implementing those networks. In FY 1999, this initiative expanded to address the need of
major metropolitan areas for health-sector dedicated communication systems to support detection and
response to terrorist events. (See Section 2.12, “Public Health Response to Terrorism, “).

In FY 2000, the Epidemic Intelligence Service (EIS) Program coordinated 74 Epidemic Assistance
Investigations (Epi-Aids), and over 300 state-based field investigations. Epidemics are prevented and
controlled by mobilizing and deploying CDC staff, primarily Epidemic Intelligence Service (EIS) officers,
to respond rapidly to disease outbreaks and disaster situations. At the request of public health officials-at
the state, national, or international level-CDC provides assistance by participating in epidemiologic field
investigations. During these investigations, CDC staff act as consultants to a state or local health
department or the health ministry of the host nation, investigating the patterns of disease or injury
occurrence, the levels of risk behaviors, the identity of the causative agent, the transmission of the
condition of concern, and the impact of prev entive interventions. Each year, some requests for
assistance are received which do not meet the established criteria or definition of a disease outbreak.
Each request is reviewed, and once it is established that the request complies with the criteria, EIS
Officers are deployed to aid in the investigation or disaster relief. In FY 1999 and 2000, CDC exceeded
its target of responding to “at least 95%" of the requests for epidemic assistance from domestic and
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international partners by responding to 99% of the requests. The requests for which CDC did not respond
(1%) were international requests and could not be conducted due to the inability to get country clearance,
the lack of funding from international organizations or safety issues. During investigations, CDC staff
provide training to public health staff on-site resulting in the ability of state and local staff to manage
outbreak investigations without direct CDC assistance. In this event, technical assistance is provided by
CDC in resolving outbreaks at the local level. In FY 2001 and beyond, CDC will continue to conduct
activities involving rapid solutions to problems such as local identification of food poisoning to national or
even international investigations of deadly diseases, bioterrorism events, environmental hazards, or
natural disasters. To accomplish this, CDC will maintain well trained professionals able to investigate
health problems affecting the U.S. population and to achieve prevention goals.

CDC was successful in meeting the established target for completing the second phase of the evaluation
of the Epidemic Intelligence Service. Results of the first phase are being implemented resulting in an
enhanced capability of dev eloping programs which provide up-to-date knowledge and skills using

distan ce-based learning technol ogies preparing EIS Officers to be better able to respond to disease
outbreaks, acts of bioterrorism, natural disasters, and other major health hazards. The Epidemiology
Program Office does not work directly with laboratories.

An expanding mission, new programs, and new partners in public health underscore the need for a public
health work force able to apply a broad range of disciplines and strategies to develop effective prevention
programs that improve and promote health. As a result, the Public Health Prevention Service (PHPS)
program was established as a 3-year program of training and service to develop a work force skilled in
applying pertinent research related to epidemiology, social and behavioral science, and other public
health sciences. The PHPS programs aids the development, implementation and evaluation of
prevention strategies that are practical and effective at community, state, and national levels. The first
class of Prevention Specialists began in September 1997. The PHPS program is designed to provide two
different assignments at CDC in the first year of the program. In the second and third years, Prevention
Specialists work in a state or local health department, where they lead direct, hands-on work with
communities and local public health issues. The combination of federal, state, and local e xperiences,
augmented by formal and informal instruction, provides a wide range of program activities to develop
broad public health skills. Currently, there are 75 Prevention Specialists in the PHPS program. Fifty are
in state and local health departments and 25 are in assignments at CDC. The first class of Prevention
Specialists completed the PHPS Program early in September 2000. Prevention Specialists are involved
in a breadth of public health issues during their assignments. In all settings, Prevention Specialists infuse
programs with their interest and skill in public health and with their ability to apply sound public health
principles. At the same time, they are developing additional skills needed to be part of a well-trained
public health workforce. The PHPS program adds to the pool of state and local public health workers
who, through formal training and supervised on-the-job training, are skilled and understand the mission of
public health. In FY 2000, CDC was unable to meet the target of “90% of the first class of the Public
Health Prevention Service will remain in public health and 50% will be working in state/local health
departments”. The breakdown of the first PHPS class is as follows: Of the 25 participants selected for the
first class, 19 (76 %) completed the PHPS program. Of the six participants not completing the course
work, a breakdown of current positions follows: American Cancer Society in the New York Tobacco
Control Program (1); Harris County HIV Program Coordinator (1); Executive Director of the State and
Territorial Injury Prevention Director’s Association (1); private consultant for public health (1); stay-at-
home mom (1); and a Community Health Coordinator for UCLA (1). Of the 19 PHPS completing the
program; 17 (89%) are serving in a public health setting; 4 in a state or local health department; 10 at
CDC in various programs, 2 private consultants in public health, and 1 seeking an advanced degree in a
health field. The remaining 2 are in various fields not directly associated with public health. In FY 2000,
the program has 50 field assignees in 29 States and local jurisdictions. The target goals for FY 2001
and 2002 remain unchanged. Based on the evaluation of the first PHPS class, the program has been
revised and targeted to supplying a skilled workforce at all levels of public health.

In FY 1999, CDC continually sought to improve health but to do so in economically responsible ways.
When human and financial resources are limited, public health efforts must focus on prevention strategies
that yield the most benefit for the investment. The prevention effectiveness fellowship and course
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demonstrates how spending money to prevent disease and injury and promote healthy lifestyles makes
good economic sense. Prevention strategies are evaluated on: 1) the health impact of the related
disease, injury, or disability on U.S. society; 2) the effectiveness of the prevention strategy; the costs of
the disease, injury, or disability; and 3) the cost-effectiveness of the strategy. For instance, some
childhood vaccines, save up to $29 in direct medical costs for each dollar spent. Other strategies, such
as yearly mammograms, carry a net cost but are considered cost-effective because they provide
considerable valuein return for the money invested. CDC met its established target for FY 1999 and in
FY 2000 in building ex pertise to conduct prevention effectiveness studies of public health interventions
and will continue in FY 2001 to determine what prevention strategies work and what it costs to implement
them.

In FY 1999, CDC recognized the need of state and local public health professionals for high quality
training. CDC approached this problem through a systematic needs assessment and development of
programs to provide up-to-date knowledge and skills using distance-based learning technologies. CDC
exceeded its FY 1999 distance learning target by expanding the range of programs offered. Examples
include training in public health response to bioterrorism, childhood immunization schedules,
epidemiology and prevention of vaccine-preventable diseases, and preparing for an influenza pandemic.

2.4.1 Goal-by-Goal Presentation of Performance

Performance Goal: Maximize the distribution and use of scientific information and prevention messages
through modem communication technology.
Performance Measures Targets Actual Performance Ref.

Based on established criteria MMWR Issues Published:  MMWR Issues Published:  Page
continue to publish the

Morbidity and Mortality Weekly  FY 02: 86. FY 02:

Reports (MMWR) series of FY 01: 86. FY 01:

publications including Reports FY 00: 81. FY 00: 81 issues.

and Recommendations, FY 99: 77. FY 99: 77 issues published
Surveillance Summaries, and and available on the CDC
the Annual Summary to Internet site at
communicate major public http://www2.cdc.gov/mmwr/.

health events to the media,
public policy makers and health
professionals through multiple
media channels -- print,
television, radio, interactive
World Wide Web.

04/09/01 CDC Performance Plan Page 61



Performance Measures

The MMWR will refine
communication efforts through
a Center-wide communications
plan to provide a framework for
current activities and maximize
communicating public health
messages through print and the
World Wide Web.

FY 02: Prepare final report
on the implementation and
enhancements of the CDC
communications plan.

FY 01: Plan implemented
and enhanced based on
CDC communications

Targets

assessment.

FY 00: Communication plan

developed.

Actual Performance

FY 02:

FY 01:

FY 00: Communication Plan

developed.

FY 99: Communications
Plan under development.

Ref.

Page
146

Performance Goal: Encourage state health departmentsto develop efficient and comprehensive public

health information and surveillance systems by promoting the use of Internet and by focusing on
development of standards for communications and data elements.

(*Note: Beginning in FY 1999, this initiative was expanded to address the need of major metropolitan areas for
health-sector dedicated communications systems to support detection and response to terrorist events with support

from the Public Health Response to Terrorism/Bioterrorism activity (see section 2.12 Bioterrorism)).

Performance Measures

The number of states with a
plan for a comprehensive
information network will be
increased.

The number of states who have

implemented a comprehensive
information network will be
increased.

Targets

FY 01: 20 states.

FY 99: 18 states.

FY 01: 9 states.

FY 99: 2 states.

Actual Performance

FY O1:

FY 99: 33 states.
FY 97: 14 states.

FY 01:

FY 99: 4 states
FY 98: O states.

Ref.

Page
146

Page
146

Performance Goal: Efficiently respond to the needs of our public health partners through the provision

of epidemiol ogic assistance.

Performance Measure

Based upon established
criterial for participation,
Epidemic Intelligence
Service (EIS) officers will
respond to at least 95% of
the requests for epidemic
assistance from domestic
and international partners

EIS Response to Requests:

FY 02:
FY 01:
FY 00:
FY 99:

Target

At least 95%.
At least 95%.
At least 95%.
At least 95%.

Actual Performance

EIS Response to Requests:

FY 02:
FY 01:
FY 00: 99%.
FY 99: 99%.

Ref.

Page
146

Performance Goal: Build expertise within CIOs to conduct prevention effectiveness studies of public
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health interventions.

Performance Measure

*Increase the number of
professional prevention
effectiveness staff and fellows.

Increase the number of staff in
ClOs who can use prevention
effectiveness methods.

(Measured by the number of
staff completing the annual
Prevention Effectiveness
Course).

Increase the number of
prevention effectiveness studies
conducted by ClOs.

Target

Number of Fellows:

FY 02: 43.
FY 01: 43.
FY 00: 40.
FY 99: 32.

Increase in Staff:

FY 02: By 110 persons.
FY 01: By 110 persons.
FY 00: By 80 persons.
FY 99: By 80 persons.

Increase in Studies:

FY 02: By 60 studies.
FY 01: By 60 studies.
FY 00: By 60 studies.
FY 99: By 60 studies.

Actual Performance

Number of Fellows:

FY 02:
FY 01:
FY 00: 32.
FY 99: 24.

Increase in Staff:

FY 02:

FY 01: 10/2001.
FY 00: 80 persons.
FY 99: 80 persons.
FY 98: 60 persons.

Increase in Studies:

FY 02:

FY 01: 10/2000.
FY 00: 60 studies.
FY 99: 7 studies.

Ref.

Page
146

Page
146

Page
146

Performance Goal: As a long-term objective, CDC will implement accessible training programs to
provide an effective work force for staffing state and local health departments, laboratories, and ministries

of health in developing countries.

Performance Measure Target Actual Performance Ref.
Provide for effective workforce FY 02: 90% of the second FY 02: Page
for staffing state and local and third classes of the 146
health departments and in other  Public Health Prevention
public health related Service (PHPS) will remain
organizations. in public health and 50% will

be working in state/local
health departments.
FY 01: 90% of the first and FY 01:
second classes of the PHPS
will remain in public health
and 50% will be workingin
state/local health
departments.
Continued... Continued...
Continued...
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Performance Measure Target Actual Performance Ref.
...continued. ...continued. ...continued. Page
146
Provide for effective workforce FY 00: 90% of the first class FY 00: Following
for staffing state and local of the PHPS will remain in graduation, 76% of the
health departments and in other  public health and 50% will be  first class remainedin
public health related working in state/local health public health and 26% are
organi zations. departments. working in state/local
health departments.
FY 99: 50 field assignees.
By FY 2001, implement the plan  FY 02: Finalize the FY 02: Page
to address needed changesin implementation of the second 146
EIS training methodologies phase of the plan. Prepare
identified in the evaluation final report on the
study. implementation process.
FY 01: Implement the FY 01:

Total Program Funding

second phase of the plan.

FY 00: Develop the plan.

FY 99: The second phase of
EIS evaluation will be
completed and the first phase
findings will be im plemented.

FY 00: Plan Developed.

FY 99: Second phase of
the EIS evaluation has
been completed. Results
of the first phase are
being implem ented.

(Dollars in thousands) FY 2002: $ 80,303 (Estimate)
FY 2001: $ 77,797 (Final Appropriation)
FY 2000: $ 68,817 (Actual)
FY 1999: 10/2001 (Actual)

2.5 Health Statistics

2.5.1 Program Description, Context and Summary of Performance

CDC'’s National Center for Health Statistics provides leadership in monitoring the health of the American
people and is a vital, unique resource for health information. As the Nation’s principal health statistics
agency, NCHS provides data to guide actions and policies to improve health of Americans. NCHS’s
mission is to monitor America’s health, and our activities mirror the multifaceted aspects of health and
health care.

In 1960, the National Office of Vital Statistics and the National Health Survey merged to form NCHS.
Since 1987, NCHS has been a part of CDC. NCHS has legislative authority for its programs under
Sections 304, 306, and 308 of the Public health Service Act. The Act authorizes data collection, analysis,
and dissemination of a broad range of health and health-related areas and provides specific legislative
authority to enable the Center to protect the confidentiality of information received in its surveys. In
addition, the Act provides for NCHS to undertake and support research, demonstration, and evaluations
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regarding survey methods and to provide technical assistance to State and local jurisdictions.

NCHS represents an investment in broad-based, fundamental public health and health palicy statistics
that meet the needs of a wide range of users. This investment has important payoffs in:
Tracking change in health and health care, particularly as major changes are occurringin private
markets and Federal and State policy. NCHS provides mechanisms for abtaining consistent,
uniform statistics that allow for comparison across population groups, types of health care
providers, and States.
Planning, targeting, and assessing the effectiveness of public programs.
Identifying health problems, risk factors, and disease patterns.

This type of information is important to understanding trends that allow NCHS to anticipate the future
directions in the health care system and in health be haviors.

NCHS data are used by virtually the entire range of public health and health policy com munities,
including:
Congress and other policymakers, to track major initiatives, set priorities for prevention and
biom edical research programs, and ev aluate outcomes;
Biomedical and health services researchers, to understand trends in diseases, the relationship of
observed risk factors to diseases, and the use of health services;
Public health professionals, to track major prev entable ilinesses, and evaluate the success of
intervention programs;
Individual physicians, in evaluating the health and risk factors of their patients (for example,
reference standards and norms for conditions such as cholesterol, body weight, and blood
pressure, and reference growth charts for children);
Actuaries, including those gauging the health of the Social Security and Medicare trust funds, and
setting premiums for health and life insurance; and
Businesses, such as pharmaceutical and food manufacturers, market research firms, consulting
firms, and trade associations.

Program Strategies and Activities: NCHS conducts a variety of programs designed to obtain and use
health statistics for the purpose of supporting decision-making and research on health. NCHS major data
systems are outlined below:
The National Vital Statistics System is a Federal/State partnership to produce key indicators of
health from birth and death certificates. Vital statistics are amongthe most fundamental public
health measures.
The National Health Interview Survey (NHIS) interviews over 100,000 persons each year to
monitor a broad range of health issues. The NHIS is frequently augmented by special
questionnaires on selected health topics; other interview surveys address focused topics.
The National Health Nutiition and Examination Survey (NHANES) is based on sophisticated
laboratory and examination centers that move around the U.S. to obtain standardized medical
information from direct physical exams, diagnostic procedures and lab tests.
The National Health Care Surveys provide a picture of how health care is delivered in the U.S. by
collecting data from sites including hospitals, emergency and outpatient departments, ambulatory
surgery centers, nursing homes, on a periodic basis.
Additional information on NCHS data systemsis available in the Appendix.

An integral part of NCHS’ work is the infrastructure and support of these data systems. These activities
include survey design, methods research, technology development, data analysis, and the evaluation of
data needs and uses that help direct future data activities.

Another key facet of NCHS’ work is the translation and dissemination of key health data for Congress, the
public, health researchers, policy-makers, and other constituent groups. NCHS is continually striving to
improve methods that will make raw statistics meaningful and interesting to an external audience, as well
as make our data more readily available to users. This includes:

1 supporting key DHHS initiatives, such as Healthy People 2010;
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1 establishing and expanding our partnerships with States, local agencies, and public and private
groups to promote capacity development and shared data systems and resources;

providing valuable health data via the Internet as quickly as possible;

maintaining the Research Data Center so that health researchers can use NCHS data;
creating fact sheets on key issues, available over the Internet for key issues; and

continuing to publish reports on high-priority issues.

These major data systems and related activities serve to support DHHS programs and policies by
providing health information for identifying and understanding health problems, tracking goals, and
evaluating programs. For example, NCHS data support the following DHHS priorities:

1 Address racial and ethnic differentials in health, by providing data to identify problems and
track progress;

Implement Healthy People 2010 by providing the underlying data infrastructure for setting targets
and tracking progress in meeting health objectives; and

Support GPRA by providing data to identify action areas and by providing neutral, objective
tracking data used across HHS agencies.

Partnerships and Links to DHHS Strategic Plan

NCHS collaborates in the development of types of information collected with the HHS Data Council, the
National Committee on Vital and Health Statistics, representatives from the States and users of NCHS
data inthe public and private sectors. Close cooperation with State vital statistics offices assure timely
reporting of data.

NCHS provides data to various other
Departments and Agencies through Performance goals were chosen to support these
collaborative efforts, including the Department overarching data needs. In order to meet the goals,
of Agriculture, the Environmental Protection the perfarmance measures identified must be met.
Agency, Department of Energy, Department of To thisend, NCHShas identified FIVE aggregate
Education, and Department of Defense. Within performan ce measures, i ncluding two new
HHS, NCHS collaborates with the National Measures:
Institutes of Health, Health Care Financing 1. Monitor trends in the Nation' s heslth
Administration, Agency for Healthcare through high quality data systems
Research and Quality, Health Research and addressing issues relevant to policy
Services Administration and the Administration makers.
on Aging. 2. Reducetime lags for release of core data
o oo . systems.
The mission of NCHS is linked to the following 3 Make data more readily accessie to
goals and objectivesin the DHHS Strategic decision-makers and researchers.
I?Ian. ) . . 4. Improveracia and ethnic data for
L Goal 5: Improve the nation’s public . . . .
L ) programmatic and pdicy ded sion-making
health systems (Objective 5.1); and (NEW)
1 Goal 6: Strengthen the nation’'s health ) .
science research enterprise and > Increase capacity for State and locdl level
enhance its productivity (Objectives data (NEW).

6.1-6.3 , 6.6-6.7).

NCHS performance measures are directly

linked to the HHS Strategic Plan, as several of the goals depend on NCHS data. By providing, timely,
quality data that is accessible, HHS is able to identify health problems and track the success of
interventions. For example, NCHS data are used to establish national estimates for morbidity and
mortality. In HHS Goal 1: Reduce Major Threats to the Health and Productivity of all Americans
(Objectives 1.1- 1.3, 1.6-1.8), NCHS data are used to determine the leading causes of death and their
underlying causes. Through the identification of these causes from NCHS data, programs throughout
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HHS focus on the reduction and elimination of risk factors, such as tobacco use or lack of physical
activity.

Other goals in the Strategic Plan that depend on NCHS data are:

. Goal 2: Improve the economic and socia well-being of individuals, families, and communitiesin
the United States (Objective 2.5 and 2.6);

. Goal 3: Improve Accessto Health Services and Ensure the Integrity of the Nation’s Health
Entitlement and Safety Net Programs (Objectives 3.1-3.3, 3.6, 3.9); and

. Goal 4: Improv e the Quality of Health Care and Human Services (Objectives 4.1 and 4.4)

Performance Summary
CDC has met or exceeded all FY 2000 Health Statistics performance measures.

1 With the return of the NHANES to field operations, all four of NCHS’ major data systems are in
operation, adding a critical dimension to the ability to monitor trends in the Nation’s
health—-through actual physical examinations. After successfully completing the pretest in 1999,
the latest NHANES is able to assess the status of the population relative to emerging health
issues such as physical fitness, tuberculosis, and exposure to volatile organic compounds.
NHANES will complete the first full year of newly automated survey, examination, and laboratory
methods, thereby updating survey methods to ensure more accuracy in the field.

1 The States and Local Area Integrated Telephone Survey (SLAITS) began field testing the survey
in 1999 and will begin full implementation in the fall of 2000. SLAITS will provide data to 50
states and the District of Columbia on children under 18 with special health care needs. It will
also provide state-specific estimates of health insurance coverage for all children, and national
estimates for the reasons why low-income uninsured children are not enrolled in Medicaid or
SCHIP. NCHS will continue to provide necessary technical assistance to the survey.

CDC exceeded the 5% reduction in time lag for the release of data from the major data systems.
This goal will be kept in future years to continually im prove the timeliness of NCHS data. Final
1998 birth data was released in March 2000, 15 months after the end of data collection. Thisis a
17% reduction from the baseline of 18 months.

Virtually all NCHS publications are now available on the Internet at the same time as they are
released in published form or earlier—an objective accomplished far ahead of schedule. NCHS
has been able to take advantage of technological advances, such as Internet data releases, to
make data more timely and accessible to users.

The NCHS Research Data Center has allowed for research in a secure environment, without
compromising the confidentiality of respondents. In 1999, a baseline was established to measure
how many users to the Data Center there were. In 2000, there were between 29 and 33
researchers using the Data Center (there were approximately 18 new research proposals and ten
to fifteen projects ongoing from last year).

NCHS has produced and released data in new formats to document trend, issues, and problems
in health. The Adolescent Health Chartbook, part of Health, United States, 2000, was completed
in July, 2000. A Congressional briefing, sponsored by the American Public Health Association
and multiple health organizations, was held in September 2000 to announce the release and to
discuss findings.

For the first time, charts from Health, United States, 2000 will be updated with current information
on the Internet, making data more timely and accessible to users and speeding up the release of
data on high-priority topics. Since the release, several charts have been updated via the Intemet,
allowing researchers and policy-makers to hav e the most up-to-date data.

1 NCHS was an active participant in the publication of the Federal Interagency Forum on Child and
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Family Statistics’ report, America’s Children: Key National Indicators of Well-being 2000, a
publication devoted to the health, economic status, and well-being of children.

Other reports on high-priority topics were released, including Variations in Teenage Birth Rates,
191-1998: National and State Trends.

Other NCHS data sets have been released on CD-ROMs or via the Internet speeding the release
of data even prior to the availability of a published report.

2.5.2 Goal-by-Goal Presentation of Performance

Performance Goal: Monitor trends in the nation’s health through high quality data systems addressing
issues relevant to decision makers.

Performance Measures Targets Actual Performance Ref.
Conduct ongoing surveys FY 02: Conduct four ongoing FY 02: Page
and data systems that data systems that produce 152
produce detailed trend detailed trend data.
data needed for
monitoring health. FY 01: Conduct four ongoing FY 01:

data systems that produce
detailed trend data needed for
monitoring health.

FY 00: Conduct four ongoing FY 00: Achieved.
data systems that produce

detailed trend data needed for

monitoring health.

FY 99: Conduct four ongoing FY 99: Achieved.

data systems that produce

detailed trend data needed for

monitoring health. FY 97: Baseline data used
in the conduct of 3 major
data systems.
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Performance Measures

Develop new monitoring
tools needed to address
emerging topics (e.g.,
State and Local Area
Integrated Telephone
Survey--SLAITS).

Develop new monitoring
tools needed to address
emerging topics.

Continued...

Targets

FY 02: NCHS will provide
necessary management,
oversight and technical support
prospective users of SLAITS
mechanism.

FY 01: NCHS will provide
necessary management,
oversight and technical
assistance to support prospective
users of SLAITS mechanism.

FY 00: With initiative fundingin
FY 2000, will provide necessary
management, ov ersight and
technical coordination to facilitate
the implementation of a survey on
children with special health care
needs.

FY 99: The development of
SLAITS, which includes conduct
of a pretest in 3 test sites
including one Indian Reservation,
will be finalized.

FY 02: Refine pans for
implementation of new tools for
better assessing racial and ethnic
data as well as other key health
issues.

FY 01: NHANES has been moved
to an ongoing data system andis
reflected in performance measure
la.

FY 00: NHANES will have
completed the first full year of
data collection using newly
automated survey, examination,
and laboratory methods that will
improve timeliness of data
release.

Continued...

Actual Performance Ref.
FY 02: Page
152
FY 01:

FY 00: Achieved.

FY 99: Achieved.

FY 98: Developed the
Welfare and Child Well-
Being and the Children’s
Health Insurance and Health
Care modules to the

SLAITS.

FY 02: Page
152

FY 01:

FY 00: Achieved.

Continued...
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Performance Measures

...continued.

Develop new monitoring
tools needed to address
emerging topics.

Increase participation in
NCHS surveys through
improved outreach with
communities,
constituents, States, and
policy-makers.

Targets Actual Performance

...continued. ...continued.

FY 99: Pretest conducted
and survey fielded.

FY 99: The development of
NHANES, including conduct of a
pretest, will be finalized.

FY 02: Continue to improve and

develop new approachesto

media and outreach, including

Congressional briefings, meetings

with state health departments, or

press releases.
FY 00: Baseline will be
established.

Performance Goal: Reduce time lags for release of core data systems by 5% per year.

Performance Measure

Reduce time lags for
release of core data
systems.

Continued on next page...

Target Actual Performance

FY 02: Reduce time lag of data FY 02:
release by 5%.

Vital Statistics (VS):

1. Release of 2000 final
mortality data in 18 months or
a 30% reduction from
baseline.

2. Release of 2000 final

natality data in 16 months or
an 11%reduction from
baseline.

3. Preliminary VS 2000 data
available within 9 monthsor a
10% reduction from baseline.
Health Care Surveys:

1. Release of 2000 National
Hospital Discharge Survey data
in 18 months or a 14%
reduction from baseline.
Health Interview Surveys:
Release of 2000 National
Health Interview Survey data in
20 months or a 23%
reduction from baseline.

Continued on next page...

Continued on next page...

Ref.

Page
152

Page
152

Ref.

Page
152
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Performance Measure

...continued.
Reduce time lags for

release of core data
systems.

Continued...

Target

...continued.

FY 01: The overall objective is
to reduce time lag of data
release by 5%.

Vital Statistics (VS):

1. Release of 1999 final
mortality data in 18 months or
a 30% reduction from
baseline.

2. Release of 1999 final
natality datain 16 months or a
11% reduction from baseline.
3. Preliminary VS 1999 data
available within 9 monthsor a
10% reduction from baseline.
Health Care Surveys:

1. Release of 1999 National
Hospital Discharge Survey data
in 18 months or a 14%
reduction from baseline

Health Interview Surveys:

1. Release of 1999 National
Health Interview Survey data in
20 months or a 23%
reduction from baseline.

FY 00: Time lag in release of
final VS will be reduced by 2
months. Currently data are
released within 21 months
following the end of the data
collection year.

FY 99: Reduce the time lags

for release of core data
systems by 5%.

Continued...

Actual Performance

...continued.

FY 01:

FY 00: Achieved.

FY 99: In 1999, NCHS met or
exceeded the 5% reductionin
time lag for the release of
data from the major data
systems.

Vital Statistics (VS):

1. Release of the 1997 final
mortality data in 18 months--
30%reduction.

2. Release of 1997 final
natality data in 16
months—11% reduction.

3. Preliminary VS 1995 data
was available within 10
months—11% reduction.

Continued...

Ref.

Page
152

04/09/01

CDC Performance Plan

Page 71



Performance Measure Target

...continued. ...continued.

Reduce time lags for
release of core data
systems.

Actual Performance

...continued.

Health Care Surveys:

1. Release of 1997 National
Hospital Discharge Survey
data on CD ROM in 20
months or a5% reduction in
time lag of data release.
Health Interview Surveys:

1. Release of 1997 National
Health Interview Survey data
in 20 months or a 23%
reduction in time lag of data
release from the baseline.

FY 96: Baseline data used
for core data systems are as
follows:

Vital Statistics (VS):

1. Release of 1993 final
mortality data in 26 months.
2. Release of 1994 final
natality data in 18 months.
3. Preliminary VS 1995 data
was available within 10
months.

Health Care Surveys:

1. Release of 1995 National
Hospital Discharge Survey
Health Interview Survey data
in 21 months on CD-ROM
series 10 No. 9 issued
February 1997.

Health Interview Surveys:
Release of 1994 National
Health Interview Survey data
within 26 months on CD-Rom
series 10 No. 9 issued
February 1997.

Health Examination Surveys:
NHANES Il 2" half (1991-
1994) available in 31 months
CD-ROM series 11 No. 1A
issued July 1997 NHANES.

Ref.

Page
152
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Performance Goal: Make data more readily accessible to decision makers and researchers.

Performance Measure Target Actual Performance Ref.
Make health statistics FY 02: Maintain current FY 02: Page
available via the Internet. products. 152

FY 01:

FY 01: Develop at least one
new product for the Internet,
e.g., Health E-STAT-Internet -
only data release or Statis-
tical Export and Tabulation
System (SETS) interface
enabled for the Web.
FY 00: Achieved.
FY 00: Monthly vital statistics
reports will be available to be
viewed, searched, and
downloaded via the Internet
within 4 months of data release.
FY 99: Achieved.
FY 99: Monthly vital statistics
reports will be available to be
viewed, searched, and
downloaded via the Internet
within 4 months of data release.
FY 96: Within 6 months of
data release.

Release statistics in new FY 02: Maintain reports in FY 02: Page
formats to speed the release current formats. 152
of data on high-priority
topics. FY 01: Release one report in FY 01:

new format.

FY 00: Release one report. FY 00: NCHS has released

Variations in Teenage Birth
Rates, 1991-1198: National
and State Trends. We
expect to release
America’s Children: Key
National Indicators of Well-
being in July, and the 2000
Adolescent Health
Chartbook is expected in
the fall.

Continued... Continued... Continued...
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Performance Measure

...continued.

Release statistics in new

formats to speed the release

of data on high-priority
topics.

Allow non-NCHS
researc hers to access
detailed data files in a

secure environment, without

jeopardizing the
confidentiality of
respondents — through the
NCHS Data Center.

Continued...

Target

...continued.

FY 02: 50 researchers outside
of NCHS Data Center.

FY 01: 50 researchers outside
of NCHS Data Center.

FY 00: Establish an NCHS Data
Center, which will allow non
NCHS researchers to access
detailed data files in a secure
environment, without
jeopardizing the confidentiality
of respondents-- 30 researchers
outside of NCHS utilizing the
NCHS Data Center.

Continued...

Actual Performance

...continued.

FY 99: 1999 Health and
Aging Chart book published
in October 1999. NCHS
was an active participant in
the publication of Federal
Interagency Forum on
Child and Family Statistics.
1998 published America’s
children: Key National
Indicators of Well-being.
Published Blood Folate and
Vitamin B12, United
States, 1994-1998.

NCHS released CD-ROMs
of data, e.g. 1997 Final
Natality data with the
Statistical Export and
Tabulation System - a
desktop interface system
making analysis of data
sets more user friendly.

FY 98: Teenage Births in
the United States: National
and State Trends 1990-96
was published.

FY 02:

FY 01:

FY 00: Thus far,
approximately 10 new
researchers have
submitted proposals to the
Data Center and are
expected to begin work this
year. 10-15 projects are
ongoing from last year.

Continued...

Ref.

Page
152

Page
152
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Performance Measure

...continued.

Allow non-NCHS
researc hers to access
detailed data files in a

secure environment, without

jeopardizing the
confidentiality of
respondents — through the
NCHS Data Center.

Produce reports and
publications that document
trends, issues, and
problems in health.

Target

...continued.

FY 02: Produce reports and
publications that document
trends, issues, and problems in
health.

FY 01: Produce reports and
publications that document
trends, issues, and problems in
health.

FY 00: Produce reports and
publications that document
trends, issues, and problems in
health.

Actual Performance Ref.
...continued. Page
152

FY 99: (Baseline year)
Based on partial year of
operation for the NCHS
Data Center, 17 projects
completed; 6 data sets
made available to external
investigators and 3 test
onsite researchers using
the Data Center.

FY 98: Development of the
NCHS Data Center was

completed.

FY 02: Page
152

FY 01:

FY 00: Achieved. Health,
United States, 2000, with
Adolescent Health Chart
book was released in July
2000.

FY 99: Health in the United
States, 1999, the report on
health status of the Nation,
with Health and Aging
Chart book - September
1999.

FY 98: Health, United
States, 1998, with
Socioeconomic Status and
Health Chart book.

FY 97: Health, United
States 1996-97 and Injury
Chart book.
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Performance Measure Target Actual Performance Ref.

Increase the number of FY 02: a) Increase number of FY 02: Page
articles published in peer- articles by non-NCHS 152
review journals (Journal of researchers by 10% over 5

the American Medical years.

Association, New England

Journal of Medicine, etc) b) Increase number of articles

that utilize NCHS data. by NCHS researchers by 10%

over 5 years.
FY 00: Baseline to be

determined.
Increase the number of FY 02: Increase the number of Page
people who obtain key people who obtain microdata 152
health information from the files from web site by 5% (To
NCHS web site. be adjusted once baseline is

determined).
FY 00: Baseline to be
determined.

Performance Goal: Improve racial and ethnic data for programmatic and policy decision-making.

Performance Measure Target Actual Performance Ref.
Increase the number of FY 02: To be determined FY 02: Page
subgroups with available data when template is complete. 152
in the Healthy People 2010
template. FY 00: To be determined.

Performance Goal: Increase capacity for state and local Data.

Performance Measure Target Actual Performance Ref.
Work with partners on efforts  FY 02: To be determined Page
to implement electronic death  after baseline is set. 152
registration systems to FY 00: To be determined.

improve the timeliness and
accuracy of vital health data.

Total Program Funding FY 2002: $126,978 (Estimated)
(Dollars in thousands) FY 2001: $121,966 (Final Appropriation)
FY 2000: $111,802 (Actual)
FY 1999: 10/2001 (Actual)

Verification/Validation of Performance Measures: The National Center for Health Statistics will maintain
administrative docum entation that verify performance of these objectives through contractor reports,
pretest reports, proceedings from meetings of scientific partners, copies of publications, and records of
times data available on the Internet.
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2.6 HIV/AIDS, STD, and TB Prevention

2.6.1 Program Description, Context and Summary of Performance

2.6.1a HIV/AIDS

Domestic Activities

HIV remains a deadly infection for which there is no vaccine or cure and for which there are limited
treatments. Through December 2000, a total of 775,299 persons in the U.S. had been reported to have
AIDS, and more than 448,060 of them have died. CDC estimates that 800,000-900,000 people are living
with HIV in America, and as many as one third don’t even know they have the virus. And, despite
tremendous successes in HIV prevention over the past decade, the number of new HIV infections each
year (incidence) in the United States remains unacceptably high. Although incidence has decreased
substantially from the high of 150,000 cases per year in the late 1980s, CDC estimates that some 40,000
Americans become infected with HIV every year.

HIV poses a high economic burden as well. Researchers estimate that the discounted cost of lifetime
treatment for a person with HIV now averages about $155,000. With 40,000 people infected yearly,
America faces an additional annualized cost of more than $6 billion each and every year; the amount
CDC spends on preventing new infections pales in comparison.

The face of the HIV epidemic is changing. More people of color (especially women) and young people,
are becoming infected with HIV. Among men, the majority of new infections, nearly 60%, continue to be
among MSM (men who have sex with men). Recent evidence of resurgent unsafe behaviors and
outbreaks of other sexually transmitted diseases (such as syphilis and gonorrhea) among MSM
underscore the importance of sustaining and improving prevention efforts for this population. At this point
in the epidemic, it is time for CDC to undertake a new strategic plan for HIV prevention.

Over the past two years, CDC has involved over 100 experts in public health, prevention science and
affected and infected communities to devise a five-year strategic plan with five goals, under an
overarching goal to cut the number of new HIV infections annually in the United States by half to an
estimated 20,000 per year by 2005. The five goals are: (1) Decrease by at least 50% the number of
persons at high risk for acquiring or transmitting HIV infection by delivering targeted, sustained and
evidence-based HIV prevention interventions; (2) Through voluntary counseling and testing, increase
from the current estimated 70% to 95% the proportion of HIV-infected people in the United States who
know they are infected; (3) Increase from the current estimated 50% to 80% the proportion of HIV infected
people in the U.S. who are linked to appropriate prevention, care, and treatment services; (4) Strengthen
the capacity nationwide to monitor the epidemic, develop and im plement effective HIV prevention
interventions and evaluate prevention programs; and (5) Assist in reducing HIV transmission and
improving HIV/AIDS care and support in partnership with resource-constrained countries. To achieve
these goals, additional resources for HIV prevention will be required. Resources will be invested
according to the prioritiesidentified in the plan. CDC will adjust performance measures asthe strategic
plan is implemented.

To accomplish these goals, CDC uses surveillance and research to target efforts and help determine
which prevention messages and intervention strategies have been, or are likely to be, effective. CDC
provides financial and technical support for intervention programs at the state and community level.
Finally, CDC evaluates effortsto make sure that resources are being used in ways that are both effective
and efficient.
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Research consistently shows the prevention benefit of early diagnosis and ongoing care and services for
people living with HIV. Behavioral science continues to shed light on the best ways to motivate people to
adopt and maintain safer behaviors, reducing their risk of acquiring HIV if they are seronegative or of
transmitting HIV if they are already infected. It is also thought that new antiretroviral therapies may
reduce infectiousness. In addition to leading longer and healthier lives, people who receive ongoing care
for HIV disease and services to address other needs, such as substance abuse, lead safer lives—they are
more likely to adopt and maintain safer sexual behaviors. Thus, early diagnosis and referral into
prevention services, care and treatment have important prevention functions. CDC funds extensive
programs of counseling, testing, referral, health education, risk reduction, school-based education, and
public information to address these issues.

Research also clearly demonstrates the benefits of community-level HIV prevention programming to
preventthose at risk for HIV from becoming infected. CDC’s mechanism for supporting communities in
the identification of local HIV prevention priorities is called HIV Prevention priorities is called HIV
prevention community planning. Community planning empowers local communities across the Untied
States to use epidemiologic and surveillance data, behavioral science and other scientific information to
make informed decisions about where and how to target resources, and is an integral part of CDC'’s Five-
year strategic plan. CDC funds State and large city health departments to conduct HIV prevention
programs using the community planning process to guide their efforts. Both CDC and State and local
health departments fund com munity-based organizations to minority communities. CDC scientists and
program consultants provide technical assistance to these providers, support HIV prevention community
planning groups that bring all stakeholders together to plan prevention activities, and help grantees build
capacity to carry out these activities successfully. Technical assistance includes direct training, guidance,
consultation and ev aluation as well as dissemination of effective interventions, prevention programs,
training and evaluation activities.

As people of color are disproportionately affected by the HIV epidemic, resources have been targeted to
address HIV prevention and intervention needs among racial and ethnic minorities. Beginning in FY
1999, CDC has received additional funding through the Minority AIDS Initiative to augment existing
prevention efforts reducing disparities in health among ethnic and racial minorities. Funding has
supported a variety of targeted programs including programs by faith-based organizations,
communications activities to increase knowledge of serostatus, and programs by CBOs serving gay men
of color. For example, CDC funded 34 CBOs in FY 2000 through a program to develop and test
innovative strategies to increase knowledge fo HIV status. These funds help communities build the basic
services and infrastructure needed to implement HIV prevention programs and link HIV-infected and at-
risk individuals to other health and social services. Resources are also targeted to reach other high risk
populations, including youth, women and incarcerated individuals.

In addition, since FY 1999, CDC has provided additional funds to teth health de partments of 14 States,
the District of Columbia, and Puerto Rico to support programs that help prevent perinatal (from mother to
child) transmission of HIV. Perinatally acquired AIDS has dropped dramatically since the early 1900s,
due to the rapid implem entation of the use of zidovudine (ZDV) to prevent perinatal transmission. The
additional funds provided by CDC help insure that more HIV-infected pregnhant women have access to this
intervention.

CDC also supports special projects aimed at addressing HIV in correctional facilities. U.S. prisons and
jails now hold about 2 million inmates. Approximately 12 million persons pass through U. S. prisons and
jails and are released into the community annually, mostly from city and county jails. The prevalence
rates for HIV/AIDS are significantly higher among inmates and releaseees, especially women and
adolescents, than in the total U.S. population. Of the estimated 220,000 persons living with AIDS in 1996,
almost 39,000 (17%) passed through a correctional facility that year. The confirmed AIDS case rate
among prisoners (0.51%) was more than 5 times the U.S. rate. Racial and ethnic minorities are
disproportionally represented in incarcerated populations, and approximately 80% of prisoners have a
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history of substance abuse, including alcohol use. Most facilities lack comprehensive intake and
discharge planning to link releases with community-based providers for healthcare, substance abuse
treatment, and other services. To addressthese issues, CDC's strategies for correctional facilities are
based on a community approach that includes the collaborative efforts of correctional institutions, public
health, and community-based health care and social service organizations. In FY 1999, with Minority
AIDS Initiative funding from DHHS, CDC and the Health Resource and Services Administration (HRSA)
jointly developed and funded a corrections demonstration project with 7 State health departments to
design and implementinnovative HIV prevention, care, and continuity of care programs forinmatesin
jails, prisons, or juvenile detention centers. Projects were also funded to provide technical support for
these demonstrations and help highly impacted communities develop capacity to address HIV/AIDS
prevention in correctional settings.

These HIV prevention efforts among targeted populations are effective and essential to the reduction of
HIV infections.

CDC also supports HIV school health education to reach the 53 million young people who attend more
than 117,000 schools across the nation each day. Scientific evidence has been steadily mounting to
confirm that school health programs can efficiently reduce certain risk factors and health problems among
large populations of young people. Moreover, research has demonstrated that HIV education in schools
can be effective in reducing risk behaviors among youth. CDC'’s efforts to help state and local education
agencies implement HIV prevention education programs in schools nationwide include teacher training
programs, dissemination of model policies and effective prevention programs, evaluation and technical
assistance. The performance measures for this aspect of CDC'’s HIV/AIDS prevention program monitor
students’ exposure to HIV/AIDS prevention education in schools and youth behaviors that effect their risk
of becoming infected with HIV. The selected GPRA measures are derived from epidemiologic modeling
that describes the connections and interrelationships of policies and programs; knowledge, attitudes, and
skills; health behaviors; and health outcomes.

International Activities

Globally, nearly 6 million people become infected with HIV each year, including more than 500,000
children. The HIV/AIDS pandemic has had a devastating impact on countries in sub-Saharan Africa. By
the end of 1999, 23 million adults and children had been infected, 12 million had died, and 11 million
children had been orphaned. This has had a devastating toll on families resulting in loss of income,
ongoing costs for care of family member with AIDS and AIDS relatedillness, and the dissolution of basic
family and community structures. In addition, current HIV surveillance and other data reveal an emerging
HIV epidemic of similar magnitude in India. The U.S. Government considers the AIDS crisis in Africa and
India as an issue of critical importance to the national security of all African nations and Indiaand is
resolute in making a substantial commitment to assisting the governments in Africa and India to address
this epidemic.

In FY 2000, the U.S. Government launched the Leadership and Investment in Fighting an Epidemic
(LIFE) initiative to slow the HIV/AIDS epidemic in 14 countries in Africa and in India. The Centers
for Disease Control and Prevention (CDC) in association with other Departm ent of Health and Human
Services (DHHS) agencies is working in close collaboration with the U.S. Agency for International
Development (USAID) and other federal and |ocal agencies to implement the LIFE initiative.

LIFE Initiative Countries FY2000
Botswana Rwanda
Cote d’'lvoire Senegal
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Ethiopia South Africa

India Tanzania
Kenya Uganda
Malawi Zambia
Mozambique Zimbabwe
Nigeria

With an initial appropriation of $35 million in FY 2000, CDC laid the groundwork for the LIFE initiative.
CDC brought together experts from other U.S. government and international agencies, to develop a
technical strategies document. This document 1) summarizesthe best practices in the technical areasin
which CDC will be working, 2) presents the CDC approach to its LIFE programs, and 3) provides a
roadmap forimplementation. In addition, a team of 2-4 CDC staff visited each of the 15 initial LIFE
countries. These teams presented the LIFE initiative to in-country partners, assessed the country’s HIV
priorities and needs, and drafted a program plan that identified priority areas for CDC’s in-country LIFE
activities. CDC created a series of agreements with US governmental and non-governmental agencies
including HRSA and USAID, as well as international organizations such as UNAIDS, to more rapidly
implement its in-country LIFE programs. Finally, CDC identified and assigned individuals for in-country
assignments to implement the CDC-LIFE program plans. At present, 34 individuals have been identified
to staff the offices in 13 of the 15 LIFE countries.

In FY 2001, CDC received an increase of $69.5 million (for a total of $104.5 million) for global HIV/AIDS
programs. Within the total, $3 million was provided through CDC to support HRSA activities aimed at
improving professional education and training. CDC will continue to work closely with USAID, the
Department of Defense, the Department of Labor, NG Os and international institutions. With this increase,
CDC proposes to:

1 Continuing to implement HIV prevention and care programs and expand to scale programs in the
initial LIFE countries in collaboration with USAID and other partners.
1 Expanding activities to Asia, Latin America, and other countries in Africa including Angola, Brazil,

Cambodia, the Democratic Republic of Congo, Guyana, Haiti, Namibia, Thailand, and Vietnam.
Providing expert technical and administrative assistance to in-country CDC-GAP staff.
Continuing to strengthen links with other governmental and non-governmental organizations to
implement CDC-LIFE programs more efficiently.

Partnerships and Links to DHHS Strategic Plan

These HIV prevention objectives relate to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans and more specifically to Objective 1.6: Reduce unsafe sexual behaviors and
Objective 1.7: Reduce the incidence and impact of infectious disease.

CDC continues to work closely with the Health Resources and Services Administration to ev aluate access
to care, and to evaluate the extent to which States’ efforts have been effective in reducing perinatal
transmission of HIV. CDC is collaborating with the Substance Abuse and Mental Health Services
Administration and the National Institute on Drug Abuse on issuesrelated to transmission of HIV/AIDS in
the injecting drug using population. A working group has also been established to address health care
issues in correctional institutions. Development and implementation of the plan to Eliminate Racial and
Ethnic Health Disparities is an inter-agency effort within DHHS.

CDC will expand upon existing partnerships with USAID, UNAIDS cooperating agencies (World Health
Organization, UNICEF, UNDP, and the UNFPA), sister agencies within the Department of Health and
Human Services, other Federal agencies, and an anticipated 15 U.S.-based non-governmental
organizations (NG O’s) working in HIV prevention in the aforementioned countries in regions.
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Performance Summary
The following is an elaboration of the performance goals and measures provided in the goal-by-goal
performance presentation in this document.

Domestic Programs
Surveillance of HIV

CDC has a mandate to work with state health departments and the Council of State and Territorial
Epidemiologists (CSTE) to monitor incidence, prevalence, morbidity and mortality from all notifiable
diseases. CDC works with states to produce HIV surveillance data, which are in turn used by states to
guide their prevention programs, care and treatment programs funded by HRSA, as well as other
programs funded by SAMHSA and HUD. At the national level, surveillance data is used by HRSA and
CDC to guide the allocation of funding among states. CDC is currently working with HRSA to develop an
epidemiology profile which will provide, in a single document, all of the epidemiologic information both
agencies need to guide their programs.

Historically, newly reported AIDS cases (AIDS incidence) have served as the basis for assessing needs
for prevention and treatment programs. However, potent new antiretroviral therapies can delay or may
even prevent the development of AIDS in a growing number of HIV-infected persons. AIDS incidence is,
therefore, no longer the most appropriate means of describing the needs of different populations and HIV
reporting data are increasingly necessary to monitor the effect of the epidemic. However, HIV data are
not available from every state. CDC is working with states to assist them in implementing HIV reporting
and is studying methods to estimate HIV incidence nationally. In the meantime, until HIV data are
available nationwide, CDC will continue to use AIDS data to report nationwide statistics.

Measuring HIV incidence and prevalence in selected high-risk populations: Until HIV data are
available nationwide, data on the number of persons living with AIDS (AIDS prevalence), together with the
data on the prevalence of those with a diagnosis of HIV infection (where available), will prove more useful
than AIDS incidence data for public health planning purposes. AIDS incidence data will be more useful in
identifying populations that were diagnosed late with HIV infection or require improved access to timely
testing and treatment. Beginning in 2001, new methodologies are expected to be available to measure
HIV incidence. Because the proposed incidence studies will be more complex and expensive than the
prevalence studies of the past, it is not feasible to include as many study sites. Therefore, the numbers of
sites will decrease from 53 to 30.

Number of States that conduct HIV case reporting: In 1999, CDC released the “CDC Guidelines for
National HIV Case Surveillance including Monitoring for HIV Infection in AIDS.” As of December, 2000,
41 states, Puerto Rico, Guam and the Virgin Islands conducted surveillance for HIV infection. CDC
anticipates that by 2003, pending available resources, all States will have implemented HIV surveillance
as an extension of their AIDS surveillance activities.

Percent of States adopting recommended security and confidentiality standards: Because survival
rates have improv ed for HIV-infected persons, public health and community groups have raised concerns
about the confidentiality of HIV surveillance data. These concerns could hamper State-based initiatives
to include HIV case surveillance as part of their ov erall HIV prevention plan. Therefore, CDC has issued
technical guidance for security procedures that include enhanced confidentiality and security activities. At
the federal level, HIV/AIDS surveillance data are protected by several federal statutes, which ensure that
CDC will not release HIV/AIDS surv eillance data for non-public health purposes. In addition, encrypted
data, rather than names are provided to CDC. Further, to maintain the confidentiality of persons in whom
HIV infection has been diagnosed, CDC has recommended additional standards to enhance the security
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and confidentiality of HIV and AIDS surveillance data. In FY 2000, 100% of States continued to maintain
security and confidentiality standards.

Increase Participation by federally supported U.S. hemophilia treatment centers (HCTS) in the
Universal Data Collection (UDC) system: Acute blood-borne viral infections are monitored in the
hemophilia population through patient enroliment in the Universal Data Collection (UDC) system. The
UDC began in May 1998 and continues to enroll persons affected with bleeding disorders. Viral testing
and reporting of these acute infections is closely monitored. This specimen bank can also be used for
look-back investigations for other blood-borne diseases. In FY 99 and 00, performance exceeded set
targets because CDC brought centers online at a more rapid pace than expected. Past performance
should not affect future target goals since the hemophilia population is finite and patients re-enroll on an
annual basis.

Expanding Surveillance for unusual HIV variants: During the 1990s, 2 groups of unusual HIV-1
isolates (group O and group N) were identified in Africa. These viruses are important because they are
not consistently detected by the currently-licensed tests used for routine diagnostic testing and blood
screeningin the US. CDC isconducting surveillance for these viruses and for other immunosuppressive
retroviruses which may not be detected by current HIV screening protocols. The data obtained from these
surveillance activities are shared with appropriate Federal agencies to inform discussions of blood
screening practices in the US and to make appropriate recommendations for modifi cations or
reconfigurations of screening assays.

Measuring access to care, adherence to treatment, and impact of antiretroviral therapy
(ART) on long-term survival

Expand the number of States that are able to measure: 1.) Access to care; 2.) Adherence to
treatment; and 3.) Impact of antiretroviral therapy (ART) on long term survival: Through a variety
of studies, CDC funds State (and city) health departments to collect information on care-related issues
such as accessto care, adherence to treatment, and impact of care and treatment on long-term survival.
Population-based data on access and adherence to HIV care and on long-term survival of those who are
infected can inform both care and prevention programs. Population-based surveillance captures data on
persons who receive care through the private sector, through Medicaid, or through HRSA funded
programs, as well as persons who do not receive care at all. Access to care data provide information on
which populations are being diagnosed and linked to care late in the course of their infection, thereby
identifying missed opportunities for early testing, care and prevention services. Data on adherence to
treatment identify people who are at increased risk for morbidity and mortality because they are not
adhering to treatment. In addition, since non-adherence leads to the development of drug-resistant viral
strains, data on adherence to therapy identifies areas where surveillance for drug-resistant strains may be
necessary. CDC aims to increase information on adherence to care by increasing the number of states
funded, as resources become available. Data on changes in long-term survival also identify populations
under served by prevention and care programs. In FY 2001, the number of states monitoring access to
care and adherence to treatment increased. The number of states monitoring the impact of ART on long-
term survival remained the same.

Refine methods for measuring long-term survival: Midway through the 1990's, effective therapies
became available for HIV-infected persons. Their effects on decreases in AIDS incidence and in deaths
were detected at the population level through surveillance as early as 1996. As the number of deaths
have decreased, AIDS prevalence has steadily increased year to year. Long term survival data can assist
Federal, State and local programs in planning, directing, and improving the clinical management of HIV
and AIDS.

Decrease the number of diagnosed AIDS cases

04/09/01 CDC Performance Plan Page 82



Marked declines in AIDS incidence began in 1996 and continued into 1998 in association with the
widespread use of potent antiretroviral therapies. The rates of decline in AIDS incidence slowed during the
latter part of 1998 and 1999. In 1999, the number of cases each quarter stabilized or fluctuated slightly in
most populations and geographic areas. As deaths have decreased, the number of persons living with
HIV/AIDS has increased. If the number of new infections does not decrease in the number of persons
living with HIV and AIDS is expected to continue to increase slightly each year. The increasing numbers of
persons living with HIV and AIDS provides further evidence of the importance of continuing CDC
prevention programs. At the end of 2000, approximately 319,000 persons who had been reported to have
AIDS were alive.

There are multiple reasons for slowing of the decline in AIDS incidence. These may include: reaching the
limits of therapy in extending survival; failing therapies due to treatment-resistant viral strains; late HIV-
testing; inadequate access to and adherence to treatment in some populations; or recent increases in HIV
incidence in some risk groups. To achieve further declines in AIDS incidence and deaths, HIV-infected
persons must seek testing earlier in the course of their disease, and receive and adhere to complex
treatment regimens. In addition, new HIV infections must be prevented.

Surveillance data reported through June 2000 shows shamly declining rendsin perinatal AIDS cases; this
decline was strongly associated with increasing ZDV use in pregnant women who were aware fo their HIV
status. More recently, treatment with highly active antiretroviral therapy also likely impacted trends in
perinatal AIDS incidence. With efforts to maximally reduce perinatal HIV transmission and increase
treatment of those infected, declines are likely to continue, but may be impacted by treatm ent failures and
missed opportunities to prevent transmission. National HIV surveillance data is needed to more closely
monitor recent perinatal HIV incidence.

CDC HIV prevention programs are aimed at preventing new infections, increasing knowledge of HIV status
through voluntary counseling and testing, and linking infected persons with prevention, care, and treatm ent
services. These goals are outlined in CDC’s HIV Prevention Strategic Plan. Increasingly, however,
preventing progression to AIDS among those who are already infected seems to be dependent upon the
availability, receipt and adherence to care and treatment services—activities beyond the scope of CDC'’s
programs.

For this reason, CDC proposes new measures for FY 2001 and 2002 related to the overall goal of reducing
AIDS incidence. These are toincrease early diagnosis of HIV infection (before progression to AIDS)
among persons who acquire their infection through heterosexual transmission, injecting drug use, and male
to male sexual contact.

CDC will continue to estimate reductions in HIV incidence as it develops better methodologies for doing so.
Funding increasesreceivedin 2001 and requested in 2002 are anticipated to reduce new HIV infectionsin
the U.S. in subsequent years. Declinesin incidence from programs funded in 2001 will first be achieved in
2002, and will be reported upon in 2003. Further declines, supported by increases requested in 2002
would be achieved in 2003 and reported upon in 2004.

CDC will also continue to measure its performance in reducing perinatal AIDS transmission, and in
reducing new infections. CDC will continue to report AIDS incidence data in its surveillance reports, but
will use the measure described abov e to assess the performance of its programs.

Increase Testing Return Rates

Increase percent of HIV-infected persons who return for their results and posttest counseling: In
the area of counseling and testing for HI'V, a number of factors were considered in estimating the
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improvement in the percent of persons who return for their HIV tests. The objective addressing this issue
is based upon an annual evaluation of approximately 2.0 million HIV tests, reported from nearly 10,000
sites, each with varying test return rates. Improvements in testing technologies may make “results while
you wait” a possibility in some settings, and the value of retaining this as a performance objective for more
than the next few years questionable.

In FY 2000, CDC revised its previous GPRA measure to corespond and be consistent with Healthy People
2010 goal 18.8:"Increase to at least 80 percent the proportion of HIV-infected people who know their
serostatus.” The previous CDC goal was to improve testing return rates among persons who are tested for
HIV.

Improve HIV intervention and prevention programs and continuity of care

CDC will provide technical assistanceto States to help evaluate HIV prevention programs: The
purpose of this evaluation program is to develop, test, and implement evaluation systems and tools which
States can use to assess their activities and improve their HIV prevention programs. In FY 2000, CDC
developed and published a guidance document to assist state health departmentsin implementing HIV
prevention programs. In addition, training and technical assistance was provided to help states implement
the guidance. Technical assistance activities focus on how to incorporate CDC'’s evaluation framework
encompassing process evaluation and where possible outcome monitoring and outcome evaluation.
States will devel op ways to determine whether their prevention programs achieved the proposed goals and
objectives.

Provide technical assistance to Statesto expand disease intervention and prevention activities in
correctional settings (federal, State, and local): In FY 1999, CDC began several projects which provide
technical assistance to State health departments, correctional facilities, and local com munity-based
organizations that want to offer disease intervention and prevention activities to HIV-infected inmates.
With CDC and HRSA funding, tools for curriculum building, needs assessment, and capacity building have
been dev eloped which will assist interested agencies in creating an intervention program for high-risk
inmates. CDC has also collaborated with SAMHSA and HRSA to offer a cross-training curriculum on
substance abuse and infectious disease. These activities are currently targeted to seven demonstration
sites for inmate continuity of care (CA, GA, FL, IL, MA, NJ, and NY.) CDC plans to increase the provision
of technical assistance by 10% in FY 2001 and by 25% in FY 2002.
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Increase the capacity of community-based organizations providing HIV prevention services to
persons of color

Fund community-based organizations to provide priority HIV prevention services to high risk
individuals, including HIV-infected persons: Recently, with funding from the Minority AIDS Initiative
(MAL), including MAID funding from DHHS, CDC has been able to expand the number of awards to directly
funded CBOs. In 1999 and 2000, over 90 additional awards were made, bringing the current number of
awards to directly funded organizations to more than 230. The majority of these programs address the
needs of persons who are considered to be at high-risk for HIV infection, including men who have sex with
men, injecting drug users, youth, homeless persons, sex workers, and/or incarcerated persons.

Fund Community Coalition Planning and Implementation Projects to expand community
demonstration projects: CDC has recently awarded 20 grants for community coalition planning projects
intended to sustain, improve, and expand HIV prevention services for racial/ethnic minority populations.
In FY 2000, CDC extended the planning phase of this grant for an additional year. In FY 2001, CDC plans
to fund a subset of 10 of these granteesto implement community coalition development projects.

HIV Prevention among school-aged youth

CDC continues to fund 56 State and territorial education agencies, 18 local education agencies, and 41
national non-governmental organizations to implement HIV prevention education programsin schools
nationwide. The performance measures for this aspect of CDC HIV/AIDS prevention program monitor
students' exposure to HIV/AIDS prevention education in schools and youth behaviors that affect their risk
of becoming infected with HIV.

Achieve and maintain 90% of high school students obtaining HIV/AIDS prevention education: In FY
1999, CDC reached its performance targets regarding school health. The data from the 1999 Youth Risk
Behavior Surveillance System (Y RBSS) demonstrate that 91% of high school students have been taught
HIV/AIDS prevention in school. The target for this FY 1999 measure (i.e., to achieve and maintain the
percentage at 90% or greater) indicates a significant increase was achieved from 1991 (83%) to 1997
(92%.) Continued increases will be relatively small at this point in the epidemic because the remaining
schools are unlikely to be convinced of the importance of providing HIV/AIDS prevention education. This
measure will remain because it is highly relevant and important to prevention efforts.

Increase the proportion of adolescents (grades 9-12) who abstain from sexual intercourse or use
condoms if currently sexually active: In FY 2000, CDC decided to remove two of its previous HIV
GPRA measures (i.e., never having intercourse and using condoms if sexually active) and replace them
with the a single measure: the leading health indicator on responsible sexual behavior from Healthy People
2010: "Increase the proportion of adolescents who abstain from sexual intercourse or use condoms if
sexually active." In addition, this new measure is consistent with language in the draft CDC HIV
Prevention Plan which states “our nation’s efforts should increase the proportion of adolescents who
consistently engage in behaviors that reduce risk of HIV acquisition or transmission.” The 1999 YRBSS
data indicates that the proportion of adolescents (grades 9-12) who abstained from sexual intercourse or
used condoms if currently active was 85%. Because this measure was recently developed and adopted for
use (May 2000), a

FY 1999 target was never established.
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Increase the proportion of Blacks or African American adolescents (grades 9-12) who abstain from
sexual intercourse or use condoms if currently sexually active; and

Increase the proportion of Hispanic or Latino adolescents (grades 9-12) who abstain from sexual
intercourse or use condoms if currently sexually active: To address the issue of health disparities
among ethnic groups, two additional measures were added to address the Black or African American and
Hispanic/Latino populations. Surveillance summaries demonstrate that these two ethnic groups are
disproportionately affected by HIV/AIDS and, consequently, warrant special attention. By including these
two new measures, CDC acknowledges the importance of the Healthy People 2010 overarching goal to
eliminate health disparities. In addition, the inclusion of the two new measures complements the purpose
of CDC's Racial and Ethnic Approaches to Community Health (Reach 2010) Demonstration Program.

HIV Prevention Limitations

Overall, the following external factors continue to affect CDC's ability to accomplish the goals and
objectivesfor the HIV program:

. All States do not have the required reporting in place to support an integrated surveillance system
that includes both AIDS and HIV case reporting.

. It is difficult for CDC and its partners to ask explicit que stions about adolescents’ sexual be haviors.

. For prevention education programs, sensitive issues exist such as abstinence vs. condom use and
needle exchange.

. Surveillance staff at the State/local lev el have limited capacity for collecting, analyzing, integrating
and interpreting data for State/local program usage.

. Recent advances in highly effective antiretroviral medications that allow people to live longer with

HIV have led some people to become complacent about practicing safe sex. As people live longer
with infection, the potential for spreading infection increases.

. Estimates for HIV incidence have been based on AIDS surveillance data. These data are
increasingly limited, primarily by the effect of new therapies on the progression to AIDS.

International Programs

In FY 2001, CDC will collaborate with the U.S. Agency for International Development (USAID) and other
federal agencies to combat the AIDS epidemic in 24 countries located in Africa (17), South East Asia (3),
Latin America (2), the Carribean (1), and in India. Through the Leadership In Fighting the Epidemic (LIFE)
Initiative, CDC is working with these countries to:

Provide technical assistance for primary HIV prevention activities (voluntary HIV counseling and testing,
blood safety, behavior change and mother-to-child transmission);

# Help countries develop surveillance programs to target prevention resources and assess the
effects of HIV prevention interventions; and
# Provide technical assistance for the care and treatment of opportunistic infections and sexually

transmitted diseases and for the provision of palliative care and psychosocial supportto people
living with AIDS and their families.

Initiate, expand, or strengthen voluntary counseling and testing in partnership with USAID: In FY
2001, CDC is strengthening voluntary counseling and testing (VCT) programs in 19 countries by providing
technical assistance to ensure the quality and accuracy of HIV testing, strengthening laboratory diagnostic
capabilities, identifying methods to target high-risk groups in hard-to-reach populations and enhancing
linkages between VCT and health and social services.

Initiate, expand, or strengthen HIV/AIDS surveillance: In FY 2001, CDC is expanding technical
assistance and support to improve national surveillance programs for HIV, STDs and TB to 18 countries
and regional programs in Africa, Asia, and in the Caribbean/Latin American region.
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Initiate, expand, or strengthen mother-to-child prevention programs in collaboration with national
and international partners: In FY 2001, CDC is enhancing support for the implementation of programs
that provide interventions to prevent the transmission of HIV from mothers to children in 10 countries
(within Africa, India, Asia, and the Caribbean/Latin American region). CDC will continue to identify barriers
that exist for accessing these services and evaluate the outcomes of these interventions on both infants

and mothers.

Initiate, expand, or strengthen locally appropriate technical assistance for treatment of
opportunistic infections, STDs, TB, and other AIDS-related diseases: In FY 2001, CDC is expanding
technical assistance and support to improve programs to treat STDs, TB, and other AIDS-related diseases

in 15 countries and regional program in Africa, Asia, and in the Caribbean/Latin American region.

2.1.1e Goal-by-Goal Presentation of Performance

Performance Goal: Improve the ability of the Nation’s HIV/AIDS surveillance system to identify incidence

and prevalence of HIV infection.

Performance Measure Target

Measure HIV incidence and FY 02: Continue to conduct
prevalence in high-risk studies in 30 sites.
populations.
FY 01: Continue to conduct
studies in 30 sites.

FY 00: Continue to conduct 14

studies in approximately 53 sites.

Actual Performance

FY 02: 9/2003.

FY 01: 9/2002.

FY 00: 9/2001.

FY 99: Conducted 14
studies in approximately 53
sites.

Ref.

Page
162
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Performance Measure Target Actual Performance Ref.

Number of states that FY 02: 50 states will conduct FY 02: 3/2003. Page
conduct HIV case reporting.  HIV case reporting. 162

FY 01: 45 stateswill conduct HIV  FY 01: 3/2002.
case reporting.

FY 00: 40 states will monitor HIV ~ FY 00: 41 States, Puerto

incidence and prevalence. Rico, Guam and the Virgin
Islands conducted HIV case
reporting.

FY 99: 34 states conduct
HIV case reporting. Four
states and Puerto Rico
report cases of HIV infection
using coded identifiers.
CDC released the “CDC
Guidelines for National HIV
Case Surveillance including
Monitoring for HIV Infection

in AIDS.”
Percentage of states that FY 02: 100% of states will FY 02: 12/2001. Page
have adopted maintain standards. 162
recommended security and
confidentiality standards. FY 01: 100% of states will FY 01:100% of states have
maintain standards. adopted security and

confidentiality standards.
FY 00: 100% of states will attain
standards. FY 00: 100% of states have
adopted security and
confidentiality standards.
FY 99: CDC's guidelines for

security and confidentiality FY 99: 100% of states have
contained in the HIV/AIDS adopted confidentiality
surveillance guidelines are standards.

updated to include minimum
standards of performance for
state, local and HIV/AIDS
surveillance systems.
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Performance Measure

Increase participation by
federally supported U.S.
hemophilia treatment
centers (HTCS) in the
Universal Data Collection
(UDC) system. (Total of
134 centers.)

Surveillance for unusual
HIV variants will be
expanded.

Target
FY 02: 100% participation.
FY 01: 100% participation.
FY 00: 90% participation.
FY 99: 40% participation.

FY 02: 8 countries.

FY 01: 6countries.

FY 00: 6 countries.

Actual Performance Ref.

FY 02: 1/2003. Page
190

FY 01: 1/2002.

FY 00: 100%participation

FY 99: 70% participation.

FY 98: 0% participation.

FY 02: 6/2003 Page
190

FY 01: 6/2002.
FY 00: 6/2001.
FY 99: 2 countries.

FY 98: 0 countries.

Performance Goal: Improve the ability to measure access to care, adherence to treatment, and im pact of
antiretroviral therapy on long-temrm survival.

Performance Measure

Expand the number of
states that are able to
measure:

1. Access to care;

2. Adherence to treatment;
and

3. Impact of antiretroviral
therapy (ART) on long term
survival

Performance Measure

Target

FY 02: Continue to expand the
numbers of states that collect
data and can measure care
and treatment outcomes.

FY 01: Continue to expand the
numbers of states that collect
data and can measure care
and treatment outcomes.

Target

Actual Performance Ref.

FY 02: 12/2001. Page

162

FY 01: 1. Accessto care: 6
states; 2. Adherence to
treatment: 16 states; 3.
Impact of ART on long-term
survival: 11 states.

FY 00: 1. Accessto care: 5
states; 2. Adherence to
treatment: 15 states; 3.
Impact of ART on long-term
survival: 11 states.

FY 99: Trends in access to
care were measured in 4
states; adherenceto
treatment in 12 states; and
impact of ART on long-term
survival in 11 states.

Actual Performance Ref.
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Refine methods for
measuring long-term
survival.

Performance Goal:

FY 02: Develop new
methodology based on
findings.

FY 01: Final results of survival
analyses will be published and
methodology will be
disseminated to states.

FY 00: Preliminary results of
survival analyses from the
Adult Spectrum of Disease
(ASD) project will be published.

*FY 99: Trends in long-term
survival and rates of
transmission of new infections
will be measured.

cases of HIV infection and AIDS:

Performance Measure

The number of diagnosed
heterosexually-acquired AIDS
cases will be decreased.

acquired heterosexually,

related to injecting drug use;
associated with male-to-male homosexual contact; and
acquired perinatally.

Target

FY 00: Will decrease by 10%
from the 1997 base of 11,500
AIDS cases diagnosed to
10,350.

FY 99: Decrease by 10% from
the 1995 base of 9,300 AIDS
cases diagnosed. (Changes in
baseline data from 1995 to
1997 reflects adjustmentsin
AIDS case definitions, and
availability of more accurate
data).

FY 02: Page

162

FY 01: The final ASD results
of survival analyses were
published and the
methodology (including
software) was made
available to states.

FY 00: Final results were
published

FY 99: Data analysis
underway.

Through the implem entation of HIV prevention programs, reduce the number of

Actual Performance Ref.
FY 00: 7/2001. Page
162

FY 99: 10,589 cases

FY 98: 10,175 cases

FY 97: 10,920 cases
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Performance Measure

The number of AIDS cases
related to male homosexual
contact will be decreased.

The number of AIDS cases
related to injecting drug use
will be decreased.

The number of diagnosed
perinata_IIP/—acguired AIDS
cases will be decreased from
the 1998 base of 235
diagnosed cases. (Baseline
changed from reported cases
to diagnosed cases. Thisis a
more accurate measure.)

Reduce annual incidence of
new HIV infections.

Target

FY 00: Decrease by 10% from
the 1997 base of 21,300 cases
diagnosed to 19,170.

FY 99: Decreased by 20% from
the 1995 base of 28,600 cases
diagnosed to 21,300.

FY 00: Decrease by 10% from
the 1997 base of 15,700 cases
diagnosed to 14,130.

FY 99: Decrease by 15% from
the 1995 base of 17,800 cases
diagnosed. (Changesin
baseline data from 1995 to
1997 reflects adjustmentsiin
AIDS case definitions, and
availability of more accurate
data).

Cases Diaghosed:

FY 02: 141 cases diagnosed.
FY 01: 151 cases diagnosed.
FY 00: 203 cases diagnosed.
FY 99: The number o
perinatall?/—acguired HIV/AIDS
cases will be decreased to 214
cases diagnosed.

New HIV Infections/Year:

FY 02: 35,600.

FY 01: 37,900.

FY 00: 40,000.

FY 99: Rates of transmission
of new HIV infections will be
measured.

Actual Performance

FY 00: 7/2001.

FY 99: 17162 cases

FY 98: 17,508 cases

FY 97: 20,369 cases
diagnosed.

FY 00: 7/2001.

FY 99: 12,230 cases.

FY 98: 12,557 cases

FY 97: 14,916 cases

Cases Diaghosed:

FY 02: 7/2003.
FY 01: 7/2002.
FY 00: 7/2001.
FY 99: 171.
FY 98: 235.
FY 97: 310.
FY 96: 5009.

New HIV
Infections/Year:

FY 02: 9/2004.*
FY 01: 9/2003.*
FY 00: Estimated
baseline is 40,000.

FY 99: Estimated baseline

is 40,000.

*Declines in incidence
related to funding increases
in FY 2001 will not be
realized until at least FY

2002, and will be reported in

FY 2003.

Ref.

Page
162

Page
162

Page
162

Page
162
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Performance Goal: Among people who acquire HIV infection through heterosexual transmission, injecting
drug use, or male to male sexual contact, increase the proportion who are diagnosed with HIV prior to a
diagnosis with AIDS.

Performance Measure Target Actual Performance Ref.
Among persons with FY 02: 83% FY 02: 7/2003. Page
HIV/AIDS attributed to FY 01: 82% FY 01: 7/2002. 162
heterosexual behavior, FY 00: 7/2001.
increase the proportion of FY 99: 81% in areas with
persons diagnosed with HIV HIV reporting.
prior to disease progression to
AIDS.

Among persons with FY 02: 77% FY 02: 7/2003. Page
HIV/AIDS attributed to FY 01: 76% FY 01: 7/2002. 162
injecting drug use, increase FY 00: 7/2001.

the proportion of persons FY 99: 75% in areas with
diagnosed with HIV prior to HIV reporting.

disease progression to AIDS. FY 98: 73% in areas with

HIV reporting.

Among persons with FY 02: 75% FY 02: 7/2003. Page
HIV/AIDS attributedto male to  FY 01: 74% FY 01: 7/2002. 162
male sexual contact, increase FY 00: 7/2001.

the proportion of persons FY 99: 73% in areas with
diagnosed with HIV prior to HIV reporting.

disease progression to AIDS FY 98: 74% in areas with

HIV reporting.

Verification and Validation of Performance Measures: Validation/evaluation studies of HIV/AIDS
surveillance are conducted on an ongoing basis. Evaluation projects include: reviewing surveillance
methodologies and redirecting resources to those case-finding methods that are the most productive;
routinely analyzing surv eillance data to discov er possible under reporting and delays in reporting;
monitoring data quality; and assessing completeness of reporting by comparing HIV/AIDS surveillance
registries with alternate databases that are not routinely used for case finding (e.g., Medicaid databases).

Further, at least once a year, state health departments are expected to re-abstract demographic, risk,
laboratory, and clinical data from a representative sample of records to assess the quality and validity of
information collected.

Although completeness of reporting of diagnosed AIDS cases to state and local health departments varies
by demographic region and patient population, studies conducted by state and local health departments
indicate that reporting of AIDS cases in most areas of the United States is more than 85% complete.
Among persons reported with AIDS, reporting of deaths is estimated to be more than 90% complete.

There is a period of time between when a person is diagnosed with AIDS and the report reaches the CDC.
This period, is known as a reporting delay (40% of AIDS cases are reported to CDC within 3 months of
diagnosis, 80% within one year). Because AIDS Surveillance data based on the date of diagnosis
provides the most direct measure of AIDS incidence, mathematical adjustments have to be made to the
data to examine trends in more recent time periods. To make accurate adjustments, CDC requires a
minimum of six months of additional data after the close of the examined time period. Adjustments for
2000 data will be available June 30, 2001.
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Performance Goal: Among persons counseled and tested for HIV infection in CDC-supported sites,
increase the percentage of HIV-infected persons who return for their results and post-test counseling.

Performance Measure Target Actual Performance Ref.
Percent of HIV-positive tests for % Returning for % Returning for Page
which people returned for Counseling: Counseling: 162
counseling:

FY 02: 75%. FY 02: 10/2003.
FY 01: 70%. FY 01: 10/2002.
FY 00: 65%. FY 00: 10/2001.
FY 99: 60%. FY 99: 56.3% .

FY 98: 62.5%
FY 97: 67.4%
FY 96: 74.4%.

Performance Goal: Improve HIV intervention and prevention programs and continuity of care.

Performance Measure Targets Actual Performance Ref.
CDC will provide technical FY 02: Guidance, training and  FY 02: Page
assistance to Statesto help technical assistance will be 16
evaluate HIV prev ention expanded to other prevention
programs partners.

FY 01: Additional technical FY 01:

assistance on guidance
document will be provided
based on first year’s use.

FY 00: Evaluating CDC- FY 00: Met: Evaluation
Funded Health Department guidance was published
HIV Prevention Programs for CDC funded health
guidance document will be department prevention
published. Evaluators from all programs. CDC

States will attend training sponsored a conference to
conferences on using the train grantees to use this
guidance. guidance.

FY 99: Evaluation technical FY 99: Evaluation

assistance will be provided to  technical assistance
all community planning groups  provided on request.
that request it.
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Performance Measure

CDC will provide technical
assistance to states to expand
disease intervention and
prevention activities in
correctional settings (federal,
state, and local).

Targets

FY 02: Technical assistance
to all community planning
groups that request it.

FY 01: Technical assistance
to all community planning
groups that request it.

Actual Performance

FY 02:

FY 01: Technical
assistance provided to
community planning
groups on request.

Ref.

Page
162

Performance Goal: Increase the capacity of com munity-based organizations providing HIV prevention

services to persons of color.

Performance Measures

Fund community-based
organizationsto provide priority
HIV prevention services to high
risk individuals, including HIV-
infected persons.

Fund Community Coalition
Planning and Implem entation
Projects to expand community
demonstration projects.

Targets

Awards to Community-
based Organizations:

FY 02: 240.
FY 01: 240.
FY 00: 180.
FY 99: 139.

Community Development
Grants Funded:

FY 02: Continue to fund 3
FY 01: Continue to fund 3 .
FY 00: Will fund 3 grants out
of 20 planning grants initially
funded.

FY 99: 20 Community

Coalition Planning projects
funded.

Actual Performance

Awards to Community-
based Organizations:

FY 02: 10/2002.
FY 01: 10/ 2001.
FY 00: 233.
FY 99: 139.
FY 97: 94.

Community Development
Grants Funded:

FY 02: 8/2002.
FY 01: 8/2001.
FY 00: 10 implementation

grants funded.

FY 99: 20 Community
Coalition Planning projects
funded.

FY 97: 0 Community
Coalition Planning projects
funded.

Ref.

Page
162

Page
162

Verification/Validation of Performance Measures: In FY 2001, grantees will report on the development

progress and evaluation plans which will be reviewed by CDC staff.
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Performance Goal: Reduce the percentage of HIV/AIDS-related risk behaviors among school-aged youth
through dissemination of HIV prevention education programs.

Performance Measures Targets Actual Performance Ref.
Achieve and maintain the FY 03: 90% or greater. FY 03: July 2004. Page
percentage of high school 123
students who have been taught ~ FY 01: 90% or greater. FY 01: July 2002.
about HIV/AIDS prevention In
school at 90% or greater. FY 99: 90% or greater. FY 99: 91%.

FY 97: 92%.

FY 95: 86%.
Increase the proportion of FY 03: 89%. FY 03: July 2004. Page
adolescents (grades 9-12) who 123
abstain from sexual intercourse FY 01: 89% . FY 01: July 2002.
or use condoms if currently
sexually active. FY 99: 85%

FY 97: 85%.

FY 95: 83% (per

YRBSS).
Increase the proportion of Black  FY 03: 87% FY 03: July 2004. Page
or African American adolescents 12
(grades 9-12) who abstain from FY 01: 87%. FY 01: July 2002.
sexual intercourse or use
condoms if currently sexually FY 99: 83%.
active.

FY 97: 80%.

FY 95: 82% (per

YRBSS).
Increase the proportion of FY 03: 88%. FY 03: July 2004. Page
Hispanic or Latino adolescents 12
(grades 9-12) who abstain from FY 01: 88%. FY 01: July 2002.
sexual intercourse of use
condoms if currently sexually FY 99: 84%.
active.

FY 97: 82%.

FY 95: 77% (per YRBSS).

Verification/Validation of Performance Measures: Data for these performance measure are collected on a
biennial basis (during odd-numbered years) through CDC'’s Youth Risk Behavior Surveillance System
(YRBSS), a system designed to focus attention on priority behaviors among youth that cause the most
important health problems (see Appendix A.2). YRBSS was developed in a partnership with numerous
federal agencies, state departments of education, scientific experts, and survey research specialists. The
YRBSS includes separate national, state and local school-based surveys of high school students. A recent
study of the YRBSS provides evidence that this adolescent survey has good reliability in measuring health
behavior.

Baseline data from the 1995 YRBSS is used because: (a) it was the most recent data available when the
original measures were created, and (b) it will allow us to more accurately illustrate trends in sexual
behaviors over time.
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International

Performance Goal: Working with other countries, USAID and International and U.S. government
agencies, CDC will reduce the number of new HIV infections among 15-24 year-olds in sub-Saharan Africa

from an estimated two million by 2005.

Performance Measure Target Actual Performance Ref.
Initiate, expand or strengthen Countries/Regions with Countries/Regions with Page
HIV/AIDS surveillance. HIV/AIDS Surveillance. HIV/AIDS Surveillance. 162

FY 02: 18. FY 02: 9/2003.

FY 01: 18. FY 01: 9/2002.

FY 00: 15. FY 00: 13.
In partnership with USAID, Countries/Regions with Countries/Regions with Page
initiate, expand, or strengthen Counseling/Testing: Counseling/Testing: 162
voluntary counseling and testing.

FY 02: 19 countries. FY 02: 9/2003.

FY 01: 19 countries. FY 01: 9/2002.

FY 00: 9 countries and 3 FY 00: 12.

regional areas.
Initiate, expand, or strengthen FY 02: 15 countries. FY 02: 9/2003. Page
locally appropriate technical 162
assistance for treatment of FY 01: 15 countries. FY 01: 9/002.
opportunistic infections, ST Ds,
TB, and other AIDS-related FY 00: 5 countries. FY 00: 11 countries.
diseases.
Initiate, expand, or strengthen FY 02: 10 countries. FY 02: 9/2003. Page
mother-to-child prevention 162

programs in collaboration with
national and international
partners.

Verification/Validation of data: Data are based on administrative records of financial and technical

FY 01: 10 countries.

FY 00: 5 countries

FY 01: 9/2002.

FY 00: 8 countries.

assistance. CDC'sFY 2001 funding for global AIDS is available to be expended for two years. Asa result,
progress achieved with FY 2001 funding will not be measurable until the end of FY 2002.

2.6.1b Sexually Transmitted Diseases Prevention & Control

Programs for the prevention and control of sexually transmitted disease (STDs) were first established in
1936 through collaborative efforts of federal, state and local health authorities. Since then, rates of STDs
have dedined substantially. Nevertheless, STDs remain epidemic in this country and disproportionately
affect adolescents and communities of color.

The U.S. continues to record the highest STD rates in the industrialized world. Domestically, STDs are the
most commonly reported infections of all notifiable diseases reported to CDC. Because the majority of
STDs are asymptomatic and several of the most common STDs are not routinely reported, the true burden
of STDs is many times greater than that reflected by national surveillance statistics. An estimated 15
million new cases of non-HIV STDs, such as syphilis, chlamydia, and gonorrhea, occur each year at a
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annual direct and indirect costs of at least $10 billion. STDs are even more costly when viewed in terms of
human suffering. Severe, life-long consequences frequently follow these infections, especially among
women, adolescents, and infants including: involuntary infertility; potentially fatal tubal pregnancy; other
adverse pregnancy outcomes such as stillbirths and newborn (congenital) infections; and increased risk of

HIV transmission.

The investment of STD prevention resources now results in future savings in direct health care
expenditures. For example, syphilis and its complications, such as congenital syphilis and increased HIV
transmission, are estimated to cost the American health care system more than $960 million, annually.
Conservatively, the health consequences from chlamydial infections in women result in an additional
estimated cost of $2.4 billion each year. In additionto causingirreversible and costly reproductive health
consequences, chlamydia and syphilis infections increase the risk of HIV transmission among adults at
least 3 to 5-fold. The cost benefit of the STD prevention program is conserv ativ ely estimated to be at least
$10 saved in direct health care costs for every $1 spent on prevention.

Program Strategies and Current Activities

Strategies:

CDC's strategy for STD prevention is to provide national and international leadership through research,
policy development, and assistance to states, territories and local health departments in the delivery of
services to prevent and control the transmission of STDsand their complications. The Comprehensive
STD Prevention Systems (CSPS) grants provide federal support for a community-wide, science-based,
interdisciplinary “systems” approach to STD prevention as recommended by the Institute of Medicine (IOM)
in its 1997 report, The Hidden Epidemic: Confronting Sexually Transmitted Diseases.

Two key components of national STD prevention efforts in FY 2002 will capitalize on two historic
opportunities: prevention of STD-related infertility and syphilis elimination.

Infertility prevention: Because the majority of gonorrheal and chlamydial infections are asymptomatic
and have devastating consequences for women and their infants, providing screening and treatment
services in settings where low income women may not otherwise receive tests is a priority for CDC.
Examples of these settings include family planning, prenatal, STD clinics, and other primary care settings
where women receive reproductiv e health services. This screening strategy also includes testing of
asymptomatic young men to further reduce rates of chlamydial infection among women. Surveillance,
laboratory, behavioral and clinical/epidemiological research, with translation of research findings to assist
programs, supplement the screening and treatment activities.

Syphilis elimination: The National Plan for the Elimination of Syphilis in the United States outlines the
key strategies for elimination. These include: (1) involving communities in the development and

implem entation of syphilis elimination plans; (2) developing enhanced syphilis surveillance; (3) developing
outbreak response preparedness strategies; (4) developing efficient delivery of effective behavioral and
biomedical interventions; (5) developing an enhanced health promotion approach to syphilis elimination,
including the implementation and evaluation of a national health communication plan; and, (6) assessing
both quality and coverage of prevention and control services. Using a targeted approach to elimination,
programs will be funded in areas where syphilis persists at high levels (high morbidity areas) and in areas
in where potential syphilis epidemics may reignite (potential re-emergence areas). Funding estimates per
grant will vary, depending upon the extent of the syphilis problem in the area, with the majority of funds
being devoted to those communities and areas that account for the majority of infectious syphilis. At least
30% of funds will be devotedto non-governmental agencies and organizations that represent and serve
the affected populations with the expectation that this percentage wil increase over time. This multi-
systems approach to syphilis elimination will also build sustainable prevention capacity to help these
communities address other basic public health issues such as control of infectious diseases and improv ed
reproductive health.
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Current Activities:

CDC provides national leadership and grants to states, territories and local health departments to assist
health departments, health care providers, and non-governmental organizations with timely, science-based
policy, and science-based programs that meet the needs of communities. Activities address the following
integrated areas:

. monitoring disease trends using national and local data to focus and assess current prevention
activities;

. behavioral, clinical, and health services operational research and evaluation to provide a scientific
base for enhancing current program efforts;

. education and training through guideline development and distribution through 10 regional

STD/HIV Prevention Training Centers, and programs to ensure that health care professionals are
adequately prepared to provide optimal STD treatment, care, and prevention services;

. building national partnerships for STD prevention to raise awareness among health care
professionals, the public, and policymakers regarding the importance of STD prevention and the
impact of STDs on the health of women and infants, adolescents, and minority populations; and

. supporting the delivery of clinical and prevention services via financial assistance, direct
personnel, and technical assistance.

Following are examples of accomplishmentsin two major program areas: infertility prevention and syphilis
elimination.

Infertility Prevention: CDC collaborates with the Office of Population Affairs (OPA) to address infertility.
In 1988, CDC and OPA began a collaborative chlamydia screening program as a demonstration projectin
Public Health Service (PHS) Region X ( Alaska, Idaho, Oregon, and Washington). This regional approach
brought together family planning, STD, and public health laboratory leaders to dev elop standards for
consistent chlamydia screening and testing activities among all federally funded family planning agencies
and STD clinics, and to develop consistent quality assurance and testing procedures among public health
laboratories.

In 1993, Congress appropriated funds to support the development of a national Infertility Prev ention
Program. To accomplish the goals of this national program, CDC and OPA continue work collaboratively
with family planning, STD and primary health care programs, and public health laboratories. CDC'’s
infertility prevention program supports chlamydia screening and prev ention services to uninsured and
under insured populations, primarily through public sector initiatives. Local screening activities for
gonorrhea are also supported in these settings when rates of gonorrhea equal to or exceed rates of
chlamydia. Surveillance, laboratory and research initiatives are also supported. At the end of 2000, there
were screening programs in all 65 STD project areas. In the HHS regions that were initially funded in 1993
(1, v, VI, & X), screening and treatment services are provided to approximately 46-52% of women in
need. In FY 2001, Congress appropriated additional resources to expand screening and treatm ent for
women in need and in recognition of the problem of re-infection, approved the use of funds to provide
services for males as deemed appropriate by the CDC. The utilization of these resources for specific
groups will vary from state to state and within states over time as local epidemiology dictates. CDC will
award funds to increase the level of coverage from 20% to 28% for at-risk women in Regions|, I, IV, V,
VI, and IX.

These regional screening programs have been documented to be highly effective in reducing chlamydial
infections in women. Between 1988 and 1999, chlamydia positivity declined 62% (from 13.0% to 4.9%)
among women in participating family planning clinics in HHS Region X. Similar reductions have been
demonstrated in other parts of the country. In addition, a randomized, controlled trail in an HMO
demonstrated that this type of chlamydia screening of at-risk women reduced pelvic inflammatory disease
(PID) by almost 60%. A chlamydia screening HEDIS measure that is currently being im plemented by the
NCQA will help ensure adequate screening among women in managed care plans.
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CDC also conducts infertility prevention research, focused on areas closely linked to program service
delivery. In FY 2001, research to identify the biologic and behavioral determinants of chlamydia
transmission; the feasibility, acceptability, and cost-effectiveness of chlamydia screening for males; and
evaluate efficacy of partner-delivered therapy to prevent re-infection in women will be continued.

Gonorrhea remains a major cause of pelvic inflammatory disease (PID) and subsequent infertility and tubal
pregnancies inwomen. Another component of CDC's infertility prevention and STD control efforts in FY
2001 will include convening a consultation of experts from acrossthen U.S.to discussinnovative
strategies for gonorrhea prevention.

Syphilis Elimination: CDC collaborates with many national and local partnersto implement syphilis
elimination efforts. This diverse base of partnersincludes the National Institutes of Health (NIH),
Substance Abuse and Mental Health Services Administration (SAMHSA), National Institute of Justice
(N1J), Association of Public Health Laboratories (APHL), and the American Social Health Association
(ASHA). Collaborativ e efforts include providing technical guidance regarding clinical services,
implementing research and demonstration projects and promoting collaboration between local
affiliates/constituents on elimination efforts. One such example is the Community Health Outreach
Education Services (CHORES) collaboration led by Health Resources and Services Administration (HRSA)
to develop a comprehensive health promotion, health education and disease prevention program to be
integrated into primary care. Five sites will be selected from CDC designated High Morbidity Areas and
will focus on implementing prevention into primary care programs and community involvement.

Primary accomplishments to date include;

. developing and publishing both The National Plan to Eliminate Syphilis from the United States and
the Syphilis Elimination Communication Plan;

. launching the nationwide elimination effort;

. improving accuracy, timeliness and reporting of syphilis cases, developing community based
support in the syphilis elimination high morbidity areas;

. implementing of three syphilis elimination demonstration sites in Nashville (Davidson County), TN,
Indianapolis (Marion County) IN, and Raleigh (Wake County) NC;

. conducting comprehensive syphilis elimination program assessments;

. providing supplemental grant awardsto 32 STD prevention project areas with the highest syphilis
morbidity; and

. establishing highly mobile rapid outbreak response teams to assist communities in controlling
outbreaks.
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As indicated in the table below, substantial progress has been made in syphilis elimination effort.

2000* 1999 1998 1997
Reported P & S syphilis rate 2.2 25 2.6 3.2
(per 100,000 pop.)
% syphilis-free counties 80% 79% 78% 75%
# of counties responsible for 22 25 28 31
50% of new cases
Black : White reported rate ratio 24:1 30:1 34:1 43:1

** projected data based on week 50, 2000

In FY 2001 CDC will strengthen community involvement and partnerships, enhance surveillance, conduct
rapid outbre ak response, expand clinical and laboratory services and enhance health promotion. For those
states with rates above the year 2000 objective, grant funds will be provided to enhance areas where there
are gaps in prevention services. These may be devoted to any of the basic program elements for a
syphilis elimination effort listed above. For those states that have recently had high rates but are now
below the year 2000 objective (potentially re-emerging areas), grant funds will be made available to
support enhancement of surveillance systems for syphilis, and to develop outbreak and community
response capabilities. Additionally, lessons learned and successful initiatives from the syphilis elimination
demonstration projects to implement and intensively evaluate components of the national plan in
accelerated fashion will be used to inform practice and refine efforts.

Partnerships and Links to DHHS Strategic Plan

These performance measuresrelate to DHHS Goal 1: Reduce major threats to the health and productivity
of all Americans. CDC works with 65 state, large city and territorial health departments to deliver STD
prevention and intervention activities. In addition, CDC works with the National Coalition of STD Directors,
the American Social Health Association, and the STD Prevention Partnership to help set policy and
prevention practice guidelines for STD prevention. CDC also works with the Office of Population Affairs to
support the National STD-related Infertility Prevention Program. As part of the Agency’s National Plan to
Eliminate Syphilis from the United States by 2005, CDC includes strengthening community involvement
and partnerships as one of its key cross-cutting strategies and works with multiple federal agencies
including Health Resources and Services Administration (HRSA), National Institutes of Health (NIH),
Substance Abuse and Mental Health Services Administration (SAMHSA), and the National Institute of
Justice (NIJ).

Performance Summary
The most recent complete morbidity data are for calendar year 1999. Data for 2000 will be available after
review and finalization by the states and project areas in June 2001.

Performance Goal: Reduce STD rates by providing chlamydia and gonorrhea screening, treatment, and
partner treatment to 50% of women in publicly funded family planning and STD clinics nationally.

Chlamydia

More than 50% of all preventable infertility among women is a result of sexually transmitted diseases
(STD), primarily chlamydia and gonorrhea. In 1999, 659,441 cases of infection with genital Chlamydia
trachomatis were reported to CDC. This case count corresponds to a rate of 254.1 cases per 100,000
persons, an increase of 8.5% compared with the rate of 234.2 in 1998. Rates of reported chlamydial
infection among women have been increasing annually since the late 1980s when public programs for
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screening and treatment of women were first established to avert pelvic inflammatory disease and related
complications. The increase in reported infections reflects the continued expansion of chlamydia screening
programs and the increased use of more sensitive diagnostic tests for this condition. Chlamydia screening
and reporting are likely to ex pand further in response to the recently implemented Health Plan Employer
Data and Information Set (HEDIS) measure for chlamydia screening of sexually active women aged 15 to
25 years of age who are provided care through managed care organizations.

In 1999, the overall reported rate of chlamydial infection among women (404 .5 cases per 100,000 females)
was four times the reported rate among men (94.7 cases per 100,000 males), reflecting the large number
of women screened for this disease. However, with the increased availability of urine testing, men are
increasingly being tested for chlamydial infection. From 1995 to 1999, the reported chlamydial infection
rate in males increased by 64.1% (from 57.7 to 94.7 cases per 100,000 males) compared with a 27.9%
increase in women over this period (from 316.3 to 404.5 cases per 100,000 females). Similar to
gonorrhea, the highest rates of chlamydia occur among adole scents.

Data from multiple sources on prevalence of chlamydial infection in defined populations have been useful
in monitoring disease burden and guiding chlamydia screening programs. These data show that in many
states prevalence of infection remains above the HP2000 goal of 5% for sexually active women aged 15 to
24 years, and in nearly all states chlamydia positivity exceeded the HP2010 objective of 3%. In 1999, the
median state-specific chlamydia test positivity among women aged 15 to 24 years who were screened at
selected family planning clinics in all states and the Virgin Islands was 5.5% (range, 2.6% to 15.0%) and at
selected prenatal clinics in 22 states, 7.2% (range, 4.5% to 14.4%). For economically-disadvantaged
women aged 16 to 24 years who entered the U.S. Job Corps in 1999, from 32 states, the District of
Columbia and Puerto Rico the overall prevalence was 11.5% thereby not meeting the target of a
prevalence less than eight percent. As previousy mentioned, continued high rates and increasesin
reported infections may reflect expansion of chlamydia screening programs and the increased use of more
sensitive diagnostic tests for this condition, as well as reflect the higher burden of disease among high risk
populations.

In 1999, the median state specific chlamydia test positivity among women aged 15 to 24 years who were
screened at selected family planning clinics in all states and the Virgin Islands was 5.5% (range 2.6% to
15.0%) and at selected prenatal clinics in 22 states, 7.2% (range 4.5% to 14.4%). Although these data on
prevalence are not entirely comparable because of differences in the performance characteristics of the
screening tests and variations in screening criteria, they provide important information on the continuing
high burden of disease inthese populations. In parts of the United States where large scale chlamydia
screening programs have been instituted, prevalence of disease has often declined substantially. During
1988-1999, among 15- to 44-year-old women participating in the screening programs in Health and Human
Services (HHS) Region X family planning clinics, chlamydia test positivity declined 62% (from 13.0% to
4.9%). After adjusting trends in chlamydia positivity to account for changes in laboratory test methods and
associated increases in test sensitivity, chlamydia test positivity decreased in five of 10 HHS regions from
1998 to 1999, increased in four regions and remained the same in one. Although chlamydia positivity has
declined in the past year in some regions, most likely due to the effectiveness of screening and treating
women, continued expansion of screening programs to populations with higher prevalence of disease may
have contributed to the increases in positivity seen in other regions.

Gonorrhea

Infections due to Neisseria gonorrhea, like those resulting from Chlamydia trachomatis, are a major cause
of pelvic inflam matory disease (PID) in the United States. Occurrence of PID can lead to serious
outcomes such astubal infertility, ectopic pregnancy, and chronic pelvic pain. In addition, epidemiologic
and biological studies provide strong evidence that gonococcal infections facilitate the transmission of HIV
infection.
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Following a 72% decline in the reported rate of gonorrhea from 1975 to 1997, in 1999 the gonorrhearate
increased for the second year in a row. The gonorrhea rate for 1999 (133.2 cases per 100,000 persons)
was 1.2% higher than the 1998 rate (131.6 cases per 100,000 persons) and 9.2% higher than the rate
reported in 1997 (122.0 per 100,000 persons). The 1999 national rate for gonorrhea exceeds the Healthy
People 2000 (HP2000) objective of 100 cases per 100,000 persons. Although increased screening (usually
associated with simultaneous testing for chlamydial infection), use of more sensitive diagnostic tests and
improved reporting may account for a portion of the recentincrease, true increasesin disease in some
populations and geographic areas also appear to have occurred.

While reported rates of gonorrhea were once substantially higher among men than women, that gap has
narrowed. This is most likely due to increased screening in women. Because women are more likely to be
asymptomatic than men, cases in women are less likely to be reported. However, gonorrhea rates have
increased overall in both men and women. The overall gonorrhea rate in the U.S. among females in 1999
was similar to the rate in 1998 (129.9 and 130.0 cases per 100,000 females respectively). Among women
15-44 years old, the rate of gonorrhea was 286 per 100,000 in 1999. Further, 15-19 year olds had the
highest rate of gonorrhea among women of all age categories in 1999. From 1998 to 1999, the gonorrhea
rate in men increased by 2.5%, from 132.7 to 136.0 cases per 100,000 males. Among men 20- to 24-year-
olds had the highest rate of gonorrhea.

Gonorrhea rates increased or remained constant in all regions of the country between 1997 and 1999. The
southern states continue to have the highest gonorrhea rates of any region. The reasons for this may
include the level of poverty and access to quality health care and preventive services. In 1999, 26 states
and three outlying areas reported gonorrhea rates below the Healthy People 2000 national objective of 100
cases per 100,000 persons. Eight states and one outlying area had reported rates below the Healthy
People 2010 objective of 19 cases per 100,000 persons.

Profound racial disparities persist for gonorrhea with 1999 reported rates among non-Hispanic blacks more
than 30 times higher than among whites and more than 11 times higher than rates among Hispanics. This
disparity most likely reflects differences in access to prevention and treatment services.

Antimicrobial resistance in Neisseria gonorrhea remains a continuing concern, with the most recent threat
being the increase in fluoroquinolone resistance that has been reported most notably from several Asian
countries. Ciprofloxacin is a fluoroquinolone antibiotic that has been recommended for treatment of
gonorrhea by CDC; this is an oral medication that is inexpensive and effectiv ely treats gonorrhea with a
single dose. Although only 0.4% of N. gonorrhea isolates tested through the Gonococcal Isolate
Surveillance Project (GISP) in 1999 demonstrated resistance to ciprofloxacin, this was a substantial
increase from 1998, when only 0.1% of isolates were reported to be resistant. Of note, 14.3% of GISP
isolates from Hawaii in 1999 were resistant to ciprofloxacin, requiring a change in the gonorrhea treatment
recommendations in that state.

Pelvic Inflammatory Disease (PID)

Women infected with Neisseria gonorrhea or Chlamydia trachomatis can develop pelvic inflammatory
disease (PID), which, in turn, may lead to adverse reproductive consequences such as ectopic pregnancy
and tubal factor infertility. |f not adequately treated, 20% to 40% of women infected with chlamydia and
10% to 40% of women infected with gonorrhea develop PID. Among women with PID, scarring sequelae
will cause involuntary infertility in 20%, ectopic pregnancy in 9% and chronic pelvic pain in 18%.
Approximately 70% of chlamydial infections and 50% of gonococcal infections in women are
asymptomatic. These infections are detected primarily through screening programs. The vague
symptoms associated with chlamydial and gonococcal PID cause 85% of women to delay seeking medical
care, thereby increasing the risk of infertility and ectopic pregnancy.

The most recent data available from the National Hospital Discharge Surv ey indicates that the incidence of
PID in women aged 15-44 had slightly decreased in 1998 to 155 cases per 100,000 women. The reported

04/09/01 CDC Performance Plan Page 102



number of initial visits to physicians’ offices for PID through the National Disease and Therapeutic Index
(NDTI) has generally declined from 1993 through 1999. However, the reported number of visits in 1999
was slightly greater than the number of initial visits reported in 1998. The decrease in the incidence of PID
is possible evidence of intensified nationwide screening and treatment efforts for chlamydia, a cause of
PID. These decreases may also be attributable to anincreasing trend of outpatient management for PID
and an increased use of oral regimens for treatment.

Accurate estimates of pelvic inflammatory disease (PID) and tubal factor infertility from gonococcal and
chlamydia infections are difficult to obtain. Definitive diagnosis of these conditions can be complex,
requiring for example, laparoscopy or laparotomy, while tubal potency studies may be needed to accurately
document these conditions. Most cases of PID are treated on the basis of interpretations of clinical
findings, which vary between individual practitioners. In addition, the settings in which care is provided can
vary considerably over time. For example, women with PID who would have been hospitalized in the
1980s may be treated in outpatient facilities during the 1990s. Trends in hospitalized PID have declined
steadily throughout the 1980s and early 1990s but have remained relatively constant from 1995 through
1998. These trends may be more reflective of changes in the etiologic spectrum (with increasing
proportions of more indolent chlamydial infection) and clinical management of PID (from in-patient to
outpatient) rather than true trends in disease.

Performance Goal: Reduce the incidence of congenital syphilis.

Congenital syphilis

Congenital syphilis remains a high priority for programmatic activity and each positive test in a child is
considered a medical emergency with immediate health services follow-up. The lack of syphilis serologic
testing during or late in pregnancy, remains the major reason that congenital syphilis persistsin the U.S.
The absence of testing is often related to lack of, or late, prenatal care. In 1999, 556 cases of congenital
syphilis were reported to CDC, for a rate of 14.3 cases per 100,000 live births.

The rate of congenital syphilis closely follows the trend of P&S syphilis in women. Peaks in congenital
syphilis usually occur one year after peaks in P&S syphilis in women. The congenital syphilis rate peaked
in 1991 at 107.3 cases per 100,000 live bithsand has declined by 87% to 14.3 cases per 100,000 live
births in 1999. The rate of P&S syphilis in women peaked at 17.3 cases per 100,000 females in 1990 and
declined 88% to 2.0 cases per 100,000 females in 1999. Additionally, among 24 states and outlying areas
with five or more reported cases of congenital syphilis in 1999, 18 had rates that decreased from the 1998
value. In fact, 11 of these states and Puerto Rico had decreases of 30% or more between the 1998 and
1999 reported rates. Effective prenatal screening programs for patients at high risk of syphilis account for
a substantial portion of the reduction.

Performance Goal: Reduce the incidence of primary and secondary syphilis through the development of
syphilis elimination action plans for each state that had a primary and secondary syphilis rate in 1995 of
greater than or equal to 4 per 100,000 population and an HIV prevalence in childbearing women of greater
than 1 per 1,000.
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Primary and Secondary Sy philis

Rates of primary and secondary (P&S) syphilis in the United States declined by 88% from 1990 to 1999.
Preliminary dat from 2000 indicate a continuation of this trend. Although the 5.4% decline in the number of
P&S syphilis cases reported in 1999 is less than the declines of approximately 20% per year since the last
major syphilis epidemic peaked in 1990, it is possible that this smaller decline, at least partially, reflects
improved case finding and reporting resulting from the national syphilis elimination effort. The number of
cases reported in 1999 is the lowest yearly number of cases reported since 1957. Syphilis remains an
important problem in the South and in some urban areas in other regions of the country. In 1999 large
outbreaks occurred in several states. Recently, outbreaks of syphilis among men who have sex with men
(MSM) have beenreported in several cities including Seattle, San Francisco, and Los Angeles, possibly
reflecting an increase inrisk behavior inthis population associated with the availability of highly active
antiretroviral therapy for HIV infection.

This disease is currently at the lowest level ever reported at a rate of 2.5 per 100,000 in 1999 for primary
and secondary syphilis, and is extremely concentrated geographically (half of all new cases reported from
only 25 of the 3,115 U.S. counties - lessthan 1% of counties). Approximately 79% of U.S. counties have
already eliminated syphilis and 91% of U.S. counties have a P&S syphilis rate of less than or equal to 4 per
100,000. Of those counties that have not eliminated syphilis, the largest numbers of cases of P&S syphilis
were reported from 22 counties, and the three independent cities of Baltimore, MD, Danville, VA, and St.
Louis, MO. These 25 areas account for half of the total number of P&S syphilis casesthat were reported in
the U.S. in 1999.

Syphilis remains one of the most glaring exam ples of racial disparities in health, with 1999 rates among
African-American 30 times those among white Americans, down from a 64-fold differential at the beginning
of the last decade. This racial disparity (30:1) is extreme compared to most other health outcomes
including AIDS (9:1), infant mortality (2.5:1), and deaths attributable to heart disease (1.5:1). Communities
burdened by poverty, racism, unemployment, low rates of health insurance, and inadequate access to
health care are often disproportionately affected by syphilis. These larger social issues often impact
individual behavior, placing members of these communities at increased risk. Few programs in the U.S.
have as great a potential to affect racial disparities in health as CDC's effort to eliminate domestic
transmission of syphilis.

2.6.2b Goal-by-Goal Presentation of Performance

Performance Goal: Reduce STD rates by providing chlamydia and gonorrhea screening, treatment, and
partner treatment to 50% of women in publicly funded family planning and STD clinics nationally.

Performance Measures Targets Actual Performance Ref.
The prevalence of Chlamydia Prevalence Rate: Prevalence Rate: Page
trachomatis among high risk 162
women under 25 will be reduce FY 02: < 8%. FY 02: June 2003.
from 11.6%. FY 01: < 8%. FY 01: June 2002.

FY 00: < 8%. FY 00: June 2001.
*Source: U.S. Department of EY 99: < 8%. EY 99: 11.5%.
Labor; U.S. Job Corps Data. FY 98: 11.7%.

FY 95: 11.6%.
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Performance Measures Targets Actual Performance Ref.

The prevalence of Chlamydia Prevalence Rate (median all Prevalence Rate (median Page
trachomatis among women states): all states): 162
under the age of 25in publicly
funded family planning clinics ~ FYy 02: < 5%. FY 02: June 2003.
will be reduced. FY 01: < 6%. FY 01: June 2002.
FY 00: < 6%. FY 00: June 2001.
Source: Regional Infertility FY 99: < 6%. FY 99: 5.5%
Prevention Programs; CDC. FY 98: 5.4%.
FY 96: 9.0%.
The incidence of gonorrhea in  Incidence per 100,000 Incidence per 100,000 Page
women aged 15-44 will be women: women: 162
reduced.
FY 02: <250. FY 02: June 2003.
Source: STD Morbidity FY 01: <250. FY 01: June 2002.
Surveillance System; CDC. FY 00: <250. FY 00: June 2001.
FY 99: <250. FY 99: 286.
FY 98: 292.
FY 97: 261.
FY 96: 259.
FY 95: 299.
The incidence of PID, as Incidence per 100,000 Incidence per 100,000 Page
measured by a reduction in women: women: 162
hospitalizations for PID, will be
reduced in women aged 15-44  FY 02: <125. FY 02: 2004.
and.... FY 01: <125. FY 01: 2003.
FY 00: <125. FY 00: 2002.
Source: National Hospital FY 99: <125. EY 99: 2001.
Discharge Survey by NCHS; FY 98: 155.
CDC. 1998 latest date EFY 97: 157.
available. FY 96 164.
FY 95:; 162.
...the number of initial visits to  Initial Visits to Physician: Initial Visits to Physician: Page
physicians will be reduced. 162
FY 02: <225,000 visits. FY 02: 2003.
Source: National Disease and  FY 01: <225,000 visits. FY 01: 2002.
Therapeutic Index (NDTI), IMS  Fy 00: <225,000 visits. FY 00: 2001.
America, Ltd. FY 99: <225,000 visits. FY 99: 251,000 visits

FY 98: 234,000 visits.
FY 97: 261,000 visits.
FY 96: 286,000 visits.
FY 95: 262,000 visits.
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Performance Goal: Reduce the incidence of congenital syphilis through the following strategies:

More than 95% of women attending publicly funded prenatal clinics will be screened for syphilis
(subject to development of state and local surveillance).

More than 80% of women attending publicly funded prenatal clinics who have untreated or
inadequately treated syphilis will be treated within 2 weeks of their initial prenatal visit (subject to
development of state and local surveillance).

More than 95% of pregnant women in counties with a syphilis rate greater than 4 per 100,000 will be
screened for syphilis in hospitals at the time of delivery (subject to development of state and local
surveillance).

Performance Measure Targets Actual Performance Ref.
The incidence of congenital Incidence of Congenital Incidence of Congenital Page
syphilis per 100,000 births Syphilis per 100,000 Live Syphilis per 100,000 Live 162
will be reduced. Births: Births:

Source: STD Morbidity FY 02: <12. FY 02: June 2003.
Surveillance Systems, CDC. FY 01: <12. FY 01: June 2002.
FY 00: <12. FY 00: June 2001.

FY 99: <20. FY 99: 14.3.

FY 98: 20.6.

FY 97: 27.5.

FY 96: 33.3.

FY 95: 47.4.

Performance Goal: Reduce the incidence of primary and secondary syphilis through the developm ent of
syphilis elimination action plans for each state that had a primary and secondary syphilis rate in 1995 of
greater than or equal to 4 per 100,000 population and an HIV prevalence in childbearing women of greater
than 1 per 1,000.

Performance Measure Targets Actual Performance Ref.
Increase the percentage of FY 02: >92% of U.S. counties. FY 02: June 2003. Page
U.S. counties that will have FY 01: June 2002. 162
an incidence of primary and FY 01: >90% of U.S. counties.
secondary syphilis in the FY 00: June 2001.
general population of less FY 00: >90% of U.S. counties.
than or equal to 4 per FY 99: 91% of counties.

100,000. FY 99: 85% of U.S. counties.

FY 98: 90% of counties.
Source: STD Morbidity FY 97: 87% of counties.
Surveillance Systems, CDC. FY 96: 90% of counties.

FY 95: 81% of counties.
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Performance Measure Targets Actual Performance Ref.

Percent reduction in the Percent Reduction in Rates: Percent Reduction in Rates: Page
racial disparity. 162

FY 02: 15% to a rate ratio of FY 02: 6/2003

17:1.

FY 01: 15% to a rate ratio of FY 01: 6/2001

20:1*

FY 00: 15% to a rate ratio of FY 00: Provisional Data:

25:1* 24:1 (20% reduction)

FY 99: 15% to a rate ratio of FY 99: 30:1 (12% Reduction)

29:1*

FY 98: 34:1 (21% Reduction)
*These targets were recomp uted
using the actual performance rate
ratio for FY 98, FY 99, and FY))
rather than the target ratio for the
previous FY.

Verification/Validation of Performance Measures: STD incidence and prevalence data (hard copy and
electronic) undergo ongoing v erification and validation procedures including: verification of project area
quarterly reports across all data sources; analysis of trend information; analysis of percent unknowns for
clinical fields; validation of data edits and updates; as well as constant communication via fax, telephone,
and email with project staff. PID hospitalization data is collected through the National Hospital Discharge
Survey conducted by the National Center for Health Statistics (NCHS), and PID initial visits to physicians is
collected through the National Diagnostic and Therapeutic Index by IMS America, Ltd. Additional
feedback is provided to project areas via annual publications and reports.

2.6.1c Tuberculosis Prevention & Control

For decades, CDC has worked to control, and more recently, to eliminate TB in the U.S. The major
programmatic goal is the elimination of tuberculosis (TB). TB underwent a sustained decades-long decline
until the mid-1980s only to reemerge strongly in the late 1980s and early 1990s. During the 1970s and
1980s resources for TB elimination activities had been reduced and the public health systems for
combating the disease deteriorated. W ithout a sustained response to the disease, TB cases increased
20% between 1985 and 1992. Increased numbers of TB cases among the foreign born and transmission of
tuberculosis in institutions, particularly in hospitals and prisons, also contributed to the resurgence of TB.
This resurgence brought multidrug-resistant strains of tuberculosis (MDR-TB) and the disease proved more
deadly than before. During this same period, the prevalence of HIV/AIDS grew and complicated program
strate gies designed to prev ent and control TB. HIV infection is now recognized as the strongest known risk
factor for TB. From 1992 to 1999, increased resources and infrastructure-rebuilding efforts addressed the
resurgence of TB in the US; TB cases decreased by 34%.

Until TB can be reduced in the foreign-born, elimination will not be possible. An increasing proportion of
cases, approximately 43% in 1999, occur among the foreign-born. While rates declined for all racial/ethnic
groups, the 1999 TB rate for Hispanics (12.4/100,000) was more than five times greater than that for
whites (2.2/100,000). Disparities in TB were also reflected geographically. 1n 1999 the four states that
border Mexico (Arizona, California, New Mexico and Texas) accounted for 31.8% of all reported TB cases
in the United States, 50% of reported TB casesin foreign-bom persons, and 72.3% of reported TB casesin
persons born in Mexico. Elimination of TB in the U.S. will also require targeted testing and treatment of
latent TB infection for other high-risk populations such as those infected with HIV. Individuals infected with
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both HIV and TB have an 8%-10% risk per year of developing active TB; persons who are infected with
TB alone have a 10% lifetime risk of developing active TB. In 1999, 27 reporting areas that had HIV data
for at least 75.0% of 25- to 44-year-old TB patients. In these areas, the proportion of TB patients co-
infected with HIV ranged from 0.0% to 77.8%.

Program Strategies and Current Activities

Strategy:

In 1989, CDC published a strategic plan for the elimination of TB from the United States. Since then, the

Advisory Council for the Elimination of Tuberculosis (ACET) and the Institute of Medicine (IOM) have both

reaffirmed the need for TB elimination. CDC utilizes four key strategiesto make elimination a reality:

. Strengthening domestic TB control programs to ensure the prompt identification of persons with TB,
and offer appropriate treatment;

. Providing examination and preventiv e therapy to individuals who have latent TB infection and are at
high-risk of developing active/infectious TB disease;

e Addressing the global TB epidemic (eight million new cases and two million deaths annually). CDC
provides technical assistance and leadership, participates in the new global STOP TB Initiative, and
assists in efforts to control TB in countries whose rates heavily impact the U.S.; and

»  Supporting development of improv ed tools for TB prevention, such as new diagnostics and improved
drugs. Recent advance medicine make such tools likely.

In May 2000, the IOM published a report, Ending Neglect - The Elimination of Tuberculosis in the United
States. The report reaffirms committing to the goal of eliminating tuberculosis from the United States and
supports CDC's strategic plan. The report says that tuberculosis elimination will require social mobilization
and maintaining public interest and com mitment necessary to provide resources for the effort. It also
makes specific recommendations; three are highlighted here: (1) Maintaining control of tuberculosis while
adjusting control measures to declining incidence of disease and changing systems of health care
management; (2) Accelerating the rate of decline of tuberculosis (aimed at elimination) by increasing
efforts at targeted tuberculin testing and treatment of latent infection; and (3) Increasing involvement of the
U.S. in global tuberculosis control. This latter recommendation acknowledges the fact that tuberculosis is
not constrained by national boundaries and that increasing proportions of new cases in this country are
among individuals born in countries with high incidences of tubercul osis.

Current Activities:

To achieve the goal of TB elimination, CDC works with local, state, national, and international partners. In

addition to promoting more effective use of existing tools for combating TB, CDC currently:

*  Funds 68 cooperative agreements with state and local health departments for TB prevention and
control (technical assistance, model centers, health care worker training);

*  Works with 41 state/local advisory committe es, representing patients/providers;

»  Collaborates, through contracts (with academic institutions and public health departments) and
interagency agreements (with the Veterans Administration) to form a consortium for clinical trials
research (currently evaluating new TB drug, Rifapentine); and

«  Works with a global partnership to implement the “Stop TB Initiative.”

Funds distributed through cooperative agreements are used to:

* Identify people with TB through active surveillance efforts;

«  Ensure that people who are identified with active TB are provided with appropriate curative therapy;
and their close contacts are evaluated for provision of therapy for latent infection;

«  Conduct targeted testing and treatment for persons at high risk for latent infection;

*  Provide directly observed therapy to ensure that new TB patients successfully complete treatment;

 Provide state and local areas with on-site assistance on outbreak inv estigations and control efforts;
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» Develop directly and through the Model TB Centers, user friendly products, including course material s,
modules, and train-the-trainer materials, that can be used or adapted for area-specific conditions,
including TB-related guidelines and templates, as well as other products with national impact.

e Conduct research into new and improved service delivery, diagnostic tests, drug therapies, and
vaccine(s);

« Evaluate program activities to ensure the most effective use of resources;

e Collaborate with international organizations to advance TB control activities relevant to the United
States.

In addition, CDC works on a number of projects in the Mexico border area. CDC collaborates with the
Mexican National Public Health Laboratory Program, and the Association of State and Territorial Public
Health Laboratory Directors to coordinate laboratory training between U.S. and Mexican laboratorians.
CDC also provides funding to state and local health departments which supports several border health
activities. For example, the Texas-Mexico binational border projects are designed to reduce TB by co-
managing TB cases and their contacts. The Arizona/Sonora Binational projects monitor MDR-TB on the
Arizona/Mexico border, provide patients with directly observed therapy and follow-up with patients who
have missed appointments. CURE-TB is a U.S.-Mexico binational referral system for TB patients operated
by the San Diego County TB Control Program. Ten Against TB, organized by health officers from the four
U.S. and six Mexican border states, strives to strengthen binational collaboration, enhance laboratory
capacity and promote TB awareness.

To date, CDC has:

«  Effected a 34% decline in national TB cases between 1992 and 1999 through funding of priority
activities in state/local jurisdictions;

* Initiated national skin testing through the National Health and Nutrition Examination Survey
(NHANES) to ascertain TB infection prevalence in the United States;

. Supported 7 sentinel surveillance sites to describe the geographic distribution of TB DNA fingerprint
types and the role of this test to help detect outbreaks;

«  Mobhilized CDC teams for eight outbreaks and epidemiol ogic investigations during 2000;

e  Started 157,055 persons on therapy for latent TB infection. This will prevent and estimated 7,100
cases of TB and 426 TB-related deaths.

Partnerships and Links to DHHS Strategic Plan

These performance measuresrelate to DHHS Goal 1: Reduce major threats to the health and productivity
of all Americans and Objective 1.7: Reduce the incidence and impact of infectious diseases. CDC works
with 68 state, big city and territorial health departments to deliver TB prevention and intervention activities
designed to reduce the incidence of TB and eventually eliminate the disease. In addition, CDC works with
the Advisory Council for the Elimination of TB, the National TB Controllers Association, the American Lung
Association, and the American T horacic Society to set guidelines, recommendations, and policies related
to TB prevention, control and elimination. CDC is currently working with the Federal TB Task Force to
development a responsive federal action plan to the IOM report on Ending Neglect: the Elimination of
Tuberculosis in the United States. In addition, CDC is working with the National Institutes of Health (NIH)
and the Food and Drug Administration (FDA) to develop new diagnostic and treatment tools as well as
better vaccines.

Performance Summary

Provisional data reported to CDC indicate that there were a total of 16,372 cases of TB in the U.S. in 2000,
representing the eighth consecutive yearly decline of TB cases. Regaining control of TB has clearly been
one of the major public health success stories of the decade. TB cases had surged 20% between 1985 and
1992 and this resurgence was accompanied by outbreaks of MDR TB. The IOM report Ending Neglect -
The Elimination of Tuberculosis in the United States noted that the resurgence of TB throughout the United
Stateswas the price of neglect reflected in funding reductions. The report goes on to say tuberculosis
elimination is feasible given commitment and necessary resources.
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Completion of therapy for TB within 12 months - Because completion of TB therapy is the most
effective way to reduce the spread of TB and prevent its complications, this objective is the highest priority
for CDC’s TB program and its achievement is vital to the reduction of TB cases and the eventual
elimination of this disease. By FY 2002, given adequate resources, CDC articipates 90% of TB patients
will complete therapy within 12 months. In 1999, 77.2% of patients were reported to complete therapy, an
increase from the 67.6% cases reported in 1994. Patients who do not complete therapy within 12 months
are often a very difficult population to treat and require numerous interventions. Significant new efforts
must be made to achieve this objective. CDC supports outreach workers, hired from high incidence
language, cultural, and ethnic groups in virtually all of the states and territories to help meet this objective.
Outreach workers help patients to complete therapy through directly observed therapy (DOT), incentives,
and other adherence strategies. CDC and the CDC-funded Model TB Centers are also designing and
implementing training and educational aids for health department and health care provider staff toimprove
skills needed to help achieve this objective.

Percentage of TB patients with initial positive cultures who also have drug susceptibility studies
done - Health care providers must know if a newly diagnosed infectious patient is infected with drug
sensitive or drug resistant organisms so that appropriate drug therapy can be initiated. If this information is
not known, individual patients may receiv e inadequate therapy leading to spread of drug resistant
organisms, additional morhidity, and even outbreaks and mortality from this disease. The rate for this
measures in 1999 was 91.9%, up from 73.3% when reported in 1993. With continued progress, it is
reasonable to predict programs will achieve the 95% target by FY 2002. Much of this progress is
attributable to increased efforts of state and local health departments and hospital infection control
practitioners to address the resurgence of TB, and increased funding for health department laboratories to
purchase state-of-the-art equipment needed to perform more accurate and rapid laboratory testing and
confirmation for TB and Multiple Drug Resistant TB (MDR-TB).

Percent of contacts of infectious cases placed on therapy for latent TB infection who complete a
treatment regimen - Contacts of infectious TB patients are at very high risk of developing TB, and
therefore must be examined, offered and complete treatment if found to have latent TBinfection. Thisis
critical in community efforts to control and prevent TB. The 1998 rate for this measure was 74%, up from
68.4% in 1993. CDC supports its commitment to the identification and examination of contacts and the
completion of therapy for contacts who have latent TB infection through cooperative agreements to state
and local health departments. Health departments are required to address this objective in their TB
cooperative agreement applications. CDC is also designing training for health department TB staff to help
improve their skills in this area.

Percent of other high risk persons placed on therapy for latent TB infection who complete a
treatment regimen - Completion of treatment for TB infection is a cornerstone of U.S. efforts to reduce
TB and eventually eliminate the disease. The 1998 rate for this objective was 62.9%; achieving future
targets will require a great deal of effort on the part of health departments and health care providers who
serve individuals at risk for TB. In recent years, many health departments have appropriately placed top
priority on identification and treatment of TB cases and reducing morhidity and controlling outbreaks. With
a lower number of TB cases, CDC is prioritizing activities related to completion of therapy for latent TB
infection. In FY 2001, approximately 6% of CDC TB Cooperative agreement base award funds are being
devoted to efforts for targeted testing and completion of preventive therapy in groups at high risk for TB.
CDC will also be working with HRSA and other federally funded programs serving groups at high risk for
TB to better facilitate the testing and com pletion of therapy for high-risk persons. Recently, CDC and the
American Thoracic Society issued new recommendations for the treatment of latent TB infection that will
permit 2-month therapy for latent TB infection for certain groups. These new recommendations are an
outcome of CDC and NIH supported research. CDC believes these regimens will significantly increase the
percent of persons who complete treatment for latent TB infection.
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States will report at least 95% complete information to CDC on surveillance items considered
essential for TB surveillance - In order to design and carry out community TB prevention and
elimination efforts, public health officials and community leaders need to identify the unique and ever
changing characteristics about where and in what groups TB is occurring in a community. This information
is critical to that effort. Significant progressis being made; states now report from 95% to 100% complete
information on 19 of 22 targeted reporting variables. Progress can be attributed to CDC funding for TB
surveillance activities and frequent telephone, electronic, and on-site communication between CDC and
health department surveillance staff. Two of the under-reported variables for this measure relate to
information about HIV-gtatus of TB patients. CDC is working with health department TB staff, state
epidemiologists, HIV program staff and others to resolve issues related to these items, many of which are
related to HIV confidentiality issues.

2.6.2c Goal-by-Goal Presentation by Budget

After years of level funding, CDC received an increase of $8.6 million for TB for FY 2000. The increase
was distributed to state and local health departments to: restore core TB activities; fund three additional
sites to participate in targeted testing activities; enhance TB activities in correctional facilities; and
strategize and enhance TB elimination activities in low morbidity sites. In FY 2001, there was a $6.01
million increase that will be used for formation of a TB research consortium as well as for enhanced
contact investigations and other essential TB prevention and control interventions at the state and local
levels.

Performance Goals: Reduce the tuberculosis case rate through the following strategies:

. Collect TB morbidity data from states and territories and ensure complete reporting of surveillance
data items considered essential for describing the epidemiology of TB and monitoring trendsin TB
morbidity for the U.S.

¢ Fund state/local health agencies to ensure core TB prevention and control activities are carried out:
finding all cases of active TB and ensuring completion of therapy; finding and testing persons at high
risk for TB (including those who have had recent contact with TB patients), evaluating them for TB
infection and disease, ensuring completion of appropriate treatment and conducting TB surveillance
and TB public health laboratory activities that are essential to addressing these priorities.

e Collect, analyze, and disseminate TB program ev aluation data.

«  Complete TB outbreak investigations and issue recommendations where applicable.

*  Continue TB diagnostic, treatment, and process training for civil surgeons and panel physicians
responsible for screening refugees and immigrants.

e Support and report on TB-related applied and operational research.

»  Continue activities with USAID, NIH, the American Lung Association (ALA), the American Thoracic
Society (ATS), and other partners in support of the international TB control efforts including the WHO
Stop TB Plan.

e Work with health departments, Model TB Centers, ALA, ATS, and other partners to implement the
new Strategic Plan for TB Training and Education.

*  Provide continued support for the Tuberculosis Information Management System (TIMS) for state and
local health departments for surveillance and case management.

«  Coordinate with the Federal TB Task Force to develop an action plan to address the Institute of
Medicine Report on TB in the US: Ending Neglect: the Elimination of Tuberculosis in the United
States.:
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Performance Measures

Increase the percentage of TB
patients that will complete a
course of curative TB
treatment within 12 months of
initiation of treatment (some
patients require more than 12
months).

Increase percentage of TB
patients with initial positive
cultures who will also have
drug susceptibility results.

Increase minimum percentage
of contacts of infectious cases
who are placed on therapy for
latent TB infection that will

complete a treatm ent regimen.

Targets

Percentage of TB Patients
that will Complete
Treatment:

FY 02: 88%.
FY 01: 88%.
FY 00: 85%.
FY 99: 85%.

Percentage of TB Patients
having Drug
Susceptibility Results:

FY 02: 95% .
FY 01: 95%.
FY 00: 93%.
FY 99: 92%.

FY 02: 78% of contacts.

FY 01: 78% of contacts.

FY 00: 75% of contacts.

FY 99: 75% of contacts.

Actual Performance

Percentage of TB Patients
that will Complete
Treatment:

FY 02:
FY 01:
FY 00:
FY 99:
FY 98:

Mid-2005.
Mid-2004.
Mid-2003.
Mid-2002.
Mid -2001.
FY 97: 77.2%.
FY 96: 75.1%.
FY 95:72.4%.
FY 94: 67.6%.

Percentage of TB Patients
having Drug
Susceptibility Results:

FY 02:
FY 01:
FY 00:
FY 99:
FY 98:
FY 97:
FY 94:

Mid-2003.
Mid- 2002.
Mid-2001.
91.9%.
90.9%.
88.5%.
87.4%.

FY 02: Mid 2004.

FY 01: Mid- 2003.

FY 00: Mid- 2002.

FY 99: Late 2001.
FY 98:
FY 97:
FY 93:

74.0% of contacts.
71.6% of contacts.
68.4% of contacts.

Ref.

Page
162

Page
162

Page
162
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Performance Measure

A minimum percentage of
other high risk infected persons
who are placed on therapy for
latent TB infection will
complete a treatment regimen.

Increase percentage of
essential surveillance variables
states report to CDC with
complete information.

Continued...

Targets

% Other Infected Persons:

FY 02: 72%
FY 01: 72%.
FY 00: 70%.
FY 99: 70%.

Percentage of Essential
Surveillance Variables:

FY 02:
FY 01: 95%.
FY 00: 95%.
FY 99: States will report to

95%.

CDC for identified variables.

(Note: the percentages
reported are the percent with
complete reporting results for
each variable. Data are
collected electronically as part
of the national TB surveillance
system).

Continued...

Actual Performance

% Other Infected Persons:
FY 02: Late 2004.

FY 01: Late 2003.

FY 00: Late 2002.

FY 99: Late 2001.

FY 98: 62.9%.

FY 97: 60.6%.

FY 93: 64.8%.

Percentage of Essential
Surveillance Variables:

FY 02: Mid-2003.

FY 01: Mid-2002.

FY 00: Mid-2001.

FY 99: Mid-2000.

FY 97: Priority variables
selected and baselines for
complete reporting of these
variables are: DOB (99.9%);
Country of origin (99.3%);
Sex (100.0%); Race
(99.8%); Month-year
arrived in U.S. (80.6%);
Status at diagnosis of TB
(100%); Major site of
disease (99.9%); AFB
Smear (99.6%);

AFB Culture (99.8%); TB
skin test (91.3%); Initial
drug regimen (99.2%);
Initial drug susceptibility
results (90.4%); Previous
TB (98.9%); Year of
diagnosis (94.6%); HIV
status-all ages (39.3%);
HIV status-ages 25-44
(52.5%); Resident of
correctional facility
(99.2%) and long term
facility (99.1%); Sputum
conversion (95.6%);
Reason stopped therapy
(97.6%); DOT used/not
used (95.7); %); Date
therapy stopped (97.5%).

Continued...

Ref.

Page
162

Page
162
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Performance Measures Targets Actual Performance Ref.

...continued. ...continued. ...continued. Page
162

Increase percentage of FY 93: Priority variables

essential surveillance variables selected and baselines for

states report to CDC with complete reporting of these

complete information. variables are: boB (99.9%);

Country of origin (99.3%); Sex
(100.0% ); Race (99.8%); Month-
year arrived in U.S. (71.8%);
Status at diagnosis of TB (99.7%);
Major site of disease (99.9%); AFB
Smear (99.3%); AFB Culture

(99.7%); TB skin test (83.4%);
Initialdrug regimen (99.9%);Initial
drug susc eptibility results
(96.1%); Previous TB (99.2%);
Year of diagnosis (93.3%); HIV
status-all ages (27.5%); HIV
status-ages 25-44 (41.4%);
Resident of correctional
facility (95.4%) and long
term facility (82.8%);
Sputum conversion
(90.4%); Reason stopped
therapy (99.8%); DOT
used/not used (97.9%);
Date therapy stopped

(99.6%).
Total Program Funding FY 2002: $1,068,452 (Estimate)
(Dollars in thousands) FY 2001: $1,044,149 (Final Appropriation)
FY 2000: $ 853,661 (Actual)
FY 1999: 10/200 (Actual)

Verification/Validation of Perfformance Measures: Information onthe percentage of TB patients reported in
2002 who completed a course of curative TB treatment within 12 months of initiation of treatment will be
available in June 2004. The last TB cases reported in 2002 (on December 31) will not have their 12
months treatment period completed until December 31, 2003. Then six to nine months are needed to
tabulate, complete, verify, and report the completion of therapy data. This information is obtained from the
National TB Surveillance System.

Information on the percent of TB cases reported in 2002, with initial positive cultures and drug
susceptibility results will be av ailable by June 2003. The delay is due to the fact that cases are reported up
until December 30, 2002, and then approximately six months are then needed to process specimens,
tabulate, complete, verify and report the data. This information is obtained from the National TB
Surveillance System.

Information on the completion of therapy for latent TB infection for persons (contacts of infectious cases
and other persons at high risk for TB disease) who are started on treatment in 2002 will be available in
mid-2004. Depending uponthe regimen chosen, it takes 2 to 12 months to complete the therapy so some
patients will not complete their regimen until December 31, 2003, then approximately six-nine months are
allowed to tabulate, complete, verify and report the data. This information is obtained from the National
TB Program Evaluation Reports.

Information on the percent of complete reporting on surveillance data items for TB cases reported in 2002
will be available by June 2003. The delay is due to the fact that cases are reported up until December 30,
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2002, and then approximately six months are allowed to tabulate, complete, verify and report the data.
This information is obtained from the National TB Surveillance System.

For TB morbidity data and related information submitted via the National TB Surveillance System, the data
are initially entered locally or at the State level into CDC developed software. The software contains
numerous data validation checks. Additionally, the data are reviewed to confirm data integrity and
evaluate data completeness asit is initially received at CDC. Routine data quality reports are generated to
assess data completeness and identify data inconsistencies. These data quality reports are shared with
the reporting areas and discussed during site visits. CDC also provides funds to selected areas to do more
detailed evaluation studies. Finally, at the end of each year, data are again reviewed and verified with
each reporting area before the data and counts are finalized and published. In addition, CDC encourages
the health departments to conduct active surveillance and many of them do on aregular basis.

For data submitted via the National TB Program Evaluation Reports, the data are reviewed on an ongoing
basis as it is received at CDC. Data are checked for accuracy and inconsistencies. Problems are resolved
by Division of Tuberculosis Elimination (DTBE) staff working with state and local TB program staff. In
addition, during regular visits to state, local and territorial health departments, DTBE staff review TB
registers, other records and data systems, and often compare records for verification and accuracy.

Finally at the end of each year, data are again reviewed before the data and counts are finalized and
published.

2.7 Immunization

2.7.1 Program Description, Context and Summary of Performance

Appropriate administration of safe and effective vaccines remains the most cost-effective method of
preventing disease, disability, and death and reducing economic costs resulting from vaccine-preventable
diseases. For every dollar spent on diphtheria/tetanus/acellular pertussis vaccination, $27 are saved.
Beginning in 1962 when it proposed the first national effort to improve the immunization status of children,
CDC has counted immunization among its most vital programs, recognizing it as a core public health
activity and perhaps the best example of effective primary prevention. CDC’s National Imm unization
Program (NIP) focuses on several major programmatic areas to achieve its goals, including childhood
immuni zation, adult immunization, and global polio eradication. Although NIP has assistance from many
partners, state and local health agencies play a primary role in helping NIP carry out its mission in the
United States. NIP ensures quality im munization services by awarding grants to states and large local
health departments; offering technical, epidemiologic, and scientific assistance to state and local areas;
monitoring im munization cov erage; ensuring an adequate supply of vaccine by overseeing vaccine
purchases made through CDC contracts and managing the Vaccines for Children program; dev eloping
immunization registries; and conducting operational research to develop new and improved delivery
strate gies.

NIP also has a unique and vital role in monitoring vaccine safety to identify and minimize vaccine-related
injuries. Assessments of the risks and benefits of vaccines can also influence vaccine policy and
recommendations.

NIP plays a ciritical role in developing immunization policy by providing technical and scientific support to
groups that recommend im munization policy in the United States and globally. These groups include the
Advisory Committee on Immunization Practices, the Committee on Infectious Diseases of the American
Academy of Pediatrics and the American Academy of Family Physicians, the National Vaccine Advisory
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Committee of the National Vaccine Program Office, and the Advisory Commission on Childhood Vaccine
of the National Vaccine Injury Com pensation Program, among others.

NIP increases community participation, education, and partnerships through public information campaigns,
education and training for providers, assistance to communities on building coalitions, and partnerships
with community-based organizations, national minority organizations, volunteer groups, vaccine
companies, professional organizations and federal agencies.

Global disease eradication and elimination programs are also a shared effort. NIP collaborates with the
World Health Organization, Rotary International, the United States Agency for International Development,
the Task Force for Child Survival and Development, UNICEF, other centers within CDC, and international
agencies, to enhance polio eradication efforts by providing scientific assistance and financial support for
vaccine purchase and other key activities. This collaboration is unigue among public health initiatives for
the unprecedented level of partnerships. Extraordinary progress towards eradicating polio worldwide
continues to occur, suggesting that the current global strategies are effective and that achievement of the
global objective is feasible. Exam ples of activities include:

Expanding the network of CDC staff, epidemiologists, technical and scientific officers, and virologists

assigned to WHO country and regional offices.

Managing cooperative agreements with UNICEF through which approximately 500 million doses of

oral polio vaccine for mass immunization campaigns were provided to 70 polio-endemic countries.

Expanding the global virology laboratory network in cooperation with CDC’s National Center for

Infectious Diseases.

Implementing a special program to prepare a cadre of trained public health professionals from

throughout CDC to complete short-term assignments with WHO.

There are two primary sources to measure attainment of U.S. performance goals. The National Notifiable
Diseases Surveillance System (NNDSS) is the data source for tracking cases of vaccine-preventable
disease. Provisional data from this system are routinely published in the Morbidity and Mortality Weekly
Report (MMWR). Final data are published inthe Annual Summary of Notifiable Diseases.

CDC collects vaccination coverage data at the national, state, and local levels through the National
Immunization Survey (NIS). With these data, the impact of national, state, and local policies and
programs can be evaluated and monitored, and the results will provide the primary means of monitoring
progress toward the goals of the performance plan. These surveys measure vaccine-specific and series
complete coverage, with detailed analyses for race/ethnicity and by poverty groups also being presented.
Such surveys are necessary to monitor the maintenance or improvement of immunization coverage levels
in the target populations of 78 state and major urban areas.

Although coverage for preschool immunization is high in almost all states, pockets of need, or areas within
each state and major city where substantial numbers of under-immunized children reside, continue to exist.
These areas are of great concern because, particularly in large urban areas with traditionally under-served
populations, there is a potential for outbreaks of vaccine-preventable diseases. There are several
strategies that are used to address immunization coverage within pockets of need. AFIX (Assessment,
Feedback, Incentives, and Exchange) is a tool for assessing immunization coverage and providing
feedback to providers. Studies show that this standardized assessment of immunization coverage results
in higher coverage rates. Linkages with the Women, Infants, and Children (WIC) Program are also used
successfully to increase immunization coverage among low-income preschool children by as much as
40%. Additionally, reminder and recall systems that use manually-generated mail or telephone
appointment reminders consistently improve patient compliance for scheduled health visits. These
systems work best when parents are reminded just before immunizations are due and recalled immediately
after scheduled visits are missed.
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Cases of vaccine-preventable diseases are at or near all-time low levels, and childhood im munization rates
are at an all-time high. Infrastructure funds are essential to sustain the systems that have resulted in the
highe st immunization levels ever recorded. These funds are used to implement prov en strategies to raise
immunization coverage, to conduct vaccine-preventable disease surveillance, to implement disease
outbreak control measures, to assure adequate accessto and appropriate administration of vaccines, to
perform outreach activities, to develop immunization registry systems, to educate providers and parents
about the need for timely immunization, and to assess immunization coverage levels and pockets of
under-immunized children, among many other activities. Infrastructure investments must be maintained to
ensure that proven systems and high immunization levels are not jeopardized.

Partnerships and Links to DHHS Strategic Plan

These performance measuresrelate to DHHS Goal 1: Reduce the major threats to health and productivity
of all Americans. CDC cadlaborates with the Health Resources and Services Administration, the Health
Care Financing Administration, the Food and Drug Administration, the National Institutes of Health, and
others in achieving these objectives. These measures specifically address DHHS Objective 1.7: Reduce
the incidence and impact of infectious diseases.

Performance Summary

By all counts, efforts to protect children in the U.S. from vaccine-preventable disease have been a
success. Cases of most vaccine-preventable diseases of childhood are down more than 97% from peak
levels before vaccines were available. No cases of paralytic polio due to indigenous transmission of wild
polio virus have been reported in the U.S. since 1979. Haemophilus influenzae type b (Hib) invasive
disease, the main cause of bacterial meningitis, has declined by more than 99% in children under five
since the introduction of the vaccine. Measles hit a low of 67 reported cases in 1999. Coverage levels for
preschod children are at an all-time high for all racial and ethnic groups.

Among persons 65 years of age or older, the percentage receiving vaccine against influenza rose from
33% in 1989 to 64% in 1998. Similarly, the coverage rate for pneumococcal vaccine increased from 15%
to 46% over the same period.

The reduction in the number of indigenous cases of mumps has exceeded our goal of 500 cases. In 1999,
there were only 387 cases of mumps; in 2000, the incidence was further reduced to 323 cases. This
reduction is linked to the effectiveness of the Measles-Mumps-Rubella vaccine and its coverage rate.

In 2000, the coverage rate for four doses of Diptheria-Tetanus-Pertussis (DTaP) containing vaccine did not
yet achiev e the 90% goal. However, the rate has steadily increased since the change to a four dose
schedule, as recommended by ACIP in 1991. This goal has been the one of the most difficult for CDC to
achieve because it requires that the fourth dose be given to the child after the second year of life. The
administration of DTaP tends to coincide with regular well-baby visits through the third dose; however, the
fourth dose does not, requiring a visit specifically for this purpose. CDC does have coverage rates of 95%
for the first three doses. These are considered to be the most critical, however, CDC and the ACIP feel
strongly that the fourth and fifth doses are important for full vaccination. Varying state requirements for the
four-dose vaccine schedule may have also led to a slower increase in coverage

On the global front, as with smallpox, worldwide eradication of polio is now within our grasp. In 1999, the
American Region of WHO completed its eighth year without areported case of polio. The Westem Pacific
Region (i.e., China Vietnam, and Cambodia) is close to achieving regional eradication of polio. More than
80 countries conducted mass immunization campaigns in 1999 v accinating over 450 million children aged
less than 5 years. The network of CDC staff, epidemiologists, technical officers, and virologists assigned
to WHO expanded in Asia and Africa. As of December, 2000, CDC supports more than 120 experts in
polio eradication programs throughout the world. One hundred twenty-eight public health professionals
throughout CDC wetre trained in 2000 to complete additional short-term assignments. Additionally,
measles cases in the Western Hemisphere have declined 85% from 1990 to 1998.
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2.7.2 Goal-by-Goal Presentation of Performance

Performance Goal:

Reduce the number of indigenous cases of vaccine-preventable diseases.

Performance Measure Target Actual Performance Ref.
The number of cases of FY 02: FY 02: 9/2003. Page
paralytic polio, rubella, ParaIYtlc polio 0 177
measles, Haemophllus Rubella 0
influenzae invasive disease Measles 0
(tyPe b and unknown) in Haemophilus influenzae 0
children under 5 years, Diphtheria (<35 years)** 0
diphtheria, congenital rubella Congenital
syndrome, and tetanus will rubella syndrome 0
remain at or be reduced to O. Tetanus (<35 years)** 0

_ FY 01: _ FY 01: 9/2002.

*Indigenous cases only Paralytic polio 0

**To be in line with Healthy |\R/|Ube||a 8

n reaft easles

Pechie s Seanng N 200, Hasmophius nfluenzac 0

will be measured in persons <35 8'8,?'{2%{2'@35 years)™ 0

years of age. rubella syndrome 0
Tetanus (<35 years)* 0
FY 00: _ FY 00: (Provisional data)
Paralytic polio 0 Paralytic polio 0
Rubella 0 Rub eY 152
Measles 0 Measles 63
Haemophilus influenzae 0 Haemophilus influenzae 173
Diphtheria (<25 years) 0 Diphtheria (<25 years) 1
Congenital Congenital

rubella syndrome 0 rubella syndrome 7
Tetanus (<25 years) 0 Tetanus (<25 years) 3
FY 99: FY 99:
Pafa'YUC polio 0 ParaIYt|c polio 0
Rubella 0 Rubell 267
Measles 0  Measles 67
Haemophilus influenzae 0 Haemophilus influenzae 122
Diphtheria (<25 years) 0 Diphtheria (<25 years) 0
Congenital Congenital
rubella syndrome 0 rubella syndrome 6

Tetanus (<25years) O Tetanus (<25 years) 5

Continued... Continued... Continued...
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Performance Measure Target

...continued. ...continued.
The number of cases of

paralytic polio, rubella,

measles, Haemophilus

influenzae invasive disease

(tyFe b and unknown) in

children under 5 years,

diphtheria, congenital rubella

syndrome, and tetanus will

remain at or be reduced to 0.

*Indigenous cases only

**To be in line with Healthy
People 2010, beginning in 2001,
the diphtheria and tetanus cases
will be measured in persons <35
years of age.

The number of indigenous
cases of mumps will be
reduced from 666 (1998) to FY 02: 500.

Cases of Mumps:

500. FY 01: 500.
FY 00: 500.
FY 99: 500.
The number of cases of FY 02: 2,000 cases.

pertussis among children

under 7 years of age will be FY 01: 2,000 cases.
reduced.

FY 00: 2,000 cases.
FY 99: 2,000 cases.

Actual Performance Ref.
...continued. Page
177
FY 98: )
Paral?/tlc polio 0
Rubella 364
Measles 74

Haemophilus influenzae 163
Diphtheria (<25 years) 1

Congenital

rubella syndrome 7
Tetanus (<25 years) 9
FY 97:
Paralytic polio 0
Rubella 181
Measles 81

Haemophilus influenzae 152
Diphtheria (<25 years) 3
Congenital rubella

syndrome 5
Tetanus (<25 years) 5

Cases of Mumps: Page
177

FY 02: 9/2003.

FY 01: 9/2002.

FY 00: 323.

FY 99: 387.

FY 98: 666.

FY 97: 683.

FY 02: 9/2003. Page

177
FY 01: 9/2002.

FY 00: 2,802 cases.
FY 99: 3,247 cases.

FY 98: 3,417 cases.
FY 97: 3,043 cases.
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Performance Goal: Ensure that 2-year-olds are appropriately vaccinated.

Performance Measure

Achieve or sustain the
following im munization
coverage of at least 90%
among children 19- to 35-
months of age for each
vaccine:

1. 4 doses of Diphtheria-
Tetanus-Pertussis
containing vaccine

2. 3 doses of Haemophilus
influenzae type b
vaccine

3. 1 dose of Measles-

Target

FY 02: Achieve or sustain

immunization coverage of at
least 90% among children 19-

to 35 months of age.

**EY 01: Achieve or sustain
immunization coverage of at
least 90% among children19-

to 35-months of age.

FY 00: Achieve or sustain
immunization coverage of at

Actual Performance

FY 02: 8/2003.

FY 01: 8/2002.

FY 00: (Provisional
Data—Final data available

Ref.

Page
177

least 90% among children19- 8/2001):
Mum_ps-RubeIIa to 35-months of age. 1. 4 doses of Diphtheria-
vaccine* N Tetanus-Pertussis
4. 3 doses of Hepatitis B containing vaccine
vaccine (83%)
5. 3 doses of Polio vaccine 2. 3 doses of
6. 1 dose of Varicella Haemophilus
vaccine.** influenzae type b
7. 4 doses of vaccine (94%);
Pneumococcal 3. 1 dose of Measles-
Conjugate vaccine*** Mumps-Rubella
vaccine* (91%);
4. 3 doses of Hepatitis B
vaccine (90%);
5. 3 doses of Polio
vaccine (90%).
6. 1 dose of Varicella
vaccine (63%).
Continued...
Continued... Continued...
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Performance Measure
...continued.

Achieve or sustain the
following im munization
coverage of at least 90%
among children 19- to 35-
months of age for each
vaccine:

1. 4 doses of Diphtheria-
Tetanus-Pertussis
containing vaccine

2. 3 doses of Haemophilus
influenzae type b
vaccine

3. 1 dose of Measles-

Mumps-Rubella

vaccine*

3 doses of Hepatitis B

vaccine

3 doses of Polio vaccine

1 dose of Varicella

vaccine.**

4 doses of

Pneumococcal

Conjugate vaccine***

N @8 &

*Includes any measles-
containing vaccine.

**Performance targets for newly
recommended vaccines will
begin 5 years after the ACIP
recommendation. The varicella
measure will begin in 2001,
even though coverage is being
reported earlier.

***Performance targets for
newly recommended vaccines
will begin5 years after the ACIP
recommendation. The
pneumococcal conjugate
measure will begin in 2006,
even though coverage will be
reported earlier.

Target

...continued.

FY 99: Achieve or sustain
immunization coverage of at
least 90% among children 2
years of age for each vaccine.

Actual Performance

...continued.

FY 99:

1.

4 doses of Diphtheria-
Tetanus-Pertussis
containing vaccine
(83%)

3 doses of
Haemophilus
influenzae type b
vaccine (94%);

1 dose of Measles-
Mumps-Rubella
vaccine* (92%);

3 doses of Hepatitis B
vaccine (88%);

3 doses of Polio
vaccine (90%).

1 dose of Varicella
vaccine (58%).

FY 98:

1.

4 doses of Diphtheria-
Tetanus-Pertussis
containing vaccine
(84%)

3 doses of
Haemophilus
influenzae type b
vaccine (93%);

1 dose of Measles-
Mumps-Rubella
vaccine* (92%);

3 doses of Hepatitis B
vaccine (87%);

3 doses of Polio
vaccine (91%).

1 dose of Varicella
vaccine (43%).

*Includes any measles-
containing vaccine.

Ref.

Page
177

Verification/Validation: Data is collected through the National Im munization Survey (NIS), CDC, NIP (see

Appendix A.2).
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Performance Goal: Increase pneumococcal pneumonia and influenza vaccination among persons 65

years.

Performance Measure

The rate of vaccination among
persons 65 years will be
increased for influenza and
pneumococcal pneumonia.*

*Influenza and pneum ococcal vaccination
coverage goals for adults aged 65 and
older are bas ed on the 9 0% c overage goals
in Healthy People (HP) 2010. Itis
expected that influenza vaccin ation
coverage willincrease approximately 2%
per year and pneu mococ cal vaccination will
increase about 3% peryearto reaizethe
HP 2010 goals.

Target

FY 02: Influenza: 74%
vaccination rate.
Pneumococcal pneumonia:
66% vaccination rate.

FY 01**: Influenza: 72%
vaccination rate.
Pneumococcal pneumonia:
63% vaccination rate.

FY 00: Influenza: 70%
vaccination rate.
Pneumococcal pneumonia:
60% vaccination rate.

FY 99: The rate of
vaccination among non-
institutionalized high-risk
populations.

Influenza: 60% vaccination
rate.

Pneumococcal pneumonia:
54% vaccination rate.

**Beginning in FY 01, the performance
will be reported as in HP 2010 — age
adjusted to the year 2000 standard
populaton.

Actual Performance

FY 02: 9/2004.

FY 01: 9/20083.

FY 00: 9/2002.

FY 99: 9/2001.

FY 98: Influenza: 63%
vaccination rate.
Pneumococcal
pneumonia: 46%
vaccination rate.

FY 97: Influenza: 63%
vaccination rate.
Pneumococcal
pneumonia: 42%
vaccination rate.

FY 95: Influenza: 58%
vaccination rate.
Pneumococcal
pneumonia: 34%
vaccination rate.

Ref.

Page
177
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Performance Goal: Collaborate with domestic and international partners to help achieve WHQO's goal of
global polio eradication by December 31, 2000.

Performance Measure Target Actual Performance Ref.
Purchase doses of oral polio FY 02: 558 million doses. FY 02: 2/2003. Page
vaccine needed to assistin 177
conducting mass FY 01: 625 million doses. FY 01: 2/2002.
immunization campaignsin
Asia, Africa, and Europe. FY 00: 750 million doses. FY 00: 593 million doses.

FY 99: 445 million doses. FY 99: 427 million doses.

FY 98: 390 million doses.

Expand the network of CDC Persons on Assignment: Persons on Assignment: Page
and CDC-funded staff, 177
virologists, e pidemiologists, FY 02: 100. FY 02: 2/2003.
technical and scientific FY 01: 90. FY 01: 2/2002.
officers on long-term FY 00: 82. FY 00: 120 (provisional data).
assignments in WHO country  Fy 99: 67. FY 99: 75 persons.
and regional offices. FY 98: 60 persons.
Expand a special program to Trained public health Trained public health Page
prepare a cadre of trained professionals: professionals: 177
public health professionals
throughout CDC to complete  FY 02: 124. FY 02: 2/2003.
short-term assignments with FY 01: 100. FY 01: 2/2002.
WHO. FY 00: 60. FY 00: 128.

FY 99: 50. FY 99: 100.

FY 98: 23.

Data validation/verification: UNICEF provides the number of doses of polio purchased with CDC funding
and the number of CDC-funded staff on assignment with WHO in the form of an annual report as part of
the CDC/WHO cooperative agreement CDC personnel data and CDC/WHO cooperative agreement
staffing records are also used to validate and verify data. Under the Stop Transmission of Polio campaign,
annual training reports are available to determine the number of public health professionals trained.

Performance Goal: Improve vaccine safety surveillance.

Performance Measure Target Actual Performance Ref.
Use new data mining FY 02: 5 new techniques. FY 02: Page
techniques to increase the 177
number of detected true and FY 01;
false signals of adverse events
associated with vaccination. FY 00: 1-2 new techniques.
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Performance Measure Target Actual Performance Ref.

Improve the ability of health FY 02: 3 pilot tests. FY 02: Page
care providers to report vaccine 177
adverse events, including those FY 01:

associated with influenza

vaccine, by pilot testing FY 00: 0 pilot tests.

electronic reporting to VAERS
in managed care organizations.

Expand the Vaccine Safety FY 02: 12 million vaccine FY 02: Page
Datalink (V SD) sites to increase  recipients. 177
the number of persons under FY 01:
active surveillance for vaccine
safety. FY 00: 6 million members
enrolled in participating
HMOs.
Total Program Funding FY 2002: $ 574,645 (Estimate)
(Dollars in thousands) FY 2001: $ 552,605 (Final Appropriation)
FY 2000: $ 475,459 (Actual)
FY 1999: 10/200 (Actual)

2.8 Infectious Disease Control

2.8.1 Program Description, Context and Summary of Performance

Once expected to be eliminated as a public health problem, infectious diseases remain the leading cause
of death worldwide. In the U.S. and elsewhere, infectious diseases increasingly threaten public health and
contribute significantly to the escalating costs of health care. They are a continuing menace to all
segments of society, regardess of age, gender, lifestyle, ethnic background and socioeconomic status.
Earlier predictions of the elimination of infectious disease did not take into account changesin
demographics and human behaviors and the extraordinary ability of microbes to adapt, evolve, and
develop resistance to drugs. As early as the 1950s, penicillin began to lose its power to cure infections
caused by Staphylococcus aureas, a common bacterium that can cause serious illness. In 1957 and 1968,
new strains of influenza emerged in China and spread rapidly around the globe, and in the 1970s there was
a resurgence of sexually transmitted diseases. Also during the 1970s, several new diseases were
identified including Legionnaires’ disease, Lyme disease, toxic shock syndrome, and Ebola hemorrhagic
fever. Between 1973 and 1995, thirty newly emerging infectious diseases were identified, including
hepatitis C virus (HCV) infection, now shown to be the most common blood borne infection in the U.S. The
re-emergence of diseases such as TB, malaria, rabies, dengue, and growing drug resistance of many
pathogens continued to dramatically change the global and domestic landscape of infectious diseases. By
the early 1990s, it had been demonstrated that the threat of infectious diseases was increasing in the
United States and elsewhere.
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2.8.1a Emerging Infe ctions

In 1994, CDC began working with other federal agencies, state and local health departments, and other
partners to strengthen our Nation’s capacity to recognize and respond to infectious disease threats through
implementation of the CDC p lan, Addressing Emerging Infectious Disease Threats: A Prevention St rategy
for the United States. The effort to build U.S. cap acity to combat infectious disease s is we Il underway.
However, the fulfillm ent of CDC's vision of a safer world in the next millennium requires a long-term
commitment and susta ined effort. The sec ond phase of CDC's e ffort, Preventing Emerging Infectious
Diseases: A Strategy for the 21* Century, has involved taking intoaccount new challenges and building on
experience, s uccess, and knowledge gained from the initial plan.

CDC has a Iso undertaken efforts to de velop national stra tegies to ad dress p riority diseas e areas.
Recommendations hav e been published for the prevention and control of hepatitis C virus (HCV) infection
and a draft national hepatitis C prevention strategy is be  ing finalized. CDC’s goals, to lower the incidence

of acute hepatitis Cin the United Statesand re  duce liver disease burden from chronic HCV infection, are
described in the National Hepatitis C Prevention Strategy. To achiev e these goals, CDC has focused on
thefollowingcomponents: (1) education directed tohealth care and public health professionals toimprove
identificati on of persons at risk for HCV infection and assu re appr opriate cou nseli ng, medica | dia gnosis,
management, and treatment; education directed to the public and pers  ons at risk for infection about HCV
risk factors and the need for testing and medical eval uation; (2) clinical and public health activities directed
at identification, counseling, and testing of persons at risk for HCV infection and medical ev aluation or
referral for those found to be infected; (3) outreac h and community-based programs specifically addressing
practices that put people at risk for HCV infection, and which identify persons who need to get tested; (4)
surveillance to monitor disease trends and to evaluate the effectiveness of prevention activities; and (5)
epide miologic resear ch to better guide prevention efforts.

CDC has a prominentrole in maintaining the safety of the nation’s food supply. CDC is challenged to build
a strong nationwide public health network to conduct foodborne disease surveillance and response; design
and implement prevention strategies; support, educate and train the public health workforce; and provide
scientifically sound health information to the public. This CDC effort is essential for food safety regulatory
agencies, w hich need an d rely on CDC’ s epidemiologic da ta, laboratory science, en vironmental health
capability, public he alth expertise, a nd links to s tate and local h ealth and ed ucation depa rtments.

An influenza pandemi c preparedness plan is under development by an interagency working group. The
national plan d eveloped by an inte ragency tas k force, A Public Health Action Plan to Combat Antimicrobial
Resistance , has recently been finalized. The plan calls for (1) a coordinated national Antimicrobial
Resistance (AR) surveillance plan; (2) promoting the appropriate use of antimic robial drugs and preventing
the transmission of infections; (3) research into antimicrobial resistance and mechanisms of transmission ;
and (4) new product dev elopm ent to prev ent, diagnose, and treat infec tions.

The Emerging Infections performance plan focuses on these priority program areas and measures
progress in meeting national recom mendations and objectives. The plan consists of two goals. One goal
focuses on rebuilding the infectious disease control component of the public health infrastructure by
developing and building national epidemiologic and laboratory capacity. Building national capacity will
improve our ability to recogn ize, respon d to, and monitor n ew and re surgent infectious disea ses the key to
prevention and co ntrol (Figure 2). Success depends on ensu ring that national public health ca pacity exists
to quickly recognize and respond to the appearance of new and re-em erging threats, as well as to prevent
and control existing infectious disease problems. The other goal highlights the efforts toaddress the
growing problem of antimicrobial resis tance as o utlined in the national plan, A Public He alth Action Plan to
Combat Antimicrobial Resi stance.
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Figure 2: Model for Prevention and Control of
Infectious Disease
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Partnerships and Links to DHHS Sirategic Plan

These performance measures are related to DHHS Goal 1.7: To reduce the incidence and impact of
infectious diseases; DHHS Goal 5.1: Improve the capacity of the public health system {o identify and
respond to threats {o the health of the nation's population; and DHHS Goal 6: Strengthen the Nation's
health science research enterprise and enhance its produclivity. To accomplish these objectives, CDC
collaborates with a number of agenci es and organizations. Examples of our partners and some selected
activifies include Council of State and Termitorial Epidemioclogists (io assist States with pandemic influenza
planning activities), Association of Public Health Laboratories (enhances laboratory capacitfy in the states
by providing long-term laboratory training), Nafional Association of County and City Health Officials,
Nafional Instifutes of Health, Food and Drug Administration (food safety program s), Department of
Agriculiure {food safety programs), Department of Interior (U.S. Fish and Wildlife), Department of Justice
(U.S. Immigrations and Naturalizafion Service), Department of State, and Department of Treasury (U.S.
Customs). To accomplish the HCV prevention objectives, CDC collaborates with several organizations
and agencies, including the National Association of State AIDS Directors, National Minority AIDS Council,
American Social Health Assocciation, Pacific Islands Health Officers Association, American Liver
Foundation, Hepatitis Foundation International, and Indian Health Service.

Performance Summary

CDC’s infectious disease goals and performance measures continue to evolve, not only o reflect updated
sirategies, but also {o address the challenges posed by new and resurgent infeclious disease threats. The
outbreak of West Nile virus in New York, Connecticut and New Jersey is the most recent example of a new
or re-emerging irfeclious disease 1o threaten public hedth and challenge the capacity of the public health
community fo regpond {o newthreats. That outbreak demonsirated the importance of a sfrong public
health infrastructure skil led epidemiclogists, effective public health laboratories, and coordinated
communications and disease reporting systems at all lev els of govemment in order o mount a rapid and
effective response o public health emergencies. The public health infrastructiure abroad to support CDC
acfivities is also vitally important. With the ease frequency of modern fravel, if is no longer possible to
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protect the health of U.S. citizens without addressing infectious disease problems occurring elsewhere in
the world. For example, surveillance for antimalarial drug resistance in malarious areas provides essential
information needed to protect U.S. travelers going to endemic areas.

For emerging infectious diseases (EID), many of which are new or previously unrecognized, disease-based
outcome measures are not applicable. Without knowing what diseases will emerge, baselines do not exist
and performance measures of disease incidence cannot be developed. Evenwhen baselines do exist, it is
often difficult to link declines in diseases directly to our prevention and control efforts. For instance, the
1998 FoodNet data indicate a decline in several of the major bacterial and parasitic causes of foodborne
illness. While these declines may reflect implementation of disease prevention efforts, such as changes in
meat and purity processing plants in the United States, and restrictions on food imports, they may also
reflect annual fluctuationsin the incidence of foodborne illnesses and temporal variations in diagnostic
practices.

Another difficulty with using disease-based outcome measures is that im proved disease tracking and better
reporting systems may actually result in the recognition of more outbreaks and cases. This does not mean
there are more cases of the disease occurring; it simply means our eyes, ears, and other tools are better
able to find them. Thus, rather than focusing sdlely on disease-based outcomes, many of the EID
performance measures assess CDC’s ongoing efforts in strengthening national public health capacity for
improved disease surveillance and response through training programs, new laboratory diagnostics, and
funding of state and local health de partments for infrastructure improvements.

Some important changes have been made to this year's infectious diseases performance plan that should
make it easier to follow, as well as a better indicator of performance. Experience over the past two years
demonstrated that the two goals on capacity were interchangeable. Thus, performance measures related
to building epidemiologic and laboratory capacity are now grouped under one performance goal instead of
two. A new goal has been added for reducing the spread of antimicrobial resistance. This goal highlights
the efforts to address the growing problem of antimicrobial resistance as outlined in the action plan, A
Public Health Action Plan to Combat Antimicrobial Resistance. Promoting prudent use of antibiotics is one
strategy for reducing antimicrobial resistance, thus measures include reductions in the number of courses
of antibiotics for ear infections and the common cold.

The performance measures are grouped differently to provide a better sense of organization and flow.
Some performance measures have been added and others refined to better describe their relevance to the
goal. Some measures are being dropped—-those found to be a poor indicator of performance, for example,
measuring the number of extramural research awards; those that cannot be relied on because of
circumstances outside CDC’s control, such as the number of foodborne disease outbreaks; a fewthat have
been maximized or will have reached the expected level, such as the number of EIP networks and the
Group B strep program.

Some of the information needed to assess the FY 2000 targets is not yet available, however, some
measures can be addressed. Through FY 2000, 73 scientists will have completed the EID laboratory
fellowship program. T his fellowship is a training program in infectious disease laboratory methods and
practice designed to attract and prepare laboratory scientists for careers in public health. Recruiting and
retaining trained health professionals is key to rebuilding our public health infrastructure. Of the 65 fellows
who have completed the fellowships as of January 2000, 48% began working in public health laboratories
in state health departments or at CDC and 34 % went back to school, primarily M.D. or Ph.D. programs,
immediately following the fellowship. The rest accepted em ployment with non-profit, health-related
organizations and private industry, or hav e accepted other fellowships.

In FY 2000, 43 sites—39 states and 4 local health departments—were funded for the Epidemiology and
Laboratory Capacity (ELC) program. The purpose of the ELC program is to assist State and eligible local
public health agencies to strengthen the public health infrastructure to address infectious disease threats.
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Resources have been used to improve surv eillance, develop new and improved diagnostic and subtyping
methods, implement electronic disease reporting systems, transfer state-of-the-art technologies into public
health laboratories, and train epidemiologists and laboratory workers. ELC funding has been used to hire
160 Full Time Equivalents (FTESs) in funded sites, including 60 epidemiologists and 46 microbiologists.
Even though each grant award is modest in size (average $311,000), the ELC program has made a
dramatic impact. The infrastructure developed though the ELC program was crucial in the response to the
outbreak of West Nile virus in the New York metropolitan area. In addition, through technology transfer,
many states now have state-of-the-art molecular laboratory diagnostic tools, including pulsed field gel
electrophoresis (PFGE) and polymerase chain reaction (PCR) technology. These tools have been used to
identify, investigate, and rapidly implement control measures in hundreds of outbreaks; examples in 1999
include, E. coli O157:H7 at an upstate New York county fair linked to contaminated water; multi-state
outbreaks of Salmonella associated with alfalfa sprouts; and multi-state outbreaks of Listeria associated
with hot dogs.

CDC has made substantial progress in improving food safety through collaborations with federal, state, and
local government partners and with public and private sector partners. CDC led the development and
implementation of foodborne disease trend data for targeting of resources and improving prevention
methods; and the PulseNet laboratory DNA fingerprinting network (in 48 public health laboratories) that
provides for early detection of foodbome disease outbreaks within and between states. These programs
and other CDC efforts hav e strengthened and expanded the early warning system for foodborne iliness;
improved and expanded pathogen detection methods; improved prevention techniques to avoid, reduce, or
eliminate pathogens; and improved outbreak containment. CDC, in collaboration with FDA and USDA, has
designed training and educational materials and modules for public health and health care professionals;
joined forces with government, industry, and consumer partnersto conduct a broad-based food safety
education campaign (Fight BAC!™); and launched a national partnership for school-focused foodborne
illness prevention.

In FY 2000, using FoodNet and other data, CDC updated estimates of the burden of foodborne disease in
the United States; each year there are 76 million cases of foodborne illnesses resulting in 325,000
hospitalizations and 5,000 deaths. Also, FY 1999 FoodNet data showed that rates of Campylobacter
(26%), Shigella (44%), E. coli (22%) and Salmonella enteriditis (48%) have declined; these findings led to
new interagency efforts in research and surveillance to document the effectiveness of new food safety
control measures.

CDC has made substantial progress toward reducing perinatal group B streptococcal disease, the most
common cause of severe infections in newborns. Providers and obstetric departments have quickly
adopted recommended prevention strategies, resulting in a decline in disease that is more rapid than
expected. CDC worked with the American College of Obstetricians and Gynecologists and the American
Academy of Pediatrics to develop guidelines and information for practitioners on the best methods for
preventing group B streptococcal disease. Surveys have shown that the prevention recommendations
have been widely adopted. CDC'’s Active Bacterial Core Surveillance (ABCs) is tracking group B
streptococcal disease in nine states in areas with a total population of 28.3 million persons. According to
ABCs data, neonatal group B streptococcal infections have declined 70% since 1995, the year before the
prevention recommendations were published. To improve prevention efforts, CDC staff are working with
ABCs personnel to assess missed opportunities for prevention and will be meeting with representatives
from the American College of Obstetrics and Gynecology and the American Academy of Pediatrics to
review the 1996 prevention guidelines.

Other target measures, such as reduction of central line-associated bloodstream infections, were revised
because the original targets had already been met due to increased use of benchmark data to identify
problems. This allowed prompt use of intervention aimed at reducing the risk of bloodstream infections.
The target number of domestic and international sites for influenza surveillance was exceeded because of

04/09/01 CDC Performance Plan Page 128



diligent recruitment for the U.S. Sentinel Physicians Surveillance and consistent follow-up from the CDC

influenza program staff.

2.8.2a Goal-by-Goal Presentation by Budget

Performance Goal: Strengthen domestic and global epidemiologic and laboratory capacity for

surveillance and response to infectious disease.

Performance Measures Targets

Actual Performance

Domestic and Global Public Health Capacity

Public health microbiology Fellows Trained:
fellows will be trained and FY 02: 125.
available for employment in  FY 01: 100.
local, state, and federal FY 00: 70.
public health laboratories. FY 99: 40.

Overall target: On-going
increase in fellows trained.

The Emerging Infections FY 01: 9 EIP sites.
Program (EIP), a network of

regional population-based FY 00: 9 EIP sites.
programs, will be

established to conduct FY 99: 8 EIP sites.
active surveillance, engage

in applied epidemiologic and

laboratory research and pilot

and evaluate prevention and

intervention measures.

Fellows Trained:
FY 02:
FY 01:

FY 00:
FY 99:
FY 97:

73.
40.
13(baseline).

FY 01:

FY 00

FY 99

: 9 EIP sites.

1 7 EIP sites.

Ref.

Page
190

Page
190
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Performance Measures

Extramural domestic and
global surveillance networks
will monitor conditions
including antimicrobial
resistance, threats from
transfusion of blood and
blood products, infectious
diseases among travelers
and immunosuppressed and
underserved populations.

State/local health
departments will have
increased epidemiologic and
laboratory capacity (ELC)
for surveillance and
response to infectious
disease threats.

Extramural awards will be
provided to conduct
enhanced research
investigations to assistin
development and
improvement of diagnostic
tests for use in areas such
as antimicrobial resistance,
sexually transmitted
diseases, malaria, Lyme
disease, healthcare-
associated infections, and
blood safety.

Targets

Extramural Networks:

FY 02:
FY 01:
FY 00:
FY 99:

oo N

Overall target: 10 networks.

Health Departments:

FY 02: 58.
FY 01: 53.
FY 00: 43.
FY 99: 33.

Overall target: 55-60 health
departments.

Extramural Awards:

FY 01: 45.
FY 00: 22.
FY 99: 22.

Actual Performance Ref.

Extramural Networks: Page
190

FY 02:
FY 01:
FY 00:
FY 99:
FY 98:

FY 97:

ww s o

.(baseline).

Health Departments Page
190
FY 02:

FY 01:

FY 00: 43.

FY 99: 33.

FY 98: 30 (baseline).

Extramural Awards: Page
190
FY 01:

FY 00: 4/2001.

FY 99: 22.

FY 97: 17.

Hepatitis C, Chronic Liver Disease and Viral Hepatitis

Support for coordinators to
initiate hepatitis prevention
and control activities will be
provided to State/local
health departments.

Health Departments:

FY 02: 30.
FY 01: 25.
FY 00: 9.

Overall Target: 65 health
departments.

Health Departments: Page
190
FY 02:

FY 01:

FY 00: 15.

FY 99: 0 health departments.
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Performance Measure

Support will be provided to
State/local health
departments to assess the
effectiveness of integration
of HCV counseling, testing,
and referral programs to
established public health
programs.

Sentinel surveillance
systems for chronic
Hepatitis C Virus (HCV) will
be established to monitor
national trends in incidence,
risk factors for infection, and
outcomes of disease.

Monitoring influenza viruses
will be conducted in
domestic and global sites to
enhance early detection of
influenza viruses with
pandemic potential and
improve vaccine decision-
making.

Large or unusual outbreaks
of diarrheal and/or
foodborne illness will be
detected and investigated.

Target

Health Departments:

FY 01: 15.
FY 00: 15.

Overall Target: 20 health
departments.

States with Sentinel
Surveillance Systems:

FY 02: 5.
FY 01: 5.
FY 00: 3.

FY 99: 1 Sentinel surveillance
system for chronic HCV will be

developed and pilot tested.

Overall Target: 10 states with
sentinel surv eillance systems.

Influenza

Domestic and Glob al Sites:

FY 02: 550.
FYy 01: 514,
FY 00: 510.

Overall Target: 1 site per
250,000 population
domestically and increasing
numbers internationally.

Food Safety

Outbreaks Investigated:

FY 01: 26.
FY 00: 26.
FY 99: 23.

Actual Target

Health Departments:

FY 01:
FY 00: 12.
FY 99: 0 (baseline).

States with Sentinel
Surveillance Systems:

FY 02:

FY 01:

FY 00: 5.

FY 99: 2 pilot tests of the
sentinel surveillance system
were conducted.

FY 98: 0 Surveillance
Systems (baseline).

Domestic and Global Sites:

FY 02:
FY 01:
FY 00: 514 sites.
FY 99: 410 sites.
FY 96: O sites.

Outbreaks Investigated:

FY 01:

FY 00: 4/2001.
FY 99: 25.

FY 98: 15.

Ref.

Page
190

Page
190

Page
190

Page
190
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Performance Measure

The proportion of reported
foodborne outbreak
investigations in which the
causative organism or toxin
is identified.

The proportion of reported
foodborne outbreaks in
which the food that caused
the outbreak is identified.

Expand the number of

public health labs capable of
accessing PulseNet to build
subtyping capacity and rapid
exchange of foodborne
illness data for early
identification of and
response to outbreaks within
and between states.

Target

Causative Organism
Identified:

FY 02: 57%.
FY 01: 55%.
FY 00: 50%.
FY 99: 45%.

Overall Target: On-going--

dependant on development of

new lab technologies.

Causative Food ldentified in:

FY 01: 55% of outbreaks.
FY 00: Greater than 50% of
outbreaks.

FY 99: 50% of outbreaks
where causative food is
identified.

E. Coli 0157:H7:

FY 02: 45 labs.
FY 01: 45 labs.
FY 00: 40 labs.
FY 99: 29 labs.

Salmonella Typhimurium:

Actual Target

Causative Organism
Identified:

FY 02:

FY 01:

FY 00: 4/2001.

FY 99: 48% identified
causative organism.
FY 98: 40% ldentified
causative organism.

Causative Food Id entified
in:

FY 01:

FY 00: 4/2001.

FY 99: 50% of outbreaks
where causative food is
identified.

FY 98: 45% of outbreaks
where causative food is
identified.

E. Coli 0157:H7:

FY 02:

FY 01: 4/2001.

FY 00: 40 labs.

FY 99: 29 labs.

FY 97: 0 (baseline).

Salmonella Typhimurium:

Ref.

Page
190

Page
190

Page
190

FY 02: 45 labs. FY 02:
FY 01: 45 labs. FY 01:
FY 00: 40 labs. FY 00: 40 labs.
FY 99: 7 labs. FY 99: 7 labs.
FY 97: 0 labs (baseline).
Continued... Continued... Continued...
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Performance Measure

...continued.

Expand the number of
public health labs capable of
accessing PulseNet to build
subtyping capacity and rapid
exchange of foodborne
illness data for early
identification of and
response to outbreaks within
and between states.

Enhance FoodNet, a
foodborne diseases active
surveillance network, by
increasing the number of
pathogens and syndromes
under active surveillance to
identify trends in foodborne
illness.

Target

...continued.

Listeria monocytogenes:
FY 02: 30 labs.
FY 01: 30 labs.
FY 00: 20 labs.
FY 99: 7 labs.

Shigella sonnei:
FY 02: 15 labs.

Overall Target: 56 public
health departments (number of
pathogens that are added may
increase as new emerging
pathogens are identified).

Pathogens or Syndromes:

FY 02: 11.
FY 01: 11.
FY 00: 10.
FY 99: 8.

Overall Target: On-going.
Dependent on identification of
new pathogens and
syndromes.

Actual Target

...continued.

Listeria monocytogenes:
FY 02:

FY 01:

FY 00: 20 labs.

FY 99: 7 labs.

FY 97: 0 labs (baseline).

Shigella sonnei:

FY 02:

FY 01:

FY 00: 7 labs.

FY 97: 0 labs (baseline).

Pathogens or Syndromes:

FY 02:

FY 01: 4/2001.
FY 00: 10.

FYy 99: 8.

FYy 97: 7.

Performance Goal: Reduce the spread of antimicrobial resistance.

Performance Measure

Provide support for state/local

Target

Sites:

health departments and hospitals

in the surveillance, prevention,
and control of antimicrobial
resistance.

FY 01: 14.
FY 00: 14.

Actual Performance

Sites:

FY 01:
FY 00: 4/2001.
FY 99: 0.

Ref.

Page
190

Page
190

Ref.

Page
190
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Performance Measure

The rate of central line
associated bloodstream
infections in adultsin intensive
care unit patients will be reduced
as measured through the
National Nosocomial I nfections
Surveillance (NNIS) System.

Diminish the rapid rise in the
proportion of enterococci
resistant to vancomycin (VRE
rate) among pathogens
associated with nosocomial
infections inintensive care unit
patie nts.

Establish a surveillance system
to collect data on antimalarial
drug resistance in sub-Saharan
African countries.

Reduce the number of courses
of antibiotics for ear infections
for children under the age of 5
years.

Target

Rate of Infections:

FY 02: 3.80.
FY 01: 3.86.
FY 00: 4.4.
FY 99: 5.2.

Overall Target: 3.80
infections.

Increase in resistant
strains:

FY 02: 26.0%.
FY 01: 27.2% .
FY 00: 25.2%.
FY 99: 40.0%.

Overall Target: 26%
increase.

FY 01: 54 sub-Saharan
African countries.

FY 00: 25 of sub-Saharan
African countries included in
the surveillance system.

Overall Target: 54 sub-
Saharan countries.

Antibiotic courses per
100 children:

FY 02: 102 .
FY 01: 104.
FY 00: 106.

Overall Target: 88 antibiotic
courses per 100 children.

Actual Performance Ref.

Rate of Infections: Page
190
FY 02:

FY 01:

FY 00: 3.92.

FY 99: 4.4.

FY 98: 5.3.

Increase in resistant Page
strains: 190

FY 02:

FY 01:

FY 00: 25.0%.

FY 99: 40.9%. Five year
historical mean 47%.

FY 01: Page

190

FY 00: 54 sub-Saharan
African countries included
in the surveillance system.

FY 99: No surveillance
system in sub-Saharan
African countries for
collecting data on
antimalarial drug
resistance.

Antibiotic courses per Page
100 children: 190

FY 02:

FY 01:

FY 00: 4/2001.
FY 97: 108.
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Performance Measure

Reduce the number of courses
of antibiotics prescribed for the
sole diagnosis of the common
cold.

Reduce the incidence of
perinatal Group B streptococcal
infections.

Total Program Funding
(Dollars in Thousands)

Target

Antibiotic courses
prescribed per 100,000
population:

FY 02: 2,144.
FY 01: 2,281.
FY 00: 2,408.

Overall target: 1,268

antibiotic courses prescribed

per 100,000 population.

Perinatal Group B
streptococcal infections
per 1,000 live births:

FY 01: 0.3.
FY 00: 0.4.
FY 99: 0.9.

Overall Target: 0.3 perinatal
Group B streptococcal
infections per 1,000 live
births.

FY 2002: $331,518
FY 2001: $317,674
FY 2000: $253,697
FY 1999: 10/2001

Actual Performance

Antibiotic courses
prescribed per 100,000
population:

FY 02:

FY 01:

FY 00: 4/2001.

FY 97: 2,535 (baseline).

Perinatal Group B
streptococcal infections
per 1,000 live births:

FY 01:

FY 00: 9/2001.
FY 99: 0.4.
FY 95: 1.3.

(Estimate)

(Final Appropriation)
(Actual)

(Actual)

Ref.

Page
190

Page
190

Verification/Validation of Performance Measures: Successful accomplishment of these objectives will, in

part, be verified using data submitted from funded states. Performance, in these instances, will be verified
through on-site technical assistance and periodic visits and progress reviews. Other data are monitored
using published and unpublished studies and recommendations. Additional systems used for verification
included: 1) Hepatitis C Virus County Surveillance Project; 2) PulseNet and FoodNet; 3) U.S. Influenza
Physicians Surveillance Network; 4) the Foodborne Outbreak Reporting System, and 5) Active Bacterial
Core Surveillance (ABCs). The following systems referenced in Appendix A.2 are also used for data
verification and validation: 1) National Nosocomial Surveillance System (NNIS); 2) National Electronic
Telecommunication System for Surveillance (NETSS); and 3) Public Health Laboratory Information

System (PHLIS).
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2.9 Injury Prevention and Control

2.9.1 Program Description, Context and Summary of Performance

Injury, the leading cause of death for Americans ages 1 to 44 years, is largely preventable. CDC leads
federal efforts to prevent and control injuries with a program that addresses the main causes of death and
disability from injury: fires and burns; poisoning; drowning; violence, including homicide and suicide; motor
vehicle crashes; and lack of use of bicycle helmet, seat belts, and child restraint seats. Injury has a
disproportionate impact on children, youth, and young adults. Every day 60 children die from injury,
almost 3 children every hour. Each year over 150,000 Americans die from injuries, and 1 in 3 persons
suffers a nonfatal injury. Injuries, one of our most expensive health problems, cost $224 billion per year as
a total lifetime cost of injuries sustained. While the CDC and our public and private partners have made
tremendous progress in injury prevention and control during the past several years, examples of the
magnitude of the injury problem are highlighted below:
« Home fires and falls among older persons cause thousands of deaths and injuries each year
and result in high medical costs and property losses;
» Violence continues to result in staggering numbers of lives lost, and frequently this is violence
among intimate partners -- each year over 30% of women murdered in the U.S. are killed by a
Spouse or ex-Spouse;
e The rates of homicide and suicide for young Americans, particularly men, are alarmingly
higher than for any other Western industrialized nation;
* An estimated 2 million Americans suffer a traumatic brain injury (TBI) each year, of which
about 50,000 die and another 50,000 to 70,000 are disabled;
» Approximately 4 million poisonings occur each year costing the health care system
approximately $3 billion/year; and
» Each year about 153,000 children receiv e treatment in hospital emergency departments for
bicycle-related head injuries.

Through the National Center for Injury Prevention and Control, CDC provides national leadership for
designing programs to prevent premature death and disability and reduce human suffering and medical
costs caused by injuries. CDC accomplishes its mission through: extramural and intramural research;
conducting surveillance; developing, evaluating, and implementing prevention programs; assisting state
and local health jurisdictions in their efforts to reduce injuries; and conducting prevention activities in
partnership with other federal and priv ate-sector agencies. Evaluation of intervention programs is a key
component of CDC'’s overall strategy to discover what works and determine how to deliver programs to the
American people. InJanuary 1999, the Institute of Medicine published a report titled, Reducing the Burden
of Injury: Advancing Prevention and Treatment. This report encourages expansion of CDC’s work in all
these areas and provides specific recommendations, which CDC is considering as future plans are
developed.

CDC continues to discover and deliver proven interventions. Some of our recent activities and
accomplishments include:

Smoke alarm installation and education programs in nineteen states. During the project period, over
50,000 long life, lithium-powered smoke alarms were distributed and/or installed.

Bicycle safety programs in five states aimed at increasing bicycle helmet use among riders of all ages.
These programs have resulted in measurable increases in helmet use.

Development of, “The Best Practices to Prevent Youth Violence: A Sourcebook for Community
Action.” The Sourcebook is based on the input of experts convened by CDC to review and analyze
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the results of research, including CDC findings, in order to identify “Best Practices” for youth violence
prevention.

Establishment of the first suicide prevention research center in addition to other research efforts to
discover what puts people at risk for suicide and how to prevent it. CDC also participated in the
development of the Surgeon General’s 1999 Call to Action to Prevent Suicide, which recommends a
three part strategy, “Awareness, Intervention, and Methodology (AIM),” for moving the nation’s suicide
prevention efforts forward.

Development of a fifteen-state TBI surveillance system and two State TBI Reqgistries. Data from these
surveillance systems will enable CDC to estimate the magnitude and severity of TBI nationally and to
assist states in developing TBI prevention programs.

Development of uniform data elements for emergency department records - As electronic patient
record keeping enters into the mainstream of ED practice, we will continue to work with States,
hospitals, and others to improve structured data entry and health data standards applicable to each
data element, safeguards to protect the privacy and confidentiality of personally identifiable data, and
the specific needs of surveillance systems at the local, state, and national levels.

Improving institutional and com munity living environments for elderly citizens as a means of reducing
the risks and consequences of falls. In 1998, CDC established the National Resource Center on Aging
and Injury. In 1999, Remembering When, A Fire and Falls Prevention Program for Older Adults was
completed and pilot-tested in Mississippi, Arkansas, and Alaska, as well as the cities of Atlanta and
Cleveland. CDC hasalso developed a Tool Kit to Prevent Senior Falls, to provide health
professionals, including state and local health departments, state and local agencies on aging, health
maintenance organizations, and other organizations and service providers with current technical
information and materials about falls and fall-related injuries that can be incorporated into new of
existing programs and activities to reduce falls anong older adults. The tool kit also contains a newly
developed, scientifically based fall prevention brochure and a home safety checklist intended for the
general public.

Focus of the FY 2002 Performance Plan

The performance measures for injury prevention and control best represent NCIPC’s mission to provide
leadership in preventing and controlling injuries through research, surveillance, implementation of
programs, and communication. Priority areas for the FY 2002 Performance Plan include:

Youth violence prevention

Intimate partner violence prevention

Bicycle helmet usage and head injury prevention
Fire-related injury prevention

Fall-related injury prevention amongthe elderly

Motor vehicle-related injuries and deaths among the elderly
Injury Prevention and Control Research

Data Warehousing and Mining

Electronic Emergency Department Public Health Reporting

Links to the DHHS Strategic Plan:
Each of the NCIPC performance objectives and measures are related to DHHS Goal 1: Reduce major
threats to the health and productivity of all Americans.
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2.9.1a Youth Violence Prevention

Violence is a public health problem because of its tremendous impact on the health and well-being of our
youth. In 1997, 6,146 young people 15-24 years old were victims of homicide. This amounts to an average
of 17 youth homicide victims per day in the US. Asthe lead agency in injury control, CDC plays a key role
in coordinating activities and programs in the Public Health Service to prevent youth violence through it's
focus on intervention and evaluation research. Over the last 15 years, CDC has used science to
understand the problem of violence in America and to determine what works to prevent it. The public
health approach to violence has four major com ponents: 1) description of the problem, 2) identifi cation of
risk and protective factors, 3) evaluation of interventions and programs designed to reduce violence, and
4) implementation of promising programs at the community level.

Poverty, discrimination, and lack of opportunities for education and employment are important risk factors
for violence and must be addressed as part of any comprehensive solution to youth violence. Strategies for
reducing violence should also begin early in life, before young people adopt violent beliefs and behavioral
patterns. To determine how to alter these risks and prevent young people from becoming victims or
perpetrators of violent behavior, in 1992 CDC began funding projects to evaluate effective interventions for
preventing and reducing aggressive behavior among youth. The primary goal of these projects is to
determine which interventions are effective in preventing and reducing aggressive and violent behavior.
The majority of the projects emphasize primary prevention and are cooperative efforts among schools,
health departments and community partners.

Several projects have been funded across the country which have looked at a broad range of promising
interventions including peer mediation, conflict resolution training, mentoring, role playing, and efforts to
improve parenting skills. These interventions will serve as the framework for developing performance
measures aimed at reducing the incidence of youth violence.

Performance Summary

Intervention and evaluation phases of several youth violence prevention projects have ended, final reports

are being received, and an analysis of he outcomes will take place in FY 2000. In a baseline measure at

the beginning of one of the projects to prevent violence among middle-school students, 50% of the
students reported incidents of physical fighting. One target was to achieve a 30% reduction in reported
incidents of physical fighting. Final reports from this round of projects are being received and will be
analyzed in FY 2000. Other accomplishments include:

. CDC has developed a source book on the Best Practices for implementing prevention programs that
hold the most promise for reducing aggression and violence among youths. This source book will be
available early in 2000. Four strategies are included in the source book: social cognitive programs,
mentoring programs, parent/family intervention programs, and nurse home visitation. The source
book builds on lessons learned from the initial evaluation projects funded by CDC and draws upon the
expertise of over 100 of the nation’s leading scientists and practitioners, and the scientific literature on
youth violence prevention.

. In light of the recent school shootings, CDC (with the Department of Education (DOE) and the
Department of Justice (DOJ)), has conducted a second national study to determine whether there has
been a significantincrease in school-associated violent deaths since 1994. Once data analysisis
completed we will have continuous data from 1992-1998. The first such national study, conducted
jointly by CDC and DOE, examined the period 1992-1994. Of the 15 school-associated violent
deaths examined in that study, student in secondary schools, students of minority racial and ethnic
background, and student in urban school districts had higher levels of risk, and the deaths occurred in
communities of all sizes in 25 different states.
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» Building on the foundation of earlier projects to evaluate promising intervention, CDC has awarded
four cooperative agreements to develop, implement, and evaluate a common violence prevention
program in middle schools. Approximately 9,000 middle school students will be involved in this
evaluation project, making it one of the largest efforts to date to assess the effectiveness of school
based violence prevention among this age group. CDC is supporting the replication and evaluation of
promising prevention programs targeting children ages 12-18 in collaboration with DOJ and the Center
for the Study and Prevention of Violence at the University of Colorado.

e To assist researchers and prevention specialists interested in conducting risk and protective factor
research or in evaluating youth violence prev ention programs, CDC has published Measuring
Violence-Related Attitudes, Beliefs, and Behaviors: A Compendium of Assessment Tools. The
compendium includes questions, scales, and instruments for measuring attitudinal, psycho-social,
behavioral, and environmental factors related to violence.

« During FY 2000, CDC funded 10 National Centers of Excellence on Youth Violence and a National
Youth Violence Prevention Resource Center. The Centers of Excellence will serve as national models
forthe prevention of youth violence. The Centers will support development and use of effective
interventions, promote interdisciplinary research, foster collaboration between researchers and
communities, and empower communities to address the problem of youth violence that will be
available on a toll-free number in English and Spanish, on the Internet, and be linked to private and
Federal resources.

2.9.2a Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the incidence youth violence.

Performance Measures Targets Actual Performance Ref.
Reduce the number of FY 00: 30% of students FY 00: Achieved. Page
students reporting incidents of  report being involved in a 201
physical fighting among physical fight. FY 96: 30% reduction in
program participants in a physical fighting was
CDC-funded youth violence reported in the initial phase
project. of the project.

FY 94: 50% of students
report being involved in a
physical fight (baseline).
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Performance Measure

Develop best practices
protocols for implementation
and evaluation of youth
violence prevention programs
in 1999.

Increase the number of
regional best practices
workshops and disseminate
results of the workshops.

Target

FY 02: Develop capacity for
technical assistance in
implementing the best
practices Sourcebook
nationwide through CDC'’s
National Youth Violence
Prevention Research Center.

FY 01: Provide technical
assistance to at least 5
communities in implementing
Best Practices.

FY 00: Disseminate Best
Practices protocols to at least
one target audience during
FY 2000.

FY 99: Develop best
practices protocols for
implementation and
evaluation of youth violence
prevention programs in 1999.

FY 02: Disseminate
workshop results.

FY 01: 8 workshops.

FY 00: Develop and test new
mechanisms for
disseminating Best Practices,
such as a website.

Actual Performance Ref.

FY 02: Page

201

FY 01:

FY 00: Publication
completed; distribution in
FY 01.

FY 99: Protocols have
been developed and
compiled into a
Sourcebook of Best
Practices.

FY 02: Page

201

FY 01:

FY 00: Website launched
October 2000.

FY 97: 0 Workshops.

Verification/Validation of Performance Measures: The Behavioral Frequency Scales will be used to verify
and validate the first performance measure. Programmatic oversight will be used to verify and validate the
remaining performance measures.

Behavioral Frequency Scales: This instrument is used to measure aggressive and delinquent behavior in
among program participants in CDC-funded youth violence prevention programs. The inventory includes
scales that assess the 30-day frequency of specific delinquent behavior (10 items), violent behaviors (5
items), gateway drug use (6 items), other drug use (4 items). An additional 16 items assess frequency of
use for other drugs, concerns about safety, the use of conflict-resolution skills, and the use of the peer
mediators. Reliability ranges from .64 to .87. (The Center for the Study and Prevention of Violence,
Boulder, Colorado - Peter Tolan & Nancy Guerra).
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2.9.1b Violence Against Women

Nearly 2 million American women ex perienced domestic or sexual violence in 1996: 4,581,714 physical
assaults against women were committed by partners and 453, 137 rapes occurred during the preceding 12
months. Over 4,200 women were murdered by someone they knew, and half of those murders were
committed by intimate partners. Strong networks of state and local groups have laid the foundation for
delivering services and advocating for survivors, with limited Federal support. The Violence Against
Women Act of 1995 increased Federal funding and clearly defined the government’s role to support
services and provide knowledge for preventing and treating violence against women.

The problem is difficult to study because there are many barriers to disclosure. Consequently, much
remains unknown about the factors that increase or decrease the likelihood that men will behave violently
towards women, the factors that endanger women or protect them from violence, and the physical and
emotional consequences of such violence for women and their children. Greater knowledge of modifiable
factors that are causally related to intimate partner violence, methods of violence, and consequences of
such violence will lead to the development of new prev ention strategies.

In 1994, the CDC began funding projects to determine how effective specific prevention or intervention
programs are in preventing intimate partner violence and sexual assault and how to effectively combine
specific prevention or intervention programs to prevent intimate partner violence and sexual assault. The
expansion of this program will lead to greater knowledge of modifiable risk factors and consequences
associated with the development of effective prevention and intervention strategies for intimate partner
violence and sexual assault. Our long-term goal is to, “Reduce the incidence of violence against women.”
However, this goal may take many years to achieve. In the interim, we know that we need to put into place
an ongoing system to monitor the problem, improv e the level and scope of prevention and intervention
services, provide for evaluating what works and communicating what we know to violence against women
service providers, and gain a greater understanding of the social norms that allow violence against women.
Our short-term goal is to put surveillance, communications, and evaluation/feedback systems into place
that will allow us to reduce the incidence of violence against women over time.

Performance Summary

Projects in three state health departments are progressing well in collecting data on family and intimate
violence and in implementing and evaluating interventions; four multifaceted community-based projects
are identifying successful methods for deliv ering family and intimate violence interventions at the
community level and determining if these programs can reduce the violence; and fourteen projects are
developing and evaluating coordinated community responses and the primary prevention of family and
intimate violence.

Other activities and accomplishments include:

. In October 1999, CDC published Intimate Partner Violence Surv eillance: Uniform Definitions and
Recommended Data Elements, Version 1.0 to improve the quality of data about violence against
women. The document summarizes recommended uniform definitions and data elements for intimate
partner violence surveillance, and is intended for voluntary use by individuals and organizations
interested in gathering such data.

« The CDC Working Group on Violence and Reproductive Health organized the National Conference on
Violence and Reproductive Health: Science, Prevention and Action, held June, 1999. The goal of the
conference was to increase awareness and understanding of the relationship between violence against
women and reproductive health and to lay the groundwork for future activities in science, program and
policy development.
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* In October 1999, Kentucky and Oklahoma were funded to develop intimate partner violence
surveillance systems. These two states in addition to three others initially funded in 1994 are pilot
testing the uniform D efinitions and Recommended Data Elements.

 InFY 1999, CDC funded six projects (three new and three continuations) to evaluate a community-
coordinated response to intimate partner violence. All projects will have a comparison community and
will conduct cross-comm unity comparisons.

e« CDC funded 8 community-based primary prevention projects for three years in FY 1998 to develop,
implement, and evaluate primary prevention programs in family and intimate violence.

» Inresponse to many requests by hospitals and other organizations, CDC has developed a framework
to evaluate health care provider training programs.

* CDC has provided support and technical assistance for the development, implem entation, and
evaluation of a training program for health workers in California who provide outreach to Mexican and
Mexican-American migrant and seasonal farm workers. This project has won two awards: The
Marshall Award, and the President’s Award for Excellence. CDC currently is providing support and
technical assistance to replicate and evaluate the program in Wisconsin and Texas.

«  CDC funded the Pennsylvania Coalition Against Domestic Violence to further develop, expand, and
evaluate the Violence Against Women Electronic Network. The funding creates the opportunity to
provide state domestic violence and sexual assault coalitions, and allied organizations with more
immediate access to information and with a more efficient method of communicating about prevention
and intervention initiatives.

e CDC is funding The Violence Against Women Prevention Research Center, which is composed of
core research faculty from the Medical University of South Caradlina, the University of Missouri at St.
Louis, and Wellesley College to:

—Overcome barriers to collaboration between researchers, victim advocates, public health, criminal
justice, and practitioners and foster interdisciplinary prevention research;

—Develop and test new preventiv e interventions;

—Train and assist those involved in violence against women prevention research;

—Disseminate the best prevention research; and

—Make special outreach efforts to attract and train violence against women researchers who are
racial and ethnic minorities.

« A case control study on suicide attempts was conducted at a large urban hospital to investigate the
links between suicide attempts and intimate partner violence. The researchers found that there was a
strong connection between intimate partner violence and suicidal behavior in African American
women.

« Additional funding has been provided to conduct a prospective, randomized controlled trial to develop
interventions for suicidal, battered women to reduce the morbidity and mortality associated with both
intimate partner violence and suicide.

< A community-based domestic violence intervention with Latino families is a longitudinal in-depth study
of the impact of violence on abused Latinas, their male batterers, and their children. The study will
examine the ways in which historical, social, economic, philosophical and spiritual aspects of Latino
culture can be used to design and implement a comprehensive family intervention that encom passes
both primary and se condary prev ention strategies.

* In October 1999, CDC convened a meeting to develop a plan for CDC's future role in preventing child
abuse and neglect. Participants at this meeting consisted of researchers, service providers,
educators, representatives of other federal agencies, and other professionals who are active in the
field of preventing child abuse and neglect.

 InFY 2000, CDC used increases from Congress to bolster services for women who are victims of
violence and for responding to the need for prevention and early intervention. CDC funded 10
cooperative agreements to support demonstration projects for early intervention and prevention of
sexual violence and intimate partner violence among racial and ethnic minority populations.
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2.9.2b Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the incidence of violence against women.

Performance Measures

CDC will establish a biannual
survey of the incidence and
prevalence of violence against
women by the year 2001.

Establish innovative programs
to address prevention of
violence against women.

Targets

FY 02: Conduct survey.

FY 01: Begin development of
a survey instrument.

FY 00: Establish a committee
to begin development of a
survey instrument.

FY 02: Projects ongoing:
milestones to report.

no

FY 01: Develop/publish
progress report on funded
projects with a long-term goal
of developing
recommendations for key
components of successful
programs by the year 2005.

FY 00: Implement and begin
evaluation of 2 innovative
community-based programs to
address violence against
women: (1) Community -
coordinated response to
intimate partner violence and
(2) community-based primary
prevention programs.

Actual Performance Ref.

FY 02: Page
201

FY 01:

FY 00: Committee has

been established.

FY 99: No ongoing

biannual survey in

existence.

FY 02: Page
201

FY 01:

FY 00: 10 projects were
funded in September 2000
to support two community-
based programs: (1)
Community -coordinated
response to intimate
partner violence; and (2)
community-based primary
prevention programs.

FY 99: No evaluations
done to date.
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Performance Measures

Establish a research program
that addresses the understudied
aspects of violence against
women.

Establish at least one system
for collecting Intimate Partner
Violence (IPV) surveillance data
representative of an entire
state, by the year 2000.
Analyze the surveillance data in
2001 and beyond.

Targets

FY 02: Ongoing study
projects.

FY 01: Address at least 2
understudied aspects of
violence against women
identified in the research plan
with a long-term goal of
translating findings from the
research funded for use at the
community or program level.

FY 00: Develop a violence
against women research plan
and identify potential
academic institutions that are
committed to conducting
violence against women
research.

FY 02: Projects on-going.

FY 01: Develop and pilot the
surveillance system.

FY 00: Identify data sources
at the state level.

Actual Performance Ref.

FY 02: Page

201

FY 01:

FY 00: Priorities have
been identified; RFP has
been developed;
applications were
reviewed and funding
decisions were made at
the end of 9/2000.

FY 99: No research plan
in place.

FY 02: Page
201

FY 01:

FY 00: Three additional
states were funded in
September 2000.

FY 99: Three states are
funded to explore different
ways to collect this data.
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Performance Measures Targets Actual Performance Ref.

Increase (a) by 5% the number FY 02: Continue at FY 01 FY 02: Page
of coalition members’ working level. 201
partnerships, or (b) by 15% the
community’s knowledge of FY 01: Increase at |least two FY 01:
resources, or (c) by 10% the of the three options.
number of calls to agencies
from communities with FY 00: Increase at least one FY 00: Preliminary data
coordinated community of the three options. being processed and
responses on intimate partner analyzed.
violence prev ention intervention
in at least two communities by FY 99: Data received in
the year 2000. March 2000 and will be
process and analyzedin
FY 00.

Verification/Validation of Performance Measure: Programmatic ov ersight will be used to verify and
validate performance measures.

2.9.1c Rape Prevention and Education Grants

In a recent National Violence Against Women Survey CDC found that 453,137 rapes occurred during the
preceding 12 months; over half of the women who reported rape in their lifetime said they were under 17
when the first rape occurred; and nearly half of these child-rapes occurred to girls under 12 years of age.
CDC continues to address this problem by supporting every State and territory through the rape prevention
and education grant program and by conducting research and other activities to improve states’ ability to
prevent sexual violence.

Previously funded from the Violent Crime Reduction Trust Fund via the Preventive Health and Health
Services Block Grant, this $45 million grant program is being m odified to com ply with new requirements of
the Victims of Trafficking and Violence Protection Act of 2000 (PL 106-386, October 28, 2000), which
requires CDC to provide resources and assistance to states for rape prevention and education programs
conducted by rape crisis centers, State sexual assault coalitions, and other public and private nonprofit
entities for:

educational seminars.

operation of hotlines.

training programs for profe ssionals.

preparation of informational material.

education and training programs for students and campus personnel designed to reduce the incidence
of sexual assault at colleges and universities.

education and training to increase awareness about drugs to facilitate rapes or sexual assaults.

other efforts to increase awareness about, or to help prevent, sexual assault, including efforts to
increase awareness in underserved communities and awareness among individuals with disabilities.

CDC assists state and coalition staff through training opportunities and the National Sexual Violence
Resource Center.

The Rape Prevention and Education (RP&E) Program provides funding to 59 grantees to support primary
prevention activities and health services that address sexual assault and rape prevention and education in
local communities. Grantees comprise all 50 states, the District of Columbia, and 8 Pacific Island
territories.
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Links to DHHS Healthy People 2010

This program activity relates to the following Healthy People 2010 Goals:
15-35 Reduce the annual rate of rape or attempted rape to 0.7 rapes or attempted rapes per 1,000
persons; and
15-36 Reduce sexual assault other than rape to 0.2 sexual assaults other than rape per 1,000 persons
aged 12 years and older.

Performance Summary

Rape Prevention and Education activities are taking place in all 50 states and the territories. As a result of
this funding, the states and territories are better able to address sexual violence, provide more and better
services to survivors of sexual assault and rape and to implement prevention and education programs.

Activities and accomplishments include:

1 CDC is continuing to build a national program in sexual assault prevention. Staff have facilitated
training on health communications and media advocacy intended to help state sexual assault
prevention coordinators and coalition staff apply effective communications strategies to sexual
violence issues.

A National Sexual Violence Resource Center was established with CDC funding to provide
leadership in the prevention of sexual violence as well as comprehensive information, policy
analysis and development; technical assistance to sexual assault programs, state and local
organizations, community volunteers, and the media; and to compile, synthesize, and distribute
research and evaluation findings.

1 CDC, with national comm unity-based organizations, agencies of the Departm ent of Health and
Human Services, the Department of Justice, and other federal agencies convened the first
National Sexual Violence Prevention Conference, May 16-19, 2000, in Dallas Texas, to strengthen
communication and working relationships to address sexual violence.

CDC continues to provide technical assistance and consultation to state sexual assault coalitions,
state health departments, local programs, and researchers.

Study: Training Needs of Health Care Providersin te Detection and Referral of Victims of Family
and Intimate Partner Violence and Sexual Assault CDC has contracted with the National Academy
of Sciences, Institute of Medicine to conduct an assessment of the training needs of health care
providers to detect, and refer victims of family and intimate violence or sexual assault. The results
of this contract will provide the basis to support prevention-oriented research that will lead to
greater knowledge of prevention strategies for professional training and education.

Development of Uniform Definitions and Recommended Data Elements for Sexual Violence:
Through an extensive collaborative process, CDC and a panel of experts (comprising federal and
state representatives, researchers, physicians, and practitioners) are developing a set of
recommendations designed to promote consistency in the use of terminology and data collection
related to sexual violence. This will improve our ability to monitor national incidence and trends,
determine the scope of this problem, assess the effectiveness of interventions, and inform policy.
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2.9.1c Goal-by-Goal Presentation of Performance

Performance Goal: Enhance states’ ability to implement effective rape prevention and education
programs that will ultimately reduce the incidence of sexual assault.

Performance Measure Targets Actual Performance Ref.
Develop case definitions for FY 03: Pilot test sexual FY 03: Page
sexual assault. assault case definitions 201

FY 02: Publish and FY 02:

disseminate case definitions
Enhance state and coalition FY 03: Conduct at least one FY 03: Page
capability to deliver effective training session based on 201
sexual assault prevention needs assessment
programs.

FY 02: Assess training FY 02:

needs of sexual assault
prevention program staff

Verification/Validation of Performance Measure: Quarterly project reports will be collected from each
program funded in order to verify performance.

2.9.1d Bicycle Helmet Usage and Head Injury Prevention

Bicycling is a common recreational activity and mode of transportation among children. About 27.7 million
American children less than 15 years of age ride a bicycle. However, this activity is not without risk. In
1998, an estimated 362,000 such children sought emergency department care for a bicycle-related injury,
of which head, facial, and ear injuries accounted for about 30% (108,600).

Several studies indicate that bicycle helmets can prevent as much as 88% of serious head or brain injuries.
Despite this, helmet-wearing is not yet a social norm. In a 1994 CDC survey, an estimated 25 percent of
children 5-14 years of age were reported to have always used a helmet in the last month. This survey is
being repeated in 2000-2001. Universal use of bicycle helmets by children aged 4 through 15 years would
prevent between 135 and 155 deaths, between 39,000 and 45,000 head injuries, and between 18,000 and
55,000 scalp and face injuries annually. Helmet use among teens is very low-3 percent.

CDC works to prevent these injuries and deaths by developing and disseminating injury control
recommendations on bicycle helmets; collaborating with the National Highway Traffic Safety
Administration, other federal agencies, and private and voluntary agencies to promote helmet use and
bicycle safety; and providing cooperative agreements to state health departments to implement and
evaluate programs that promote bicycle helmet use and bicycle safety. In 1994, CDC began funding
programs in nine states to promote helmet use among children within specific communities. Substantial
increasesin helmet use occurred as a direct result. For example, in Pittsburgh, California, a
comprehensive, multifaceted, three-year program resulted in helmet use increasing from 22% to 64%
among elementary school children who participated in the program. CDC began a second round of state-
based bicycle head injury prevention cooperative agreements in FT 1998 in five states. Preliminary data
indicate further success (see performance measures table) below.

Performance Summary
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CDC began a second round of stat-based bicycle head injury prevention cooperative agreements in FY
1998 in five states. Nearly all of these projects showed early progress (i.e., increase in observed helmet
use). However, recent data show a decline in the progress of CDC-funded bicycle helmet promotion
projects. Prior to program implementation the helmet use rate for the fifteen intervention communities in
these five states combined was 40%, and increased to 58% overall by the end of the second grant year.
However, by the end of the FY 1999, the cumulative helmet use rate had dropped to 55% in CDC-funded
communities with fewer and fewer direct observations of helmet use. Moreover, the funded projects were
not reaching the populations of greatest risk, underscoring CDC's limited capability to make a substantial
impact on the reduction of these injuries.

CDC has worked with the federal and state partners to establish the National Bicycle Safety Network
(NBSN). The NBSNis a coalition of public and private organizations and agencies working together to
increase safe bicycle use. Thisincludes reducing the incidence of traumatic brain injuries from bicycle
use, and promoting safe cycling as a viable transportation alternative. The decline in helmet use rates,
together with expanded promotional efforts of national nonprofit organizations such as the National
SafeKIDS Campaign, and the Bicycle Helm et Safety Institute, has led to an de-emphasis of bicycle helmet
promotion as a program priority for CDC. In FY 2001, CDC funded SafeKids to address injuries among
children 14 years and under that will address the problem of bicycle-related injuries and the need for
bicycle helmets, among other prevention activities. CDC also funded the NBSN to develop a national
action plan which will contain recommendations for CDC and other partners of the network. Funding for
bicycle helmet promotion projects has been diverted to other unintentional injury programs including falls
among the elderly, dog bite prevention, and child safety (booster) seat promotion. A report on final rates of
observed helmet use in funded communities will be completed by 8/2001.

CDC began funding CPSC'’s National Electronic Injury Surveillance System (NEISS) in FY 2000 for the
first time which will allow for a direct national estimate of emergency department visits for bicycle-related
health injuries. Although these data were received in March 2001, sufficient time is not available to
conduct an analysis for this reporting period. A final determination of bicycle-related ED visits will be
completed by May 2001.

In cases where head injury is not prevented, we need to understand better the medical and social aspects
of disability associated with traumatic brain injury. The goal has been modified to align with program
direction. Also, performance measures and targets have been changed so that they are outcome versus
process oriented, and representative of the larger program direction. Instead of limiting measures to
development of TBI through state health departments. The funding of registries is one element of the
reporting system.
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2.9.2d Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the number and severity of injuries related to bicycle-related head injuries by
increasing the use of bicycle helmets by children in CDC-funded projects.

Performance Measures Targets

The number of bicycle-related  FY 00: 5% reduction.
emergency department visits

will be reduced by 5% per year FY 99: 5% reduction.
from 123,475 in 1995.

Increase the use of bicycle FY 02: Disseminate

helmets by child and teen information about the results
bicyclists in CDC-funded of the multi-year projects in 5
project areas. states funded FY 99-01.

FY 01: Increase use by 7%.

FY 00: Increase use by 25%.

FY 99: Increase use by 30%.

Actual Performance
FY 00: Analysis is ongoing.
FY 99:4/2001.

FY 95: 123,475 bicycle-
related emergency room
visits.

FY 02:

FY 01: Baseline data on
observed helmet use by
8/2001 in funded
communities.

FY 00: Data available
6/2001 in five states below.

FY 99: California + 7%.
Colorado +33%
Florida -19%
Oklahoma+200%
Rhode Is. +0%

FY 98: California +83%.
Colorado +16%
Florida + 3%
Oklahoma+214%
Rhode Is. +15%

FY 97: Baselines:
California 54%.
Colorado 30%
Florida 62%
Oklahoma 6%
Rhode Is. 8%

Ref.

Page
201

Page
201
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Performance Goal: Provide quality data for public health programs to determine the medical and social
impact associated with traumatic brain injury (TBI). These data can also be used for prevention program

planning.

Performance Measures

Develop a TBI uniform
reporting system with State
health departments and
determine the incidence and
prevalence of TBI as
instructed by Congress. Report
information on uses of State
TBI surveillance and follow-up
registries data and
disseminate information on
TBI trends.

Implement CDC guidelines for
design and use of TBI
registries in 2 states by 2004.
Report outcomes associated
with TBI.

Continued...

Targets

FY 01: Use State surveillance
and follow registries datato
disseminate information of TBI
trends.

FY 00: Disseminate a report on
the uses of State TBI
surveillance data and report the
incidence/prevalence of TBI.

FY 99: The number of
population-based TBI follow-up
registries will be increased from
1lin FY 1997 to 2 by FY 1999.

FY 02: Draft, review and
finalize TBI registry guidelines.

FY 01: Implement an interview
instrument for follow-up of
persons with TBI. Disseminate
information on the outcomes
associated with TBI disability.

FY 00: Disseminate the TBI
and Public Health Report that
includes recommendations on
the use of registries for
providing information to
persons needing services.
Disseminate the TBI brochure.

Continued...

Actual Performance

FY 01:

FY 00: TBI Surveillance in
States completed and
distributed.

FY 99: Funding provided
for: a) two foll ow-up
registries in Colorado and
South Carolina, and b) 15
State TBI systems. TBI
uniform reporting system
formed.

FY 98: 1 TBI follow-up
registry. 15 State TBI
surveillance systems.

FY 02:

FY 01:

FY 00: TBI report
completed and distributed,;
TBI brochure completed
and distributed.

Continued...

Ref.

Page
201

Page
201
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Performance Measures

...continued.

Implement CDC guidelines for
design and use of TBI
registries in 2 states by 2004.
Report outcomes associated
with TBI.

Targets

...continued.

FY 99: Guidelines for the use
of population-based registries
for collecting follow-up data on
disabilities among persons with
TBI will be developed by 2002.

Actual Performance Ref.
...continued. Page
201

FY 99: 0 Guidelines.
Information on TBI
surveillance activities in
33 states were reviewed to
determine if they provide

follow-up to individuals
identified in their
surveillance systems.
Twelve states report they
use their systems to
identify TBI survivors to
provide information about
services.

FY 98: 0 guidelines.

Verification/Validation of Perfformance Measures: Surveillance data and follow-up information from TBI
Registries will be used, along with programm atic oversight for verification and validation.

2.9.1e Fire-Related Injury Prevention

In 1997, there were an estimated 400,000 home firesin the U.S., which killed 3,360 individuals
(1.1/100,000) and injured an additional 18,000 other people. Direct property damage caused by these
fires exceeded $4.6 billion.

Residential fire deaths occur disproportionately in the southeastern states. They also occur
disproportionately during the winter months of December-February, a period during which more than
one-third of home fires occur, compared to one-sixth in the summer months of June-August. Many
subgroups within the population remain highly vulnerable to fire morbidity and mortality. The rate of death
dueto fire is higher among the poor, minorities, children under age 5, adults over age 65, low-income
communities in remote rural areas orin poor urban communities, and among individuals living in
manufactured homes built before 1976, when the U.S. Department of Housing and Urban Developm ent
construction safety standards became effective. Other risk factors for fire-related deaths include:
inoperative smoke detectors, careless smoking, abuse of alcohol or other drugs, incorrect use of
alternative heating sources including usage of devices inappropriate or insufficient for the space to be
heated, inadequate supervision of children, and insufficient fire safety education.

The majority of fire-related fatalities occur in fires that start at night while occupants are asleep, a time
when effective detection and alerting systems are of special importance. Operable smoke alarms on every
level provide the residents of a burning home with sufficient advance warning for escape from nearly all
types of fires. If a fire occurs, homes with functional smoke alarms are half as likely to have a death occur
as homes without smoke alarms. As aresult, operable residential smoke alarms can be highly effective in
preventing fire-related deaths. It is important to understand that any smoke alarm - whether ionization or
photoelectric, AC or battery powered - will offer adequate warning for escape, provided that the alamm is
listed by an independent testing laboratory and is properly installed and maintained. An estimated 94% of
U.S. households have at least one smoke alarm; however approximately 1/4 of these alarms are
nonfunctional due to battery removal (often due to nuisance alarms from cooking, etc.), or non-
replacement of 9V battery each year. Through a Small Business Innovative Research project, CDC
assisted in the development of a smoke alarm with a 10 year lithium battery which should promote
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continued fire protection over a longer period of time. These alarms are also equipped with a hush button
feature to discourage disassembly/removal due to nuisance alarms.

CDC works to prevent these needless deaths by conducting, coordinating, and funding fire and burn
prevention research and interventions at the state, local, and community levels, and collaborates with
organizations such as the U.S. Consumer Product Safety Commission, U.S. Fire Administration, other
federal agencies, private and voluntary agencies on developing recomm endations for conducting and
evaluating smoke alarm installation programs.

Performance Summary

In 1994, CDC began funding programs to prevent fire-related injuries through the distribution and
installation of smoke alarms in homes in high-risk communities that do not have adequate smoke alarm
coverage. Measurable success has resulted from the implementation of these interventions. For example,
to date, over 50,000 long life, lithium-powered smoke alarms have been distributed and/or installed
through this program.

These successes are the basis for developing performance measures aimed at reducing incidence of fire-
related injuries. CDC provided funding (FY 1998 - FY 2000) to five demonstration states to com pare two
strategies for increasing the prevalence of functional smoke alarms in high risk households, as well as to
provide fire safety education in these homes. The objective is to determine the most effectiv e strategy for
increasing smoke alarm use/maintenance in U.S. households.

Additionally, CDC funds (FY 1999 - FY 2001) 14 states to conduct smoke alarm installation programs
coupled with fire safety education in at least 2 communities (each project year) at high risk for residential
fire fatalities. Projects will work with local health departments, fire service personnel, and other community
based groups in implementing these programs at the community level. Each of these projects have
chosen to install lithium battery-powered smoke alarms. The objective of these programs is to increase the
proportion of U.S. households with functional smoke alarms, particularly those at highest risk for fire
fatalities/injuries, such as households with children under 5 years of age and/or older adults.

2.9.2e Goal-by-Goal Presentation of Performance

Performance Goal: Reduce the incidence of fire-related injuries by increasing the percent of residential
dwellings that hav e at least one functional smoke alarm on each habitable floor in CDC-funded projects.

Performance Measures Targets Actual Performance Ref.
The incidence of residential Residential Fire Incidence: Residential Fire Incidence: Page
fire-related deaths will be 201
reduced. FY 02: 1.1 per 100,000. FY 02:

FY 01: 1.1 per 100,000. FY 01: 10/2002.
FY 00: 1.1 per 100,000. FY 00: 10/2001.
FY 99: 1.1 per 100,000. FY 99: 1.2 per 100,000.

FY 97: 1.1 per 100,000.
FY 94: 1.4 per 100,000.
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Performance Measures

The proportion of homes with
at least one smoke detector on
each habitable floor will be
increased in 2000 in CDC-
funded projects.

*(This data source has
changed from the one-time
CPSC Smoke Detector Surv ey
to the annual National Health
Interview Survey).

Recommendations for
conducting and evaluating
smoke detector promotion
programs will be published.

Targets

FY 02: 70% homes with
smoke detectors on each
habitable floor.

FY 01: 65% homes with
smoke detectors on each
habitable floor.

FY 00: 60% homes with
smoke detectors on each
habitable floor.

*FY 99: The proportion of
homes with at least one
smoke detector will be
increased from 80% in 1993
to 88% in 1999.

FY 01: Recommendations
will be published and
disseminated.

FY 00: Recommendations
will be published.

FY 99: Recommendations
will be developed for
constituent review.

Actual Performance Ref.

FY 02: Page

201

FY 01: Data will be
available Fall 2002.

FY 00: Data will be
available Fall 2001.

*FY 99: 87% homes with at
least one smoke alarm.

FY 93: 52% homes with
smoke detectors on each
habitable floor. 80% home
with at least one smoke
detector (source isone-time
CPSC survey).

FY O1: Page

201

FY 00: Report containing
recommendations will be
developed and published in
FY 2001.

FY 99: Achieved: Draft
recommendations prepared.

Verification/Validation of Performance Measures: For the first measure we will use the National Vital
Statistics System. For the remaining measures, programmatic oversight will be used to verify and validate

performa nce measures.

National Vital Statistics System: The National Vital Statistics System is responsible for the Nation's
official vital statistics. These vital statistics are provided through state-operated registration systems. The
registration of vital events--births, deaths, marriages, divorces, fetal deaths, and induced terminations of

pregnancy -- is a state function.

However, standard forms for the collection of the data and model

procedures for the uniform registration of the events are developed and recommended for state use
through cooperative activities of the states and the National Center for Health Statistics (NCHS). (National

Center for Health Statistics, CDC).
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2.9.1f Injury Prevention and Control Research

The CDC injury prevention and control research program funds and monitors extramural and intramural
research in three phases of injury control: prevention, acute care, and rehabilitation. The program also
funds research in the two major disciplines used in injury control research: biomechanics and
epidemiology. Research supported by the program focuses on the broad-based need to reduce morbidity,
disability, death, and costs associated with injury. The research program classifies injuries as intentional or
unintentional:

« Intentional injuries result from interpersonal, or self-inflicted, violence and include homicide, assaults,
suicide attempts, elder and child abuse, domestic violence and rape;

e Unintentional injuries include those that result from such causes as motor vehicle crashes, falls, fires,
poisonings, and drownings;

CDC'’s extramural research program supports individual, investigator-initiated research that is targeted to a
specific set of research questions. The program funds ten injury control research centers or “Centers of
Excellence,” two specialized prev ention research centers, which address suicide and violence against
women, as well as individual research grants and small business Innovativ e research grants.

In the intramural program, CDC scientists conduct high quality studies that apply established epidemiologic
and behavioral science methods to evaluate the efficacy and effectiveness of interventions, analyze
mortality and other data to understand the scope of the injury problem and who is as greatest risk, and
study information on why people are at risk for injury and what factors keep some from becoming injury
victims.

In FY 2002, CDC seeks to address:
« fall related injuries among children and older adults, elderly drivers, and child passenger safety; and
« child maltreatment, suicide, violence against women, and youth violence.

Injuries among high-risk populations are a special focus. Primary research activities involv e the rigorous
assessment of the effectiveness (i.e., the impact or outcome) of interventions to reduce unintentional injury
risk behaviors, injury morbidity, mortality, and/or costs related to injuries at home, in recreation, and during
travel. CDC conducts and sponsors research that focuses on surveillance of unintentional injuries and on
the efficacy and effectiveness of interventions, such as the development and evaluation of promising new
interventions, and the evaluation of widely implemented interventions for which evaluation is needed.
Research projects address counseling, epidemiology, health services delivery, training, education, product
engineering, environmental and behavioral change, and policy. Projects are varioudy carried out in
community settings, laboratories, schools, academic centers and clinical settings. Research areas include
falls prevention among the elderly, reducing residential fires and burns, bicycle safety, decreasing alcohol-
impaired driving, playground injury prevention, suicide, violence against women, youth violence, older
driver risks, child passenger safety, Native American injury prevention, drowning prevention, water safety,
sports injuries, motor vehicle occupant protection, dog-bites, and pedestrian injuries.

Performance Summary

The extramural program supports a productive and relevant research portfolio and uses an extramural
process that is both credible and transparent. This is achieved through the use of a peer review approach,
referred to as the “dual review system, “ which is based on two sequential levels of review. These two
levels of review are conducted by the Injury Research Grant Review Committee (IRGRC) and the Advisory
Committee for Injury Prevention and Control (ACIPC). The IRGRC is composed of experts in injury-
related scientific disciplines or current research areas that enables their evaluation of the scientific and
technical merits of grant applications, and is chartered specifically for grant application review. The ACIPC
is composed of both scientific and lay representatives who are noted for their expertise, interest, or activity
in matters related to the mission of the CDC. ACIP C recommendations are based not only on
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considerations of scientific merit, as judged by the IRGRC, but also geographic balance and the relevance
of the proposed study to CDC'’s programs and priorities. At present, CDC does not conduct a peer review
process for intramural research or for many evaluation projects funded within state and local health
departments, community-based organizations, or research institutions.

2.9.2f Goal-by-Goal Presentation of Performance

Performance Goal: Increase external input on the research priorities, policies, and procedures related to
the extramural research supported by CDC.

Performance Measures Target Actual Performance Ref.
Increase efficiency and FY 02: Complete a CDC injury FY 02: Page
effectiveness of research research agenda for defining the 201
investments by employing scope and priorities for injury
competitive peer-review research at CDC. Implement at
processes. least one more peer-review

process for a grant program,
cooperative agreement program,
or intramural research.

FY 01: Use special emphasis FY 01:

panels to review at least one

cooperative agreement

announcement. FY 00: Baseline - only
investigator initiated
extramural grants and
Injury Control Research
Center applications are
peer-reviewed.

Verification/Validation of Performance Measure: Programmatic oversight will be used to verify and
validate performance measures.

2.9.1g Data Access

CDC will build and expand and existing model system for injury mortality data from the National Vital
Statistics System called WISQARS™ (Web-based Injury Statistics Query and Reporting System)
(http://www.cdc.gov/ncipc/wisgars) that can be accessed through the CDC home page. This system which
was developed by CDC to provides injury and violence-related death data to injury control colleagues,
decision makers, the press, students, and the public worldwide has proven to be very effective. Recently
we have had an average of over 500 visits per day to this site from all over the country and the word
suggesting that this system is meeting im portant data needs. It has also taken a substantial burden from
CDC epidemiologists, statisticians, and programmers in responding to public inquiries. This menu-driven
system allows the user to request data as needed for their particular purpose and presents the data in a
standard table format or in a table format easily downloaded. This system enhances reporting of injury
data beyond “only mortality data” from the National Vital Statistics System by adding non-fatal injury data
obtained from the National Electronic Injury Surveillance System—All Injury Program at CPSC.

Performance Summary
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During FY 00, CDC completed development of the initial phase of WISQARS™, a system for injury
mortality data from the National Vital Statistics System that can be accessed through the CDC home page.
This system which provides injury and violence-related death data to injury control colleagues, decision
makers, the press, students, and the public worldwide has proven to be very effective means of making
injury-related data av ailable for general usage. CDC continues to assist epidemiologists, statisticians, and
injury practitioners with data requests as needed for their particular purpose. CDC plans to expand the
capacity of WISQARS(tm) to provide data on selected types of injuries. The next expansion of this online
statistical service will be the addition of non-fatal injury data. In future years, CDC will add additional data
by injury types, such as traumatic brain injury.

2.9.2g Goal-by-Goal Presentation of Performance

Performance Goal: Provide online access to injury prevention data.

Performance Measures Target Actual Performance Ref.
Implement a user-friendly, FY 02: Purchase necessary FY 02: Expand WISQARS Page
personal computer-based hardware and software to include nonfatal injury 201
system for accessing Federal (servers); and design statistics.
injury data in a variety of computer programs for
national and state-based integrated data warehousing
systems system.

FY 01: WISQARS is the
baseline — includes only
mortality statistics.

Verification/validation of performance measures: Programmatic oversight will be used to verify and
validate performance measures.

2.9.1h Electronic Emergency Department Public Health Reporting

The nearly 5,000 Emergency Department (EDs) in the United States are strategically well positioned for
public health surveillance of a wide spectrum of diseases and injuries, from emerging infections, asthma,
and adverse drug events to unintentional injury, violence, and the threat of chemical and biological
terrorism. However, variation in the way that data are entered in ED patient records, missing data, and
lack of timely availahility have impeded the use of ED records for public health surveillance. As electronic
patient record keeping enters into the mainstream of ED practice, these shortcomings can be addressed
through careful attention to structured data entry and health data standards applicable to each data
element, safeguards to protect the privacy and confidentiality of personally identifiable data, and the
specific needs of surveillance systems at the local, state, and national levels.

Secure, computer-to-computer transmission of ED data from DEEDS implementation sites to state health
agencies in a standard, structured format will provide a sound technological framework for electronic public
health reporting by EDs throughout the United States. Improvements in the uniformity, quality, and
accessibility of ED data will yield immediate benefits for public health surveillance, and as more effective
ties between EDs and health agencies are established, these linkages will be available foruse in
responding to any future, population-wide health emergencies that may arise.

Performance Summary

To ensure that we will have consistent data to study and improve trauma care, along with more timely data
for public health surveillance of injuries and other acute medical problems, CDC is leading a national effort
to develop uniform data elements for emergency department (ED) records. CDC published Data Elements
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for Emergency Department Systems (DEEDS) as a set of recommendations to foster uniformity in the way
that emergency department records are created, stored, transmitted, and used. The specifications are
intended primarily for electronic patient records but also are useful for paper-based record keeping.
Specific uses/achievements include:
The DEEDS project anticipates increasingly rapid migration to electronic record systems with new
opportunities for public health use of clinical information;
DEEDS is being used by emergency medical and nursing practitioners, record system developers,
health data standards organizations, and federal agencies seeking more uniform and accessible

emergency department data;

The Health Care Financing Administration (HCFA) has incorporated DEEDS in its plans for
implem entation of the Health Insurance Portability and Accountability Act (HIP AA), specifically the
emergency department claims attachment;
Leading national data standards organizations, such as Health Level 7 (HL7) have incorporated parts
of DEEDS into their own specifications; and
Projects in Oregon and North Caradlina, funded by CDC's Health Information and Surveillance

Systems Board (HISSB), a cross-cutting organizational unit that seeks to integrate information and
surveillance systems using CDC-wide standards, are using DEEDS in innovative electronic public

health reporting projects.

2.9.2h Goal-by-Goal Presentation of Performance

Performance Goal: Improve the uniformity, quality, and accessibility of emergency department (ED) data
for public health surveillance in several States, ultimately developing the capacity to improve data in all
States through development of guidelines, recom mendations, or technical assistance.

Performance Measures

Establish the capability of
state health departmentsto
receive secure transmission of
non-identifiable patient data
from participating emergency
departments.

Total Program Funding
(Dollars in thousands)

Targets

FY 02: Work with at least three
States to strengthen the
capability of emergency
departmentsto electronically
report data to state health
departments.

FY 01: Fund at least one State
to strengthen the capability of
emergency departments to
electronically report data to
state health departments.

Actual Performance

FY 01:

FY 00: No health
departments can receive
secure data transmissions
from hospital EDs

(baseline).
FY 2002: $ 143,655 (Estimate)
FY 2001: $ 142,850 (Final Appropriation)
FY 2000: $ 131,501 (Actual)
FY 1999: 10/2001 (Actual)

Ref.

Page
201

Verification/validation of performance measures: Programmatic oversight will be used to verify and
validate performance measures.
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2.10 Occupational Safety & Health

2.10.1 Program Description, Context,and Summary of Performance

The National Institute for Occupational Safety and Health (NIOSH), in CDC, is charged with conducting a
national program of scientific research in occupational safety and health. The purpose of this program is to
establish and disseminate scientific and public health information necessary to ensure safe and healthful
working conditions for 127 million American working men and women. Through its multidisciplinary corps
of engineers, epidemiologists, industrial hygienists, physicians, and toxicologists, NIOSH performs basic
public health functions to improve the safety and health of workers. For example, NIOSH : (1) determines
the nature and extent of the occurrence and causes of work injuries and diseases to target research and
prevention activities; (2) detects and investigates workplace health and safety problems, identifying their
causes and effects; (3) conducts studies and demonstrations to identify eff ective engineering solutions,
personal protective equipment, work organization and practices, and health communications strategies to
prevent work injuries and diseases; (4) develops and disseminates recommendations for assuring the
safety and health of workers; and (5) provides training for occupational safety and health professionals to
meet the country's needs for expertise in the prevention of workplace injury and illness.

To provide leadership in research, and the occupational safety and health community developed the
National Occupational Research Agenda (NORA) in 1996. More than 500 organizations and individuals
outside NIOSH provided input into the development of the Agenda. This attempt to guide and coordinate
research nationally is responsive to a broadly perceived need to systematically address those topics that
are most pressing and most likely to yield gains to the worker and the nation. Through partnership, NORA
is also designed to leverage the impact of government and private sector resources for research.
NIOSH's four performance objectives provide a strong foundation from which to implement NORA and
assure progress in improving worker safety and preventing occupational disease, injury and disability.

These performance objectives systematically provide leadership and the creation of systems, guidelines,
and interventions that will lead to the ultimate goal of reducing worker disease, injury, and disability. These
are innovativ e and challenging objectiv es that when accomplished will result in heightened support for
occupational safety research, increased awareness of worker safety, and ultimately in a decrease in
occupational disease and injury. These objectives motivate and stimulate research and interventionsin
occupational safety and health through investments inresearch, the development of surveillance systems
for occupational disease and injury, assessments and application of recommended interventions, and
broad-based communication efforts. Many of the immediate performance measures will provide a frame
of reference, capacity assessment, and baseline information needed to measure the quality, relevance,
and outcomes of the Institute’s work.

Partnerships and Links to DHHS Strategic Plan and Partners

These performance measures are related to DHHS Goal 1: Reduce major threats to the health and
productivity of all Americans, (Objective 1.2) Reduce the incidence and impact of injuries and violence in
American Society; Goal 2: Improve the economic and social well-being of individuals, families, and
communities in the United States, (Objective 2.4) Improve the safety and security of youth; Goal 5:
Improve the nation’s public health systems, (Objective 2.5) Increase the proportion of older Americans who
stay active and healthy, (Objective 5.1) Improve the capacity of the public health system to identify and
respond to threats to the health of the nation’s population; and Goal 6: Strengthen the Nation’s health
sciences research enterprise and enhance its productivity, (Objective 6.2) Improve our understanding of
how to prevent, diagnose and treat disease and disability, (Objective 6.3) Enhance our understanding of
how to improve the quality, effectiveness, utilization, financing, and cost-effectiveness of health services,
(Objective 6.4) Accelerate private-sector development of new drugs, biologic therapies and medical
technology, (Objective 6.5) Strengthen and diversify the base of well-qualified health researchers.
(Objective 6.6) Improve the communication and application of health research results.
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2.10.2 Goal-by-Goal Presentation of Performance

Performance Goal: Conduct a targeted program of research to reduce morbidity, injuries, and mortality
among workers in high priority areas and high-risk sectors.

To attain its goal of improving the safety and health of the nation’s workforce, the U.S. Congress
established the National Institute of Occupational Safety and Health (NIOSH) and gave it a statutory
mandate to conduct research in occupational safety and health. Indeed, NIOSH is the principle federal
agency for research in this area; fully 86% of the federal research budget for occupational safety and
health is funded through NIOSH.

Performance Summary

In 1996, NIOSH and its partners established the National Occupational Research Agenda (NORA), a
consensus framework designed to guide them in pursuing prioritized, targeted occupational safety and
health research into the next decade. This broad-based partnership initiative involved over 500
organizations and individuals external to NIO SH in the identification of 21 priority research areas in three
broad categories. To date, 17 scientific organizations have replicated aspects of the NORA process with
NIOSH consultation. The success of the NORA partnership was highlighted by its selection as a semi-
finalist in the 1998 innovations in American Government Award.

NIOSH conducts both intramural and extramural research, allocating 75% of new research grant funding to
its extramural program. To ensure its scientific quality, the extramural program is fully integrated into the
NIH grants system. To ensure relevance, NIOSH has rapidly aligned its extramural and intramural grants
program with the NORA priorities. NIOSH has established and achieved annual targets to increase
investments in NORA-related research. For example, in 1996 NIOSH inv ested 50% of its extramural funds
in NORA priority areas. This climbed to 92% in 1999. To extend the reach and impact of NORA and to
leverage federal research dollars, NIOSH had developed joint funding opportunities with other federal
agencies. These government partnerships have grown from 3 in 1998 to 11 in FY 2000.

NORA has begun to shift the spectrum of occupational, safety and health research to achieve more
balance between problem identification research and problem solving research, as evidenced by an eight-
fold increase in NIOSH funding of intervention effectiveness research between 1996 and 1999. These
types of studies provide crucial information to employers, workers, and others on the effectiveness of
specific strategies for preventing workplace injury and illness. In FY 2000, 10% of total NORA funding was
attributed to Intervention Effectiveness Research.

Through geographically diverse cooperative research agreements, NIO SH has targeted agriculture and
construction for special attention. These two industries consistently lead the Nation in occupational
fatalities and sustain high levels of injury and illness. These investments are paying off. For example,
NIOSH has supported and collaborated in research to prevent tractor roll-overs, the leading cause of
fatalities on farms. In two counties in Kentucky, the purchase of roll-over protection retrofit kits jumped
from 4 in 1998 to 69 in 1999. Buoyed by success in these two industries, NIOSH has begun to focus
attention on the health care industry. NIOSH is presently conducting the largest ever clinical skin test
study of sensitivity to natural rubber latex proteins (NRL) in health care workers (HCWs). This is being
done in collaboration with the University of Cincinnati, Johns Hopkins Univ ersity Medical School and the
Rubber Research Institute of Malaysia.

NIOSH’s intramural research program is nationally and internationally recognized for its leadership and as
a world resource in occupational safety and health. Its epidemiologic, toxicologic and engineering research
has increased the knowledge base needed to understand causes of occupational illness and injury;
accurately assess exposures to hazardous agents; and prevent and control hazardous conditions and their
associated injuries and illnesses. For example, NIOSH researchers identified glass fibers as a possible
carcinogen; confirmed the potential for solvents to cause hearing loss (relevance to 9 million workers);
documented a 90% reduction in drywall dust emissions (a silicosis risk) with the use of a commercially
available ventilated drywall sander; identified mechanical lifting technology effective for reducing
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ergonomic hazards in health care workers (of relevance to almost 2 million nursing home workers); and
produced and updates a manual of state-of-the-art analytic methods used by more than 1,700 U.S.
laboratories and by laboratories around the world.

In FY 2000, NIOSH'’s commitment to NORA s reflected through the im pressive upward trends in the
amount of both intramural and extramural research funding. In FY 2000, NIOSH funded 165 extramural
research grants in several NORA research priority areas, making this the largest infusion of extramural
funding ever by the federal government for occupation safety and health research. NIOSH increased its
overall investment in NORA-related research by $60.1million compared to FY 1996 (390% increase). This
was achieved through congressional support and the reinvestment of research funds into NORA priority
areas.

Dedication to NORA and occupational safety and health has produced a broad-based NORA liaison
committee, a network of public-private partnerships, successful efforts of 20 NORA teams (including
outreach, conferences and symposia, and production of white papers, documents and journal articles), a
grants process that has produced record breaking funding for target research areas (for 3 consecutive
years), and recognition as a partnership model for other organizations embarking in similar planning
efforts. Using key words, NIOSH tracks peer-reviewed publications in selected NORA priority areas. Since
NORA was initiated in April 1996, the average annual publication count for the years 1993 through 1995
serves as a baseline measure of publication activity for each of the NORA topic areas. Similarly, the
average publication activity for the three-year period following the introduction of NORA (i.e., 1997-1999)
was calculated. This metric has shown a 26% increase in overall NORA-related publications.

The following table illustrates NIOSH performance in the area of research. The GPRA process has
encouraged agencies to enhance efforts to measure performance. Thus the table includes several new
and enhanced performance measures and targets for FY 2002.

Performance Measure Target Actual Performance Ref.
Increase intramural and FY 02: Maintain FY 01 funding FY 02: Page
extramural researchin level. 212
NORA priority areas and
assure quality and Maintain large-scale intramural
relevance of this. research programs in targeted

NORA areas.

Evaluate components of the
intramural research program
through NIOSH Board of
Scientific Counselors or other
external mechanism.

Continued... Continued... Continued...
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Performance Measure

...continued.

Increase intramural and
extramural researchin
NORA priority areas and
assure quality and
relevance of this.

Target

...continued.

FY 01: Funding level will
increase by 12% over FY 00.

Establish 2 additional large-
scale intramural research
programs in targeted NORA
areas.

FY 00:Target achieved.

$32.7 mil in extramural grants
and $42.8 mil in intramural
projects.

Exceeded target. Established 3
large-scale intramural NORA
programs (Asthma Reduction,
Musculoskeletal Disorders, and

Development of Dermal Policy).

Actual Performance

...continued.

FY 01: Fall/2001.

FY 00:Target achieved.

$32.7 mil in extramural grants
and $42.8 mil in intramural
projects.

Exceeded target. Established
3 large-scale intramural
NORA programs (Asthma
Reduction, Musculoskeletal
Disorders, and Development
of Dermal Policy).

FY 99: Target achieved.
$26.7 mil in extramural
grants, $34.4 mil in intramural
projects.

FY 96: 1996 baseline:

$6.7 mil in extramural grants,
$8.7 mil in intramural
projects.

Ref.

Page
212
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Performance Measure Target Actual Performance Ref.

Expand involvement of FY 02: Track funding of other FY 02: 5/03. Page
other federal agencies in  federal agencies in NORA- 212
NORA-related research, related research.

as indicated by annual

increases of other federal  Seek additional funding partners
agencies for NORA- for NORA-related grants and
related research. cooperative agreements.

Co-sponsor 5 research and
scientific conferences with other
federal agencies.

FY 01: Increase over FY 00. FY 01: 5/02.

Co-sponsor 3 research and
scientific conferences with other
federal agencies.

FY 00: Increase over FY 99. FY 00: $24.4 mil. projected
for FY 00, actual data
available 5/01.

FY 99: Current levels of NIOSH  FY 99: In 1998, other federal
and other federal agencies’ agencies reported $23.4
intramural and extramural million for NORA-related
research funding in NORA areas funding.
will be determined as a baseline
and annual increases will be
calculated.
FY 96: $15 million for NORA-
related funding.
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Performance Measure

Increase the science base
of occupational safety and
health through
publications, innovations,
and research
partnerships.

Report annual NIOSH
research
accomplishments in high
priority and high-risk areas
(e.g., agriculture,
construction, mining,
healthcare workers).

Demonstrate impact of
NORA on research
activity through
bibliometrics and other
proxy measures, such as
accomplishments of the
NORA partnership teams.

Continued...

Target

FY 02: Increase the number of
peer-reviewed publications by
NIOSH and NIOSH-sponsored
researchers.

Increase number of NIOSH
innovations over FY 01.

FY 01: Establish baseline of
peer-reviewed publications of
NIOSH-sponsored researchers.
Establish baseline of number of
NIOSH innovations, including
inventions, patents, new
technologies, and research
partnerships.

FYO01: Maintain publication
productivity in peer-reviewed
journals.

FY 00: Increase number of peer
review articles to 254.

FY 99: Establish baseline
measure.

FY 02: Continue to track
frequency of publicationsin
NORA priority areas.

FY 01: Begin to track frequency
of peer-reviewed publications in
selected NORA priority areas for
1996-2000.

Track NORA Team products,
including publications, scientific
meetings, etc.

FY 00: Baseline

bibliometrics/citation counts for
all NORA areas established.

Continued...

Actual Performance Ref.

FY 02: 12/02. Page
212

FY 01: 12/01.

FY 01: 12/01. Page
212

FY 00: Target achieved and

exceeded. 260 peer-reviewed

articles in FY 00.

FY 99: 234 peer-reviewed

articles.

FY 02: 12/02. Page
212

FY 01: 12/01.

FY 00: Achieved. Baseline
established for 9 remaining
priority areas. Early reviews
of FY 97-99 show an increase
in overall NORA-related
publications (26%).

Continued...
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Performance Measure Target Actual Performance Ref.

...continued. ...continued. ...continued. Page
212

Demonstrate impact of FY 99: Establish protocol on the  FY 99: Baseline protocol

NORA on research use of bibliometrics and other established using National

activity through research proxy measures. Library of Medicine and

bibliometrics and other Institute of Scientific

proxy measures, such as Information databases.

accomplishments of the Bibliometric baselines for 12

NORA partnership teams. of the 21 NORA Priority areas

was completed.

20 NORA partnership teams
established; team products
are tracked as a measure of
NORA'’s success.

Validation/Verification of Performance Measures: This information will be reported through the Project
Planning System of the CDC Integrated Resources Information System (IRIS). A team of NIOSH's senior
scientists will review all data reported for accuracy. Baseline data and data collected in subsequent years
is collected inthe same format so that accurate comparisons can be made. Partnering efforts have
increased the ability to effectively track resources outside the organization.

Performance Goal: Ensure safe and healthful working conditions by developing a system for surveillance
for major occupational illnesses, injuries, exposures, and health hazards.

Understanding and preventing work-related injuries and illnesses requires focused efforts to identify,
quantify, and track both health outcomes and their associated workplace conditions. Surveillance activities
provide the ongoing systematic collection, analysis, interpretation, and dissemination of data needed for
targeted follow-up to identified areas for occupational safety and health prevention research and other
activities.

Performance Summary

As the primary agency for occupational safety and health research, NIOSH provides a critical role in
enhancing the generation, access to, and use of surveillance data. To carry out these efforts, NIOSH
provides funding and technical assistance for 25 state-based surveillance programs that track the
magnitude of occupational health and injury problems. NIOSH collaborates with 13 state health
departments through the Sentinel Event Notification System for Occupational Risk (SENSOR) cooperative
agreement to improve recognition and prevention of occupational sentinel events. Events targeted include
acute pesticide-related illness, amputations, asthma, burns, carpal tunnel syndrome, dermatitis, noise-
induced hearing loss, silicosis, and youth injury.

Twenty-seven states participate in the NIOSH Adult Blood Epidemiology Surveillance (ABLES) effort to
identify and count cases of elevated blood lead levels among U.S. adults; among these NIOSH supports
21 of these states to callect data on blood lead levels from local health departments, private health care
providers, and from reporting laboratories. The states use these data to foll ow-up with physicians, target
on site inspections of work sites, provide referrals to cooperating agencies in the event enforcement action
is necessary, and to target efforts to prevent continuing exposures.

In 1998, an estimated 3.6 million occupational injuries and illnesses were treated in hospital emergency
departments across the U.S. This represents an annual rate of 2.8 injuries or illnesses per 100 workers
with men incurring almost twice the rate of injuries and illnesses as women (3.4 vs. 1.8 per 100).
Estimates such as these are made possible because of a collaborativ e effort between NIOSH an the
Consumer Product Safety Commission to collect work-related injury and illness information from a national

04/09/01 CDC Performance Plan Page 164



hospital sample through the National Electronic Injury Surveillance System (NEISS). NEISS collected
information characterizing injuries and their causes on 47,000 cases in 1998. Further in-depth information
has been collected through NEISS in telephone interviews concerning special populations of workers, such
as youth, older workers, and children in agricultural settings. Significant prevention efforts have been
made, particularly in the area of working youth, since 1995 due to the information gained from NEISS.

In FY 2000, NIOSH completed work with several hundred agency and individual stakeholders to develop a
national strategic plan for occupational safety and health surveillance, accomplishing a CDC performance
objective under GPRA. This work is published in a report titled: “Tracking Occupational Injuries, llinesses,
and Hazards for Prevention: the NIOSH Surveillance Strategic Plan.” Implementing this plan will result in
improved injury and illness recognition and reporting, improv ed targeting of both governmental and non-
governmental research and prevention services to the major causes of workplace injury, illness, and
disability, and an improved ability to evaluate the effectiveness of these investments. Improved targeting
and evaluation will lead to increased prevention effectiveness in occupational safety and health. The
detailed agenda for this strategic plan includes:

. Improve the national surveillance system;

. Improve surveillance at the state level;

. Develop better methods of surveillance for high risk or underserved populations;
. Improve surveillance conducted by private sector organizations;

. Increase research of surveillance methods.

Additionally, NIOSH, with extensive stakeholder involvement, has developed a detailed strategic plan for
developing a system of occupational hazard and exposure surveillance, an effort that NIOSH is leading
with leveraging of resources from other federal agencies (e.g., Occupational Safety and Health
Administration (OSHA).

In FY 2000 and in response to stakeholder demand, NIOSH published the Worker Health Chartbook 2000,
a compilation of occupational injury, illness, and fatality data from several governmental surveillance
systems. The first of its kind, the Chartbook is a unique resource for occupational safety and health
professionals, researchers, policy makers, and industry and labor organizations who need data to track
health outcomes and their associated workplace conditions, as well as to target their interventions. The
Chartbook was disseminated widely and, along with its data tables, has been made available electronically.

Performance Measures Targets Actual Performance Ref.
Implement NIOSH FY 02: Increase activities FY 02: Page
Surveillance Strategic among stakeholders (e.g., 212
Plan and seek cooperative agreements,

opportunities for best practices workshops,

enhancement through prevention activities, etc.).

stakeholder interaction,

NORA teams, and FY 01: Establish baseline for ~ FY 01: Fall 2001.

collaboration with states.  activities among
stakeholders in state, federal
and private sectors.
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Performance Measures

Complete a
comprehensive
surveillance planning
process and implement
recommendations.

Collect, analyze, and
disseminate surveillance
information on
occupational illnesses,
injuries, and hazards to
help target and evaluate
interventions and
prevention efforts.

Continued...

Targets

FY 00: Finalize surveillance
strategic plan and begin
implem entation of the
recommendations.

FY 99: Undertake a
comprehensive surveillance
planning process with NIOSH
partners at the State and
Federal levels to establish
surveillance priorities and
identify roles for various
agencies.

FY 02: Publish surveillance
reports addressing 2 major
occupational injury or illness
issues annually.

Target one national
prevention activity annually.

Prepare and disseminate
public use data sets.

FY 01: Initiate web-based
surveillance information
dissemination (toimprove
public access).

Pilot test improved data
collection methods.

Initiate hazard surveys

targeted by workforce sector.

FY 00: Continue to collect,
analyze, and disseminate
surveillance data.

Continued...

Actual Performance

FY 00: Target achieved.
"Tracking O ccupational Injuries,
llinesses, and Hazards: The
NIOSH Surveillance Strategic
Plan" was published.

Projects are being developed for

implementing recom mendations.

FY 99: Planning process
completed; draft surveillance
strategic plan developed.

FY 02:

FY 01: Fall 2001.

FY 00: Target achieved.
Examples include:

Simple Solutions: Ergonomics
for Farm Workers

Continued...

Ref.

Page
212

Page
212
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Performance Measures Targets
...continued. ...continued.

Collect, analyze, and
disseminate surveillance
information on
occupational illnesses,
injuries, and hazards to
help target and evaluate
interventions and
prevention efforts.

FY 99: Collect, analyze, and
disseminate surveillance
data and produce reports.

Actual Performance Ref.

...continued. Page
212

Published an MMWR article

pertaining to pesticide poisoning

using data collected through the

Toxic Exposure Surveillance

System (TESS) June 9, 2000 Vol

29).

1999 Work Related Lung
Disease Surveillance Report
(WORLD) was disseminated.

NIOSH W orker Health 2000
Chartbook of Occ Surveillance
Information was disseminated
7/00.

Injury, lliness, and Hazard
Exposures in Mining Industry
1986-1995 was released in
Summer 2000.

FY 99: Produced a special
hazard review of high risk small
business industries; initiated
development of a ChartBook on
Worker Health statistics;

Developed 1999 WORLD
Report.

5 publications based on National
Occupational Mortality
Surveillance (NOMS) data.

Completed and disseminated 23
reports based upon the results of
40 firefighter fatality
investigations in FY99, plus
related publications

Validation/Verification of Performance Measures: This information will be reported through the Project
Planning System of the CDC Integrated Resources Information System (IRIS). A team of NIOSH's senior
scientists will review all data reported for accuracy.
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Performance Goal: Promote safe and healthful working conditions by increasing occu pational disease
and injury prevention activities through workplace evaluations, interventions, and NIOSH
recom mendations.

Performance Summary

NIOSH conducts three programs for epidemiologic investigations similar to the “outbreak” type
epidemiologic investigations carried out by other programs of the CDC: Health Hazard Evaluations (HHE),
Fatality Assessment Control and Ev aluation (FACE), and Firefighter Fatality Investigation and Prevention
(FFIP). These NIOSH programs, respectively, investigate the occurrence of occupational health problems
among workers of individual employers, incidents in which workers are fatally injured and fatalities among
fire fighters. The programs draw upon the extensive research and technical expertise of the Ingtitute, both
to evaluate the causes of diseases and injury and to design and recommend solutions to prevent future
occurrences. In FY2000, NIOSH conducted 57 investigations of firefighter fatalities around the country
including 17 inv estigations of fire fighters who suffered fatal heart attacks in the line of duty. These
investigations involved both career and volunteer fire fighters. Data from these investigations has been
used to generate: 1) individual fatality investigation reports and 2) a database that can be used to develop
hypotheses for prevention and intervention activities. Information and recommendations from each
investigation were posted on the NIOSH Fire Fighter Web page: http://www.cdc.gov/niosh/ firehome.html.
Information was disseminated through three mailings to all 36,000 career and volunteer fire departments in
the U.S. Based on feedback from fire departments across the country, the results of NIOSH inv estigations
are being used to update or modify standard operating procedures on the fire ground, to justify and support
equipment needs, and to improv e fire fighter training.

NIOSH conducts about 300 evaluations annually of potential health problems at work sites, derived from
statutory obligations to be responsive to requests from employers, em ployees, and other governmental
entities to assess the potential work-relatedness of health problems and recommend effective prevention
and remedial strategies. The HHE program has led to the identification of many of the emerging
occupational health problems of the past three decades, such as occupational asthma, cumulative trauma
disorders, and indoor air quality. More recently, HHEs are driving initiatives targeting the service sector
and particularly health care workers, where NIOSH has conducted 135 HHEs since 1995, addressing a
range of problems from job stress and ergonomics to infectious disease transmission and reproductive
toxicants. In FY 2000, NIOSH mistakenly projected a target decrease in the number of site visits that
would be conducted in response to requests for HHE's. The intention of this target was to respond to a
larger number of HHEs through technical assistance letters while maintaining or increasing the number of
site visits that would be conducted based upon the volume and complexity of the requests received.

FACE investigations identify work situations at high risk for fatal injury and formulate and disseminate
prevention strategies to employers, workers, unions, public agencies and others in positions to advance
prevention. One hundred to two hundred investigations take place each year at both state and national
levels. FACE investigations recognize ongoing workplace accidents and are leading the way in uncovering
new threats to worker, such as the widespread use of wireless communication devices which have fueled
accelerated construction of towers to hold transmitting devices for cellular phones, personal
communication services, radio and television broadcast antennas. The Federal Com munications
Commission estimates that at least 75,000 towers are being constructed each year. NIOSH estimates the
risk of fatalities among this workforce is between 49-468 deaths annually per 100.000 workers, versus 5
per 100,000 workers overall. NIOSH efforts are informing voluntary and regulatory approaches to this
major emerging safety problem.

Along with these epidemiologic programs, NIOSH conducts, analyzes, and translates an enormous amount
of research each year in support of public health policy. This work is reflected in policy recommendations
issued by NIOSH, scientific input into rule making and the development of enforcement procedures by
OSHA, Mine Safety and Health Administration (MSHA), EPA and other public agencies.
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Performance Measures

Targets Actual Performance

Ref.

Respond to requests for FY 02: Conduct site visits on at FY 02: Page
workplace evaluations least 30% of all requests for 212
and assistance from Health Hazard Evaluations, and
employers, workers, and  continue to provide telephone
others, and provide and written consultation on the
practical advice to remainder.
address problems.
Continue to conduct follow-up
assessments through the HHE
Effectiveness Evaluation
Program, with periodic data
analysis and production of
reports.
FY 01: Analyze and prepare first ) :
report of th eyHHE Ef?ectpi)veness g(\)(o(;)Ll' Data available Fall
Evaluation Program. :
NIOSH will report annual FY 01: Maintain Health Hazard FY 01: Page
performance in Evaluation (HHE) site visits; 212
conducting workplace increase number of
evaluations and technical telephone/written HHE
assistance visits and consultations.
preparing policy and
technical documents that  Continue to conduct follow-up
define NIOSH policy assessments through the HHE
and/or make other Effectiveness Evaluation
recommendations for Program, and prepare first
employers, workers, and  written evaluation report.
the health and safety
community. Continue to produce policy and
technical documents on
significant and emerging
occupational health and safety
issues to facilitate prevention of
work-related injuries, illnesses,
and hazards.
Continue to provide comments
and testimony to federal
agencies on regulatory
activities, as needed.
Continued... Continued... Continued...
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Performance Measures

...continued.

NIOSH will report annual
performance in
conducting workplace
evaluations and technical
assistance visits and
preparing policy and
technical documents that
define NIOSH policy
and/or make other
recommendations for
employers, workers, and
the health and safety

Targets

...continued.

FY 00: Decrease HHE site visits
to 95 and increase technical
assistance letters (see
performance summary for
clarification).

Conduct follow-up assessments
on 5% of technical assistance
site visits.

Actual Performance

...continued.

FY 00: 122 site visits
conducted, 57 formal final
reports published and an
additional 271 (16% increase)
technical assistance letters
provided in response to HHE
requests .

Follow-up assessments were
conducted on 20% of
technical assistance site
visits.

Ref.

Page
212

community. Continue to produce policy and

technical documents on Established the HHE

significant and emerging effectiveness evaluation

occupational health and safety program, A question-based

issues to facilitate prevention of  survey of 50% of all HHE

work-related injuries, illnesses, requests.

and hazards.

Continue to provide comments

and testimony to federal Testimony provided to3

agencies on regulatory federal agencies on 5

activities, as needed. regulatory actions.

FY 99: Establish baseline.
FY 99: 334 HHEs completed,
100 site visits and 234
technical assistance letters.
68 technical assistance site
visits (to 20 different work
settings), primarily to small
employers.
Provided comments and
testimony to 4 federal
agencies on 12 regulatory
activities.
Major policy documents
produced on topics including:
Occupational exposures and
cancer, TB respiratory
protection in health care
facilities, Preventing injuries
and deaths in firefighters, and
Stress at work.
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Performance Measures

Provide scientific support
for public health policy
development, testimony,
and non-regulatory
initiatives.

NIOSH will begin
conducting an evaluation
of the extent to which
recommendations are
being implemented.

Targets

FY 02: Seek improvement.

FY 01: Establish baseline.

FY 01: Reports and analysis will
be completed.

FY 00: NIOSH will begin
conducting an evaluation of the
extent recommendations are
being implemented.

FY 99: Two model information
dissemination and training
programs for key target hazards
or populations (i.e., silicosis) will
be designed and implemented.

Working with the occupational
safety and health community,
develop a system for
assessing/determining baseline
amount, and increasing the
extent NIOSH recommended
exposure limits are used by
employers and workers at work
sites and by government
agencies setting industry-wide
standards.

Actual Performance

FY 02:

FY 01: Fall 2001.

FY 01: Fall 2001.

FY 00:The FFIP conducted
investigations into Firefighter
fatality and published
prevention and intervention
activities on website.

FY 99: Developed and
implemented training curricula
on electrical safety for
vocational and technical
education.

Developed and implemented
training program to prevent
hearing loss among miners.

Initiated evaluation of OSH
practitioners use of NIOSH
recommended exposure limits
(RELS).

NIOSH recommended control
technology equipment
reduced worker exposure to
asphalt paving fumes by 80%
(100% industry participation).

Ref.

Page
212

Page
212
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Performance Measures

NIOSH will evaluate the
effectiveness of targeted
prevention programs.

Targets

FY 02: Continue application of
lessons learned to other efforts.

FY 01: Begin application of
lessons learned to other efforts.

FY 00: Continue intervention
studies; report results of studies
as completed.

FY 99: Implement targeted
evaluation of the effectiveness
of a prevention program. (i.e.,
latex allergy, agriculture-related
injuries to children) by tracking
prevalence and level of
exposure and behavior before
and after intervention/prevention

program.

Actual Performance Ref.
FY 02: Page
212
FY 01:

FY 00: To date, nearly 1,000
hearing tests and/or noise
dosimetry measurements
have been performed on
miners participating.

“Quiet by Design”
Partnerships established for
major types of mining
machinery.

FY 99: Implemented
intervention effectiveness
studies, e.q.:

model hearing loss
program in various
sectors (e.g., mining,
industrial plants)

intervention to reduce low-
back pain in retail industry

intervention to reduce
injuries among sanitation
workers

Validation/Verification of Performance Measures: Data will be obtained from surveys conducted using a
representative sample of the occupational safety and health community. Evaluation study reports for
targeted intervention programs will be developed.

Performance Goal: Foster safe and healthful working conditions by providing workers, employers, the
public, and the occupational safety and health community with information, training, and capacity to
prevent occupational diseases and injuries.

Performance Summary

Promoting Hearing Conservation in Miners is an effort to develop effective communications tools to bring
about a change in the behavior of miners with respect to noise-induced hearing loss. Implementation of
this program began in FY 1999 and continuesin FY 2000. The goal is to develop effective
communications tools that will change behaviors of minersin their use of personal hearing protection. An
evaluation of the effectiveness of this program will be occurring in FY 2001.

NIOSH delivers various types of information all products, in print and electronic form, to diverse audiences
ranging from laboratory researchers to employers, workers, and the public at large. Hazard Identifications
of unrecognized threats to health or safety, and alerts of hazardous conditions and prevention strategies
are provided to management and labor unions, workers, and public health regulatory agencies. Technical
and Surveillance Reports provide tools and information used by scientists, engineers and safety and health
practitioners for research and prevention activities. Educational documents provide information for the
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prevention of work injuries and illnesses, particularly targeting employers, workers, and safety and health
managers without formal training in occupational safety and health.

NIOSH documents are often high in demand, providing the latest findings and recommendations to the
occupational safety and health com munity. Similarly, the NIOSH website experiences increasing demand,
posting 25% of the total information disseminated through the CDC website.

NIOSH also operates a toll-free telephone information service to assist safety and health prof essionals,
employers, workers, and others seeking information or assistance with occupational and environmental
health problems. Since 1995, the NIOSH 800 number calls have increased by 60%, from 88,432 to
141,000 in FY 2000. In FY 2000, there was a dramatic increase in inquiries about health care topics, 100
percent more than in FY 1999. During the year, three searchable databases were created to improve the
tracking of 800-number requests and Web site requests. These included: (1) an electronic version of the
“800-Number Resource Guide” as a searchable database, (2) a database to process and track 800-number
requests and statistics, and (3) a database to track Web site requests and statistics.

In addition to these informational products, NIOSH conducts an $11.9 million training program comprised
of a network of 16 regional Education and Resource Centers located at leading univ ersities in 15 states,
and 35 training project grants in 22 states and Puerto Rico funded at $2.3 million. An average of 700
students graduate annually from these NIO SH-supported programs with training in nursing, industrial
hygiene and safety engineering. NIOSH estimates that approximately half of the U.S. occupational safety
and health professionals graduate from NIOSH -supported programs, mostly at the masters and doctoral
levels. NIOSH also funds more than a thousand continuing education courses each year, with awards to
32,659 participants in FY 2000.

Communication and training efforts continue to be an important focus at NIOSH, as we look for new, more
effective ways to reach workers with the latest findings and recommendations in occupational safety and
health. In FY 1999, a complete draft curriculum entitled Electrical Safety was readied for field study and
evaluation. This training material included a text-based student manual, teacher’s guide, video, overheads
and evaluation instruments. The draft curriculum was field tested in 52 secondary classrooms in FL, GA,
IL, MA, NY, OH, OK, and VT. Pre- and post-training data were completed by December 1999, and follow-
up retention data will be ready in September 2000. Data analysis is ongoing from January through October
2000. Data analysis will be completed early FY 2001, and the prototype curriculum readied for
dissemination on the basis of results of the study. The final report should be issued in FY 2001 and the
results of the evaluation study will be used in articles submitted to peer-reviewed journals.

Performance Measures Targets Actual Performance Ref.
Transfer of scientific and FY 02: Seek improvement. FY 02: Page
technical information to 212
employers, workers, the FY 01: Baseline extent of FY 01:
public, and the information transferred via
occupational safety and web-, telephone-, and print-
health community. based requests.

Quarterly review of NIOSH
website.
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Performance Measures

Track information products
and levels of information
dissemination.

Conduct, arrange, and
sponsor technology
transfer and training
sessions.

Support capacity building
activities.

Targets

FY 00: Increase educational
and informational documents to
24, produce 4 videos, and
report progress on other
information sources.

FY 99: Establish baseline.

FY 02: Target will be
established once baseline is
established.

FY 01: Baseline extent of
technology transfer and training
sessions and numbers of
individuals participating.

FY 02: Seek improvement.

FY 01: Baseline extent of
technology transfer and training
sessions and numbers of
individuals participating.

Actual Performance

FY 00:

1 57 HHE reports
completed

1 30 NIOSH numbered
publications.

1 4 videos produced (3
distributed 1 pending
clearance)

I 172,000 visitor sessions a

month to Website

15.6 mil. hits to website
over 141,000 Calls to
NIOSH 800-number

FY 99:
43 HHE reports
completed
42 NIOSH numbered
publications
12 educational
documents
14.4 million Hits to
Website
148,000 Calls to Hotline

FY 02:

FY 01:

FY 02:

FY 01: Fall 2001.

Ref.

Page
212

Page
212

Page
212
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Performance Measures

Support training for
occupational safety and
health professionals.

Review a sample of new
and existing documents,
training materials, and
communication efforts and
begin implem entation of
findings.

Continued...

Targets

FY 01: Continue support.

FY 00: Continue support.

FY 99: New measure.

FY 01: Continue
implementation of findings.

FY 00: Continue to review a
sample of new and existing
documents, training materials,
and communication efforts and
begin implementation of
findings.

Continued...

Actual Performance Ref.
FY 01: Page
212

FY 00: Awarded 1 newERC
for a total of 16 in 15 states,
totaling $11.9 million.
NIOSH established the
Heartland Center for
Occupational Health and
Safety at the Univ ersity of
lowa for Training Program
Grants $2.3 million with 35
TPG’s in 22 states plus
Puerto Rico.

FY 99: $10.3 million to 15
Education and Research
Centers (ERCs) in 14 dtates;
$2.6 million to 41 Training
Program Grants in 26 states
and territories.

FY 01: Fall 2001. Page

212

FY 00:

A needlestick alert entitled
“Preventing Needlestick
Injuries in Health Care
Settings,” was distributed and
was the most requested doc.
in FY 2000-over 34K copies
distributed.

An educational video for
health care workers on TB
prevention was produced
“Respirators: Your TB
Defense”.

Continued...
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Performance Measure Target Actual Performance Ref.
...continued. ...continued. ...continued. Page
212
Review a sample of new FY 99: Conduct a review of the  FY 99: Data analyzed and
and existing documents, most widely distributed existing  preliminary results reported
training materials, and and new training materials to on an evaluation of the
communication efforts and  ensure that they are written in NIOSH latex allergy alert.
begin implementation of plain language and are useful
findings. for the intended user. Survey of 347 laboratories
utilizing the NIOSH Manual of
Analytical Methods resulted in
the update of 30 analytical
methods.
Developed new easy-to-read
NIOSH Pocket Guide to
Chemical Hazards based
upon results of focus group
studies.
Total Program Funding FY 2002: $266,135 (Estimate)
(Dollars in thousands) FY 2001: $260,134 (Final Appropriation)
FY 2000: $226,378 (Actua)
FY 1999: 10/2001 (Actual)
Validation/Verification of Performance Measures: Data will be obtained from internal reviews.  Efficiency

and Effectiveness Ratio Evaluations will be used to compare actual results to planned results.

CDC and ATSDR coordinate activities in the area of environmental health. CDC’s National Center for
Environmental Health (NCEH) is responsible for providing leadership in the prevention and control of
disease, hirth defects, disahility and death resulting from interactions between people and their
environments. The mission of CDC’s National Institute for Occupational Safety and Health (NIOSH) is to
ensure that Americans are safe and healthy at work. By contrast, the focus of the Agency for Toxic
Substances and Disease Registry is on the prevention of exposure and adverse human health effects
associated with exposure to hazardous substances from waste sites, unplanned releases, and other
sources of pollution present in the environment.

2.11 Preventive Health and Health Services
Block Grant

2.11.1 Program Description, Context and Summary of Performance

The PHHSBG provides funding to 61 grantees for preventive health services to reduce illness and
premature deaths and improv e the quality of life for all Americans. Grantees comprise all 50 states, the
District of Columbia, eight Pacific Island territories, and two American Indian tribes (Santee Sioux and
Kickapoo).

The grantees use PHHSBG funds to support primary prevention activities and health services that address
priority health problems in local communities. Programs target major issues such as cardiovascular
disease, cancer, diabetes, tuberculosis, emergency medical services, injury and violence, infectious
disease, environmental health, and sex offenses. In addition, the PHHSBG supports a variety of other
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activities, including clinical services, preventive screening, laboratory support, outbreak control, training,
public education, and program evaluation.

The Preventive Health and Health Services (PHHS) Block Grant is not a program, and unlike other DHHS
block grants which have a programmatic focus, the PHHS Block Grant permits states to choose which
programs will receive funding. Because the allowable uses of the funds cover all of the objectives of
Healthy People 2000, rape prevention, fluoridation, and emergency medical services, over 60 distinct
programs can receive PHHS Block Grant funds. No two states allocate their block grant resources in the
same way. No two states provide similar amounts of funding when they fund the same program area.

CDC is currently redeveloping the PHHS Block Grant electronic application and reporting systems to
reflect the goals and objectives of Healthy People 2010. When grantees apply for PHHS Block Grant
fundsin FY 2001, they will be able to allocate funds to address any health objective within Healthy People
2010. Likewise, the Uniform Data Set for the FY 2001 activities will comprise state and federal data for
each of the health objectives in Healthy People 2010.

The issue of measuring the performance of block grants has been addressed by the General Accounting
Office (GAO) and others. GAO has examined the subject on numerous occasions, and has contacted

CDC to investigate how CDC measures the PHHS Block Grant’s performance under GPRA. GAO's inquiry
was based on their examination of the feasibility and appropriateness of applying GPRA requirements to
block grants across the government.

CDC and its partners have worked for years to develop a means for accountability under the Block Grant.
CDC has considered the use of many types of general indicators including life expectancy, years of
potential life lost, premature mortality, and disability adjusted life years. CDC has also looked at specific
program indicators for those programs which are most commonly funded by states. Because states vary
widely in the programs they support and the funding given to each program, no single indicator or group of
indicators can appropriately capture what the states are doing.

States are responsible for reporting on a complete range of program data, the uniform data set, for every
program supported with Block Grant funds. The uniform data sets (which correspond directly to programs)
contain outcome, risk factor, and service delivery data items based on 116 health status outcome
objectives contained in Healthy People 2000. The 116 health status objectives constitute a total of 8,432
data items. Beginning in FY 1999, the uniform data sets also contain GPRA performance measures for
those programs which have such measures. The current measure, to increase the proportion of the data
reported to CDC annually, reflects the agency’s efforts to better capture the accomplishments of each state
attributable to block grant funds, while at the same time addressing accountability.

Partnerships and Links to DHHS Strategic Plan

This program activity relates to the following DHHS Goals and Objectives:

1 Goal 1: Reduce major threats to the health and productivity of all Americans. The PHHS Block Grant
addresses all objectives within this goal.

1 Goal 2: Improve the economic and social well-being of individuals, families, and communities in the

United States. The PHHS Block Grant addresses Objective 2.4: Improve the safety and security of

children and youth.

Goal 3: Improve access to heath services and ensure the integrity of the nation’s health entitlement

and safety net programs. The PHHS Block Grant addresses Objectives: 3.6 Improve the health status

of American Indians and Alaskan Natives; 3.7 Increase the availability and effectiveness of services

for the treatment and management of HIV/AIDS; 3.8 Increase the availability and effectiveness of

mental health care services.

Goal 5: Improve the nation’s public health systems. The PHHS Block Grant addresses Objectives: 5.1

Improve the capacity of the public health system to identify and respond to threats to the health of the

nation’s population; 5.2 Improve the safety of food, drugs, medical devices, and biological products.
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Because the identified goals and objective coincide with Healthy People 2000 objectives, grantees may
choose to fund programs addressing any of these areas. CDC compiles national and state data for each of
these objectives annually in the Uniform Data Set.

Performance Summary

The Preventive Health and Health Services (PHHS) Block Grant is not a program, and unlike other DHHS
block grants which have a programmatic focus, the PHHS Block Grant permits states to choose which
programs will receiv e funding. State health departments use these critical flexible dollars to provide a wide
array of functions to improve the health of all citizens. States use the flexible dollars available through the
PHHSBG in the following ways.

1 Rapid response to unexpected threats to the public health

1 Safety net for urgent unaddressed health needs

Incubator for new programs by providing seed money for initial support

Bedrock to maintain essential public health systems to identify threats to the public’s health and
evaluate the responses to such emergencies.

1 Address emerging health problems

Eighty-two percent of total required data from all programs funded by the PHHS Block Grant were reported
to CDC in FY 1999, therefore, CDC exceeded its FY 1999 goal. The Block Grant FY 2000 Uniform Data
Sets will not be collected until February 1, 2001. The reason for the delay is due to data sources for
existing federal and state data are tabulated on a calendar year basis. The PHHS block grant supports all
areas contained within Healthy People 2000. This constitutes over 116 health status outcomes within 22
chapters. The top 5 areas which states choose to fund are: cardiovascular disease, health promotion and
disease prevention, emergency medical services, injury, and data and surveillance systems.

2.11.2 Goal-by-Goal Presentation of Performance

Performance Goal: Reduce preventable morbidity and mortality and improve quality of life of people
within the framework of Healthy People 2000/2010 by improving the assessment capacity of prevention
programs.

Performance Measure Targets Actual Performance Ref.

At least 85% of total required Percent of Required Data: Percent of Required Data: Page
data from all programs funded 21

by the Preventive Health and FY 02: At least 85%. FY 02: 3/2003.
Health Services Block grant FY 01: At least 85%. FY 01: 3/2002.
will be reported to CDC FY 00: At least 85%. FY 00: 3/2001.
annually. FY 99: At least 80%. FY 99: 82%.
FY 98: 82%.
FY 95: 77%.
Total Program Funding FY 2002: $ 135,030 (Estimate)
(Dollars in thou sands) FY 2001: $ 135,030 (Final Appropriation)
FY 2000: $ 135,204 (Actual)
FY 1999: 10/2001 (Actual)

Verification/Validation of Performance Measure: Annual reports will be collected from each program
funded in order to verify performance. The Uniform Data Sets are due from each grantee on February 1%
of each fiscal year for the prior fiscal years performance.
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2.12 Public Health Improvement
2.12.1 Program Description, Context and Summary of Performance

Our Nation’s healthis at risk. Americansface a world of new health threats and ancient foes. Deadly
diseases, once thought conquered, have reemerged in drug-resistant forms. Heart disease, cancer,
diabetes, childhood asthma, obesity, and other chronic conditions now account for 70 percent of all deaths
in the United States each year and for one-third of the years of potential life lost. Preventable injury and
violence plague our communities. Racial and ethnic health disparities persist and widen.

Our national public health system is the first line of defense against preventable disease and disability.
Virtually every health problem in our communities — infectious disease outbreaks, chemical hazards,
chronic diseases, and injuries — is first recognized by local public health professionals, who must work in
concert with state and national officials to control these threats, prevent spread, and save lives. Although
the Nation is served by a broad range of agencies — more than 3,000 county, city, and Tribal health
departments, 3,000 local boards of health, 59 State and territorial health departments, 160,000 public and
private laboratories, and other public health partners — there are serious gaps in our line of defense,
leaving the public health system unprepared and our communities unprotected. Recent findings
demonstrate the following:

Despite steady increases and shifts in the U.S. population and anincreased need for public health
professionals, there has been a decline in the number of public health workers per capita in the past
decade. Schools of Public Health and Preventive Medicine report that the majority of graduates do not
seek employment in public health agencies. Only an estim ated 44 percent of the Nation’s current 448,000
public health practitioners have had formal training in public health. One-half of all public health nurses —
the largest profession in public health — lack a baccalaureate nursing degree. The majority of public and
private laboratory scientists lack access to continuing education and training essential to using the cascade
of new, high-technology laboratory tests accurately and safely.

The Nation’s local public health agencies perform, on average, at only an estimated 60 percent of needed
capacity, with an alarming number serving minority and rural populations at far lower levels. Similarly, a
study of sampled state health departments found performance at only 50% of needed capacity. As a
result of such deficiencies, only one-third of all Americans are effectively served by public health agencies.

Accurate, timely health information is a critical component of all effective prevention and control efforts.
Yet, only 55 percent of local health departments have high-speed, continuous Internet access for finding
the most recent health guidelines and recommendations. Only 56 percent can successfully receive
broadcast health alerts. Only 50 percent hav e access to community health information critical for setting
priorities, taking effective actions, and tracking improvements in health status.

Effective prevention also requires solid scientific information about interventions that work in our
communities, so that we can save lives and ensure that our investments are properly targeted. The
asthma epidemic, for example, now afflicts 4.4 million U.S. children, causes 5,000 deaths and 500,000
hospitalizations each year, and costs an estimated $11 billion. Yet, less than a nickel of every health care
dollar is spent on medical and health research, and only a fraction of this money goes to support
extramural prevention research — that body of science aimed at protecting our communities from disease
and disability rather than discovering “after-the-fact” cure and therapy.

Nowhere are these interventions more needed than among our nation’s communities of color, whose
members now represent approximately 25 percent of the general population. Strong evidence suggests
that there is a persistent disparity between the health status of people of color and that of Americans
overall, and that race and ethnicity correlate with continued and increasing health problems. For example,
cardiovascular disease, the leading killer of all Americans, is responsible for coronary heart disease death
rates 40 percent higher among African Americans than in the white population. The prevalence of diabetes
is 1.7 times greater among African Americans, 1.9 times greater among Hispanics, and 2.8 times greater
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among American Indians and Alaska Natives than among whites. Demographic shifts forecast for the next
decade will further magnify the gaps. Reducing these disparities will require sustained prevention research
to identify new knowledge about their causes and effective means of delivering preventive and clinical
services; innov ative ways of working in partnership with state, local, and tribal governments and
communities; and testing of the effectiveness of interventions in racial and ethnic minority communities
where they will have the greatest impact.

Microbes and disease vectors move around the world at jet speed, yet our public health surveillance
systems still rely, in many cases, on a “Pony Express” system of paper-based reporting and telephone
calls. Yet some public health laboratories — often the first public health organizations to detect a new
pathogen — still report their results by surface mail, with lag times up to 10 to 14 days. Today, our nation
operates some 200 separate surveillance systems, originally designed to detect a single organism or
condition; lack of common standards for case definitions, laboratory confirmation, and electronic reporting
result in unnecessary spread of disease.

These gaps and disparities hav e been highlighted in recent months, with outbreaks of West Nile virus,
foodborne disease, and increasing drug-resistance and are summarized in the 2000 CDC Report to the
Senate on Public Health’s Infrastructure. In recognition of the seriousness of the problem, in November
2000, Congress passed the landmark, bipartisan Frist-Kennedy Public Health Improvement Act,
mandating immediate actions to remedy these deficiencies. CDC's strategy to improve public health is
built on these recommendations and encompasses five approaches —a combination of broad-based
efforts to build core public health capacities and targeted programs to address areas of special need:

1 Strengthening public health practice by strengthening the major components of the public health
infrastructure that undergirds public health: the public health workforce; public health departments
and laboratories; and public health’s information, com munications, and knowledge managem ent
systems;

Stimulating extramural prevention research to discover how the latest biomedical research can be
applied in our local communities and to supply those who work on the frontlines of public health with
evidence of “what works”;

Eliminating racial and ethnic health disparities to close serious gaps in health status by developing
targeted public health interventions and testing their effectiveness in racial and ethnic minority
communities where they will have the greatest impact; and

Building the National Electronic Disease Surveillance System to effectively integrate disease
detection and monitoring and ensure rapid reporting and followup;

Building cross-cutting capacities and expertise at CDC to support key components of all
categorical prevention programs.

Through these strategies — and in concert with our external public health partners — CDC is committed to
improving public health at all levels.

2.12.1a Public Health Practice: Public Health Workforce

The health of America’s communities hinges critically on the expertise of the national public health
workforce—an estim ated 448,000 physicians, nurses, environmentalists, health educators, microbiologists,
managers and others who work on the front lines of public health. An estimated 80 percent of public health
workers lack formal training in public health and are under prepared to respond to current, new and
emerging public health threats. Studies indicate that 78 percent of the 3,000 public health officials in
leadership positions nationwide lack such formal training and 60 percent of all public health nurses lack
bachelor’s level education. For the first time, Healthy People 2010 identified objectives to bolster the
Nation’s public health infrastructure. Prominently included are the following three objectives that provide
direction for national public health workforce development: (1) incorporate specific competencies in the
essential public health services into local, State, federal and tribal agency personnel systems (23-8);(2)
integrate specific content on the essential public health services into school of public health curriculum (28-
9); and (3) provide continuing education on essential services to workers (23-10). In addition, at the
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federal level, the March 9, 2000 GAO report on Human Capital outlines challenges associated with a
decreasing federal workforce and the need for a knowledge-based cadre of federal public health workers
versed in new technologies and open to life-long learning.

Many barriers prevent assuring a competent public health workforce: (1) The absence of a consensus on
competency standards hampers the assessment of workforce preparedness and the development of
nationally recognized comprehensive public health practice curricula to prepare the frontline to effectively
eliminate or reduce health threats; (2) the workforce lacks access to an integrated public health training
and continuing education system to sustain preparedness and to foster life-long learning; and (3) limited
data exist regarding effective strategies for sustaining workforce preparedness and/or translating research
findings into interventions at the front-lines.

Investing in the Nation’s public health workforce will be accomplished through a new plan developed by
CDC in collaboration with partners in local, State, federal agencies, academia, managed care, professional
associations and community organizations. There are three comprehensive strategies designed to
overcome the barriers: first, create a national system of Centers for Public Health Preparedness; second,
establish an integrated training development and delivery system using state-of-the-art learning
technology; and third, fund a program of applied research and evaluation. Building upon proven CDC
public health training programs and systems such as the Epidemic Intelligence Service (EIS), the Public
Health Prevention Service (PHPS) Programs, CDC Corporate University, Public Health Training Network,
National Laboratory Training Network, Sustainable Management Dev elopment Program and national
leadership and management development programs, implementation of a national plan will strengthen
preparedness for new and emerging health threats.

Performance Summary

In FY 2000, CDC and national public health partner organizations completed the new Global and National
Implementation Plan for Public Health W orkforce Development (W orkforce Development Plan). The plan
calls for six major action steps to ensure a robust and competent workforce able to perform the essential
public health services in all U.S. communities. As key parts of the Workforce Development Plan, CDC in
FY 2000 initiated development of a national system of Centers for Public Health Preparedness (CPHP),
funding four academic centers in Schools of Public Health and three specialty centers. These centers are
key components of an integrated national system to ensure that frontline public health workers have the
competencies required to effectively respond to current and emerging health threats, including emerging
and re-emerging infectious diseases and bioterrorist threats. The four academic centers will im plement
core curriculum which support CDC categorical programs and are expected to measurably improve local
public health system capacity for response through increased certification/credentialing of frontline staff.
One of the specialty centers, the St. Louis University Center for Research and Education on Bioterrorism
and Emerging Infections, funded in FY 2000 will focus on curricula for bioterrorism preparedness for local
practicing physicians, as well as specialists in infectious disease and emergency medicine. The second
specialty center, established at Dartmouth Medical School in FY 1999, will focus on applied
communication technology focused on the application of computer technology and the Internet for
professional continuing education/training in public health. The mission of the third specialty center,
located at the Johns Hopkins Univ ersity Source of Hygiene and P ublic Health and the Georgetown
University Law Center, is to conduct training, continuing education, and applied researchto improve
professionals’ understanding and use of law and policy as public health tools.

This national system of Centers for Public Health Preparedness is integrated with other successful CDC
training programs/resources such as the Public Health Training Network, National Laboratory T raining
Network, National Public Health Leadership Development Network, Epidemic Intelligence Service, Public
Health Prevention Specialist Program and CDC’s Corporate Univ ersity to ensure that new and current
front line workers are prepared for 21° century public health practice.

In FY 2000, CDC increased the number of health service providers participating in distance learning
activities from 135,000 in FY 1999 to 148,000. This increase was enabled through partnerships with other
Federal agencies and with public health practice and academic organizations. Similarly, the number of
states served by state and regional leadership development programs was increased from 32 in FY 1999
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to 34 in FY 2000, two more than the target. It was possible to exceed the target because states already
operating public health leadership programs could leverage their limited resources to assist new states.
The number of public health professionals trained in management practices and who conduct training for
public health agency managers in their home developing countries increased from 142 in FY 1999 to 159
in FY 2000, one less than the target. One of the enrolled participants in the Management in Public Health
training course was unable to attend because of unforessen difficulties in obtaining a U.S. travel visa.

2.12.2a Goal-by-Goal Presentation of Performance

Performance Goal: Public health practitioners at the nation’s front lines-ocal, state, and federal-are

prepared to effectively respond to current and emerging public health threats.

Performance Measure

The proportion of public
health practitioners targeted
by the Work Force
Development Plan
demonstrating competencies
and level of preparedness
required to respond to
current and emerging public
health threats.

The proportion of the public
health workforce that
completes certified training
delivered via the integrated
life-long leaming system.

Target

FY 02: Programs implementing
the Workforce Development
Plan in FY 02 implement and
conduct an initial evaluation of
the system to identify frontline
public health practitioners
targeted for competency
development and skill building
required to respond to current
and emerging public health
threats.

FY 01. Programs implementing
the Workforce Development
Plan in FY 01 identify frontline
public health practitioners
targeted for competency
development and skill building
required to respond to current
and emerging public health
threats in selected pilot areas.

FY 02: Front-line public health
practitioners in selected pil ot
areas complete certified public
health preparedness training
delivered via the integrated life-
long leaming system.

FY 01: Development of a
national collaborative public
health certification and
credentialing system to foster
preparedness of front-line public
health workers.

Actual Performance

FY 02:

FY 01:

FY 02:

FY 01:

Ref.

Page
221

Page
221
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Performance Measure

The number of public health
interventions influenced by
findings from applied
research in workforce
preparedness.

Target Actual Performance

FY 02: Identify priority areas for FY 02:
applied research in public health
workforce preparedness.

FY 01: Develop an applied

research agenda to strengthen EY 01:
the science base associated with
ascertaining the impact of a

competent workforce on the

capacity toimplement effective

public health interventions.

Ref.

Page
221

Performance Goal: As a long-term objective, CDC will implement accessible training programs to provide
an effective work force for state and local health departments and laboratories, and for ministries of health
in developing countries. In FY 2002, CDC will:

* Increase the number of health service providers participating in distance learning activities;

* Increase the number of states served by state and regional leadership development programs;
« Increase the number of public health professionals trained in management who conduct trainingin

developing countries;

« Evaluate the impact of laboratory training on laboratory practice.

Performance Measure

The number of health service
providers participating in
distance learning activities
will be increased.

The number of public health
professionals trained in
management who conduct
training in developing
countries will be increased.

Target Actual Performance
Distance Learning Distance Learning
Participants: Participants:
FY 02: 125,000. FY 02:
FY 01: 120,000. FY 01:
FY 00: 115,000. FY 00: FY 2001.
FY 99: 105,000. FY 99: 148,000.
FY 97: 100,000.
Persons Trained: Persons Trained:
FY 02: 194. FY 02:
FY 01: 176. FY 01:
FY 00: 160. FY 00: 159.
FY 99: 142. FY 99: 142.
FY 98: 125.

Ref.

Page
221

Page
221
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Performance Measure Target Actual Performance Ref.

Evaluation of laboratory Impact Evaluations: Impact Evaluations: Page
training programs conducted 221
by the National Laboratory FY 01: Laboratory training on FY 01:
Training Network. the adoption of improved public

health laboratory methods in

rabies.

FY 00: Laboratory training on FY 00: Participants
the adoption of improved public  reported increases in

health laboratory methods in confidence levels in
food microbiology, tuberculosis  performing tests,
identification, and virology. communication with key

public health contacts, and
knowledge of CDC and
other testing resources.

FY 99: Laboratory training on FY 99: Participants from

the adoption of improved physician office

clinical laboratory methods laboratories reported a 71%
increase intest result
confidence due to training.

FY 92-98: Evaluation of
laboratory training
programs conducted by the
National Laboratory
Training Network form

1992-1998.
The number of states served States Served: States Served: Page
by state and regional 221
leadership development FY 02: 40. FY 02:.
programs will be increased. FY 01: 38. EY 01: 40.
FY 00: 32. FY 00: 34.
FY 99: 30. FY 99: 32.
FY 97: 25.

Verification/Validation of Performance Measures: Performance for objective one will be monitored through
routine evaluation of data collected by programs.

2.12.1b Public Health Practice: Public Health Departments and
Laboratories

Public health organizations include a network of Federal, State, and local health departm ents and
laboratories. Local public health is often further subdivided into categories that sort health departments by
the size of the population they serve. At the larger end of the spectrum, these include large city and
county health departments that serve more than 100,000 people with staffs of dozens or even hundreds of
people. In rural counties, a local health department might include only a public health nurse and
environmental health worker, serving 10,000 or fewer people.

State and local public health agencies, in turn, work in concert with a range of other public organizations,
as well as private and not-for- profit organizations, to monitor and im prove the public’s health and deliver
the essential services of public health. These partnerships include hospitals and managed care
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organizations, community-based organizations that provide services at the local level, advocacy groups
that track progress in combating particular diseases or disabilities, the research community, academia, and
an array of faith, civic, and voluntary groups.

In many communities, issues such as HIV/AIDS testing, teen pregnancy prevention, immunizations, racial
disparities in health outcomes, and firearm injuries are viewed not only as public health issues but as social
issues on which opinions differ and a consensus on solutions is elusive. In these situations, public health
organizations must draw not only on their technical skills in disease prevention and health promotion but
also on talents for participating in collaborative efforts, building trust in com munities, and providing
objective data on health trends to policy makers and community members.

In addition, public health organizations, as stewards of the public’'s health, rely on regulatory authorities to
enforce State and local statutes designed to protect the public’s health, including inspections of
restaurants, swimming pools, drinking water supplies, and environmental hazards. Thisfeature of public
health can also draw resistance from individuals and organizations.

Against this backdrop, what do we know about the performance of public health organizations?
Throughout the 1990s, a number of studies tried to gauge health department performance against 20
public health practice performance measures that capture the types of activities reflected in the essential
services of public health: investigating adverse health events, maintaining laboratory services,
implementing public health programs, maintaining collaborative networks with other organizations,
providing information to the public, collecting data about risk factors, and evaluating public health
programs. In a 1998 study conducted by the University of North Carolina using these 20 measures, the
Nation’s largest health departments had an overall average score of only 64 percent.

Through field testing activities of the National Public Health Performance Standards Program in 2000,
CDC collected extensive data from three State public health systems and 131 local public health systems
on their capacity to deliver the essential public health services. The three State public health systems
have performance levels of 51, 40, and 56 percent. These data are the first measures of performance of
State public health systems and show that states have half or less of the organizational capacity they need
to perform the essential services optimally. The average performance scores for the local public health in
the three states were 55, 62, and 53 percent. While these scoresindicate the local public health systems
are performing at slightly higher levels than State public health systems, they are still performing very
poorly.

Although other studies used slightly different methods, they yielded a consistent result: “less than optimal
functioning of the public health system nationally and in many States." The studies generally showed that
health departments serving larger jurisdictions performed more of these types of services than smaller
health departments. Even so, the studies showed that overall, local health departments were performing
somewhere between 50 and 70 percent of the services deemed essential for protecting the public’s health.

Another way of looking at the performance of public health organizations is to ask, “W hat percentage of the
American population is effectively served by its health departments?” Two national studies, also
conducted during the 1990s, concluded that only a third of the U.S. population was effectively served and
that the public health system could be improved.

Performance Summary

The CDC-led National Public Health Performance Standards Program is developing consensus
performance measures to assess the capacity of local and State health departments and laboratories to
perform the “essential public health services’ that experts agree are ciitical to protection of the health of all
Americans. Six more states and their counties will conduct field tests in FY 2001. CDC and the U.S.
Department of Justice are designing standards for public health preparedness for potential bioterrorism
attacks. Because performance measures must link to the goals of states and communities, the National
Association of County & City Health Officials and CDC'’s Public Health Practice Program Office will further
implementation of the new tool — Mobilizing for Action through Planning and Partnerships — that
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communities, health professionals and their partners can use to identify health priorities, mobhilize to
address them, and evaluate their programs’ impact. These initiatives are laying the foundation for
implementation of Sections 319 A-C of the Frist-Kennedy Public Health Improvement Act of 2000. On
the international front, CDC will activ ely consult with WHO, PAHO, and the W orld Bank to assist adoption
of public heath performance standards globally.

In addition, CDC will begin to collect and analyze findings from four dem onstration projects to test
elements of the envisioned National System for Laboratory Testing of Public Health Importance in
conjunction with the Association of Public Health Laboratories (APHL). The projects will increase public-
private laboratory interaction and im prove testing practices for specific diseases. CDC also is promoting
the core functions and capabilities of state laboratories, articulated in a recent APHL consensus guideline,
and is developing performance standards for State and local public health laboratories. Internationally,
CDC is working to improve laboratory infrastructure in less-developed countries through the Global AIDS
Program, with particular focus on quality assurance, policy development, and training in Africa and India.
International projects include: creation of laboratory training programs in the Carribean region; creation of
guidelines and models for national laboratory quality programs with an emphasis on HIV and TB; and
promoting multi-organizational cooperation through laboratory training produced and cosponsored by five
international organizations.

2.12.2b Goal-by-Goal Presentation of Performance

Performance Goal: State and local health departments and laboratories at the nation’s front lines are
prepared to effectively respond to current and emerging public health threats.

Performance Measure Target Actual Performance Ref.
States demonstrating FY 02: 4 states FY 02: Page
Improvement in laboratory 221
testing and reporting of priority  FY 01: 4 states FY 01:
diseases
Collaborative assessment of FY 02: Validation of selected Page
the capacity of state and local consensus capacity 221
health departments and assessment instruments for
laboratories dissemination to state and

local health departments and
laboratories

FY 01: Pilot application and
refinement of selected draft
consensus capacity

instruments

FY 00: Development of FY 00: Selected draft
selected draft consensus consensus capacity
capacity instruments instruments developed

Verification/Validation of Performance Measures: Performance for all objectives will be monitored through
routine evaluation of data collected by programs.
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2.12.1c Public Practice: Information, Communication, and Knowledge
Management Systems

As with the workforce, demands on our Nation’s public health information infrastructure have never been
greater. Today, global travel, immigration, and commerce can move microbes and disease vectors around
the world at jet speed, yet our public health surveillance systems still rely, in many cases, on a time-
consuming, resource-intensive “Pony Express” system of paper-based reporting and telephone calls.

In our day-to-day world of pagers, cell phones, and frequent e-mail communication between everyone from
kindergartners to grandparents, it is sobering to consider the current status of public health’s data and information
systems. In 1999, CDC and the National Association of County and City Health Officers conducted an e-mail
test to see how quickly local health departments could be contacted in the event of a health alert or biote rrorist
emergency. In thistest, only 35 percent of CDC'’s e-mails were delivered successfully, for a variety of reasons.
Some public health laboratories — often the first to detect a new pathogen — still report their results by surface
mail, with lag times up to 10 to 14 days.’

In a February 1999 survey of local health departments, CDC found that only 45 percent had the capacity to send
broadcast facsimile alerts (i.e., multiple “faxes” sent simultaneously to labs, physicians, State health agencies,
CDC, or others). Similarly, fewer than half had high-speed continuous access to the Internet, and 20 percent
lacked e-mail capabilities.

Lack of access to communication networks is not the only issue of concern. In response to a 1998 survey about
infrastructure problems, a local health department confessed to not reporting diseases because doing so would
have meant a long-distance phone call.

These gaps in the basic information infrastructure are troubling because not only do they prevent public health
agencies from communicating with each other in a timely manner, but they also hinder communication between
public health staff, private clinicians, or other sources of information about emerging health problems.

These basic communication gaps also exacerbate other problems, particularly the existing fragmentation of
surveillance systems and the variability between various jurisdictions in terms of their communication
infrastructure. A strong and responsive communication and surveillance system cannot realize its full public
health potential if some jurisdictions lack the skills and/or technology to detect and report emerging problems.
The public health surveillance system is a network that simply cannot perform its protective function if its
detection and reporting capacity is uneven.

Performance Summary
Several recent infusions of funding and attention have begun to address some of these problems.

CDC is leading the development of Web-based systems to translate collected data and sciertific findings into
practical information for health professionals and the public. One of these systemsis the CDC Prevention
Guidelines Database, an online repository of all CDC intervention and treatment guidelines available on CDC’s
Internet Web Site. This system is currently the single most accessed feature of CDC'’s online information and is
being revised and expanded to incorporate new prevention research findings and to leverage new interactive
Web capabilities. Complementing this system is the Public Health Image Library, a unique online gallery of
sciertific photographs, electronic images, stored video, and other objects representing significant public health
visual information. This gallery is currently being populated with images from a wide range of CDC and public
health partners and will be expanded in FY 2001. A third system, the Health Alert Network, is a major
component of CDC’s Bioterrorism Initiative, and is serving the “dual use” of providing a platform for rapid
electronic communications for bioterrorist events as well as for other health threats. When fully deployed, the
network will link local health departments to each other, with other local agencies critical to emergency response,
to State health departments, to CDC, and to other federal agencies. Functionally, the network will support an
“early warning and response” system, rapid communication and response coordination, rapid communication of
laboratory disease test results, distance-based training delivered to public health workers’ desktops, as well as
the National Electronic Disease Surveillance System application described below.
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In FY 1999, with congressional support and funding, CDC launched the national Health Alert Network to improve
information access and training for local health departments. A total of 40 sites—37 States and 3 large
ciies—have now been funded to begin basic implementation of Internet connectivity, broadcast
communications, and distance-learning capacity at the local level. In addition, 3 local health departments have
been funded as “Centers for Public Health Preparedness” to develop more advanced applications for sister
agencies nationwide. The Network is being jointly developed by local, State, and Federal partners, and initial
implementation is progressing successfully in the funded sites. Resources for the Health Alert Network activities
are provided through the CDC Bioterrorism intiative described in Section 2.15 of this performance plan.

2.12.2c Goal-by-Goal Presentation of Performance

Performance Goal: State and local health departments are able to electronically access and distribute up-to-
date public health information and emergency health alerts, monitor the health of communities, and assist in the
detection of emerging public health problems.

Performance Measure Target Actual Performance Ref.
Expand front-line public health FY 02: Continue FY 02: Page
practitioners’ access to Internet implementation of plan 221
based, CDC-approved public
health practice guidelines, FY 01: Initiate FY O1:
scientific/disease reference implementation of plan
images, health and medical
data, and information on the FY 00: Develop plan for FY 00: Plan developed; new
effectiveness of public health continuous review and and enhanced guidelines,
interventions. enhancement of online, images and other resources
CDC-approved information added
resources

Verification/Validation of Performance Measures: Performance for all objectives will be monitored through
routine evaluation of data collected by programs.

2.12.1d Extramural Prevention Research

Americans bear a heavy burden of death and disability that can be prevented through population-based
prevention research. Minorities bear a dispropottionate burden but all Americans feel the impact in our health, in
accelerating health care costs, and in diminished economic productivity.

Here are just a few examples:

1 Cardiovascular disease (CVD), including heart disease and stroke, is the leading U.S. cause of
death for all groups. If all CVD were prevented, U.S. life expectancy would rise by nearly 7 years,
compared to only 3 years for elimination of all cancers.

Work-related injuries kill 6,200 and disable over 3,000,000 annually -- with a total economic cost

estimated at $145 billion in 1992. Suicide was the eighth leading cause of death in 1997 and the

third leading cause for teens and young adults in the age group  15-24, killing over 30,000.

Birth defects -- many of them preventable -- are directly responsible for 8,000 infant deaths each

year and contribute to 1,000 more.

1 Finally the Nation’s 500,000 public health professionals lack the proven “best practices” and
“prevention tools” they need to identify health threats, design hard-hitting community and population-
based interventions, and deliver them through strong State and local health departments, health
care organizations, community-based organi zations, and many other partners.

Less than 2 percent of the Nation’s health care budget goes to population-based disease prevention and health
promotion, even though CDC research shows that 70 percent of premature mortality is related to factors
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amenable to a population-based prevention approach. Research!America polls conducted in 1999 show that 66
percent of the public wants population-based prevention research. But, in contrast, only a tiny fraction of the
national health research budget supports such research.

Partnerships and Links to DHHS Strategic Plan: These performance measures are related to DHHS Goal 6:
Strengthen the nation's health sciences research enterprise and enhance its productivity through the Prevention
Research Initiativ e.

Performance Summary

Initiated in 1999 with a $15 million appropriation, the Extramural Prevention Research Program sponsors peer-
reviewed research by experts in the field who are linked with State and local health agencies to develop
improved interventions and services. CDC received 300 applications in response to the request for proposals
supported by the $15 million funding level. At present, 52 extramural research projects (17.3 percent of the
applications) are in progress, addressing an important but necessarily limited set of research priorities.
Extramural investigators are located in leading schools of public health, medical schools, State health
departments, and other academic and practice-based organizations. Translation of research findings into
information, guidelines, and tools for front-line public health practitioners is an integral part of the program and
will be facilitated through existing and new partnerships between CDC'’s Public Health Practice Program Office
and public health practice organizations. In addition to supporting high-priority prevention research projects, the
Extramural Prevention Research Grants Program is a focal point for CDC'’s extramural research partners, aids
development of practice-oriented CDC prevention research agendas, promotes use of rigorous peer-review
processes for extramural research, and facilitates dissemination of research findings and translation of findings
into action.

The FY 1999 funding supported grants for fifty extramural research projects, most for a term of three years. All
awards were made following rigorous external peer review. Funds made available from projects with shorter
terms supported three additional research grantsin FY 2000. Awards were made to academic research
institutions in twenty-one states and all ten Department of Health and Human Services regions. Institutions
receiving awards included academic health centers, schools of public health, and university-affiliated programs
(e, 9., teaching and research affiliates of medical schools including health departments and managed care
organizations.) Awards were also made to support research in academic engineering, comm unications, public
policy, and nursing institutions. Approximately 83 percent of all appropriated funds was awarded extramurally.
The balance supported program operations and administration (scientific personnel, design of peer-review
mechanisms and research grant administration.)

In FY 2002 the Extramural Prevention Research Grants Program will make new grants using the new
mechanisms designed and implemented in the first stage of the initiative. At the $15 million level, CDC will
make an estimated 25 new prevention research grants. Emphasis will be given to the priorities identified in the
CDC research agendas developed in FY 1999-2001 in collaboration with the extramural scientific community,
public health professionals, and communities disproportionately affected by preventable disease and disability.
Special emphasis will be placed on disseminating the discoveries and findings of completed research projects to
community, State, and federal public health practitioners, helping achieve the most important goal of the
program, that is, translating the results of prevention research into front-line action for improved health.

04/09/01 CDC Performance Plan Page 189



2.12.2a Goal-by-Goal Presentation of Performance

A. Goals for FY 2002

Prevention research performance goals for FY 2002 appear immediately below and constitute the goals for the
second stage of the prevention research initiativ e, the stage that follows the design and priority setting activities
of the first stage of the initiative, FY 1999-2001. The performance goals for the earlier stage appear in section B
below, together with a crosswalk to the FY 2002 goals.

Performance Goal 1: Develop improved approaches for preventing or delaying the onset or progression of
disease and disability.

Performance Measure Target Actual Performance Ref.
Facilitate development of FY 02: Progress in developing FY 02: Page
improved, population-based improved, population-based 221
prevention interventions interventions
Increase participation by advisory  FY 02: Expanded participation in ~ FY 02: Page
groups and multi-disciplinary research priority setting by 221
collaborative teams in setting advisory groups and multi-
research priorities. disciplinary collaborative teams.

Verification/Validation of Performance Measures: Data for these measures will be available from analyses and
reports by the CDC Office of Extramural Prevention Research.

Performance Goal 2: Disseminate research findings to improve adoption of effective public health practice and
community interventions.

Performance Measure Target Actual Performance Ref.
Dissemination of prevention FY 02: Assess existing FY 02: Page
research findings to public and methodologies for disseminating 221
private health organizations. research findings to public and

private health organizations.

Verification/Validation of Performance Measures: Data for this measure will be produced by CDC Office of
Extramural Prevention Research analysis of existing dissemination programs.

Performance Goal 3: Evaluate the adoption and impact of prevention research on public health practice and
the health of the public.

Performance Measure Target Actual Performance Ref.
Monitor adoption of prevention FY 02: Develop a system to FY 02: Page
research-based interventions. monitor adoption of prevention 221

research-based interventions
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Performance Measure Targets Actual Performance Ref.

Evaluate the impact of
prevention research-based
interventions

FY 02: Assess existing FY 02: Page
methodologies for evaluating the 221
impact of research-based

interventions

Verification/Validation of Performance Measures: Data for these measures will be available from reports by the
CDC Office of Extramural Prevention Research.

B. Goals for FY 1999-2001

Performance Goal: CDC will strengthen its ability to obtain and disseminate extramural research findings to
partners, public health practitioners and the public through a Prevention Research Communications program.

Performance Measure

CDC will develop a longitudinal
studies research agenda,
including identification of spedific
studies to be conducted, with
involvement of the broader
research and practice
communities. These studies will
be designed in order to provide
timely data relevant to prevention
research and intervention
programs.

CDC will develop reporting
mechanisms and communication
strategies to assure that results
from these studies will stimulate
new and improved interventions
to prevent disease.

Targets

FY 00: Complete an inventory
of existing and completed
longitudinal studies covering
multiple health domains. Also

convene a meeting to develop a
research agenda for a program

of longitudinal studies for
possble funding by CDC.

FY 01: Communication
strategies and targets will be
assessed for efficacy and
“reach” to spedfic audiences.

FY 00: CDC extramural
research communications plan
developed, approved and
executed.

Actual Performance Ref.
FY 00: Provided funding for ~ Page
research development. 221
FY 01: Page

221

FY 00: Extramural research
communications plan has
been developed and
approved. The execution
phase of the project to be
completed July, 2001.

FY 99: Zero reporting
mechanisms or
communication strate gies.

Verification/Validation of Performance Measures: Examination of written reports and documents showing
reporting mechanisms and communication strategies. Reviews of published documents including journal
articles, mass media, and other reports.
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Performance Goal: Increase collaboration among academic health centers, public health departments,
managed care organizations and other public health organizations to develop, implement, and evaluate the
effectiveness of community-based public health interventions.

Performance Measure

Increase partnerships between
academic health centers,
managed care organizations,
and the public health networks
in the Nation's communities to
support prevention research.

Increase the “hit rate” for
investigator-initiated research
projects (excluding unsolicited
requests for funding).

Increase the number of
organizations receiving
notices of availability of PRI
funds.

Targets

FY 00: Organize a workgroup of
CDC Director’s Advisory
Committee.

FY 99: CDC will provide
periodic briefings to members of
CDC Advisory and Scientific
Committees on opportunities to
increase partnerships.

FY 00: Develop standard
operating definition for CDC “hit
rate”. Assess the number of PRI
applicants receiving notice of
“ABU” approved peer-review
projects that were unfunded in
FY 1999.

FY 00: Pilot test “e-grants”
system which provides
comprehensive information and
tools for extramural programs
seeking funds for research.
Assess dissemination patterns
for announcing research
opportunities to sciertific
community.

Actual Performance Ref.

Page
221

FY 00: Advisory Committee
met in Feb. 2000 to develop
recommendations on research
priorities

FY 99: Provided briefings to 3
advisory and sciertific
committees. Participated in
meetings with CDC programs,
other federal agencies, and
external sciertific
organizations to describe the
Prevention Research Initiative,
to encourage collaboration in
CDC'’s extramural prevention
research, and to alert partners
of funding availability.

FY 00: Operating definition
developed and “hit rate”
determined to be 17% for FY
99.

Page
221

FY 99: No baseline data exists
regarding “hit rate” for
investigator-initiated projects.

FY 00: CDC will pilot agency-
wide e-grants system in FY
01, as Program deferred to
Agency standard..

Page
221

Verification/Validation of Performance Measures: Data and information will be obtained through progress reports
from contractors and partners working on “e-grants” and research communications plan; reviews of
correspondence and inquiries from applicant organizations’ hits to websites containing funding announcements;
and if available, data from CDC Procurement and Grants Office (PGO).
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Performance Goal: Increase input of external sciertific community on extramural prevention research.

Performance Measures

CDC will increase the use of
external peer review in
processes for competitive
research awards of funds
(cooperative agreements,
and grants) for projects,
especially those receiving full
or partial support through the
Prevention Research

Initiativ e.

CDC will promote the use of
research advisory groups
and multi-disciplinary
collaborative teams to
develop and conduct

Targets

FY 00: 100% of PRI extramural
funds will be externally peer
reviewed (Targets: 75% through
Special Emphasis panels and 25%
through established Study
Sections.) Number of Special
Emphasis panels used overall at
CDC will increase.

FY 99: CDC will increase the use of
external peer review in processes
for competitive research awards of
funds for projects supported with
prevention research funding.

FY 01: Progress in promoting (or
facilitating the promotion of) the use
of research advisory groups and
multi-disciplinary collaborative
teams to set research priorities.

Actual Performance Ref.

FY 00: Fully Achieved.
100% of PRI extramural
funds were externally peer
reviewed using Special
Emphasis Panels.

Page
221

FY 99: 100% of PRI-funded
extramural projects were
subject to external peer
review. Number of Special
Emphass panels used for
CDC funding decisions
increased from 5 to 25.

FY 98: Baseline: 5 Special
Emphasis Panels.

FY 01: Page

221

research.

FY 00: Establish goals for use of EY 00: Achieved. CIO’s

research advisory groups and and ATSDR have research

collaborative teams on projects, agendas.

programs, and priorities. Use

results of FY 99 research advisory

(“infrastructure”) projects to inform

directions for future extramural

research partnerships and

programs.

FY 99: CDC will promote the use of  FY 99: PRI funds will be

research advisory groups withinthe  made available for external

agency. assessment and review and
advisory projectsin 8 CIOs
and ATSDR.
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Performance Measures

CDC continues to support a
subcommittee for extramural
research chartered through
the CDC Advisory
Committee.

Targets

FY 00: CDC continues to support a
working group for extramural
research chartered through the CDC
Advisory Committee with at least
two meetings in FY 2000.
Implement procedures to charter a
working group as a prevention
research subcommittee of CDC
Advisory Committee.

FY 99: CDC continues to support a
subcommittee for extramural
research chartered through the CDC
Advisory Committee.

Actual Performance Ref.

FY 00: Workgroup met
January and August 2000 to
review and recommend
research priorities and
overall direction.

Page
221

FY 99: The actual charter
for the subcommittee will be
obtained in FY 2000. Until
then, a working group of
Committee members and
key representatives from
academic fields will advise
the Director.

Verification/Validation of Performance Measures: Data for these measures will be available from information
obtained from CIO program announcements, strategic plans, and Federal Register announcements. Data will be
verified using data obtained through site visits with the grants management office and reports to CDC's
Committee Management program.

Performance Goal: Disseminate research findings and other relevant information from prevention research
programs to public health practitioners, managed care organizations, and consumer groups.

Performance Measures

Research findings will be
disseminated by investigators
receiving PRI funds.

Targets

FY 01: Implement tracking and
display results on website.

FY 00: Establish dissemination
goals for PRI-funded projects
and methods for collection of
data, including the number of
published peer-reviewed studies
and the number of products
developed and distributed to
consumers.

Actual Performance Ref.
FY 01: Page
221

FY 00: Developed initial
design and plan for
implementing a website.
Dissemination goals for PRI
funded projects: 80% of
awards will have submitted
results for publication within 1
year of study completion.

FY 99: Developed initial
design and plan for a
website.
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Performance Measures Targets Actual Performance Ref.

Distribute information on FY 01: Establish website with FY 01: Page
availability of research findings.  highlights of selected PRI- 221
funded studies and linkages to
CIOs websites on projects,
where available.

FY 00: Establish website with FY 00: Developed initial

highlights of selected PRI- design and plan for

funded studies and linkages to implementing a website.
ClOs websites on projects, Contract awarded for

where available. development of website to be

complete by March, 2001.

FY 99: Developed initial
design and plan for
implementing a web site.

Verification/Validation of Performance Measures: Data for these measures will be available from grantee
applications for new/continuation funds, grantee progress reports and bibliometric studies. Data be verified
through site visits and published reports.

Performance Goal: Strengthen the scope and nature of extramural public health research programs.

Performance Measures Targets Actual Performance Ref.
CDC will increase the number of  FY 00: CDC will increase by FY 00: Continued funding 2 Page
young investigator and public 5% the number of career career development 221
health research training development awards funded awards. With level funding
opportuniti es. by PRI. in FY 2000, we were not

able to increase the number

of awards.

FY 99: Two extramural
projects and one
“infrastructure” project
funded to support
expanded training activities.
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Performance Measures

CDC will expand the scope of
public health research to
multi-disciplinary research
efforts, which in turn are able to
bridge the gaps between public
health practice, public health
research, bio-ethics, and health
policy research.

Targets

FY 00: CDC will expand the
scope of public health research
to multi-disciplinary research
efforts, which in turn are able
to bridge gaps between public
health practice, public health
research, bio-ethics, and
health policy research.

FY 99: CDC will expand the
scope of public health research
to multi-disciplinary research
efforts, which in turn are able
to bridge gaps between public
health practice, public health
research, bio-ethics, and
health policy research.

Actual Performance Ref.
FY 00: Accomplished Page
through funding of public 221

health law projects to
address policy research.

FY 99: CDC funded
projects with multi-
disciplinary teams of
scientists. CDC funded 2
career development awards
through Prevention
Research Centers. CDC
funded a review of existing
prevention research training
programs to determine
gaps and idertify spedific
programs and courses that
CDC might support.

Verification/Validation of Performance Measures: Data for these measures will be available from program
announcements, Federal Register announcements, grantee progress reports, and reports to the CDC Director on

CDC-funded training programs. Data will be verified through site visits.

Performance Goal: Increase collaboration efforts focusing on innovative intervention methods that provide
results to state, local and community-based organizations through CDC'’s Prevention Research Centers Program
and prevention research demonstration projects.

Performance Measures

Research communications plan
will be developed and
implemented to assure rapid
diffusion of information on
interventions, outcomes, scope
and methods to public and
private public health
organizations. All grantees will
be subject to annual
assessments of their work to
disseminate findings/best
practices.

Targets

FY 01: At least three
recommendations related to
diffusion of findings will be
implemented.

FY 00: Key recommendations
from research communications
will be available for review and
comment by organizations and
other Federal agencies.

Project officers will be required to

conduct the first annual
assessment of grantee
dissemination activities and

Actual Performance Ref.
FY O1: Page
221

FY 00: Research
communications plan
revised and will be available
for review by March, 2001.

Progress report will be
requested October, 2000.

outcomes.
Continued... Continued... Continued...
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Performance Measures Targets Actual Performance Ref.

...continued. ...continued. ...continued. Page
221

Research communications plan FY 99: No plan for

will be developed and assessment and review of

implemented to assure rapid research dissemination and

diffusion of information on diffusion activities.

interventions, outcomes, scope
and methods to public and
private public health
organizations. All grantees will
be subject to annual
assessments of their work to
disseminate findings/best

practices.
CDC will track and analyze FY 01: Progress in tracking and FY 01: Page
diffusion and dissemination analyzing diffusion and 221
activities for all PRI extramural dissemination activities for all
and intramural projects. PRI extramural and intramural

projects.

FY 00: Initial monitoring of FY 00: Not accomplished.

diffusion and dissemination Program priority change.

activities will be performed using
media monitoring and
bibliometric services. This shall
provide baseline data for projects
funded in FY 1999.

Verification/Validation of Performance Measures: Data for these measures will be available from annual
inventory of PRI-funded projects; reports from CDC project officers; grantee progress reports; external
information systems (media monitoring and bibliographic/metric); and will be verified through interviews with
manadgers.

2.12.1e(1) Eliminating Racial and Ethnic Disparities: REACH 2010

One of the Nation’s highest Healthy People 2010 goalsis to eliminate, by 2010, disparities in six areas of health
status experienced by racial and ethnic populations while continuing the progress we have made in improving the
overall health of the American people. The health status areas targeted in this initiative are infant mortality,
deficits in breast and cervical cancer screening and management, cardiovascular disease, diabetes, HIV
infection/AIDS, and child and adultimmunizations.

Compelling evidence that race and ethnicity correlate with persistent, and often increasing, health disparities
among U.S. populations demands national attention. Indeed, despite significant progress in the overall health of
the Nation, as documented in Health, United States-the annual report card on the health status of the American
people-there are continuing disparities in burden of illness and death experienced by African- Americans,
Hispanics, American Indians and Alaska Natives, and Asian-Americans and Pacific Islanders, compared to the
U.S. population as a whole. The demographic changes that are anticipated over the next decade magnify the
importance of addressing disparities in health status. Racial and ethnic groups will increase in upcoming
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decades as a proportion of the total U.S. population; therefore, the future health of America as a whole will be
influenced subgtantially by our success in improving the health of these populations. A national focus on
disparities in health status is particularly important as major changes unfold in the way in which health care is
delivered and financed.

Eliminating racial and ethnic disparities in health will require new knowledge about causes of health disparities,
enhanced efforts at preventing disease, innovative methods of promoting health and delivering culturally
competent and linguigtically spedific preventive and clinical services. Accomplishing this goal will require
obtaining new information, particularly the data to identify populations at high risk, and to monitor the
effectiveness of health interventions targeting these groups. Research dedicated to a better understanding of the
relationships between health status and different racial and ethnic minority backgrounds will help us acquire new
insights into eliminating the disparities and developing new ways to apply our existing knowledge toward this
goal. Improving access to quality health care and the delivery of preventive and treatment services will require
working more closely with providers to deliver preventive and clinical services, and with communities to obtain
community “consent” for community participation to identify needs, and plan and conduct research.

CDC leads interagency working groups charged with signfificantly reducing health disparities in health access and
outcomes in the following areas: Cancer Screening and Management; Cardiovascular Disease; Diabetes; HIV
Infection/AIDS; Infant Mortality; and Child and Adult Immunizations.

Often the underlying causes of increased levels of disease and disability among racial and ethnic minorities
include poverty, lack of adequate access to quality health services, failure to receive preventive or “state-of-the-
art” health care, and the need for effective prevention programs tailored to spedfic community needs. For
example:

1 Although African-American and Hispanic persons represent 21 percent of the country’s population, more
than half of the AIDS cases reported to CDC have been among these minority populations. Among
children, the contrasts are more dramatic with African-American and Hispanic children representing 84
percent of pediatric AIDS cases in 1996.

Cardiovascular disease is the leading cause of death for all racial and ethnic groups in the United States. In
1996, coronary heart disease mortality was 40 percent higher for African Americans compared with rates for
whites.

Viethamese women in the United States have a cervical cancer incidence rate more than five times
greater than white women (47.3 vs. 8.7 per 100,000). African-Americans have a cancer death rate about 35
percent higher than for whites.

Among persons 65 years of age and older who had one or more physician visits in the past year, both
influenza and pneumococcal vaccination levels among African-Americans and Hispanics are substantialy
lower than those of whites.

Partnerships and Links to DHHS Strategic Plan

These performance objectives are related to DHHS Goals 1: Reduce major threats to the health and productivity
of all Americans. Development and implementation of the plan to Eliminate Ethnic Health Disparities is an inter-
agency effort within DHHS. CDC has been collaborating with other federal agencies including Office of Public
Health and Science, Office of Minority Health, Assistant Secretary of Planning and Evaluation, Agency for Health
Care Research and Quality, and Health Resource Services Administration (HRSA) in developing and
implementing this initiative. Specific objectives for implementation of the initiative must be determined through a
collaborative inter-agency process.

Performance Summary:

Through a highly coordinated DHHS Departmental effort, CDC has launched the Racial and Ethnic Approaches
to Community Health (REACH 2010) Program. Demonstration Projects are two-phase projects whose purpose
is for communities to mobilize and organize their resources in support of effective and sustainable programs
which will eliminate the health disparities of racial and ethnic minorities. These demonstrations require
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collaboration of both program and research experts for the purpose of identifying and/or developing successful
community-based disease prevention and health promotion models that can be replicated for the ultimate goal of
eliminating health disparities among racial and ethnic minorities. The six health priority areas being targeted by
REACH 2010 in which racial and ethnic minorities experience serious disparities include: Infant Mortality, Deficits
in Breast and Cervical Cancer Screening and Management, Cardiovascular Diseases, Diabetes, HIV Infections,
and Child and/or Adult Immunizations. The FY 1999 budget included $10 million for CDC to support 32
communities for Phase | activities. The planning activities have included establishing infrastructure for
community-level data collection, establishing collaborative partnerships, establishing linkages with other state
and local agencies, and working with federal agencies and other partners to identify “best practices” and program
activities which will underlie intervention activities.

In FY 2000, community coalitions developed their Community Action Plans. Some proposed activities include:
(General Access) locating permanent sources of health care closer to under-served comm unities; establish
breast cancer education programs in senior centers and retirement communities with access to preventive
services and support; reducing financial barriers for community members to participate in physical activity (e.g.,
subsidize fees for parks, recreation, fithess classes); increasing access to low-cost or free early and adequate
prenatal care; and establishing and supporting peer educator programs in youth organizations, middle schoals,
and high schools to encourage healthy living skill s.

Some proposed activities to address diabetes include: providing guides in local restaurants that describe the
health meal alternatives offered; distributing low-fat menus and recipes at local supermarkets tied to current
sales items offered by local retailers; and offering awareness seminars about Type Il diabetes at local senior
centers and retirement communities. Proposed activities to address infant mortality include providing grants to
agencies that will provide training and services in preconception counseling to reduce risk for low birth weight and
infant death. Activities spedific to breast and cervical cancer include providing incentives (e.g., reduced
insurance premiums) to women who routinely get mammography and pap smear tests. Proposed activities
spedfic to cardiovascular diseases include: providing zoning, tax rebates, and other financial incentives to
encourage the use of land for recreational purposes.

REACH 2010 is a demonstration project, the goal of which is to contribute to eliminate health disparities
experienced by racial and ethnic minorities by the year 2010. As a demonstration project, outcomes measures
are critical in order to show that strategies developed can and did make a difference to communities served and
to many other communities through technology transfer. Phase | activities include the development of
evaluation measures by each project.

Performance measures will be developed in each of the six health priority areas. CDC, with input from the
grantees and collaborators, has developed an evaluation model that can be used to guide the collection of data
at the national level to assist with the local data collection efforts. In FY 2001, CDC anticipates working with two
evaluation contractors to collect process and outcome data from REACH 2010 grantees. CDC will also select
from several options for comparison communities. The most likely of these are the use of new questions added
to current BRFSS data collection tools. CDC has provided funding through the Prevention Research Center at
the University of South Carolina to manage a Special Interest Project (SIP). This particular SIP was designed to
inform the evaluation process for REACH 2010 and other projects aimed at eliminating health disparities,
through the formation of a Blue-Ribbon panel of experts tasked to develop evaluation guidance documents.
Membership of the panel includes universities (some racial and ethnic minority universities), community-based
organizations, and public and private sector organizations. The evaluation documents developed by this Blue
Ribbon panel will be useful in developing appropriate performance measures for GPRA.

In FY 2000, CDC funded 24 Phase |l projects, 14 Phase | projects and 4 new projects serving the eldery through
an interagency agreement with the Administration on Aging. In FY 2001, CDC anticipates funding a limited
number of Phase Il grantees, new Al/AN grantees and applied research projects. In FY 2001, planning (Phase 1)
communities are establishing infrastructure to support community-level data collection, establishing collaborative
partnerships (e.g., state and local health departments, community organizations, and academia), establishing
linkages with other state and local agencies, and working with federal agencies and other partners to identify
promising prevention strategies that have the greatest potential for reducing the health disparities in the target
populations.
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Implementation and evaluation (Phase Il) communities currently are implementing their Community Action
Plans. Phase Il grantees also are evaluating community interventions and outcomes of the project. CDC is
supporting the development of a blue ribbon panel support network. The primary goal of this network is to make

evaluation available and accessible to the community-based initiatives.

With the budget increase received in FY 2001, CDC also will conduct the following activities:
Provide funding to American Indian/Alaska Native organizations for programs to reduce health

disparities.

Award six additional implementation and evaluation (Phase Il) grants.
Conduct applied research projects to study social indicators and other underlying causes of health

disparities.

2.12.2e(1) Goal-by-Goal Presentation of Performance

Performance Goal: To achieve meaningful improvement in the lives of racial and ethnic populations who now
suffer disproportionately from the burden of disease and disability. To develop the necessary tools and strategies
that will enable the Nation to meet the far more challenging goal of eliminating these health disparities by the

year 2010.

Performance Measure

CDC will fund selected
communities to implement
interventions based on
community planning activities
to eliminate racial and ethnic
health disparities for following
focus areas: breast and
cervical cancer screening and
management, cardiovascular
disease, diabetes, child and/or
adultimm unizations,

HIV/AIDS, and infant mortality.

Continued...

Targets

FY 02: CDC will provide
continuation funding to Phase |l
grantees. CDC will also announce
the availability of finding for new
intervention phase coalitions.

FY 01: CDC will provide
continuation funding to Phase |l
grantees. CDC will also announce
the availability of funding for new
intervention phase coalitions.

FY 00: CDC will fund selected
communities to implement
interventions (Phase Il) based on
community planning activities.
CDC will also fund 4-6 additional
Phase | grantees.

Continued...

Actual Performance

FY 02:

FY 01:

FY 00: 14 coalitions were
funded for Phase |, and 25
coalitions were funded for

Phase II.

Continued...

Ref.

Page
123
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Performance Measure Targets Actual Performance Ref.

...continued. ...continued. ...continued. Page
123

CDC will fund selected FY 99: CDC will develop a FY 99: 32 coalitions were

communities to implement community planning RFA & fund a  funded for Phase .

interventions based on community to conduct planning

community planning activities activities (Phase |) for community-
to eliminate racial and ethnic based demonstrations of
health disparities for following prevention and service delivery for

focus areas: breast and the following focus areas: breast
cervical cancer screening and and cervical cancer screening and
management, cardiovascular management, cardiovascular
disease, diabetes, child and/or  disease, diabetes, child and/or adult
adult imm unizations, immunizations, HIV/AIDS, and

HIV/AIDS, and infant mortality.  infant mortality.

Verification/Validation of Performance Measures: Grantees will report on the development of implementation
and evaluation plans which will be reviewed by CDC staff. FY 2000 measures will also be evaluated by site
visits. For FY 2001, data will be acquired by the CDC grant reporting system. No data lags are expected.

2.12.1e(2) Eliminating Racial and Ethnic Disparities: Improving the Health
of American Indians and Alaska Natives

Healthy People 2000 progress reviews of the health needs of AlI/AN identified disparities between this group and
the general population in 14 priority areas and focused attention on the need for disease prevention and health
promotion initiatives and strategies to reduce the health disparities. For example:

Infant Mortality is 1 %2 times higher for Native Americans compared to whites. SIDS deaths are three to four
times as high for some AI/AN populations.

Diabetes - Native Americans suffer at nearly three times the average rate, and at least one tribe, the Pimas of
Arizona, have the highe st known prevalence of diabetes of any population in the world. Rates of diabetes
related complications are also higher among AI/AN.

Cancer - Alaska Native men and women suffer disproportonately higher rates of cancers of the colon and
rectum than do whites. AI/AN women also have low rates of screening and treatment for breast and cervical
cancers.

CVD - Rates for regular screening for cholesterol are very low — only 50 percent of AI/AN have had their
cholesterol checked within the past 2 years.

Unintentional Injury - Age-adjusted death rates from homicides, suicides, and unintentional injuries for Als/ANs
in IHS service areas are higher than the total population.

Overweight prevalence (48% for Als/ANs v. 29% for total population in 1993), and cirrhosis deaths (21.6 per
100,000 Als/ANs v. 8 per 100,000 for total population further exemplify the serious health problems of this
population.

In FY 2000, activities will be conducted in conjunction with the REACH 2010 Program (Racial and Ethnic
Approaches to Community Health). A description of REACH 2010 is found in Section 2.13.1a.

On May 4, 1999, members of the Budget Review Board hosted the first budget consultation meeting with Tribal
Leaders. Tribal representatives made spedfic budgetary requests of the Department and various OPDIVs. The
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CDC recommendations are related to surveillance and epidemiology, Preventive Health, HIV, STD, health
promotion, hepatitis, diabetes, infant mortality, breast and cervical cancer, heart disease, violence and injury
prevention.

Eliminating Health Disparities in AI/AN people will require enhanced efforts to prevent disease, promote health
and assure appropriate care. CDC will support the Department’s efforts to improve American Indians/Alaska
Natives (AlI/AN) access to federal programs to prevent disease, promote health and assure appropriate care.
Core Capacity Grants ranging from $75,000 to $200,000 will be awarded to 8 - 10 AI/AN organizations to address
health priorities, gaps in prevention, and service delivery interventions for their proposed communities. Funds
will be awarded to the following AlI/AN organizations: Tribal organizations representing more than one tribe; Tribal
projects with three or more collaborating tribes; Urban Indian Health Programs; Indian Health Boards; and Inter-
Tribal Councils. Applicants will be encouraged to apply for funds for at least one focus area where the disparity
is 25 percent or greater between the general population and AI/AN. This approach will allow CDC and tribal
leaders and organizations to prioritize health disparities throughout Tribal areas.

These grants are aimed at:

Improving the lives and health status all AI/AN who suffer disproportionately from the burden of preventable
disease and disability;

Enhancing the collection of standardized data to correctly identify AI/AN populations and tribes and monitor the
effectiveness of health interventions targeting these groups; and

Develop strategies and tools to reduce health disparities AlI/AN and the total population.

Partnerships and Links to DHHS Strategic Plan

These performance objectives are related to DHHS Goals 1: Reduce major threats to the health and productivity
of all Americans. Development and implementation of the plan to Eliminate Ethnic Health Disparities is an inter-
agency effort within DHHS. CDC will collaborate with other federal agencies, who will be determined later, in
developing and implementing this initiative. Specific objectives for implementation of the intiative must be
determined through a collaborative inter-agency process.

Performance Summary
Performance assessment will beginin FY 2001.

2.12.2e(2) Goal-by-Goal Presentation of Performance

Performance Goal: To achieve meaningful improvement in the lives of American Indian and Alaska Native
populations who now suffer disproportionately from the burden of disease and disability. To develop the
necessary tools and strategies that will enable the Nation to meet the far more challenging goal of eliminating
these health disparities by the year 2010.

Performance Measure Target Actual Performance Ref.
CDC will support AlI/AN organizations Funded organizations: Funded organizations: Page
to address health priorities, gaps in 123
prevention, and service delivery FY 02: 5. FY 02: 8/2002.
interventions for their proposed FY 01: 5. FY 01: 8/2001.
communities. FY 99: 0 Baseline

Verification/Validation of Performance Measures: The measure will be verified by the CDC grant reporting
system.
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2.12.1f National Electr onic Disease Surveillance System (NNDSS)

CDC is building a national integrated surveillance system. This system allows rapid reporting of disease trends
to control outbreaks. It creates public and private health care sector linkages to incre ase the volume, accuracy,
completeness, and timeliness of the data available for disease monitoring. Finally, this new system provides
local health departments with Internet access to permitrapid sharing of information on infectious disease
outbreaks or bioterrorist incidents.

Through NNDSS, CDC is: (1) Developing and implementing national data standards for surveillance and
reporting; (2) Providi ng technical infrastructure support for state and local communities and (3) Establishing
local, state, and regional demonstration projects that create linkages between the public health and health care
system s. These efforts are increasing the speed and reliability of data collection and, consequently, enhancing
CDC’s ability to protect the public from infectious disease outbreaks and bioterrorist attacks. They are being
implemented in consultation with stakeholders in the process. IN addition to ongoing discussions with the Council
of State and Territorial Epide miolgists, CDC continues to seek input from state and local stakeh olders, including
a meeting scheduled in April 2001 to discuss the overarching framework for public health data needs, as it plans
and develops system components. Initial funding for NNDSS was appropriated in 2000 through the Public
Health and Social Services Emergency Fund. In FY 2001, approximately $29 million was awarded to continue
development of the NNDSS network of networks.

Performance Summary

Goals for FY 2000 in all areas were met. Funding was made to 12 states for element development and 2 states
to be charter states, which means they are in the process of development of the full system. There are 10 states
that are currently transmitting laboratory results electronically. Data standards are currently under review with the
intention of implementing the Base System in 2 states for pilot testing in FY 2001. Funding in FY 2000 should
enable 80% of states to transmit secure surveillance data to CDC in FY 2001. In FY 2000, the Secure Data
Network (SDN) was developed for CDC which has enabled 80% of surveillance systems to implement the
transmission of case-level surveillance data using the SDN in FY 2001.
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2.12.2f Goal-by-Goal Presentation of Performance

Performance goal: Improve the public health surveillance infrastructure by developing national data standards
for surveillance, providing technical infrastructure support to state and local communities, and establishing a
demonstration project linking health care to public health.

Performance Measure

Pilot projects will be conducted to
develop and test electronic
linkages between public health
agencies and the health care
sector (note: Projects funded
under the Infectious Diseases line
are reported there).

Electronic Laboratory Reporting
(ELR) used by States.

National data standards for
surveillance and reporting will be
developed including standard
data definitions and a common
user interface and system
architecture; and a secure
pipeline for reporting surveillance
data.

Targets

FY 02: 10 States with linkages
to managed care, hospitals, or
other clinical providers.

FY 01: 5 states with linkages to
managed care, hospitals, or
other clinical care providers.

FY 00: 1 state with linkages to
managed care, hospitals,
emergency departments or
other clinical care providers.

States using ELR:

FY 02: 30.
FY 01: 15.
FY 00: 10.

FY 02: Common data
standards will be implemented.

FY 01: Common data
standards will be pilot tested.

FY 00: Common data
standards will be identified and
reviewed by partners

Actual Performance Ref.

FY 02: Page

221

FY 01:

FY 00: 14 states were
funded to do element
development to build
capacity to link with
managed care, hospitals, or
other health care providers.

FY 99: 0 projects.

States using ELR: Page
221
FY 02:

FY 01:

FY 00: 10 (baseline).

FY 02: Page

221

FY 01:

FY 00: Data standards are
currently under review.

FY 99: Multiple systems
which do not possess
uniform standards or a
common user interface.
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Performance Measure Targets Actual Performance Ref.

Increase the percentage of state- FY 02: 100% of systems. FY 02: Page
based CDC-developed 221
surveillance systems which have  FY 01: 80% of systems FY 01:

implemented enhanced security

measures for reporting the bulk  FY 00:  20% of systems FY 00: Projects to be funded
reporting of surveillance data 9/30/00.

FY 99: 10% of systems.

Increase the percentage of CDC- FY 02: 100% of systems. FY 02: Page
developed web-based 221
surveillance systems which have  FY 01: 80% of systems. FY Ol

implemented enhanced security

messages for transmission of FY 00: 20 % of systems. FY 00: Secure data network
case-level data over the Internet. (SDN) developed for CDC.

FY 99: 10% of systems.

Funding FY 2002: $ 109,910 (Estimate)

(Dollars in thousands) FY 2001: $ 110,889 (Final Appropriation)
FY 2000: $ 91,713 (Actual)
FY 1999: 10/2001 (Actual)

2.13 Buildings and Facilities

2.13.1 Program Description, Context and Summary of Performance

CDC'’s management has the responsibility to ensure that: (1) CDC has adequate facilities and equipment to carry
out its public health mission; (2) all facilities, particularly laboratories, must be safe for both workers and the
community; (3) the taxpayers’ investment in these facilities is protected through effective maintenance and
operations; (4) facilities meet applicable fire and life safety codes; and, (5) all CDC facilities are operated in a
responsible manner to reduce energy consumption.

Beginning in 1993, the Agency undertook a master facilities planning effort to identify and systematically address
severely inadequate facilities conditions at our Clifton Road and Chamblee Campuses in Atlanta Georgia. In this
process, CDC has assessed the work that would be needed to consolidate its Atlanta operating into two secure
campuses, and properly maintain existing facilities; CDC continues to update this assessment to ensure that the
appropriate needs receive the highest priority.

CDC uses the assessments from this facilities planning effort and its annual Repair and Improvements (R&l)
Plan to determine the need for and schedule major and minor renovation, construction, and other facilities
projects. CDC's facilities goals are to provide safe, modern, efficient, and physically secure laboratories and
support facilities in the most economical manner possible.

Links to DHHS Strategic Plan:
These performance measures relate to DHHS Goal 5: Improve the Nation's public health systems and Goal 6:
Strengthen the Nation’s health sciences research enterprise and enhance its productivity.

Performance Summary
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As of December 2000, implementation of approved projects is proceeding subgtantially according to schedule,
with adjustments to reflect actual authorization and appropriations.

Organizational and structural changes to CDC's facilities organization continue to be implemented. For example,
the old Engineering Services Office has been reorganized into three spedific organizations with targeted areas of
concentration — planning & project management, design and construction management, and property
management and operations — to make more efficient use of time and money.

CDC has implemented the first part of an innovative new contracting structure to speed up the procurement of
major capital projects under the master plan. Under this structure, CDC will use a highly competitive process to
“pre-qualify” architecture and construction firms to form a “pool’ of resources readily available to CDC to use on a
task order basis for design and construction. To date, CDC has successfully procured design services for two
major new construction projects in approximately one-third to one-quarter of the time normally needed for
traditional A/E procurements. Another feature of the contract is to bring the architect and builder together from
the inception of a project rather than after the design is complete. CDC believes this feature could result in a
better final product, reduced change orders, and better adherence to project budget and schedule. CDC will be
monitoring projects currently entering the design and construction cycle to obtain quantitative data on the above-
mentioned performance objectives.

Section 2.13.2 provides more spedfic information at the project level.
2.13.2 Goal-by-Goal Presentation of Performance

Performance Goal: Implement the scheduled improvements, construction, security, and maintenance
consistent with available resources and priorities identified in CDC's master facilities planning process.

Performance Measure Targets Actual Performance Ref.
Construct Phase Il of Building 17, FY 01: Complete construction.  FY 01: Page
Infectious Disease Research Lab, 231

Clifton Road Facility.

FY 00: Construct Phase Il of FY 00: Construction remains

Building 17. on schedule and on budget,
with the building structure in
place up to the 3 floor.

FY 99: Construction remains
on schedule and on budget,
with the building structure in
place up to the 3" floor.

FY 98: Planning Stage.
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Performance Measure

Design and construct new
infectious disease lab, Building
18, at Clifton Road Campus, to
vacate and modernize existing
Building 1 South, house
Bioterrorism, and additional BSL
4 capacity.

Begin design of Scientific
Communications Center to
replace existing Building 2, and
vacate and modernize existing

Building 3, Clifton Road Campus.

Complete construction of
infectious disease lab Building
109 to replace existing buildings
4, 6,7,8 and 9, Chamblee
Campus.

Targets

FY 02: Continue construction.
FY 01: Complete design.

FY 00: Begin design.

FY 02: Complete design.
FY 01: Begin design.

FY 00: A/E and CMC contract
acquisition..

FY 01: Complete construction.

FY 00: Begin construction.

Actual Performance Ref.

FY 02: Page

231
FY 01: The project currently
on schedule at DD phase.

FY 00: Acquisition of the
A/E Contract is well
underway with task order
awarded for Building 18
anticipated in 2000.

FY 99: Acquisition of the
A/E Contract is well
underway with task order
award for Building 18
anticipated in 2000.

FY 98: Planning stage.

FY 02: Page
231
FY 01: Design is slightly

behind schedule at Concept

Development phase.

FY 00: Acquisition of the AJE
and CMC Contracts is
complete.

FY 99: Completed POR to
develop detailed program,
location, budget, and
implementation strategy.

FY 98: Planning stage.

FY 01: Page

231

FY 00: Acquisition of the
construction contract is well
underway with task order
award for Building 109
anticipated in 2000.

FY 99: Design is underway
and is expected to be
complete on schedule and
with budget this FY.

FY 98: Planning stage.
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Performance Measure Target Actual Performance Ref.

Complete construction of FY 01: Complete construction.  FY 01: Page
infrastructure project in Security 231
Buffer Zone, Clifton Road FY 00: Complete infrastructure

Campus. construction. FY 00: Construction

temporarily delayed.

FY 99: Property acquisition
and demolition is 99 percent
complete. Initial
infrastructure work is
underway ahead of schedule.

FY 98: Planning stage.

Design and construct FY 02: Begin construction; FY 02: Page
environmental health lab Building complete design. 231
110 to replace existing buildings

17, 25, 31, and 32, Chamblee FY 01: Begin design. FY 01:

Campus.

FY 98: Planning stage.

Begin design of New FY 02: Complete design. FY 02: Page
Headquarters Building 21, Roybal 231
Campus, for Lease Consolidation FY 01: Begin design. FY 0O1:

Project.

FY 98: Planning stage.

Continue construction of Phase Il FY 01: Complete construction.  FY O1: Page
of Building 17, Infectious Disease 231
Research Lab, Clifton Road FY 98: Planning stage.

Facility.

Begin design of Building 106, FY 02: Complete design; Begin FY 02: Page
Chamblee Campus, for Lease construction. 231

Consolidation Project.
FY 01: Begin design. FY O1:

FY 98: Planning stage.

Total Program Funding FY 2002: $150,000 (Estimate)

(Dollars in thousands) FY 2001: $175,000 (Final Appropriation)
FY 2000: $ 57,131 (Actual)
FY 1999: 10/2001 (Actual)

Verification/Validation of Performance Measures: Data will be collected through contractor reports and on-site
verification.

04/09/01 CDC Performance Plan Page 208



2.14 Office of the Director

2.14.1 Program Description, Context and Summary of Performance

The Office of the Director (OD) manages and directs programs of the Centers for Disease Control and
Prevention (CDC) by providing leadership, advice on policy matters, development of goals and measures in the
implementation of CDC's responsibilities related to disease prevention and control, and evaluates CDC's
progress toward program goals and performance measures. OD provides direction and coordination to the
epidemiologic activities of CDC and coordinates CDC's response to public health emergencies. OD provides
overall direction to and coordination of the scientific/medical programs of CDC; plans, promotes, and coordinates
an ongoing program to assure equal employment opportunities in CDC; provides direction and training on
matters of scientific integrity and human subjects protections; and promotes technology transfer to benefit the
public’s health. It provides leadership, coordination, and assessment of administrative management activities
and oversees security for the CDC laboratory and office facilities. OD establishes, administers, and coordinates
CDC's health communication and media relations policies in a manner to ensure that health communication
efforts reflect the scientific integrity of all CDC research, programs, and activities, and that such information is
factual, accurate, and targeted toward improving public health.

In addition, OD coordinates and manages programs on global health activities, minority health, and women’s
health relating to disease prevention and control.

The OD has developed goals and performance measures in the areas of health communication, program
planning and evaluation, scientific integrity and human subjects protections, technology transfer, health and
safety, and equal employment.

Health and Communication: Communicating public health information to practicing health care providers, public
health professionals, health researchers, policy makers, legislators, and the general public is one of CDC'’s core
processes that is common to all of CDC's public health areas. The overall federal policy to make information
readily available to the public, the importance of providing information to individuals and health care providers to
make better informed health and prevention decisions, and the rapid expansion of electronic access to
information through the Internet and other means are driving factors for leveraging electronic communication
avenues for health comm unications.

Program Planning and Evaluation: CDC's Office of Program Planning and Evaluation (OPPE) is responsible for
leading and coordinating a diverse range of activities for the Office of the Director, as well as across CDC's
ClOs, Departmental Operating Divisions, and with DHHS. These activities include:

1 Leading CDC's efforts to implement the Government Performance and Results Act (GPRA),

1 Managing the agency’s one-percent evaluation program,

Coordinating CDC's information collection activities and submissions to the Office of Management and
Budget (OMB), and

Setting CDC's budget priorities.

The Associate Director for Science: CDC's Office of the Associate Director for Science (ADS) is responsible for
providing direction and training on matters of sciertific integrity and human subjects protections for the CIOs.
ADS also manages CDC's intellectual property (e.g., patents, trademarks, copyrights) and promotes the efficient
transfer of new technology forthcoming from CDC research to the private sector, to facilitate and enhance the
development of diagnostic products, new research methods, vaccines, and other products, and methods that
improve occupational safety.

Equal Employment Opportunity: The Office of Equal Employment Opportunity (OEEOQ) is responsible for
advising senior management on their roles and responsibilities in EEO and Civil Rights programs. We also
serve as a resource for managers, supervisors, union officials, the Human Resource Management Office
(HRMO), the Office of General Council (OGC), and the Department of Health and Human Services (DHHS) and
other Operating Divisions (OPDIVs) on EEO. In support of this effort, OEEO will: provide prompt, fair, and
impartial processing of complaints; conduct a continuing campaign to eradicate every form of prejudice or
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discrimination; make written materials available to all employees and applicants informing them of the equal
employment opportunity program; and establish a system for periodically evaluating the effectiveness of the
agency'’s overall equal employment opportunity effort. Our civil rights responsibilities require that we develop
and issue internal policy guidance on the implementation of nondiscrimination statues in agency programs and/or
activities.

In fulfilling our mission, we impact on the quality of work life for all employees by ensuring that we have an
environment that values the contributions of each individual and a diverse work force that reflects the populations
we serve. In accordance with EEOC guidelines, OEEO manages an accountability system for achieving the
agency's EEO objectives by enhancing the recruitment efforts to ensure a diverse applicant pool, and by
providing continuous EEO training for all employees; early intervention and resolution of EEO matters; and a
comprehensive report to enhance management’s performance under the EEO program.

Minority Health: Continuing disparities in the burden of illness and death exist for the Nation’s minorities: African
Americans, Hispanic or Latinos, Asians, Pacific Islanders, American Indians, and Alaska Natives. Supporting
evidence-based policy and public health action, enhancing effective internal and external partnerships,
implementing disease prevention and health promotion initiatives, and enhancing internship and fellowship
opportunities are some of the strategies undertaken to improve the health of these minorities and eliminate
health disparities.

Performance Summary

Health Communication: First report will be for FY 2001.

Program Planning and Evaluation: First report will be for FY 2001.

Assaociate Director for Science: In FY 2000, a broad range of activities were carried out by the Office of the
Assaociate Director for Science. These activities included the provision of training and technical assistance for
staff throughout CDC on scientific integrity, including scientific ethics; and technology transfer policies and
procedures. .

The number of new employee invention reports has been increasing each year over the last several years, e.g.,
from 29 in FY 1998 to 34 in FY 1999 to 45 in FY 2000. This reflects the recent efforts of the Technology
Transfer Office to make increasingly clear to CDC'’s scientists and research managers the benefits to the agency
and to the individual scientists of recognizing and pursuing invention rights in CDC research results.

The increasing use of the Cooperative Research and Development Agreement (CRADA) to foster productive
collaborative research with private companies and universities also reflects this success. The number of new
CRADAs has increased steadily over the last few years as well to an agency high of ten new CRADAs initiated
thisyear. CDC is currently a partner in 28 active CRADAS, generating approximately one million dollars of
non-appropriated funds for the cooperative research. Several of these have been renewed one or more times,
indicating that the benefits to both the agency and the companies are well recognized.

Companies continue to recognize the value of CDC research and intellectual property rights. CDC executed five
new patent license agreements this year, up from two last year. Of particular import is the ongoing development
under license from CDC of a new vaccine against the bacterium that causes otitis media, an all too common,
expensive, and sometimes debilitating disease of children. License revenues for this fiscal year were $346,530,
a substantial increase over last years revenue of $100,110. These revenues were used to provide incentives to
the inventors and to support additional laboratory research.

Training sessions to instruct CDC investigators on regulations, policies, and procedures to protect human
subjectsin research were held in Atlanta and Alaska. Twenty -six classes were held for principle investigators to
help them work withinthe IRB process. Several workshops were held that trained 120 IRB members on
regulations, policies, and procedures. Presentations on the protection of human subject were presented to the
CDC Procurement and Grants Office, the Epidemic Intelligence Service incoming class, Emerging Infectious
Disease Fellows, and the MN Department of Health

Equal Employment Opportunity: First report will be for FY 2001.
Minority Health:
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The FY 1999 performance goal to develop mechanisms to support Historically Black Colleges and Institutions,
Hispanic-Serving Institutions, and Tribal Colleges was achieved through the award of a cooperative agreement.
The number of schools reached through this mechanism will not be available until February 2001. The FY
2000 target to enroll 57 students in three summer training programs (which are designed to encourage minority
students to pursue graduate careers in public health) was achieved; however two students left the program prior
to completion due to personal reasons.

CDC increased the number of funding mechanisms in FY 2000 to include 2 cooperative agreements. In FY
1999, the number of schools supported by these funding mechanisms exceeded the 27school target by 10
schools. Thisincrease is due to CDC's efforts to expand and diversify partnerships with learning institutions and
to enhance recruitment opportunities. Based on these encouraging results, CDC has increased the target for the
number of participating schools from 30 to 37 in FY 2001.

In FY 2001, CDC will continue to develop new partnerships with Historically Black Colleges and Institutions,
Hispanic-Serving Institutions and Tribal Colleges. These new partnerships will expand training opportunities and
increase the pool of students eligible for graduate careers in public health.

2.14.2 Goal-by-Goal Presentation of Performance

Performance Goal: Provide leadership and coordination for a broad range of support activities across CDC.

Performance Measure Target Actual Performance Ref.
Develop and provide FY 02: Two training sessions for FY 02: Page
technical CIO GPRA staff provided 237
assistance/consultation for annually.

CDC staff.

Training materials/manuals for
OMB Clearance made available
via OPPE Intranet site.

Technical assistance provided to
all recipients of 1% evaluation

funds. FY 01:

FY 01: Two training sessions for
CIO GPRA staff provided
annually.

Training materials/manuals for
OMB Clearance made available
via OPPE Intranet site.
. . . FY 99: One training session
Technical assistance provided to provided for CIO GPRA
all recipients of 1% evaluation Staff
funds. '

OMB Clearance materias
developed, and available
electronically via individual
request.

Guidance documents for
development of statements
of work revised and
electronically available to
requesters.
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Performance Measure

Coordinate the development
and timely submission of
Reports to Congress and
OMB Clearance packages.

Target

FY 02: Reduce by 10% the
number of outstanding Reports to
Congress. Reduce OPPE review
time for clearance packages to 10
days.

FY 01: Reduce by 10% the
number of outstanding Reports to
Congress. Reduce OPPE review
time for clearance packages to 10
days.

Performance Goal: Ensure effective identification, evaluation, and protection of novel technologies.

Performance Measure

Increase technology transfer
education and awareness
activities. This includes, but is not
limited to, dissemination of CDC
TTO policies, procedures, and
guidelines that promote disclosure
of inventions, appropriate patent
protection, and potential public
health benefits of licensing CDC
technologies.

Increase the number of Employee
Invention Reports (EIRS) filed per
year.

Target

FY 02: Conduct 10 education
and awareness activities.

FY 01: Conduct 10 education
and awareness activities.

FY 00: Conduct 7 education
and awareness activities.

FY 02: 50 EIRs filed.
FY 01: 50 EIRs filed.

FY 00: 35 EIRs.

Actual Performance

FY 02:

FY 01:

FY 99: OPPE review time
for OMB clearance
packages 15 days.
Inventory of outstanding
Reports to Congress
developed.

Actual Performance

FY 02:

FY 01:

FY 00: Exceeded Target
with10 education and
awareness activities.

FY 99: 2 educational
activities conducted.

FY 01:
FY 00: 45 EIRs filed.

FY 99: 31 EIRs filed.

Ref.

Page
237

Ref.

Page
237

Page
237
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Performance Measure

Increase the number of patent
applications filed per calendar

year (includes both foreign and
domestic).

Increase the number of patents
issued per year (includes foreign
and domestic).

Review and manage CDC patent
portfolio to maximize return for
public health benefit.

Target

FY 02: File 79 applications.
FY 01: File 79 applications.

FY 00: File 76 applications.

FY 02: 24 patents issued.
FY 01: 24 patents issued.

FY 00: 23 patents issued.

FY 02: See Change Chart.

FY 01: Less than 30 percent of
unlicenced patents are being
maintained by CDC beyond 4
years from the date of issue.

FY 00: Less than 30 percent of
unlicenced patents are being
maintained by CDC beyond 4
years from the date of issue.

Actual Performance

FY 02:
FY 01:

FY 00: Filed 72 patent
applications.

FY 99: Filed 73 patent
applications.

FY 02:
FY 01:
FY 00: 22 patents issued.

FY 99: 22 patents issued.

FY 01:

FY 00: “Note”

New evaluation must be
completed due to recent
receipt of a large number of
mining patent files
transferred to CDC from the
old Bureau of Mines. Early
estimate is now 70% of
unlicenced patents are
being maintained beyond 4
years of issue date.

FY 99: 38% of CDC'’s
unlicenced patents are
being maintained beyond 4
years from the date of
issue.

Ref.

Page
237

Page
237

Page
237
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Performance Goal: Encourage commercialization of unique technologies.

Performance Measure

Market all available licensing
opportunities for CDC’s intellectual
property, and update availability of
new technologies on a quarterly
basis.

Increase in the number of patent
license agreements (PLAS)
executed annually by CDC.

Target
FY 02: Conduct/publish 10

marketing update activities.

FY 01: Conduct/publish 10

marketing update activities.

FY 00: Conduct/publish 7

marketing update activities.

FY 02: 3 PLAs executed.

FY 01: 3 PLAs executed.

FY 00: 3 PLAs executed.

Actual Performance Ref.
FY 02: Page
237
FY 01:

FY 00: Oct. 99, established
the “Pink Dot” licensing
service link between the IBM
patent search engine and the
CDC TTO website.

-TTO website updated

Dec. 99.

-New CDC Technology
published in FR on 12.6.99.
-Marketed CDC technologies
at BIO2000 in Boston.
-Marketed CDC capabilities
at AAAC in San Francisco.

FY 99:TTO home page was
established on the CDC
website.

Technologies were published
semi-annually in the Federal

Register.

FY 02: Page
237

FY 01:

FY 00: 5 PLAs executed.

FY 99: 2 PLAs executed.
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Performance Measure

New case evidence, at least
annually, of CDC licenses
providing a substantial basis for
the development of commercially
significant products and
processes.

Increase in CDC outreach
activities through participation in
national and international
research, trade, and technology
transfer meetings and
conferences.

Target

FY 02: 10% growthin
royalties received from patent
licenses.

FY 01: 10% growthin
royalties received from patent
licenses.

FY 00: 10% growthin
royalties received from patent
licenses.

FY 02: TTO will participate in
5 events to market CDC
technologies.

FY 01: TTO will participate in
5 events to market CDC
technologies.

FY 00: TTO will participate in
5 events to market CDC
technologies.

Actual Performance

FY 02:

FY 01:

FY 00: $346,530 received.

FY 99: $110,110 total
royalties received.

FY 02:

FY 0O1:

FY 00: Achieved.

FY 99: TTO participated in 2
major marketing events (i.e.,
AACC and BIO99).

Ref.

Page
237

Page
237

Performance Goal: Promote private sector participation and investment in applications of novel research

discov eries.

Performance Measure

Increase the number of executed
CRADAS, Material Transfer
Agreements, Clinical Trial
Agreements, and other kinds of
CDC-private sector research
cooperation mechanisms.

Target

FY 02: 5% increase from
previous year.

FY 01: 5% increase from
previous year.

FY 00: 5% increase from
previous year.

Actual Performance

FY 02:

FY 01:

FY 00: 10 CRADAs
executed.

FY 99: 6 standard CRADAs

executed.

Ref.

Page
237
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Performance Measure Target Actual Performance Ref.

Increase the number of EIRs FY 02: See Change Chart. Page
arising from cooperative research 237
with the private sector. FY 01: 5% increase from FY 01:

previous year.

FY 00: 5% increase from FY 00: O EIRs.
previous year.

FY 99: 0 EIRs.

Performance Goal: Increase knowledge and practice of human subjects protection in research among public
health scientists.

Performance Measure Target Actual Performance Ref.
Increase Institutional Review FY 02: Increase to 98% FY 02: Page
Board (IRB) approvals following approval. 237
no more than one report from the
CDC IRB. FY 01: Increase to 97%. FY 01:

approval.
FY 00: Increase to 96% FY 00: 96% approval.
approval.

FY 99: 95% approval.

Increase the number of states with  FY 02: 50 states. FY 02: Page
assurances of compliance and 237
IRBs. FY 01: 40 states. FY O1:

FY 00: 30 states. FY 00: 15 states.

FY 99: 13 states.

04/09/01 CDC Performance Plan Page 216



Performance Measure

Scientists at CDC will receive
computer-based training in
Scientific Ethics.

Performance Goal:

Performance Measure

Increase our participation in the
Agency's recruitment activities
with HBCUs, HACUs, Tribal
Colleges & Universities,
President’'s Council on Persons
with Disabilities and build and
expand other external
partnerships.

Performance Goal:

Performance Measure

Target

FY 02: All CDC scientists will
pass the computer-based
training on Scientific Ethics.

FY 01: 80 % of all CDC
scientists will pass the
computer-based training on
Scientific Ethics.

FY 00: All CDC scientists
engaged in human subjects
research will pass the
computer-based training in
Scientific Ethics.

Target

FY 02: Increase patrticipation

by 30%.

FY 01: Increase patrticipation
by 20%.

Target

Increase the opportunities for EEO  FY 02: Increase training by

Training for CDC/ATSDR
workforce.

20%.

FY 01: Increase training by
20%.

Actual Performance Ref.

FY 02: Page

237

FY 01:

FY 00: 16.5% of CDC
scientists have passed the
computer-based training in
Scientfic Ethics. The total
CDC staff who have passed
the training is now 35%.

FY 99: 18.5% of CDC
scientists passed the
computer-based training in
Scientific Ethics.

Enhance agency recruitment efforts to ensure the availability of applicant pools that
include highly qualified minorities, women, and persons with disabilities.

Actual Performance Ref.
FY 02: Page
237

FY 01: 6 sessions

FY 00: 5 sessions.

Provide continuing EEO and diversity training to managers, supervisors, and employees.

Actual Performance Ref.
FY 02: Page
237

FY 01: 19 sessions

FY 00: 16 sessions
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Performance Goal: Through early intervention and ADR, prevent an increase in the number of EEO
complaints.

Performance Measures Target Actual Performance Ref.
Decrease the number of FY 02: 10% reduction of FY 02: Page
complaints in the inventory. complaints. 237

FY 01: 67

FY 01: 10% reduction of
complaints. FY 00: 75

Performance Goal: To provide a tool to measure CIO performances and management accountability under
the EEO Program.

Performance Measure Target Actual Performance Ref.
Develop and disseminate an EEO  FY 01: Quarterly FY 01: Page
report to each CIO quarterly. dissemination. 237

FY 00: N/A

Performance Goal: Administer minority student training programs that are designed to enhance the professional
capacity of minority students and encourage them to pursue graduate level careers in public health.

Performance Measure Target Actual Performance Ref.
Increase the number of minority FY 01: 59 students. FY O1: Page
students participating in three 237
summer training programs: FY 00: 57 students. FY 00: 55 students.

Project: IMHOTEP, Public Health

Summer Fellowship Program, FY 99: 57 students. FY 99: 55 students.
Ferguson Infectious Disease

Fellowship Program. FY 98: 59 students.

Verification/validation of performance measures: Demographic data are compiled for all training programs
annually.
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Performance Goal: Through grants and cooperative agreements, develop mechanisms to support Historically
Black Colleges and Institutions, Hispanic-Serving Institutions and Tribal Colleges and Institutions.

Performance Measure Target Actual Performance Ref.
Increase the number of funding FY 02: FY 02: Page
mechanisms and number 237
minority-serving institutions FY 01: 3 cooperative FY O1:

receiving support.

agreements and 37schools.

FY 00: 2 cooperative

agreements and 27 schools.

FY 99: 1 cooperative
agreement and 22 schools

FY 00: 2 cooperative
agreements; Data for # of
schools will be available
4/2001.

FY 99: 1 cooperative
agreement and 37 schools.

FY 98: 1 cooperative
agreement and 20 schools.

Total Program Funding FY 2002: $ 49,440 (Estimate)

(Dollars in thousands) FY 2001: $ 41,521 (Final Appropriation)
FY 2000: $ 39,085 (Actual)
FY 1999: 10/2001 (Actual)

2.15 Bioterrorism

2.15.1 Program Description, Context and Summary of Performance

As scientific and technological advances increase the ease with which individuals are able to access and
weaponize biological and chemical agents, the potential for biote rrorism continues to threaten the health of the
U.S. public. Furthermore, factors such as genetic engineering, relationships among foreign states, and a
immunity to smallpox in the U.S. population contribute to this nation’s certain vulnerability to terrorism. Agents,
such as smallpox, anthrax, and viral hemorrhagic fevers like Ebola, are agents of concern to the public and
healthcare providers because they have the potential to invoke mass casualties before the agents are even
detected or identified. The inability to precisely predict the perpetrator, agent, or target of bioterrorism
necessitates overall local, state, and federal preparedness for response to a bioterrorism incident.

Preparing the nation to address the dangers of biologic and chemical terrorism is a major challenge to public
health and health care systems. Early detection requires increased awareness among members of the medical
community, who are in the best position to report suspicious illnesses and injuries, and improved linkages
between the health care and public health communities. In addition, state and local health agencies require an
enhanced capacity to detect and investigate unusual events and unexplained illnesses, and diagnostic
laboratories need to be equipped to idertify biological and chemical agents that are rarely seen in the United
States. State and local entities must also be trained to receive and distribute the contents of an established
pharmaceutical stockpile in the event of a biological or chemical terrorism attack. Fundamental to these efforts
is comprehensive, integrated planning and training designed to ensure core competency in the primary elements
of public health preparedness for biote rrorism and a high degree of scientific expertise among local, state, and
federal partners.

CDC established the Bioterrorism Preparedness and Response Program to coordinate a national effort to protect
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the public’s health in the event of a biological or chemical terrorist attack. This program is a cross-cutting effort
which incorporates expertise and participation from various Centers, Institutes and Offices throughout CDC.
CDC will continue to provide leadership and coordination for this national capacity building effort with particular
emphasis on the following program areas: preparedness planning, response, surveillance and epidemiology
capacity, biologic and chemical laboratory capacity, and electronic communications. These efforts are
conducted in collaboration with a variety of federal, state and local partners who provide a broad scope of
perspectives and capability.

CDC is committed to building federal capacity for bioterrorism preparedness and response, however, state and
local programs comprise the foundation of an effective national strategy for bioterrorism preparedness and
response. By strengthening the state and local infrastructure for prevention and control of infectious diseases
and detection of chemical agents, nationwide preparedness for biote rrorism will be enhanced. To this end,
cooperative agreements have been established with 50 states, 4 cities, and 1 U.S. territory to help upgrade their
capabilities to counter bioterrorism threats through_one or more of the following program areas: 1) development
or maintenance of a statewide bioterrorism preparedness plan and ongoing assessment of capabilities, needs
and resources; 2) detection and investigation of infectious disease outbreaks as well as rapid collection, analysis
and dissemination of incident data; 3) rapid laboratory diagnosis of biologic agents and chemicals; and 4)
development of state-of-the-art information technology, implementation of data management and
communications systems, and rapid dissemination of information via mechanisms such as the Health Alert
Network. The table below briefly describes the number of recipients for each focus area as well as their primary
goals. The goal of 75 recipients for most focus areas includes all 50 states, approximately 15 major metropolitan
areas, and a variety of other partners such as hospitals, health maintenance organizations, academic institutions
and professional associations. Due to the complex nature of measuring chemical agents in the human body,
only 5 states will be funded to build laboratory capacity for detecting chemical terrorism. These 5 state public
health laboratories augment CDC's chemical terrorism laboratory capacity.

Activities accomplished to date are described in the Performance Summary.

# of Grantees Funded Major Goals/Activities

Upgrading State and 11 Coordinate development and implementation of
Local Capacity: state and local plans to address public health
Preparedness & Response Goal: 75 issues related to a potential biologic or chemical
terrorist attack.
Upgrading State and 55, including 8 which Enable state and major city health departments to
Local Capacity: focus on “special” or enhance, design, or develop systems for rapid
Surveillance & enhanced work in this detection of unusual outbreaks of illness that may
Epidemiology Capacity area be the result of bioterrorism.  Funds will allow state
and local health departments and their
Goal: 75 collaborating healthcare facilities to develop and

implement surveillance, case-reporting protocols
and capability to conduct epidemiologic
inv estigations.
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# of Grantees Funded

Major Goals/Activities

Upgrading State and 43 Ensure that core diagnostic capabilities for

Local Capacity: bioterrorist agents are available at state and major

Laboratory Capacity - Goal: 75 city public health laboratories. Funds will allow

Biologic Agents state or major city labs to be able to conduct rapid
and accurate diagnostic and reference testing for
select biologic agents likely to be used in a terrorist
attack.

Upgrading State and 5 Ensure that rapid methods are available to address

Local Capacity: a chemical terrorism incident to measure chemical

Laboratory Capacity - Goal: 5 agents in blood and urine of persons exposed or

Chemical Agents potentially exposed. Funds will allow state public
health labs to acquire and maintain state-of-the-art
diagnostic capabilities for chemical agents likely to
be used by terrorists.

Upgrading State and 40 Establish and maintain a network that will: a)

Local Capacity: Health support exchange of key information over the

Alert Network/Training Goal: 75 Internet; b) train health workers; c) assure that

organizational capacity to respond to biote rrorist
events and other urgent health threats exists; and
d) provide for rapid dissemination of public health
advisories to the news media and the public at
large.

Partnerships and Links to DHHS Strategic Plan

These performance measures relate to DHHS Goal 5.1: Improve the capacity of the public health system to
identify and respond to the threats to the health of the nation’s population. CDC’s primary partners in developing
national capacity for bioterrorism preparedness and response are state and local health departments. In addition,
CDC is working with a variety of federal agencies, academic institutions, and non-governmental organizations
such as the Food and Drug Administration (FDA), US Army Medical Research Institute for Infectious Diseases
(USAMRIID), Association of Public Health Laboratories (APHL), National Association of County and City Health
Officials (NACCHO), Department of Veteran’s Affairs (VA), and Johns Hopkins University.

Examples of some of CDC's collaborative activities include the following:
Cooperative agreement with Johns Hopkins University to define protocols for medical management of
infection with primary biologic agents of concern for bioterrorism.
Contract with the Department of Veterans Affairs for procurement of pharmaceuticals and medical supplies

that comprise the National Pharmaceutical Stockpile.

Cooperative agreement with the Association of Public Health Laboratories for coordination of the National
Laboratory Response Network.
Contract with Acambis, Incorporated (formerly called Oravax) for development of a new smallpox vaccine.
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PERFORMANCE SUMMARY

As a result of the achievement of the performance measures listed below, local, state, and federal preparedness
for biological and chemical terrorism has been strengthened. Highlights of FY 2000 accomplishments include
the following:

Deterrence: A total of 36 laboratories from government agencies, universities, research institutions, and
commercial entities have been inspected under the Select Agent rule to ensure the safe transfer and use of
human pathogens. There are 222 laboratories currently registered with the CDC Office of Health and Safety,
and are certified to transfer select agents. It was anticipated that 50 laboratories would be inspected in FY 2000.
This was based on a survey performed in 1996 that estimated 300 facilities would be required to register, but that
figure now appears to be an overestimate. Based on actual numbers, the target has been modified to reflect
actual needs. To help meet current and future goals, three inspectors were recertly hired by the CDC Office of
Health and Safety and additional laboratories will be inspected during FY 2001. In addition, an inter-agency
agreement is being developed to incre ase the capacity to maintain facility registrations while continuing to
perform inspections. CDC'’s Office of Health and Safety also provides facility design safety consultations to state
and local laboratories that are exempted from the Select Agent Rule.

Upgrading State and Local Capacity: Preparedness and Readiness Assessment: Grantees are in the process of
completing comprehensive assessments of their capacity for biote rrorism preparedness and response. Analysis
of these assessments will allow grantees to better prioritize their resources and effort. These grantees will have
completed draft terrorism response plans by the end of FY 2001.

Three exemplar centers for public health preparedness have been established and are implementing model
information technology projects which will provide needed assistance for states and localities developing public
health information systems.

Surveillance and Epidemiology Capacity: Funding for this component includes awards for building core capacity,
as well as special projects. In FY 2000 all 50 states and 4 localities were funded for this component of the
cooperative agreement: 50 for core capacity and 8 for special projects. States and localities have used their
cooperative agreement funds to enhance their capacity to investigate and mitigate health threats posed by
bioterrorism agents. CDC expected to fund 40 health departments for this component in FY 2000. Increased
funding for upgrading state and local capacity allowed for funding 14 additional sites.

Laboratory Capacity — Biologic Agents: Many state and local laboratorians have been trained in the handling and
testing of critical biologic agents. In addition public health laboratories across the country have been renovated
and upgraded to allow for improved diagnosis of potential bioterrorism agents. Currently 43 public health
laboratories receive funds to enhance their capacity for identification of biologic agents. All of these laboratories
are also members of the National Laboratory Response Network.

Laboratory Capacity — Chemical Agents: In addition to increasing the number of laboratories funded to address
thisissue from 4 to 5, CDC has worked with grantees to accomplish the purchase, installation, and training
associated with new state-of-the-art laboratory equipment required to carry out this highly specialized testing.
The five states funded for chemical laboratory response also received training on measurement of nerve agents
in human samples and successfully completed a round of proficiency testing to demonstrate their understanding
of the method. CDC expected to fund 4 health departments for this component in FY 2000. Increased funding
for upgrading state and local capacity allowed for funding 1additional site.

Health Alert Network/Training: In addition to providing support for 4 additional sites for enhanced
communications capacity, an annual meeting focused on health alert efforts (such as internet connectivity,
broadcast alert, and distance learning) was held in August. A variety of communication and program
management tools have been developed including LIST SERVs, E-mail group codes, websites, and an ACCESS
database.

Upgrading CDC Capacity: CDC has organized teams of laboratory professionas whose sole responsbility is to
provide the necessary laboratory services needed to rapidly and accurately triage and analyze specimens that
are suspected to be potential bioterrorism threat agents.
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A variety of technical assistance and training efforts have been completed, including: provision of epidemiologic
assistance in the investigation of an outbreak of West Nile virus in New York, surveillance support for the World
Trade Organization Ministerial Conference in Seattle, and collaboration with the Department of Justice in
development of an assessment of public health capacity for bioterrorism.

New testing methods for nerve agents and mustard gases have been developed by CDC. The five states funded
for chemical laboratory response received training on measurement of nerve agents in human samples and
successfully completed a round of proficiency testing to demonstrate their understanding of the method. States
will be trained on the mustard gas method in FY 2001. Forty chemicals were added to the Rapid Toxic Screen in
FY 2000 for a total of 90 methods. We did not meet our FY 2000 goal of 100 substances because of the
difficulty of obtaining standards for several of the chemical agents. This difficulty is largely due to the dangerous
nature of these substances.

National Pharmaceutical Stockpile (NPS) Proggam: Congress gave CDC the mission to manage and oversee
the National Pharmaceutical Stockpile (NPS) in January 1999. CDC was expected by January 1, 2000 to be
capable of meeting an expected terrorist threat and met this mandate on time, declaring that it had drugs and
medical materiel ready to deploy and an air cargo service ready to deliver it. One of two NPS Program
components is the “12-hour Push Package.” A 12-hour Push Package can reach a site within 12 hours of a
federal order to deploy. There are eight 12-hour Push Packages for security reasons and in case of multiple
attacks. In a terrorist event, CDC staff will meet the arriving NPS, transfer custody to state officials, and offer
technical assistance on NPS organization, repackaging, and distribution to medication dispensing sites. The
second NPS Program component is “vendor-managed inventory” (VMI), or drugs and materiel made and stored
for CDC by firms that produce or distribute them. The VA already contracts with such firms and is now
concluding negotiations with many to establish NPS Program VMI. VMI is meant to help treat many casualties
over time. During FY 2000 the physical stockpile has become fully operational and ready for deployment.
Maintaining and upgrading the materials and supplies in the physical stockpile will continue to be a priority
activity of the NPS Program (purchase of additional antidotes, antibiotics, vaccines, medical supplies,
equipment, etc).

This readiness and maintenance having been achieved on schedule, the NPS Program has expanded to focus on
state preparations, as a result of the national TOPOFF-2000 readiness exercise. TOPOFF demonstrated that a
critical component of the overall NPS Program is the ability of an impacted area to interact with the NPS Program
in the event of a terrorist incident. The ability of states to receive the stockpile now is as much a program priority as
ensuring that the stockpile can be delivered quickly. CDC is training state officialswho must plan receipt of the NPS
and the use of its contents and also offers technical assistance to develop these plans. All NPS Program aspects
have a quality control component, which includes surprise visits to sites storing drugs and materiel for the NPS.
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2.12.2a Goal-by-Goal Presentation of Performance

Performance Goal: Increase the ability of CDC, state and local health departmentsto respond to terrorist threats.

Performance Measure Target Actual Performance Ref.
Deterrence
Public Health laboratories will FY 02: 70 laboratories. FY 02: Page
be inspected in accordance 250
with the Select Agent Rule. FY 01: 65 laboratories. FY 01:
FY 00: 50 laboratories. FY 00: 36 laboratories.
FY 99: 14 laboratories.

Upgrading State and Local Capacity: Preparedness & Response

State and local biote rrorism FY 02: 11 states or localities. FY 02: Page
preparedness and response 250
planning activities will be FY 01: 11 states or localities. FY 01:
established.

FY 00: 11 states or localities. FY 00: 11 states or localities.

FY 99: 5 states or localities. FY 99: 11 states or localities.

FY 98: 0 states or localities.

Upgrading State and Local Capacity: Surveillance & Epidemiology Capacity

Increase the number of state Health Departments/ Health Departments/ Page
and major city health Sentinel Sites: Sentinel Sites: 250
departments and other sentinel

sites with expanded FY 02: 55. FY 02:

epidemiology and surveillance  Evy 01: 55. FY 01:

capacity to investigate and EY 00: 40. EY 00: 55.

mitigate health threats by FY 99: 40. FY 99: 34.

bioterrorism. FY 98: 0.

Upgrading State and Local Capacity: Laboratory Capacity - Biologic Agents

The number of laboratories FY 02: 80 laboratories. FY 02: Page
participating in the National 250
Laboratory Response Network  FY 01: 80 laboratories. FY 01:

to provide rapid and/or

reference support. FY 00: 43 laboratories. FY 00: 43 laboratories.

FY 99: 43 laboratories.
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Performance Measure Target Actual Performance Ref.

Increase the capacity of state FY 02: 55 laboratories. FY 02: Page
and major city laboratories to 250
provide or access rapidtesting  FY 01: 50-55 laboratories. FY 01:
or potential bioterrorism
agents. FY 00: 40 laboratories. FY 00: 43 laboratories.

FY 99: 2 laboratories. FY 99: 43 laboratories.

FY 98: O laboratories.

Upgrading State and Local Capacity: Laboratory Capacity - Chemical Agents

The number of laboratories FY 02: 5 laboratories. FY 02: Page
qualified to provide surge 250
capacity for analysis of FY 01: 5 laboratories. FY 01:

chemical agents.
FY 00: 4 laboratories. FY 00: 5 laboratories.

FY 99: 4 laboratories.

Upgrading CDC Capacity: Laboratory Capacity - Chemical Agents

Rapidly measure in blood and  FY 02: 150 substances. FY 02: Page
urine toxic substances likely to 250
be used in chemical terrorism.  FY 01: 120 substances. FY 01:

FY 00: 100 substances. FY 00: 90 substances.

FY 99: 50 substances. FY 99: 50 substances.

FY 98: 0 substances.

Upgrading State and Local Capacity: Health Alert Network/Training

The number of states and States/Metropolitan Areas: States/Metropolitan Areas: Page
major metropolitan areas with 250
health sector dedicated FY 02: 54. FY 02:

communications systems to FY 01: 54. FY0O0: 40.

facilitate or expedite detection  Fy 00: 40. FY 99: 36.

and response to terrorist FY 98: 0.

events will be increased.

The number of communities FY 02: 3 communities. FY 02: Page
demonstrating advanced 250
applications of information FY 01: 3 communities. FY 01:

technology and training for

preparedness and response to  FY 00: 3 communities. FY 00: 3 communities.

chemical and biological

terrorism. FY 99: 3 communities.
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Performance Measure

Maintain a national
pharmaceutical “stockpile” for
deployment to respond to
terrorist use of biological or
chemical agents against the
U.S. civilian population.

Target

Actual Performance Ref.

National Pharmaceutical Stockpile

FY 02: Maintain a national
pharmaceutical stockpile for
deployment to respond to
terrorist use of biological or
chemical agents, including the
ability to medically treat
civilians from biological and
chemical agents as delineated
in the HHS Bioterrorism
Strategic Plan for FY02.

FY 01: Maintain a national
pharmaceutical stockpile for
deployment to respond to
terrorist use of biological or
chemical agents, including the
ability to medically treat
civilians from biological and
chemical agents as delineated
in the HHS Bioterrorism
Strategic Plan for FYOL.

FY 00: Maintain a national
pharmaceutical stockpile for
deployment to respond to
terrorist use of biological or
chemical agents, including the
ability to medically treat
civilians from biological and
chemical agents as delineated
in the HHS Bioterrorism
Strategic Plan for FYQO.

FY 99: Create a national
pharmaceutical “stockpile”
available for deployment to
respond to terrorist use of
potential biological or chemical
agents, including the ability to
protect 1-4 million civilians
from anthrax attacks.

FY 02: Page

250

FY O1:

FY 00:The stockpile continued
to develop throughout the year.
A 12-hour Push Package
became the initial response;
Vendor Managed Inventory
became the follow-on
response. Together, these two
stockpile response
components built the capacity
to fully treat or give full
prophylaxis to citizens to an
extent beyond the FY0O0
targets listed in the HHS
Bioterrorism Strategic Plan.

FY 99: Created a national
pharmaceutical “stockpile”
available for deployment to
respond to terrorist use of
potential biological or chemical
agents, including the ability to
protect 1-4 million civilians
from anthrax attacks.
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Performance Measure Target Actual Performance Ref.

Upgrading CDC Capacity - Worker Safety

Develop guidelines and FY 01: 1 set of guidelines. FY 01: Page
certification process for 250
respirators.
Total Program Funding FY 2002: $181,919 (Estimate)
(Dollars in thousands) FY 2001: $180,919 (Final Appropriation)

FY 2000: $152,720 (Actual)

FY 1999: 10/2001 (Actual)

Verification/Validation of Performance Measures: Performance for the target related to measuring toxic substances
will be validated through the Clinical Laboratory Improvement Act of 1988 (CLIA), please see appendix A.2 for further
details. Successful accomplishment of these objectives will, in part, be verified using data submitted from funded
states. Performance will be verified through on-site technical assistance and periodic visits and progress reviews.

2.16 Program Support Goals

2.16.1 Program Description, Context and Performance Summary

Several management activities at CDC are important to assure the integrity of CDC processes and resources. For
the purpose of accountability, CDC has included the following program support activities that are considered
important to monitor. Additional major, short-term management activities that are monitored and reported through
other mechanisms, such as Y2K activities, are not included in this section.

Information Access, Security Integrity, and Continuity: CDC is an information-intensive organization. Much of
CDC'’s mission revolv es around the collection, analysis, and dissemination of data on health events, vital statistics
and other health determinants. Providing access to authorized data and information assetsis vital to personal and
public health decision making, research, policy development, and program management. Protecting the
confidentiality, privacy, and integrity of sensitive data and information is of utmost importance to CDC, our data
provider partners, and the individuals and organizations who entrust publichealth agencies withthese data. Ensuring
that critical systems operate reliably and continuously is also vital as programs and business processes are ever
more dependent on information technology and systems.

Financial Management Processes, Internal Controls, and Information Systems: The Chief Financial Officers’ Act
requires federal agencies to have audits of theirfinancial statements. Thisauditconsistsof a review of the agency’s
financial statements and of the underlying assessment and accounting principles used. In order to receive an
“unqualified” auditor’s opinion, the agency’s financial statements must be determined to be presented fairly in
accordance withthe hierarchy of accounting principles and standards approved by the Federal Accounting Standards
Advisory Board.

Recruitment and Retention of Qualified and Diverse Workforce: The CDC workforce is a critical strength of the
agency. The recruitment and retention of highlyqualified staff who representsthe publicthat we serveisatop priority
of the agency.

Performance Summary:

Information Access: The CDC Voice/FAX Information Service (VIS) continues to be an important dissemination
method for publicand practitioner information. However, usage is down from the previous year. There were several
factors that contributed to not achieving the projected growthgoals. The Fax System has also decreased in number
of calls, number of documents and number of pages. While the numbers are lower than the previous year, the
numbers were still significant — average monthly calls received were over 46,000 and over 14,000 requests for
documents to be faxed.
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The reduction in the VIS usage can be directly attributed to continued growth of Internet access by the public. Those
callers that have access to fax are probably the same audience that have access to the Internet. In reviewing the
statistics for the Internet, visitors for FY 2000 increased over 88% over that for FY 1999; accesses to informati on for
FY 2000 increased by 82% over FY 1999 as well. Since long-term projections indicate a reduced use of both audio
and written information in favor of the Internet, CDC proposes the merging of the performance measure of continually
enhancing CDC's Internet infrastructure with that of continuing the enhancement of VIS. The new performance
measure will be:

Continually enhance CDC's Information Technology infrastructure so that the public access to CDC
information resources using both the Internet infrastructure and the CDC Voice/FAX Information Service
(VIS) grows 25% per year.

The public benefits by being able to access information from CDC in the most convenient manner for them.

Information Security and Integrity: FY 2000 Information Security goalswere met with no serious losses, alterations
or releases of critical data. Dual fire walls, intrusion detection technology and incident response processes remain
inplace. Additional improvements to networkinfrastructure have also taken place to address increase in destructive
computer viruses. These measures include enhanced awareness, refined incident response, common
detection/remov al technologies and enhancing our IT infrastructure with anti virus technologies.

Financial Management Proce sses, Internal Controls, and Information Systems: CDC'sfirst financial statement audit
was performed in FY 1997, and CDC received a qualified opinion. Since FY 1997, CDC has received 3 consecutive
unqualified opinions for the fiscal years 1998, 1999 and 2000. While CDC is pleased with the success of the financial
audits, CDC is also devoting significant resources to upgrading the accounting system, improving management
controls over budget execution and increasing the training opportunities for financial staff members.

Recruitment and Retention of Qualified and Diverse Workforce: The overall goal of reducing the time to refer
candidates by 25% was met - 80 days baseline reduced to 59.3 days (a 25.9% reduction) That portion of the overall
time which was job classification was reduced from 15 days to 13.9 days.
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2.16.2 Goal-by-Goal Presentation

Performance Goal: Provide a variety of standardized and integrated means for health practitioner and public

access to CDC information resourc

Performance Measure

Continually enhance CDC's
Internet infrastructure and valued

es.

FY 01
below.

information content so that access

to CDC information resources
grows 25% per year.

Continue enhancing the CDC
Voice/FAX Information Service
(VIS) such that usage grows 10%
per year.

FY 00:

FY 99:

FY 01
below.

FY 00:

FY 99:

Target

. See new goal listed

25% increase.

25% increase.

. See new goal listed

10% increase.

10% increase.

Actual Performance

FY 01:

FY 00: Average Monthly visitors to
CDC's website was over 2.8M with an
average of 7 accesses of information
content per visit.

FY 99: Average monthly visitors to
CDC'’s website was 1.9M with an
average of 5 accesses of information
content per visit.

FY 98: Baseline: Average monthly
visitors to CDC's website was 0.7M with
an average of 5.6 accesses of
information content per visit.

FY 00: Average monthly calls to the
CDC VIS was over 46,000 with over
14,000 requests for documentsto be
faxed to the callers. The lowered usage
can be attributed to the tremendous
increase in Internet usage.

FY 99: Average monthly calls to the
CDC VIS was 51,000 with 21,000
requests for documents to be faxed to
the callers.

FY 97: Baseline: Average monthly calls
to the CDC VIS was 45,000 with 25,000
requests for information documents to
be faxed to the callers.
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Performance Measure Target
Continually enhance CDC's FY 02: 25% increase
Information Technology overall.
infrastructure so that the public
access to CDC information FY 01: 25% increase

resources using both the Internet overall.
infrastructure and the CDC

Voice/FAX Information Service

grows 25% per year.

Performance Goal: Enhance CDC's information security program.

Performance Measure Target

No serious losses, FY 02:

alterations, or releases of

data or information occur in FY 01: No serious losses,

CDC's security program that  alterations, or releases of data or

are critical, highly sensitive, information occur that are critical,

or are covered by privacy or  highly sensitive, or are covered by

confidentiality requirements.  privacy or confidentiality
requirements.

FY 00: No serious losses,
alterations, or releases of data or
information occur that are critical,
highly sensitive, or are covered by
privacy or confidentiality
requirements.

Actual Performance

FY 02:

FY 01:

FY 00: Baseline: Average monthly
visitors to CDC's website was 2.8 M
with an average of 7 accesses of
information content per visit. Average
monthly calls to the CDC VIS was
46,000 and 14,000 requests for
documents to be faxed to the callers.

Actual Performance

FY 02:

FY 01:

FY 00: There have been no serious
losses, alterations or releases of critical
data. Additional improvements to
network infrastructure have also taken
place to address increase in destructive
computer viruses.

FY 99: There have been no losses,
alterations, or releases of data or
information. Have implemented added
security measures, including network
and host-based intrusion detection
systems.

FY 98: There have been no losses,
alterations, or releases of data or
information. However, with the higher
degree of organization’s vulnerability
with Internet connectivity, additional
security measures are required to
increase prevention effectiveness.

Verification/Validation of Performance Measures: Dual fire walls provide access control, logging and restriction to
CDC networks from the Internet. Additional security measures will increase the protection of data or information
through Internet access. Intrusion software captures data necessary for monitoring and assessing intrusion activity,
and auditing software audits the web servers and network devices to insure compliance with established security
policies and procedures. Public key infrastructure (PKI) ensures robust authentication for access to systems and
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information through digital certificates and protection of sensitive data through encryption.

Performance Goal: Information systems operate reliably and continuously.

Performance Measure Target Actual Performance
Ensure critical information FY 02: 99.5% continuous FY 02:
systems and IT infrastructure operation.

(CDC Data Center, wide area

network, e-mail, and Internet/web  FY 01: 99% continuous operation. FY 01:

services) operate reliably and

continuously. FY 00: Performance
measurement system under
development, reliability was
approximately 97.3%.

Performance Goal: Ensure that CDC's financial statements are properly prepared and presented.

Performance Measure Targets Actual Performance
100% audited financial FY 02: 100% with no FY 02:
statements with no gualifications.

qualifications.
FY 01: 100% with no FY 01:
gualifications.

FY 00: 100% with no FY 00: 100% with no qualifications.
qualifications.
FY 99: 100% with no qualifications.

FY 98: Qualified: Two items prevented
CDC from receiving an unqualified
opinion; validation of the beginning
balances, and the grant accrual process.

Verification/Validation of Performance Measures: Audited financial statements are published annually in the Chief
Financial Officers Reportfor CDC and ATSDR. The measure and goal will be validated and verified by the published
report of the independent audit firm, Ernst & Young.
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Performance Goal: Decrease the timeit takes to refer candidates for vacancies and the time entailed in classifying
positi ons.

Performance Measure Targets Actual Performance
The time it takes to classify FY 02: Maintain reduced FY 02:
positions and the time involved in  time to refer candidates (not
referring candidates to fill more than 60 days).
positions.

FY 01: Maintain reduced time FY 01:
to refer candidates (not more
than 60 days).

FY 00: 25% time reduction FY 00:  Achieved: Time to classify
jobs -13.9 days; Time to refer
candidates -59.3 days.

FY 98: Time to classify jobs - 15
days; Time to refer candidates - 80
days.

Verification/Validation of Performance Measure s: Data will be collected through the Staffing Tracking and Reporting
System (STARS) in the Human Resources Management Office, CDC. Thissystem is monitored monthlyfor system
errors and data irreg ularities.
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Appendix Al

Approach to Performance Measurement

CDC and its partners are concerned with a wide spectrum of health issues including infectious diseases, chronic
conditions, reproductive outcomes, environmental health, occupationally related health events, and injuries. This
array of issues requires a variety of intervention strategies for populations, in addition to the need to provide clinical

preventive services for individuals. Toimplement effective interventions, CDC engages in extensive dialogue with
its partners, communities, and the publicto idertify and implement intervention strategies spedific to the needs of
diverse populations. Some examples include the provision of prophylactic measures (e.g., vaccination, post-
exposurerabies prophylaxis), educational services (e.g., publichealthmessagesto diverse populations, counseling,
and prophylaxis for contacts of persons with certain infectious diseases), inspection of food establishments, and
control of outbreaks. For these activities, the rational development of publichealth policy depends on public health
information.

In order to effectively respond to this variety of health problems and intervention methods, different types of
informati on for action and a broad array of data collection methods are necessary. For example, information on the
age of children with vaccine{preventable diseases has been used to establish policy on appropriate ages for having
vaccinations. Information on the prevalence of elevated lead in blood has been used as the justification for
eliminating lead from gasoline and for documenting the effects of this intervention, and information on the rate at
which breast cancer is detected has led to new policies regarding the recommended ages at which to have
mam mograms.

Asoutlined inthissection, CDC has a wide range of health data systemsthat provide the science base for identifying
health problems, designing interventions, and monitoring program performance. These data systems face
considerable challenges in addressing each of these three areas. For the most part, datasystemsthat were designed
to support sciertific objectives are now becoming important for the monitoring of performance. Several spedfic
challenges in providing data to monitor performance under GPRA are outlined below:

As GPRA measures are refined over time, data systemswill need to produce data on a more timely basis,
and with a frequency relevant to the periods over which performance is being measured.

As the health system itself changes, it can no longer be assured that historical data series will continue to
produce needed data. For example, the move toward managed care may make medical information
increasingly proprietary, making access for research and statistical purposes more difficult. Similarly,
changes in relationships between different health care providers, as well as laboratories, may make public
health surveillance based on case reports more difficult. At the same time, these changes present
opportunities for new partnerships to obtain needed information.

Data systems will need to produce information in sufficient quality and precision to detect what may be
relativelysmallchangesin key performance indicators. Thismay require investmentsinlarger samplesizes
for surveys, newtechnology for improving dataquality, etc. Continuing researchwillbe required to establish
the data systems, as well as the underlying evaluation approaches, for assessing cause (program
intervention) and effect (outcomes) for performance monitoring.

Many of our current major national data systemsare the source of GPRA measures for CDC and for other
health programs. It is important to assure that these data systems are assessed and upgraded to remain
current with the needs of our publichealth infrastructure. Resourcesto assurethat these data systemsare
maintained and strengthened are included in the FY 2002 CDC budget request and need to be continued.
Many CDC and HHS programs are implemented at the state and local level, and it will be increasingly
important to obtain reliable, systematic data at these levels to monitor program implementation,
performance, and outcomes.

Information Categories

Ascertaining what information is needed and how to collect it is a complex issue. Information for action must be
useful to publichealth programsatlocal, state, and national levels. Atleast seven categories of information are used
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by CDC and its partners to understand and address disease, injury, and disability using the public health model.
These categories of information include: a) reports of health events affecting individuals; b) vital statistics on the
entire population; c) information on the health status, risk behaviors, and experiences of populations; d) information
on potential exposure to environmental agents; €) information on existing public health programs; f) information
useful to publichealth but obtained by organizations not directly involv ed in public health practice; and g) information
on the health care system and the impact of the health care system on health.

Reports of Health Events. Reports of cases of spedfic diseases of public health importance serve as the basis of
many of CDC programs. The National Notifiable Disease Surveillance System (NNDSS) seeksreportson all cases
of more than 40 conditions in the United States. To minimize the burden placed on those who report the information,
CDC limits the amount of information collected for each case. NNDSS data are used to monitor trends in disease,
to evaluate public health programs, and to identify unusual occurrences of conditions that may require further
epidemiologicinvestigation at the local level. For some public health purposes, effective action requires additional
detail on each case.

For this reason, supplemental data collection systems have been developed for some of the diseases involved in
the NNDSS. Such supplemental systems may be less comprehensive in terms of the population represented but
provide more detailed information on characteristics of the occurrence of disease. For example, cases of hepatitis
are reported weeky to NNDSS for publication in the Morbidity and Mortality Weekly Report (MMWR). In addition,
the Viral Hepatitis Surveillance Project collects data on spedific risk factors for different types of viral hepatitis in
selected geographic areas. These data have been used to document the importance of behavior associated with
sexual activity and drug use as a risk factor for transmitting Hepatitis B and to target education and vaccination
programs.

State publichealth laboratories currently analyze 41 million specimens annually. Some of the data from the analyses
immediately enter the electronic Public Health Laboratory Information System (PHLIS) and are used in monitoring
both short and long range trends in the incidence of disease.

Intervention and control of some conditions require more detailed information than can be obtained feasiblely from
alarge group of clinicians or institutions. As aresult, networks of selected health care providers have been organized
to meet these targeted information needs. For example, CDC's Sentinel Event Notification System for Occupational
Risks (SENSOR) targets select groups of health care providers as a component of a comprehensive approach that
uses multiple data sources to provide information used on directing efforts to prevent workplace-related morbidity.
The National Nosocomial Infections Surveillance System (NNIS) receives reportsfrom a selected group of hospitals
on the incidence and characteristics of hospital-acquired infections; data from this system have been instrumental
in alerting health authorities to the emergence of antibiotic-resistant strains of bacteria, which in turn has led to the
development of specific recommendations regarding the use of antibiotics.

Vital Statistics. Vital records (e.qg., births, deaths) are the primary source of some of the most fundamental public
health information. Data on teen births, access to prenatal care, maternal risk factors, infant mortality, causes of
death, and life expectancy are examples of the staples of public health provided by vital statistics. Vital statistics are
often the most complete and continuous informati on availableto publichealth officialsat the national, state, and local
levels; the timely availability of these data is critically important.

In the United States, the legal authority for vital registration rests with the States and territories. Therefore, CDC’s
National Center for Health Statistics (NCHS) produces national vital statistics by collecting data from the vital records
of the states. NCHS workswith the states to ensure a uniform national data base through the promotion of standard
data collection form s, data preparation and processing proced ures, and also provides partial financial supportfor the
state systems.

Information on Health Status, Risk Factors, and Experiences of Populations. Since the determinants of many
important health problems are behavioral, environmental, genetic or from other causes, health agencies need
information that is not readily available from medical records on the prevalence of various types of behavior and on
access to care. Thus, regularly conducted surveys of the general population are needed for public health. These
surveys may range from large-scale assessments of the general population to assessmentstargeted at high-risk (i.e.,
particularly vulnerable populations). This need is particularly acute at the state and local level. Surveys provide
information on
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Baseline health status (e.g., the National Health and Nutrition Examination Survey, NHANES, and the
National Health Interview Survey, NHIS)

Morbidity (e.g., the National Ambulatory Medical Care Survey, NAMCS)

Prevalence of spedfic behavioral risk factors (e.g., the Behavioral Risk Factor Surveillance System,
BRFSS, and the Youth Risk Behavioral and Surveillance System, YRBSS) and medical risk factors (e.g.,
NHANES and Pregnancy Risk Assessment and Monitoring System, PRAMS)

Use of health care services and identification of underserved populations (e.g., NHIS)

Potential for exposure to toxic agents (e.g., the National Occupational Exposure Survey, NOES).

Thisinformation is used in developing prevention and control programs and in ensuring adequate delivery of health
services.

Information on Potential Exposure to Environmental Agents. Information on exposures to environmental agentscan
be used in evaluating the risk to health represented by non-infectious diseases, injuries, and certain infectious
diseases. For example, measurement of airborne particulates is useful in assessing risks related to certain
pulmonary disorders (e.g., asthma and lung cancer). Information on vectors that may carry agents of infectious
disease (e.qg., ticks as vectors for Lyme disease, and Rocky Mountain spotted fever, mosquitoes as vectors for viral
encephalitides, and raccoon as vectors for rabies) is important in evaluating the risk for having such infections.

Information on Programs. Data necessaryto operate publichealth programsinclude suchitemsas number of clients
served and cost of services rendered. These data are useful to public health officialsin assessingthe effectiveness
of publichealth programs, comparing different programs, documenting the need for continuing a particular program,
and maintaining accountability for tax dollars spent.

Information from Other Organizations. Data useful for public health are currently or potentially available from
organizations whose functions may not be related to those of CDC and of state and local health departments. Data
from the Bureau of the Census, for example, are necessary both for the reliable computation or rates and for the
proper adjustment of rates for comparison over time or in different geographic areas. The Environmental Protection
Agency (EPA) compiles environmental air-monitoring data to assess compliance with standards for air pollutants
established by the Clean Air Act. Data collected through this system are also used by public health officials for
hazard alerts when pollutants exceed Federal standards and in studies of the effects of air pollutants on morbidity
associated with respiratory diseases. The Occupational Safety and Health Administration (OSHA) and the Bureau
of Labor Statistics compile data on the occurrence of work-related injuries and ilinesses and exposure to hazards in
the workplace, which can be used for surveillance and research purposes. The Department of Transportation operate
the Fatal Accident Reporting System, used in public health to assess risk factors for motor-vehicle-related injuries
and deaths. The Federal Bureau of Investigation (FBI) crime statistics assist in evaluating the public health impact
of intentional injuries, and the Consumer Product Safety Commission collects data on injuries related to consumer
products.

Information on the Heath Care System. Information is also needed on the health care system and the impact that
changes in the system have on health. CDC provides a great deal of information to monitor the capacity of the
personal health care system utilization of that system and access to health insurance and services by the American
people. These datainclude: inventories of health care providers; surveysto determine patterns of utilization of health
services such as hospitalization rate and uptake of new technologies tracking health insurance coverage on the part
of the population and health insurance benefits provided by employers; and access to health care and barriers (both
financial and non-financial) to access.
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Appendix A.2

Data Verification and Validation
Of Select Data Systems

Data verification and validation help to assure that the data CDC is using to assess performance is of sufficient
quality. The following data systems have been referenced in the CDC Performance Plan as sources for data used
in assessing program implementation and effectiveness.

Behavioral Risk Factor Surveillance System:

In 1984, the Behavioral Risk Factor Surveillance System (BRFSS) was established by CDC, with 15 states
participating in monthly data collection. Although designed to collect state-level data, a number of states from the
outset stratified theirsamples to allow them to estimate prevalence for regions withintheirrespectivestates. By 1994,
all 50 states and the District of Columbia were participating; as of 1998, Puerto Rico also was collecting monthlydata
and the Virgin Islands and Guam were conducting point-in-time surveys.

A standard questionnaire was developed at CDC for states to use to provide data that could be compared across
states. The initial survey primarily included existing questions from national surveys such as the National Health
Interview Survey. The basic questionnaire was designed to allow the opportunity to add their own questions. The
BRFSS gathers information on health behaviors related to the leading preventable causes of death, including
physical inactivity, injury, weight control, alcohol consumption, tobacco use, and HIV-AIDS. It also collects data on
preventive health practices such as mammography use.

One important characteristic of the BRFSSisits flexibility. It permits states to add questions of theirown design, but
is uniform enough to allow state-to-state comparisons for certain questions. Participating states use these data for
many purposes. Among these are to identify demographic variations in health-related behaviors, target services,
address emergent and critical health issues, propose legislation for health initiatives, and to measure progress
towards state and national health objectives. The system's broad network for information gathering also enables
states to evaluate their disease prevention and health promotion efforts.

The questionnaire has three parts: 1) the core component, consisting of the fixed, rotating, and emerging core; 2)
optional modules; and 3) state-added questions.

Corecomponent. The fixed core is a standard set of questions asked by all states. Itincludes queries about current
behaviors that affect health (e.g., tobacco use, alcohol consumption) and questions on demographic characteristics.
The rotating core is comprised of two distinct sets of questions, each asked in alternating years by all states, that
address different topics. The emerging core is a set of up to five questions that are added to the fixed and rotating

cores. Emerging core questions typically focus on issues of a “late breaking” nature and do not necessarilyreceive
the same scrutiny that other questions receive prior to being added to the instrument. These questions are part of
the core for one year and are evaluated during or soon after the year concludes to determine their potential value

in future surveys.

Optional CDC modules. These are sets of questions on spedfic topics (e.g., smokeless tobacco, arthritis) that
states elect to use on their questionnaires.

State-added questions. These are questions developed or acquired by participating states and added to their
questionnaires.

Each year, states and CDC agree on the content of the core componentsand optional modules. For comparability,
many of the questions are taken from established national surveys. This allows the BRFSS to take advantage of
guestions that may have been tested and allows states to compare their data with those from other surveys.

There have been more than 30 validity and reliability studies of the BRFSS, and they demonstrate that BRFSS
collects high quality and valid data.
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CDC Integrated Resources Information System:

Integrated Resources Information System (IRIS) is a management tool for use in budgeting and reporting. Itisa
highly sophisticated executive information system. It serves as both a project and financial management system
for CDC and enables managers at all levels to define goals, objectives, and outcomes. It provides an automated
budget management system that will enable FMO and CIOs to formulate and execute their budgets while linking
resources to outcomes as required by GPRA. IRIS provides CDC with a mechanism to access information to
produce reports or other ad hoc inquiries.

Clinical Laboratory Improvements Act of 1988 (CLIA):

The Clinical Laboratory Improvements Act of 1988 (CLIA) is designed to ensure that the development and revision
of laboratory methods for various substances is conducted in a sound scientific manner. To accom plish this goal
CLIA establishes a series of spedific standards that must be achieved prior to the certification of a laboratory method
for an individual substance. These standards include a strenuous series of internal and external evaluations of the
laboratory method being developed.

Among the internal evaluations and controlsthat CLIArequiresisthe development of a detailed analytical procedures
manual for each method that is developed. These manuals must be verified and approved by senior personnel in
the laboratory who were not directly involved in the development of the method. CLIA also provides detailed
specifications that must be maintained regarding quality control and calibration of laboratory equipment. Further
internal control is provided through regular review from a designated Quality Assurance Officer. Thisofficer istasked
with ensuring that the generally accepted international scientific standards are being followed in the development of
the method for each substance.

External evaluation and control is provided through regular on-site inspections by statutorily approved independent
CLIAinspection teams. These inspections are designed to review the internal procedures that the organization has
established to ensure that CLIA standards are met. These inspections also review the individual components of
numerous methods to further verifythat all developed and refined methods have undergone the appropriatereview.
To date CDC has successfully passed all on-site CLIA inspections.

Group B Streptococcal Disease Surveillance, part of the Active Bacterial Core Surveillance
(ABCs)

In 1989, active surveillance for group B streptococcal disease was initiated as part of an active surveillance system
for several pathogens which cause invasive disease. Surveillance was conducted in five geographic areas which
were awarded contracts following a competitive request for proposals. In 1994, active surveillance for group B
streptococcal disease was included as a core activity of the newly established Emerging Infections Program (EIP)
Network, a cooperative agreement program that addresses important public health issues related to infectious
diseases. In 1999, the EIP network comprised 8 states; all participated in ABCs and conducted active surveillance
for invasive group B streptococcal disease.

ABCs involv es population-based active surveillance for laboratory-confirmed cases of invasive bacterial disease
caused by group B streptococcus, group A streptococcus, Streptococcus pneumoniae, Haemophilusinfluenzae, and
Neisseria meningitidis. The purpose of ABCs data collection is to monitor the incidence of invasive disease due to
group B streptococcus and the other pathogensin alarge, diverse population and to characterize epidemiologicand
clinical features of disease occurrence. The focus of the data collection system is disease occurrence data, with
limited clinical details (e.g., anatomic site of infection; whether hospitalized, outcome of infection) and basic
demographicinformation (e.g., age, sex, race, ethnicity). GBS isolates from certain periods or areas are tested for
serotyping and antimicrobial susceptibility. The population under surveillance for group B streptococcus in 1999
totaled 22.4 million, with approximately 318,000 live births per year. Surveillance officers in each state actively
contact personnel in all microbiology laboratories which process bacterial cultures from sterile sites (e.g., blood) to
find cases of group B streptococcus. Laboratory audits are also conducted semi-annually to detect possible under
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reporting. Standardized case report forms with basic demographic and clinical information are completed entered
into EPI-INFO based software at each state. Data are transmitted electronically from the EIPsto CDC’s ABCs team
on a monthly basis. Annual surveillance reports on invasive GBS disease as well as the other pathogens are made
availableon the Internet at the ABCs website --htt p://www.cdc. gov/ncidod/db md/abcs. Laboratorytesting of isolates
collected as part of surveillance is performed in reference laboratories (e.g., at the CDC or some of the state health
departments). Electronicfiles containing resultsof laboratory testing of each state’s isolates are fed back to that state
on a monthly basis.

ABCs has documented substantial changes in the epidemiology of invasive group B streptococcal disease during
the 1990s, a period of timein whichincreased use of preventive policies occurred at hospitalsand obstetric practices.

Quality assurance and quality control:

The case definition for surveillance is isolation of the bacteria from a normally sterile site. GBS cases counted in the
surveillance system are therefore laboratory-confirmed; however changes in diagnostic practices could potenrtially
reduce detection of laboratory-confirmed GBS disease and in the future might impact the validity of this case-finding
method. While reduced use of blood culturing may be a real problem for detection of disease in older age groups,
the severity of neonatal GBS disease and the very high proportion of cases with onset prior to discharge from a
hospital suggedts that blood cultures continue to be used regularly by practitioners managing clinical illness likely to
be caused by GBS. The laboratory audits conducted routinely as part of ABCs assure that the data are complete
for the surveillance populations, and represent a tremendous strength of this system. Data review (for completeness
and errors) is conducted monthly by CDC staff and potential errors transmitted to state personnel for evaluation.
Performance standards for active surveillance have been established in each site, in order to permitaggregation of
data collected via somewhat different approaches by spedfic states (e.g., information collection by infection control
personnel vs. county health department personnel). Detailed instruction formsfor completion of the case reportform
information have been developed to assure consistency across sites. Stakeholders-—-i.e., state-based surveillance
officers and the CDC ABCs team-- hold monthly conference calls to address logistical and technical aspects of the
system, and hold an annual meeting during which protocols are reviewed and updated, special studies presented,
and innovations to the system discussed. Site visits by epidemiologistsand data managers from CDC'’s ABCs team
to many of the EIP states have occurred during the past few years on an as-needed basis, and annual site visits are
planned for the future.

Because the system represents population-based information, the tim eliness of final reportseach year are dependent
on availability of information on the denominators -- i.e., census data or projections for race and age-specific
populations at county levels. For perinatal conditions such as group B streptococcal neonatal disease, live birth data
and natality data are used for denominators. Natality data from NCHS is available even later in the calendar year
than census estimates.

Easy access to the data are provided through a website for ABCs developed during 1999, which includes the ABCs
basicprotocol and one page surveillance reports for each of the pathogens for each year. Additional information on
GBS is also available on a website focused on that infection, with many materials targeted to pregnant women or
health care providers and public health workers concerned with pregnant women
(http://wvww.cdc.gov/ncidod/dbmd/gbs).

Limitations of the Data:

The principal limitation of group B streptococcal disease surveillance through the ABCs is that it is not conducted
throughout the United States. Substantial geographic variation inincidence of invasive GBS disease has been noted,
and it is unclear whether states outside of ABCs areas have experienced similar changes in the incidence of GBS
disease as that evident within surveillance areas. Racial differences in disease incidence have been marked in the
past, with African Americans experiencing subgantially higher rates of invasive GBS disease in all age groups
compared with whites. However, from 1993 to 1998, the black-white gap in incidence of early-onset GBS disease
(i.e., infection in infants <7 days of age) narrowed by 75%, during a time when incidence overall declined by 65%.
The excess rates in blacks have remained constant in older age groups. One way of addressing the lack of
information about incidence of invasive GBS disease in areas that are not part of ABCs is to make the methods and
tools of ABCs available more broadly. Through our website and frequent publications (e.g., MMWR) we are
attempting to provide other state health departments with information that can help them assess whether the efforts
involv ed in conducting invasive GBS disease surveillance, particularly for early-onset disease ininfants < 7 days of

04/09/01 CDC Performance Plan Page 238



age, are feasible in their locales.
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National Health and Nutrition Examination Survey:

The National Health and Nutrition Examination Survey (NHANES) is a program of studies designed to assess the
health and nutritional status of adults and children in the United States. Began in the early 1960's, NHANES
established baseline datafor blood cholesterol, blood pressure, cognition in children, height, weight,and other factors.
The first national prevalence rates of cardiovascular disease, arthritis, and diabetes were estimated using these
figures.

The NHANES is an ongoing program that allows crude annual estimates for the prevalence of topic areas included
in the survey. For estimates of smaller population sub-groups, by various demographic characteristics, and for
prevalent conditions and diseases, data must be accumulated over several years to provide adequate estim ates.
The survey screens 15,000 households per year and selects 3,500. From thissample, 5,000 people are interviewed
and examined annually. Sample persons are recruited from 15 Primary Sampling Units (PSU’s, counties or clusters
of counties) each year, and the sampleis chosen to assure sufficient sample sizes to provide reliable estimates by
gender and age group for non-Hispanic whites, Mexican Americans, and African Americans.

NHANES data are collected by a health interview, a physical examination, and collection of biologic specimens,
primarily blood and urine. The fortyfive minute health interviews are conducted in respondents’ homes. The
physical examinati ons, which last from three to four hours, are performed in specially-designed and equipped mobile
examination centers (MEC's) that travel to survey locations throughout the country. The examination survey team
consists of a physician, dentist, medical and health technicians, and dietary and health interviewers, while a large
staff of trained bilingual interviewers conducts the household interviews.

Data are collected on the prevalence of chronic conditions in the population. Estimates for previoudy undiagnosed
conditions, aswellasthose known to and reported by survey respondents may be produced. Dataare also collected
on a range of risk factors, including health-related behaviors, socioeconomic status, and environmental exposures.

An advanced computer system using high-end servers, desktop PCs, and wide-area networking collects and
processes all the NHANES data, nearly eliminating the need for paper forms and manual coding operations.
Householdinterviewers use notebook computers with electronic pensto conduct inter views in the field. Data collected
inthe MEC's are automaticallytransmitted datavia aframerelay networkinto central databases. Survey information
is available to the NCHS within 24 hours of collection.

Information from NHANES s made availablethrough an extensive series of publications and articles in sciertific and
technical journals. Survey dataare also availableon CD-ROMand computer diskettes. In previous years, datawere
available for analysis approximately 31 months after collection. A major goal of the agency is to improve the
expediency with which data are available. The new information system has already substantially improved access
to the data from the field.

Quality Assurance/Quality Control

04/09/01 CDC Performance Plan Page 239



A comprehensive quality assurance program is instituted before data collection begins with appropriate training that
requires significant practice time for the health examiners and interviewers. The training focuses on hands-on
experience rather than on didactic methods. During data collection, meetings are held regularly between the health
examiners and survey staff to discuss ideas related to the execution of the components, updates, or unusual
situations encountered. Staff are retrained as necessary.

NHANES relies on both passive and active monitoring systems for operational and content related quality control.
Passive quality control relies on automated computer procedures for detecting data anomalies. After careful
analysis, appropriate activities can be undertaken to resolve any data collection issues. Active quality control will
rely on examiner feedback to help identify, evaluate, and select remedies to problems and fine tune procedures.
It also includes gold standard examinations and field observation and reporting by content matter experts from the
CDC, the contractor and collaborators.

NHANES primarily relies on physical measurements which are well established biomedical procedures. In most
instances these measurementsrepresent the gold standard data against which self reported data might be validated
for other subjective data collection modalities. When a new technology is considered for NHANES, it is evaluated
to determine if it provides a valid estimate of the condition, risk factor or measurement for which it is being used.
This may include a review of the sciertific literature, conduct of an expert workshop or the undertaking of a validity
study.

National Health Interview Survey:

The National Health Interview Survey (NHIS) is the principal source of information on the health of the civilian non-
institutionalized population of the United States. Datahave been collected continuously since 1957. Since that time,
the survey has been updated with the newest version of the survey implemented in the field in 1997. The main
purpose of the NHIS is to monitor the health of the United States population through the collection and analysis of
data on a broad range of health topics. A major strength of the survey is the ability to display these health
characteristics by many demographic and socioeconomic factors.

The NHIS dataare used widely throughout the Department of Healthand Human Services to monitor trendsinillness
and disability and to track progre ss toward achieving national health objectives. The dataare also used by the public
health research community for epidemiologic and policy analysis of suchtimely issues as characterizing those with
various health problems, determining barriers to accessing and using health care, and evaluating Federal health
programs.

The NHIS is a cross-sectional household interview survey. Sampling and interviewing are continuous throughout
each year. Households chosen for interviewing are a probability sample representative of the target population.
NHIS data are collected annually from approximately 43,000 households including about 106,000 persons. Survey
participation is voluntary and the confidentiality of responsesis assured. The annual response rate of NHIS isgreater
than 90 percent of the eligible households in the sample.

The NHIS has three modules, 1) a Basic module, 2) a Periodic module, and 3) a Topical module:

The Basic Module will remain largely unchanged from year to year and allows for trends analysis. Further, data
from more than one year can be pooled to increase sample size for analytic purposes. The Basic Module contains
three components: the Family Core, the Sample Adult Core, and the Child Core. Using these components, NHIS
collects data on the family unit, and other, more detailed information from one randomly selected adultand childin
the family.

The Periodic Modules collect more detailed informati on on someof the topicsincluded inthe BasicModule. These
provide greater depth in certain areas while retaining key measures in all areas, providing rich data for multivariate
analysis.

The Topical Modules respond to new public health data needs as they arise. These questions may be used to
provide additional detail on a subject already covered in the Basic or Periodic Modules or on a different topic not
covered in other parts of the NHIS.

Data are collected through a personal household interview conducted by interviewers employed and trained by the
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U.S. Bureau of the Census according to procedures delineated by NCHS. Field representatives who conduct the
interviews are trained to increase the accuracy, consistency, completeness, and timeliness of the data collection.
The NHIS questionnaire is conducted using a computer assisted personal interviewer (CAPI), in which interviewers
administer the questions using a laptop computer and enter responses directly into the computer during the interview,
improving timeliness of data and provides resolution of certain kinds of inaccuracies.

Quality Assurance/Quality Control:

NHIS are reviewed and analyzed extensively to ensure its validity and reliability. The survey sampleis designed to
yield estimates that are representative and that have acceptably small variation. Prior to the actual survey, cognitive
testing is performed by the NCHS Questionnaire Design Research laboratory, and pretests are conducted of the
questionnaire and instruments in the field. Once collected, data are carefully edited, and they are checked by
calculating various statistics and comparing them to estimates from earlier surveys and/or independent sources to
test accuracy. Staff members calculate descriptive statistics and perform in-depth analyses, which results in
feedback on the analytic usefulness of the data.

Inthe past, it has taken approximately 26 months for the survey data to be released for a given year. Improving the
timeliness of NHIS is part of the GPRA performance measures. In 1999, the target was to reduce the time lag by
20%; data was released 20 months after collection, an improvement of 23%. Only data that meets confidentiality
requirements and are expected to yield reliable estimates are released. Once the data is released, Staff provide
documentation and seminars to instruct users on the appropriate use of the data. Use of appropriate software for
the analysis of the complex survey data is encouraged.

Every 10 years, after the decennial Census is conducted, a newly-designed NHIS sample is drawn based on the
Census data. This ensures consistency of NHIS data and the distributions of corresponding Census data, as well
as adequacy of the NHIS samplesizes. In between sample redesigns, newly-constructed households are identified
so that they can be eligible for inclusion in the NHIS sample.

National Hospital Discharge Survey Data:

The National Hospital Discharge Survey (NHDS), which has been conducted annually since 1965, is a national
probability survey designed to meet the need for information on characteristics of inpatients discharged from non-
Federal, short-stay hospitalsin the United States. The NHDS collects data from a sample of approximately 300,000
inpatient records acquired from a national sample of about 500 hospitals. The survey is designed to examine
important topics of interest in public health and for a variety of activities by governmental, scientific, academic, and
commercial institutions.

Two data collection procedures are currently used in the survey. One is a manual system in which the hospital staff
or staff of the U.S. Bureau of the Census abstract the data from medical records. The other is an automated system
in which machine-readable medical record data is purchased from commercial organizations, stat data systems,
hospitals, or hospital associations. Approximately 40 percent of the hospitals provide data through the automated
system.

Timeliness is being addressed as part of the GPRA effort. Data are generally available approximately 17 months
after collection. Use of information technology has improved the release of data through the Internet and other
electronic means. In addition, through NCHS Health E-Stats, significant findings are released before the usual
release of public use data.

Quality Assurance/Quality Control
The NHDS provides national and regional estimates of U.S. inpatient hospital utilization by the demographic
characteristics of patients discharged, conditions diagnosed, and surgical and non-surgical procedures performed.

Approximately 95 percent of the eligible sample hospitals respond to the survey.

To insure the accuracy of the collected data, an ongoing quality control program is in place for the NHDS. All data
received are reviewed for legitimate codes and format. Manual data abstracted from medical records by NCHS or
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Census staff are coded and keyed subject to an independent verification process. This process currently calls for
10 percent of the sample records to be recorded with discrepancies resolved by a chief coder. The overall error rate
for records manually coded by NCHS is about 0.9 percent for medical coding and 0.2 percent for demographic
coding.

Item non-response in the NHDS is low for most data elements, with the exception of the race and ethnicity items
which have item non-response of 25 percent or more.

NHDS data are a good reflection of information found in the medical records. What is not known is the degree to
which medical record information reflects actual performance.

National Immunization Survey:

The Childhood Immuniz ation Initiative (Cll) established a goal for 1996 of increasing vaccination levelsfor 2-year-old
children to at least 90% for one dose of measles-mumps-rubella vaccine (MMR) and at least three doses each of
diphtheria and tetanus toxoids and pertussis vaccine (DTP), oral polio virus vaccine, and Haemophilus influenzae
type b vaccine (Hib).! In addition, CIl established a goal for 1996 to increase vaccination levels for 2-year-old
children to at least 70% for three or more doses of hepatitis B (Hep B) vaccine.* During the first quarter of 1994,
national vaccination levels for children 19-35 months were 89.6% for measles containing vaccine, 25.5% for three
or more doses of Hep B, 70.6% for three or more doses of Hib, 87.0% for three or more doses of DTP, and 76.0%
for three or more doses of polio vaccine.?

The National Immuniz ation Program continues to work throughout the 50 states, the District of Columbia and the U.S.
Territories and Commonwealths in ongoing efforts to raise early childhood vaccination coverage levels. In order to
provide current baseline estimates of vaccination levels for children 19 through 35 months of age and to monitor
change in these levels, the National Immunization Survey (NIS) is being conducted in 78 of these Immunization
Action Plan (IAP) areas, consisting of the 50 states, the District of Columbia and 27 metropolitan areas. Beginning
with the second quarter of 1994 and continuing through the fourth quarter of 1997, the NIS data collection effort will
conduct independent quarterly surveys in each of the 78 IAP areas. This will make it possible to combine four
consecutive quarters of survey data with a degree of precision sufficient for analytic purposesto provide annualized
estimates of the coverage rates for five antigens (DTP, Polio, MMR, Hib, and Hep B) withineach of the 78 IAP areas.
For 1994, the fir st year of data collection, the estimates will be based on data collected over three calendar quarters,
since the initial data collection activities did not begin until April of 1994.

Methods

The NIS uses two phases of data collection. The first phase uses list-assisted random-digit-dialing (RDD) methods
to sample households and conduct computer-assisted telephone interviews (CATI). Screening for households with
children 19 through 35 months of age is conducted through brief interviews. When an eligiblehouseholdisidentified,
data on five types of vaccinations, including dates and/or numbers of immunization events, are obtained for each
childinthe target age range living in the household. In the second phase, health-care providers of the eligiblechildren
found in the surveyed households are contacted and asked for immunization records for the children. Procedures
for 1994 call for this provider record check when household respondents do not refer to householdrecords or when
the household data indicated children are not up-to-date on the combination of DTP (4 doses), poliovirus (3 doses)
MMR (1 dose) and Hib (3 doses). The 1994 provider data are collected retrospectively.

Use of a telephone-based sample design and data collection mode necessarily limits the target population to which
inferences can be made to residentsof households withtelephones. Noncoverage bias in designistherefore a major
concern. Although only approximately 7% of households in the U.S. do not have a telephone, the percentage of
households with young children without telephones is significantly higher.® Other factors closely related to the
vaccination status of children, such as family income, minority status and education of the mother, are also
significantly correlated with telephone ownership. In addition, telephone coverage of the householdpopulation varies
by geographic area. Detailed data from the 5% PublicUse MicrodataSample (PUMS)files for the 1990 U.S. Census
show that the proportion of households without a telephone ranges from a low of 1.2% for Santa Clara County
(California) to 12.7% for New Mexico and Arizona.* The proportion of households that contain a two-year-old child
but do not have a telephone is higher in every area of the country, ranging from 2.1% for Seattle/King County
(Washington) to more than 25% for the state of Arizona. In general, households with a child two years of age are
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more than twice as likely not to have a telephone than U.S. households as a whole.

Data Collection

The data collection is conducted using CATI from centralized telephone interviewing facilities. During data collection,
interviewers call the sample of randomly generated telephone numbers selected for each IAP area. If a number is
residential, an interviewer administers a screening interview to determine whether the household contains one or
more children age 19 through 35 months. When an eligible household is identified, the adult who is most
knowledgeable about the vaccination history of age-éligible children in the householdis asked to report the number
and/or dates of vaccinati on eve nts, using vaccination records. Only about one householdin twentyfive (4%) contains
a child in the designated age range. The CATI data collection employs computer software that presents the
questionnaire on computer screens to each interviewer. The computer program guides the interviewer through the
guestionnaire, automatically routing the interviewer to appropriate questions based on answersto previous questions.
Interviewers enter survey responses directly into the computer and the CATI program determines if the selected
response is within an allowable range, checks it for consistency against other data collected during the interview,
employs automatic skip patterns as appropriate, and saves the responses into a survey data file. On-line help
facilities are available to aid interviewers in administering the CATI questionnaire.

As part of the design, the sample telephone numbers are matched against electronic telephone directories that
contain address information for listed residential telephone numbers. Where a match is found and an address is
available, an advance letter is mailed to the sample household. This letter is designed to increase respondent
cooperation, both by identifying on the letterhead the sponsoring governmental agency to further legitimize the study,
and by describing the reasons for conducting the NIS.

Procedures designed to encourage respondentsto obtainand use vaccination records are central to the study design.
Interviewers are trained to encourage respondents to retrieve and use any vaccination records they may have
available for eligible sample children. If vaccination records are not readily available for an eligible child during the
initial telephone contact, an appointment is made for a callback interview to the household.

Sample Design

The need to collect vaccination dataindependently for each of the 78 IAP areas on a quarterly basis, combined with
the small proportion of households in the United States that contain a child 19 through 35 months of age, requires
a large initial sample of telephone numbers. In order to screen efficiently the large number of households required
to obtaina sample of age-€ligible children during each quarter within each IAP area, NIS relies on RDD sampling,
a well-known sampling technique for generating probability samples of telephone numbers. The spedfic RDD
technique, list-assisted RDD, uses information on the distribution of telephone directory-listed residential telephone
numbers to eliminate banks of telephone numbers that are very unlikely to contain any residential telephone
numbers. This sampling technique ensures that a representative sample of both listed and unlisted telephone
numbers are selected withineach IAP area. At the sametime, it yields a sample for which a high percentage of the
sample telephone numbers are residential as opposed to being business or non-working numbers.

The desired level of precision of the four-quarter immunization estimates obtained from the data collection was set
at a coefficient of variation of 5% for a survey percentage equal to 50%.% This means that 95% of the time, for a
sample estimate of 50%, the interval of 45% to 55% will contain the average value of all possible sampleestimates.
The effective sample size for a simple random sample required to achieve this level of precision is 400 completed
householdinterviews per four-quarter period. Additional specifications require that IAP area samples be distributed
evenly across calendar quarters, resulting in an allocation of about 100 completed interviews per quarter, per I1AP
area. Employing the list-assisted RDD strategy, and the weighting methodology it requires, leads to smallincreases
in sampling variance over a simple random sample. To account for this increase in sampling variance, the sample
design targets 110 completed household interviews (instead of 100) per quarter in households with age-€eligible
children, in order to achieve the desired level of precision. Based on an initial estimated eligibility rate of 5%, an
expected working number rate of 70% and target response rates of 90% for the screening interview and 85% for the
immunization interview, an initial sample size of 4,108 telephone numbers is required, on average, in each IAP area
per quarter. This sample size is needed to achieve 110 completed interviews in each IAP area per quarter with
households containing at least one age-dligible child. The cumulative annual sample size of 440 (i.e., 110 x 4
quarters) completed immunization interviews per IAP area is designed to yield a coefficient of variation of .05 at the
95% confidence level for a survey proportion equal to .50.
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This level of IAP area precision requires a total sample size across all 78 IAP areas of 25,740 eligible household
interviews in the 3 calendar quarters of 1994. The number of sample children in the eligible age range will be slightly
higher than these figures because a small percent of households contain two or more age-€eligiblechildren. Thisinitial
samplesize of telephone numbers implies a total sample size of 320,424 telephone numbers per quarter across all
78 IAP areas. For the survey year 1994, containing three quarters, the total sample size was 1,177,140 randomly
generated telephone numbers (see description of data collection outcomes below).®

Schedule

The schedule for designing, developing, and implementing the sample design, data collection and post-survey
processing procedures for the 1994 NIS began on January 9, 1994. The survey and CATI system development was
completed between January 9 and April 3, 1994. Thisincluded the development and testing of the survey instrument,
design and programming of the CATI system, development of the final plans for the NIS sample, and designing the
system of post-survey statistical weights.

While the data collection for Q2/94 began as scheduled, interviewing was not completed for Q2/94 until September
3, 1994. Interviewing for Q3/94 began the first week of July, 1994 and the final close of Q3/94 interviewing occurred
as scheduled on October 16, 1994. Interviewing for the Q4/94 sample began on October 18, 1994 and proceeded
until January 15, 1995. In order to complete interviewing for the first year, three additional telephone interviewing
centers were brought on-line during Q3/94 interviewing. The CATI system was implemented on the computer
systems at these sites and the standard interviewer training was conducted for the staff of these telephone
interviewing centers. These altemative data collection sites processed sample for either whole replicates
(independent, randomly selected subsamples) and/or in some cases random half- replicates.

Data collection for the 1994 Provider Record Check Study began in January 1995 (Q1/95) and was completed in
March 1995.

Questionnaire Changes

Questionnaire development and enhancement was an ongoing process throughout 1994. Several CATI system
enhancements were added. While the main screening questionnaire was used for Q2, Q3, and part of Q4, it was
modified during Q4 in an attempt to improve the observed eligibility rate and to reduce the number of calls required
to complete screening and interviewing.

Data Collection Outcomes

Table A shows the basic sample information by quarter for calendar year 1994. The total sample of telephone
numbers for Q2/94, Q3/94, and Q4/94 combined was 1,177,140 telephone numbers, not including telephone
numbers screened out by the sample pre-screening process.” The sample design specified that 3% of numbers
would be unresolved. For Q2/94, Q3/94, and Q4/94, 6.7% of sampletelephone numbers were unresolved at the end
of the interviewing period (Table A).2 The unresolved number rate varied from a high of 9.6% in Q2/94 to a low of
2.6% in Q4/94. This improvement is attributableto the calling of telephone company business offices in Q4/94 and
toincreased calling withinl AP areas with low householdworking number rates. Among resolved telephone numbers,
60.9% reached a residence, 13.8% were non-residential (primarily businesses), and 25.3% were non-working
numbers.
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Table A. NIS 1994 Basic Sample Frame Summary by Quarter
Q2 Q3 Q4 All Quarters

Final Case
Status n % n % n % n %

All Sample Tele- 334,235 | 100.0 443,184 100.0 399,721 | 100.0 | 1,177,14 100.0

phone Numbers 0

Unresolved Tele-

phone Numbers 31,949 9.6 36,301 8.2 10,270 2.6 78,520 6.7

Resolved Tele-

phone Numbers 302,286 90.4 406,883 91.8 389,451 97.4 | 1,098,62 93.3
0

Status of Resolved Telephone Numbers

Non-working 302,286 90.4 406,883 91.8 389,451 97.4 | 1,098,62 93.3
number 0

Working 39,620 13 55,531 14 56,200 14 14
Number: Non- 151,351

residential

Working 184,295 61 246,322 60 238,355 62 61
Number: 668,972
Residential

The initial design specifications for data collection called for a screening completion rate of 90% of households
contacted and for an interview completion rate of 85% of the households with sample children. The NIS screening
completion rate over the three quarters of 1994 was 96.2% and the interview completion rate among known eligible
households was 95.4%.

The observed NIS household eligibility rate of 4.2% in 1994 was much lower than the 5% estimate based on 1990
Census data. This outcome suggested a concern about both the screening completion rate and the overall response
rate (the product of the screening and interview completion rates). If the actual number of eligible households was
higher than the number determined inthe NIS, both rates would appear high. To address this concern, adjusted rates
were calculated for both the screening response rate and the overall response rate. Using an estimated number of
eligible households (based on the Census figure) as an adjustment factor, the adjusted screening response rate for
1994 was 72.9% and the adjusted overall response rate was 69.5%.

National Vital Statistics System:

The National Vital Statistics System produces the Nation’s official vital statistics. Data on teen births, access to
prenatal care, maternal risk factors, infant mortality, causes of death, and life expectancy are examples of the staples
of publichealth provided by vital statistics. Vital statistics are often the most complete and continuous information
available to public health officials at the national, state, and local levels; the timely availability of these data is
criticallyimportant. The registration of vital events, (births, deaths, marriages, divorces, and fetal deaths), is a state
function. Since 1902, the Federal Government has obtained use of the records for statistical purposes through
cooperative arrangements with the responsible agency in each state.

Standard formsand model procedures for the uniform registration of the events are developed and recommended
for state use through cooperative activities of the states and the National Center for Health Statistics (NCHS). NCHS
also provides training and instructional materials to the states as part of ongoing technical assistance.
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The purpose of collecting the data is to monitor trends over time through vital life events. Vital records and reports
originate with private citizens, such as the family affected by the events, physicians, or funeral directors. The
following are procedures used for the collection of birth and death data:

Birth Data- By law, birth registration is the direct responsibility of the hospital of birth or the attendant at the birth
(generally a physician or midwife). In the absence of an attendant, the parents of the child are responsible for
registering the birth. While procedures vary from hospital to hospital, usualy the personal information is obtained
from the mother; medical information may be obtained from the chart or from a worksheet filled out by the birth
attendant. Reporting requirements vary from state to state; in general, the completed certificate must be filed with
the state or local registrar within 10 days of birth. Published data include all counties and places of 10,000 or more
population. Electronic files include data for states, counties, large cities (population of 100,000 or more), and
metropolitan statistical areas.

Death Data- By law, death registration is the direct responsbility of the funeral director or person acting as such.
The funeral director obtains the data required, other than the cause of death, from the decedent’s family or other
informant. The attending physician provides their best medical opinion about the cause and manner of death; later
this information is coded by the state or CDC/NCHS according to uniform codes. Demographicinformation is also
recorded. If no physician was in attendance or if the death was due to other than natural causes, the medical
examiner or coroner willinvestigate the death and provide the cause and manner. Reporting requirementsfor death
also vary, but in general the completed certificate must be filed within 3 to 5 days of the death. Published data
include all counties and places of 10,000 or more population. Electronic files include data for states, counties, large
cities (population of 100,000 or more), and metropolitan statistical areas.

Fetal deaths are also reported through the National Vital Statistics System. All fetal deaths of 20 weeks or more
gestation that occur in the United States are recorded. Further, a linked birth/infant death file allows for the analysis
of demographic and health characteristics from certificates of live births in combination with causes of death and
other data from death certificates of infants who died before their first year of life. The linked file set includes
information on all the infants who died in the United States each year, as well as information on all live births. An
additional file includes information on death records not linked to birth certificates. The match rate is about 97-98
percent. Data are organized by calendar year rather than birth cohort to expedite data release.

Provisional and final estimates of the number of marriages and divorces are obtained from each state ableto provide
these figures. Since data are not available from all states, national divorce rates are not produced. Currently 46
states and DC provide divorce counts. Detailed characteristics of marriages and divorces have not been available
since 1996.

Other programs that are related to the National Vital Statistics System, such as the National Maternal and Infant
Health Survey, the National Survey of Family Growth, and the National Death Index.

Quality Assurance/Quality Control

The data collected through the National Vital Statistics System represent all registered vital events in the United
States and adequately represent the true rates of events. In order to more accurately record birth and death
information, new birth and death certificates are being designed. These new forms have been designed through a
collaborative effort with states, researchersand other interested parties. The revised certificates reflect changing data
needs and emerging public health applications. The revised certificates and related data sets will be implemented
in 2003.

Dataare collected using uniform procedures and are accurate and consistent. The data are reported as soon asthey
are analyzed by CDC/NCHS staff.

Monthly provisional numbers and rates of hirths, deaths, marriages, and divorces are published in the National Vital
Statistics Reports. These figures are based on approximate counts of the number of events that occurred in a given
state. An estimation procedure is used to convert these occurrence estimates into state-specific estimates of the
number and rate of resident events.

Preliminary data collected through the National Vital Statistics System are made availableto the public approximately
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10 months after the end of the collection year. Birth and death statistics are based on substantial samples of birth
and death records weighted to the counts of records received in state vital registration offices, which are the same
countsshown inthe provisional statistics. Data are presented for a 12-month period and are published semi-annually
in the National Vital Statistics Reports.

Final data are released about 18 months after the collection through publication in the National Vital Statistics
Reports, public use datatapes, CD-ROM, Series Reports, the Internet, and journal articles. Special reportsare also
published based on this data set. Use of electronic productshave greatly increased the accessihility of our data and
reduced the costs to researchers and data users.

It is the goal of the agency to reduce the lag for this data system. The 1997 final mortality data was released in 18
months, representing a 30% reduction in time from 1993. The 1997 final birth data was released in 16 months, a
reduction of 11% from 1994. For both data sets, the actual performance exceeded the target, 5%. The agency
intends to continue to strive for improving the release time.

Sentinel Surveillance for Chronic Hepatitis C:

Chronic liver disease is the tenth leading cause of death among adults in the United States, and accounts for
approximately 25,000 deaths annually. An estimated 8-10,000 of the these deaths occur among persons chronically
infected with hepatitis C virus and HCV-associated end stage liver disease is the most frequent indication for liver
transplantation among adults.

Although it is clear that a large number of persons in the United States are chronically infected with HCV and that
many willdevelop chronic liver disease, the burden of disease has not been wellcharacterized. Thereisno ongoing
surveillance, and few population-based studies have been conducted from which to determine the incidence and
prevalence of chronic liver disease and the relative proportion of cases attributable to viral hepatitis and other
etiol ogies.

Tobeginto collect thisinformation, a pilot chronic liver disease surveillance system was established by CDC in one
site in 1998. In 1999, the pilot project was expanded to two sites, with a third identified and expected to begin
enrolling patients in 2000. All patients with newly-diagnosed chronic liver disease are identified in a defined
geographic area. Patients meeting a standard case definition involving spedific radiologic, pathologic, or laboratory
criteria are invited to participate.

Data are collected through the surveillance system in three parts:
1) Astandardquestionnaire, developed by CDC, is used by all sites ininterviewing patie nts, so that datacan
be compared across sites and aggregated as appropriate. The questionnaire includes questions takenfrom
other established surveillance systems and from previous studies of chronic liver disease. It gathers
information on demographic characteristics, clinical information such as hospitalizations and other medical
conditions, quality of life, and exposures and risk factors, suchas alcohol consumption or use of prescription
and non-prescription medications, that may cause chronic liver disease or affect its clinical course.

2) A standard form is used to abstract clinical and laboratory information from the patient’s clinical chart.
Thisinformation, collected consistently across sites, includes data needed to determine underlying etiology
of disease, treatment history, medication use, and other relevant clinical information not readiy available
from the patient.

3) A serum sampleis collected and sent to CDC for determination of the presence of serologic markers for
viral hepatitis.

An important characterigtic of this pilot project is its comprehensiveness. Thisis the first time that all patients with
chronic liver disease in several defined geographic areas are being identified using a common methodology, and
where consistent information is being collected in all sites. It is hoped that, ultimately, the methodology and data
collection instrumentscan be used in multiplesites throughout the United States to develop a comprehensive picture
of the occurrence and characteristics of chronic liver disease, and to monitor trends over time.
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Quality Assurance/Quality Control: As a new pilot project, quality assurance and quality control instruments are
stillunder development. Nonetheless, several kinds of validation studies have already been conducted. To assess
the completeness of reporting, two supplementary studies have been conducted: a survey of primary care
practitioners and a review of all first-time liver biopsies. These studies indicated that overall surveillance was quite
comprehensive, and was successful in identifying the vast majority of patients in the target population. To validate
the accuracy of chart abstraction, a review of a randomly-selected subset of charts was conducted, and failed to
reveal any significant errors. To assess the overall validity of the study, early preliminary results have been
compared to the few existing relevant data. This evaluation, demonstrating that the incidence of newly-diagnosed
chronic liver disease has increased in recent years, is already contributing to CDC's efforts to more accurately
estimate the burden of illness from chronic liver disease.

U.S. Sentinel Physician Surveillance for Influenza:

The national sentinel physician surveillance system for influenza was established in 1982. National influenza
surveillance datais the cornerstone for U.S. Public Health efforts to control and prevent influenza. The information
isusedto make publichealthrecommendations during influenza season, make recommendations to FDAand WHO
regarding vaccine strain selection, monitor annual influenza activity and examine long-term trends in influenza
epidemiology, and rapidly detect unusual influenza strains including those with pandemic potertial. Active US
influenza surveillance is conducted from October through May of each year. Influenza-like illness (ILI) is reported
weeky by physicians recruited as sentinel sites. The information in the national database is updated daily for use
by State Health Departments and summarized weeky for public dissemination.

In 1996, a collaborative process was started with the Council of State and Territorial Epidemiologists (CSTE) and
representatives of the Association of PublicHealth Laboratories (APHL) to enhance U.S. influenza surveillance. The
overall goal was to improve national influenza surveillance to provide better information during annual influenza
epidemics and adequate warning and monitoring of the next pandemic. Continuous improvements have been
implemented over the last several years.

During the 1997-98 influenza season, 27 states and the District of Columbia elected to participate in a pilot program
to upgrade the sentinel physician surveillance system. The pilot program merged CDC's national sentinel
surveillance system and the state-based systems into one integrated system, which is based on common
methodologies and standards. During the 1998-99 influenza season, the enhanced sentinel physician surveillance
system was expanded to include 40 states and the District of Columbia and an Internet reporting system was
developed which allows sentinel physicians to enter weekly morbidity data via the Internet. During the current year,
maodifications to improve the automated system that displays sentinel physician data on the Internet were
implemented. An automated system to create and display summary WHO virologic data was also begun and isin
progress. All system components have been recently upgraded and modules have been maodified to satisfy user
requirements for logging and reporting specimens.

States are responsible for establishing, recruiting, and maintaining a state-based sentinel physician group. The states
are also responsible for ensuring that data are collected and transmitted regularlyto a central datarepository at CDC,
which is updated daily. The information (raw data) is accessible through the Internet to state coordinators in
participating states. Analyses of the data are available to state coordinators before the general public. CDC is
responsible for coordinating the system nationally, maintaining the reporting systems, processing and analyzing the
data, and maintaining the Internet site. Efforts to improve the system are continuous.

In FY 1999, approximately 880 physicians from 48 states and the District of Columbia are enrolled in the sentinel
physician system, but only about 300 of these report data regularly in any given week. Physicians reportthe number
of patient visits per week and the number of those patients seen for ILI by age group. Sentinel physicians can report
data by three methods: 1) Internet reporting; 2) touch tone phone reporting; and facsimile transmission of data with
manual entry of data. A program developed by CDC integrates the three sources of data and uploads the datato the
Internet site. Data is available daily to each State Coordinator. A summary of influenza activity is available to the
general publiceachweek. The percentage of sentinel physicians using the Internet to report weeky dataincreased
from 8 to 17 percent in the last year.
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Quality Assurance and Quality Control Information:

The process of improving the US Sentinel Physician Surveillance program to make it user friendly, to offer clear case
definitions, and to allow multiple options for input and access, has been continuous. With daily updates and weekly
summaries the information is extremelytimely and pertinent for decision making. Epidemiologistsin the Influenza
Branch routinely analyze the data for outlying information and perform routine checks to ascertain that the data is
coherent. State coordinators routinely check to see if physicians are reporting in a timely manner and troubleshoot
problemsin each state. Guidelines are provided to sentinel physicians for optimal timing of specimen collection for
virologic testing on certain patie nts. While these results will not be useful to the physician for confirming individual
cases of influenza, these specimens will provide information on whether influenza has entered the local community.
There is no way to ascertain that the data on influenza like iliness is free of error, but as the number of participating
sentinel physicians increases, the potential consequences of error decreases. Given that sentinel surveillance
provides an index of current influenza activity, consistent reporting by a stable group of physicians is imperative for
data reliability. Increasing sentinel physician sites and sentinel physician participation in each state would greaty
increase the validity of the data.

Limitations:

The Influenza Branch has proposed to increase US sentinel sites to approximately 680 sites that routinely report for
the year 2001. Large increases in the number of reporting physicians and retention of physicians from year to year,
would allow for comparison between years, minimize the impact of incorrect data and give an even better indication
of US influenza activity. Currently, the database is not geographically representative. Again, increasing the number
of reporting sentinel physicians and targeting certain areas could solve this problem. Retention would be enhanced
if sentinel physicians and state coordinators derived greater benefit from patrticipation.

Youth Risk Behavior Surveillance System:

In 1990, the Youth Risk Behavior Surveillance System (YRBSS) was established by CDC. One of the components
of the YRBSS is a national school-based survey that was first conducted in 1990 and has been repeated biennially
since 1991. The national Youth Risk Behavior Survey (YRBS) measures six categories of priority health risk
behaviors that contribute to the leading causes of mortality and morbidity among youth and adults in the United
States: behaviors that contribute to unintentional and intentional injuries; tobacco use; alcohol and other drug use;
sexual behaviors that contribute to HIV infection, other sexually transmitted diseases and unintended pregnancy;
dietary behaviors; and physical activity.

The YRBS questionnaires contained 89 multiple-choice questions in 1999 and is designed for self-administration
using acomputer-scannable questionnaire booklet. The YRBS questionnaire has been modified several times since
1990 to address emerging public health problemsin a timely manner.

The national YRBS is administered during the spring semester to nationally representative samples of studentsin
grades 9-12 attending both publicand private schools. Professional data collectors, trained spedificallyfor the YRBS,
are used as field staff to ensure standard survey administration procedures. The national YRBS uses a three-stage
cluster sampleto select schoolsand classes of studentswithinschools. African American and Hispanic studentsare
over sampled to provide accurate estimates for these subgroups of studentsfrom each survey cycle. By combining
datafrom multiplesurvey cycles itisalso possibleto obtainaccurate estimates for Asian and Native American youth.
The samplesize totalsapproximately 12,000 studentseach survey. The school response rate averages 76%. The
student response rate averages 88%.
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Quality Assurance/Quality Control:

A reliability study of the YRBS questionnaire conducted in 1993 demonstrated that students reported health risk
behaviors reliably over time. Psychometric work on the YRBS questionnaire also has demonstrated that it
produces accurate and high quality data. Standardized data editing and cleaning procedures further improve data
accuracy and consistency. Data are released within 12 months from the completion of data collection and are
made availableto the publicvia the Internet (www.cdc.gov/nccdphp/dash/yrbs). A new psychometric study of the
YRBS questionnaire is planned for the spring of 2000. Results will be available in the summer of 2001.
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Appendix A.3

Key Improvements in the
CDC FY 2002 Performance Plan

The CDC FY 2002 Performance Plan includes key improvements over the FY 2001 Performance Plan. The FY
2002 Performance Plan has beenrevised extensively by CDC program staff to more effectivelycommunicate and
link CDC strategies for achieving the performance to spedfic goals, performance measures and targets, and to
revise performance targetsand strategies based on FY 1999 performance resultsand FY 2002 estimated budget.

Examples of CDC programs with extensive revisions include CDC's Infectious Disease Program, HIV/AIDS,
Epidemic Services, and the Bioterrorism Program.

Inrecentweeks, CDC has proposed arevised budget structure. Categories describing major budget activities have
changed slightly. CDC's Justifications of Budget Estimates is being submitted following thisrevised format. CDC's
Annual Performance Plan and Report, which has traditionally mirrored its budget structure, deviates from the
revised budget structure in a few instances. The nextsubmission of CDC’s Annual Performance Plan and Report
willfollow the revised budget categories, but due to the short period of time between final acceptance of the revised
budget structure and submission of the plan, changes were not possble for this submission. In all instances,
program descriptions, performance goalsand performance measures are provided for major budget categ ories.
There is someminor deviation intermsused for the sub-budget activities. Nevertheless, budget datais provided
for all major budget categories, and this budget data is linked to performance data. The minor discrepancies in
descriptions of sub-budget activities will be rectified in the submission of the 2003 Annual Performance Plan.

The CDC Prevention Research Program is undergoing transition. Initially, the Prevention Research Program goals
and objectives focused on strengthening the infrastructure ( funding, peer review and award mechanisms) to
support new CDC research and development R & D) activities. Now CDC has begun to balance CDC's research
portfolio to stimulate innovative intervention methodology, increase communication and adoption of these
interventions, and to evaluate the interventions’ effectiveness in decreasing health disparities and preventing
disease and disabilities.

CDC's performance plans are dynamic, reflecting the changes in funding and program priorities, achievement of
targets, and initiation of new programs. In addition, for the FY 2002 Performance Plan, CDC has integrated
management controls that prompt programs to establish performance goals, targets and data sources to track
performance as new initiativ es are developed and funded. With this new management control system, CDC is
trying to achieve a closer linkage with the budget process and budget documents. As this process evolves, CDC
anticipates there willbe greater variations in the number of performance measures and targetsyear to year aswell
as an increase in process measures, which predominate in new programs where data sysemshave not been in
place long enough to measure program outcomes.

Minor formatting and reporting changes were integrated in this document to enhance the reader's ability to
recognize the performance reporting section entitled, Performance Summary. In addition, several programs with
multiple and complex goals such as HIV/AIDS and Occupational Health, have begun to link the performance
summaries to each goal instead of reporting overall results by program. These changes should enhance the
reader's ability to better link performance targets to the program goals. The Emerging Infections Program
estimated the overall target for several performance measures within the tables to provide a perspective of the
overall desired level of performance for each performance measure. Other programs such as the Tuberculosis
Program provided information on the ultimate desired level of performance within the performance summary
sections.

Overall, CDC's program managers have successfully addressed most of the data quality concerns expressed by
the Government Accounting Office and Congress. The challenge to succinctly describe and measure results for
complex, multifaceted public health programs continue to be a challenge for CDC. However, substantial strides
have been made to more clearlycommunicate the challenges and successes of its major publichealth programs.
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Appendix A4

Performance Measurement Linkages with Budget, Cost
Accounting, Information Technology Planning, Capital
Planning and Program Evaluation

Clinger-Cohen Act

CDC is currently implementing the requirements under the Clinger-Cohen Act of 1996 (CCA) for information
technology (IT) capital investment planning, monitoring, and performance measurement. The Information
Technology Investment Review Board (ITIRB) process has been established and was released CDC wide on
January 5, 1999 via the CDC Intranet. CCA compliance became a component of the CDC budget planning
process for the FY 2001 budget. Major IT investments associated with budget initiativ es required responding to
the “Raines Rules” as part of the submission.

Also in compliance with CCA, CDC has developed several components of the agency’s information technology
architecture, such as certain health data standar ds, networking and telecommuni cations architecture, information
security, and the majority of the agency’s administrative procedures. More extensive work on other core business
processes, information flows, process and data modelsis ongoing.

In addition to efforts in the implementation of CCA, CDC has awellintegrated GPRA and IRM Strategic Plan that
aligns IT productsand services with CDC’s ever-changing mission needs and directions. The IRM strategicgoals,
strategies and performance measures support the mission, mission goals, and CDC’s GPRA performance plan.
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Appendix A5

Government Performance and Results Act:
FY 2002 Change Chart for Goals and Performance Measures

Program Goal FY 2001 Original Revision and
Activity Performance Measure Explanation
Emerging Develop and strengthen | Regional population-based Revised measure to more
Infections epidemiologic and Emerging Infections Programs, | effectively relate it to site
laboratory methods for will conduct early warning activities.
detecting, controlling, investigations of agents of The Emerging Infections
and preventing infectious diseases. Program (EIP), a network of
infectious diseases. regional population-based
programs, will be established
to conduct active surveillance,
engage in applied
epidemiologic and laboratory
research and pilot and
evaluate prevention and
intervention measures.
Emerging Reduce the spread of New goal: Established new
Infections antimicrobial resistance. goal to better categorize
multiple performance
measures within Emerging
Infections.
Emerging Reduce the spread of Reduce the number of courses New performance measure.
Infections antimicrobial resistance. | of antibiotics for ear infections for
children under age of 5 years.
Emerging Reduce the spread of Reduce the number of courses New performance measure.
Infections antimicrobial resistance. | of antibiotics prescribed for the
sole diagnosis of the common
cold.
Emerging Reduce the national Establish base rate of incidence New goal and measure for
Infections incidence of health care- | of healthcare-acquired infections | FY 2002.
acquired infections attributable to medical errors.
attributable to medical
errors by 50% within 5
years.
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Program
Activity

Goal

FY 2001 Original
Performance Measure

Revision and
Explanation

HIV/AIDS

Improve the ability of the
Nation’s HIV/AIDS
surveillance system to
identify incidence and
prevalence of HIV
infection.

Number of states that will
monitor trends in HIV incidence
with CDC's technical assistance.

Revised performance
measure: Revised for clarity
and specificity.

Expand the number of states
that are able to measure:

1. Access to care;

2. Adherence to care; and
3. Impact of antiretroviral
therapy (ART) on long term
survival.

HIV/AIDS

Continued...

Reduce the percentage
of HIV/AIDS-related risk
behaviors among
school-aged youth
through dissemination of
HIV prevention
education programs.

Continued...

Reduce the percentage of high
school students who have ever
engaged in sexual intercourse.

Reduce the percentage of
currently sexually active high
school students who engage in
sexual intercourse without a
condom.

Continued...

Revised measures:

Increase the proportion of
adolescents (grades 9-12) who
abstain from sexual intercourse or
use condomsiif currently sexually
active.

Increase the proportion of Black or
African American adolescents
(grades 9-12) who abstain from
sexual intercourse or use
condomsif currently sexually
active.

Increase the proportion of
Hispanic or Latino adolescents
(grades 9-12) who abstain from
sexual intercourse or use
condomsif currently sexually
active.

Explanation: During summer and
fall 1999,CDC worked very closely
with the Office of Disease
Prevention and Health Promotion
(ODPHP), the Office of the
Surgeon General (OSG), CDC's
NCHSTP, and others to develop a
single composite measure of
abstinence and condom use. The
result of this collaborative effort
yielded Healthy People 2010
objective 25-11: "Increase the
proportion of adolescents who
abstain from sexual intercourse or
use condoms if sexually active."
This measure will serve as a
Leading Health Indicator and a
national health objective for the
next ten years and utilizes

Continued...
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Program Goal FY 2001 Original Performance Revision and
Activity Measure Explanation
...continued. ...continued. ...continued. ..continued.
HIV/AIDS Reduce the percentage | Reduce the percentage of data from CDC's national
of HIV/AIDS-related risk | HIV/AIDS-related risk behaviors | Youth Risk Behavior Survey.
behaviors among among school-aged youth Eliminating health disparities is
school-aged youth through dissemination of HIV consistent with one of the two
through dissemination of | prevention education programs. goals of Healthy People 2010,
HIV prevention and with agency priorities at
education programs. CDC. The new GPRA
measures point to the
disparities among
Black/African American and
Hispanic/Latino adolescents
with regard to abstinence and
condom use.
Immunization Improve vaccine safety | Use new data mining techniques | New goal and measures.
surveillance. to increase the number of
detected true and false signals of
adverse events associated with
vaccination.
Expand the Vaccine Safety
Datalink (VSD) sites to increase
the number of persons under
active surveillance for vaccine
safety.
Improve the ability of health care
providers to report vaccine
adverse events, including those
associated with influenza
vaccine, by pilot testing
electronic reporting to VAERS in
managed care organizations.
Health Make data more readily | (a) Increase the number of New measures.
Statistics accessible to decision articles published in peer-review
makers and journals (Journal of the American
researchers. Medical Association, New
England Journal of Medicine,
etc.)
(b) Increase number of articles
by NCHS researchers by 10%
over 5 years.
Increase the number of new
users to the NCHS Internet site.
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Program Goal FY 2001 Original Revision and
Activity Performance Measure Explanation
Health Improve racial and Increase the number of New goal and measure.

Statistics ethnic data for subgroups with available data in
programmatic and policy | the Healthy People 2010
decisions. template.
Health Increase capacity for Fund states to implement New goal and measure.
Statistics state and local data. electronic birth and death
certificates.
Injury Provide online access to | Develop a user-friendly, personal | New goal and measure.
Prevention injury prevention data. computer-based system for
and Control. accessing Federal injury data in
a variety of national- and state-
based systems.
Injury Improve uniformity, Establish the capability of state New goal and measure.
Prevention quality, and accessibllity | health departments to receive
and Control. of emergency secure transmission of non-
department data for identifiable patient data from
public health participating emergency
surveillance in several departments.
state, ultimately
developing the capacity
to improve data in all
states through
development of
guidelines,
recommendations, or
technical assistance.
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Program Goal FY 2001 Original Performance Revision and
Activity Measure Explanation

Public Health Public Health The proportion of public health New goal and measures.

Improvement practitioner at the practitioners targeted by the
nation’s front lines-local, | Center for Public Health Practice
state, and federal-are and CDC CU that demonstrate
prepared to effectively competencies and level of
respond to current and preparedness required to
emerging public health respond to current/emerging
threats. public health threats.

The proportion of the public
health workforce that complete
certified training delivered via the
integrated life-long learning
system and CDC CU.

The number of public health
interventions influenced by
findings from applied research in
workforce preparedness.

Environmental | Increase the number of | Disorders covered by the New goal and measure.

Health. disorders covered in the | Newborn Screening Quality
Newborn Screening Assurance Program.

Quality Assurance
Program.

Environmental | There will be virtually no Revised Goal:

Health. children with blood lead Reduce the number of children
levels that exceed 10 with blood lead levels that
micrograms per deciliter, exceed 10 micrograms per
which is the level at deciliter, which is the level at
which children’s health which children’s health may be
may be damaged. damaged.

Environmental | By 2002, at least half of | The number of state-based Deleted goal and measure:

Health. all states and territories genetics programs will be Program priorities shifted
will have implemented a | increased. towards genetic testing
genetics and disease assessments.
prevention program,
focusing on the
integration of genetic
testing into targeted
preventable disease
programs (such as
asthma, cancer,
cardiovascular disease
and arthritis) and related
communication
programs.
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Program Goal FY 2001 Original Performance Revision and
Activity Measure Explanation

Environmental | Clinical and public The number of DNA-based tests | New goal and measure.
Health. health validity and utility | assessed using a core set of data

data for spedfic DNA- required to define clinical and

based tests will be made | public health utility.

available to public health

professionas and the

public.
Environmental | State health Number of states receiving New goal and measure.
Health. departments will technical assistance from CDC in

integrate genetic testing | the integration of genetics into

into their targeted public health.

preventable disease

programs (such as

asthma, cancer,

cardiovascular disease,

and arthritis) and related

communication

programs).
Environmental | Increase understanding | Number of environmental health | New goal and measure.
Health. of the relationship studies completed.

between environmental

and health effects.
Occupational Ensure safe and Implement NIOSH Surveillance New measure.
Health. healthful working Strategic Plan and seek

conditions by developing | opportunities for enhancement

a system of surveillance | through stakeholder interaction,

for major occupational NORA teams, and collaboration

illnesses, injuries, with states.

exposures, and health

hazards.
Occupational Promote safe and Respond to requests for New measures.
Health. healthful working workplace evaluations and

conditions by increasing | assistance from employers,

occupational disease workers, and others, and provide

and injury prevention practical advice to address

activities through problems.

workplace evaluations,

interventions, and Provide scientific support for

NIOSH public health policy development

recommendations. testimony, and non-regulatory

initiatives.

04/09/01 CDC Performance Plan Page 258



Program Goal FY 2001 Original Performance Revision and
Activity Measure Explanation
Occupational Foster safe and healthful | Transfer of scientific and New measures.
Health. working conditions by technical information to
providing workers, employers, workers, the public
employers, the public, and the occupational safety and
and the occupational health community.
safety and health
community with Conduct, arrange, and sponsor
information, training and | technology transfer and training
capacity to prevent sessions.
occupational diseases
and injuries. Support capacity building
activities.
Buildings and Implement the Begin design of Scientific New measures.
Facilities. scheduled Communications Center to
improvements, replace existing Building 2, and
construction, security, vacate and modernize existing
and maintenance as Building 3, Clifton Road
specified under the FY Campus.
2000 schedule of the
Clifton Road and Begin design of New
Chamblee Master Plans. | Headquarters Building 21,
Roybal Campus, for Lease
Consolidation Project.
Begin design of Building 106,
Chamblee Campus, for Lease
Consolidation Project.
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Program
Activity

Goal

FY 2001 Original
Performance Measure

Revision and
Explanation

Bioterrorism

Increase the ability of
CDC, state, and local
health departments to
respond to terrorist
threats.

Public health laboratories will be
inspected in accordance with the
Select Agent Rule.

The number of laboratories
qualified to provide surge
capacity for analysis of chemical
agents.

Increase the capacity of state
and major city laboratories to
provide or access rapid testing of
potential biote rrorism agents.

The number of laboratories
participating in the National
Laboratory Response Network to
provide rapid and/or reference
support.

Support local health departments
to develop advanced information
technology for bioterrorism
preparedness and response.

The number of communities
demonstrating advanced
applications of information
technology and training for
preparedness and response t
chemical and biological

New and revised measures.

terrorism.
Technology Review and manage Less than 30 percent of Deleted Measure:
Transfer CDC patent portfolio to unlicenced patents are being
maximize return for maintained by CDC beyond 4 Upon further analysis, this is
public health benefit. years from the date of issue. not a valid measure of
technology transfer. It is an
arbitrary measure that may not
reflect the public policy needs
of the agency to invest in
solutions to anticipated
problems or the “ahead of their
time” nature of CDC
inventions.
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Program Goal FY 2001 Original Revision and
Activity Performance Measure Explanati on
Technology Promote Private Incre ase the number of EIRs Deleted measure:
Transfer sector participation and arising from cooperative
investment in research with the private sector. Creation of new inventions is a
applications of novel likely result of cooperative
research discov eries. research under CRADA, but it
is not the primary benefit or
driving force that makes the
CRADA collaboration
worthwhie from a public
investment and economic
enhancement standpoint, and
therefore is not a valid
measure of technology
transfer.
Program Information systems Ensure critical information New FY 01 and FY 02
Support operate reliably and systems and IT infrastructure performance goal and
continuously. (CDC Data Center, wide area measure.
network, e-mail, and Internet/web
serv ices) operate reliably and
continuously.
Program Provide a variety of Continually enhance CDC's New Performance Measure:
Support standardized and Internet infrastructure and valued | Continually enhance CDC's
integrated means for information content so that Informati on Technology
health practitioner and access to CDC information infrastructure so that the public
public access to CDC resources grow 25% per year. access to CDC information
information resourc es. resources using both the
And Internet infrastructure and the
CDC Voice/FAX Information
Continue enhancing the CDC Service grows 25% per year.
Voice/FAX Information Service
(VIS) such that usage grows 10% | The measures were combined
per year. to reflect the relationship of the
two goals as being mutually
supportive to the same growth
in the desired outcome.
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