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INT R OD UCT IO N  
 

INTRODUCTION 

The FY 2010 Congressional Justification is one of several documents that fulfill the Department 
of Health and Human Servicesô (HHS) performance planning and reporting requirements. HHS 
achieves full compliance with the Government Performance and Results Act of 1993 and Office 
of Management and Budget Circulars A-11 and A-136 through the HHS agenciesô FY 2010 
Congressional Justifications and Online Performance Appendices, the Agency Financial Report, 
and the HHS Citizensô Report. These documents are available at 
http://www.hhs.gov/asrt/ob/docbudget/index.html.  

The FY 2010 Congressional Justifications and accompanying Online Performance Appendices 
contain the updated FY 2008 Annual Performance Report and FY 2010 Annual Performance 
Plan. The Agency Financial Report provides fiscal and high-level performance results. The HHS 
Citizensô Report summarizes key past and planned performance and financial information. 

 

http://www.hhs.gov/asrt/ob/docbudget/index.html


ME S S A GE  F RO M T H E  ACT IN G D IRE CT O R  
 

MESSAGE FROM THE ACTING DIRECTOR 

As Acting Director of the Centers for Disease Control and Prevention (CDC) and Administrator 
of the Agency for Toxic Substances and Disease Registry (ATSDR), I am pleased to present the 
FY 2010 Online Performance Appendix for the Centers for Disease Control and Prevention. The 
report represents the monitoring and management of CDCôs portfolio of health protection and 
preparedness programs. 

The mission of CDC is to create the knowledge, tools, and networks that people and 
communities need to protect their health: health promotion, prevention of disease, injury and 
disability, and preparedness for health threats. CDC accomplishes its mission by working with 
States, communities, and other partners throughout the Nation and world to monitor health, 
detect and investigate health problems, conduct research, implement prevention strategies, 
promote healthy behaviors, foster safe and healthful environments, and provide leadership and 
training.  

We center our efforts on a set of fundamental Health Protection Goals designed to accelerate 
health impact, reduce health disparities, and protect people at home and abroad from current 
and imminent health threats.  These overarching goals articulate CDCôs vision in the following 
four areas: Healthy People in Every Stage of Life; Healthy People in Healthy Places; People 
Prepared for Emerging Health Threats; and Healthy People in a Healthy World. Through the use 
of performance data, CDC can monitor programs, policies and extramural awards to ensure the 
agency is on track to meet its public health protection goals. 

To the best of my knowledge, the performance data reported by CDC for inclusion in the FY 
2010 Online Performance Appendix is accurate, complete, and reliable.   

 

Sincerely, 

 
/Richard E. Besser/ 
 
Richard E. Besser M.D. 
Acting Director, Centers for Disease Control and Prevention, and 
Acting Administrator, Agency for Toxic Substances and Disease Registry  
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AMERICAN REINVESTMENT AND RECOVERY ACT (ARRA) 

The American Reinvestment and Recovery Act (ARRA) was signed into law by President 
Obama on February 17, 2009. It is an unprecedented effort to jumpstart our economy, create or 
save millions of jobs, and put a down payment on addressing long-neglected challenges so our 
country can thrive in the 21st century. The Act is an extraordinary response to a crisis unlike any 
other since the Great Depression, and includes measures to modernize our nation's 
infrastructure, enhance energy independence, expand educational opportunities, preserve and 
improve affordable health care, provide tax relief, and protect those in greatest need. 

CDC has received $340 million in total ARRA funding.  As part of this total, the Section 317 
Immunization Program and healthcare-associated infections (HAI) prevention programs have 
received funding. 

The Section 317 Immunization Program has received a one-time, time-limited appropriation of 
$300 million provide a historic opportunity to make the benefits of vaccination available to more 
Americans by providing a 40 percent increase in Section 317 Immunization funding over the 
two-year funding period: 

HAI has received $40 million for HAI prevention that will be available to states, the District of 
Columbia, and Puerto Rico. These investments will ramp up state and local efforts to monitor 
and reduce HAIs by creating or expanding state-based HAI prevention collaboratives that will 
implement HHS recommendations and use CDCôs National Healthcare Safety Network (NHSN) 
to measure outcomes and prevent HAIs.  These investments will also enhance states abilities to 
assess where HAIs are occurring and evaluate the impact of hospital-based interventions in 
other healthcare settings and build a public health workforce in health departments that can lead 
state-wide initiatives to ensure progress towards the national prevention targets outlined in the 
HHS action plan. 

More information on these and other ARRA programs can be found at www.hhs.gov/recovery. 

 

 

file:///C:\Documents%20and%20Settings\fss7\Local%20Settings\Temporary%20Internet%20Files\OLK59B\www.hhs.gov\recovery
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SUMMARY OF TARGETS AND RESULTS TABLE 

The table below provides a summary of CDCôs performance measures. 

Fiscal 
Year 

Targets 
Results 

Reported 

Results 
Reported 

÷ 
Targets 

Targets 
Met 

Targets 
Unmet 

Targets 
Unmet 

But 
Improved 

% of 
Targets 

Met 

2005 59 55 93% 36.03 18.97 6.33 66% 

2006 85 77 91% 56.74 20.26 5.71 74% 

2007 118 102.67 87% 68.34 34.33 11.33 67% 

2008 135 
 

68 50% 60 8 1 88% 

2009 133 N/A N/A N/A N/A N/A N/A 

2010 136 N/A N/A N/A N/A N/A N/A 
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PERFORMANCE DETAIL 

INFECTIOUS DISEASES 

Immunization and Respiratory Diseases 

Measure FY Target Result 

1.E.1: Make vaccine 
distribution more 
efficient and improve 
availability of vaccine 
inventory by reducing 
the number of vaccine 
inventory depots in the 
U.S. (Efficiency)  

2010 
Maintain 98% reduction in 

inventory depots 
Jan 31, 2011 

2009 Reduce inventory depots by 98% Jan 31, 2010 

2008 Reduce inventory depots by 50% 
98% reduction  

(Target Exceeded) 

2007 
Reduce inventory depots by 

approximately 17% 
36% reduction  

(Target Exceeded) 

2006 
Award contract to centralize 
distribution, validate existing 

baseline 

Yes  
(Target Met) 

2005 Baseline 400 

 

Measure  Data Source  Data Validation  

1.E.1  Grantee annual report (VFC Management Survey), 
grantee interviews, and site visits were used to gather the 
baseline information.  A VMBIP semi-annual survey 
instrument is being developed and will be administered to 
grantees to track vaccine storage locations. 

Data submitted from grantees will 
be analyzed by the CDC program 
staff and validated through a 
regularly scheduled review 
process. 

Efficiency Measure 1.E.1: 

The Section 317 grant program was among the first round of programs to undergo the formal 
program assessment in 2002 with results reported in the FY 2004 budget submission.  
Assessors gave the 317 program high marks for its design, function, and success in achieving 
dramatic disease reduction through childhood vaccination.  Program assessors from OMB found 
that the program would be improved by a more specific mechanism to link successful outcomes 
to program processes and budgets.  Subsequent to the assessment, the program initiated the 
vaccine management business improvement project (VMBIP) to revamp the entire vaccine 
distribution and ordering process and enhance the efficiency and accountability of vaccine 
management systems.  The reduction of vaccine inventory depots has been achieved ahead of 
schedule.  The program will develop a new efficiency measure to address continued program 
improvements. 

In September 2006, CDC awarded a national centralized vaccine distribution contract to 
increase the efficiency, visibility, and management of publicly purchased vaccines by 
centralizing and consolidating vaccine inventory and distribution.  As of July 1, 2008, all of the 
64 immunization program grantees have successfully transitioned to centralized distribution.  
The program has consistently met its targets for this measure.  The number of depots has been 
reduced by 98 percent (from 396 depots to eight). 
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Efficiencies anticipated from consolidation of vaccine depots include improved management of 
vaccine inventory through use of distribution best practices and increased visibility of the 
location of vaccines throughout the pubic vaccine supply chain.  These efficiencies will enhance 
CDCôs ability to address public health emergencies such as vaccine shortages supplying 
vaccine needs due to outbreaks, and natural disasters.  Full implementation of this new vaccine 
purchase and distribution operating model is anticipated to gain additional efficiencies by 
reducing vaccine wastage and reducing inventory holding costs. 

 

Measure FY Target Result 
Long Term Objective 1.1:  Reduce the number of indigenous cases of vaccine-preventable 
diseases. 

1.1.1a: Reduce or 
maintain the number 
of indigenous cases at 
0 by 2010 for the 
following:  
Paralytic Polio. 
(Outcome)  

2010 0 Sep 30, 2011 

2009 0 Sep 30, 2010 

2008 0 Sep 30, 2009 

2007 0 
0 

(Target Met) 

2006 0 
0 

(Target Met) 

2005 0 
0 

(Target Met) 

1.1.1b: Reduce or 
maintain the number 
of indigenous cases at 
0 by 2010 for the 
following: Rubella. 
(Outcome)  

2010 0 Sep 30, 2011 

2009 5 Sep 30, 2010 

2008 8 Sep 30, 2009 

2007 8 
12 

(Target Not Met) 

2006 15 
11 

(Target Exceeded) 

2005 15 
7 

(Target Exceeded) 

1.1.1c: Reduce or 
maintain the number 
of indigenous cases at 
0 by 2010 for the 
following: Measles. 
(Outcome)  

2010 0 Sep 30, 2011 

2009 25 Sep 30, 2010 

2008 35 Sep 30, 2009 

2007 45 
14 

(Target Exceeded) 

2006 50 
24 

(Target Exceeded) 

2005 50 
42 

(Target Exceeded) 

1.1.1d: Reduce or 
maintain the number 
of indigenous cases at 

2010 0 Sep 30, 2011 

2009 75 Sep 30, 2010 
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Measure FY Target Result 

0 by 2010 for the 
following: 
Haemophilus 
influenzae. (Outcome)  

2008 150 Sep 30, 2009 

2007 150 
202 (b + unknown) (children 

under 5) 
(Target Not Met but Improved) 

2006 150 
208 b + unknown 

(Target Not Met but Improved) 

2005 150 
226 b + unknown 
(Target Not Met) 

1.1.1e: Reduce or 
maintain the number 
of indigenous cases at 
0 by 2010 for the 
following: Diphtheria. 
(Outcome)  

2010 0 Sep 30, 2011 

2009 3 Sep 30, 2010 

2008 4 Sep 30, 2009 

2007 4 
0 

(Target Exceeded) 

2006 5 
0 

(Target Exceeded) 

2005 5 
0 

(Target Exceeded) 

1.1.1f: Reduce or 
maintain the number 
of indigenous cases at 
0 by 2010 for the 
following: Congenital 
rubella Syndrome. 
(Outcome)  

2010 0 Sep 30, 2011 

2009 2 Sep 30, 2010 

2008 3 Sep 30, 2009 

2007 4 
0 

(Target Exceeded) 

2006 5 
0 

(Target Exceeded) 

2005 5 
0 

(Target Exceeded) 

1.1.1g: Reduce or 
maintain the number 
of indigenous cases at 
0 by 2010 for the 
following: Tetanus. 
(Outcome)  

2010 0 Sep 30, 2011 

2009 8 Sep 30, 2010 

2008 10 Sep 30, 2009 

2007 13 
6 

(Target Exceeded) 

2006 25 
12 

(Target Exceeded) 

2005 25 
5 

(Target Exceeded) 

1.1.2: Reduce the 
number of indigenous 
cases of mumps in 
persons of all ages 

2010 0 Sep 30, 2011 

2009 100 Sep 30, 2010 

2008 200 Sep 30, 2009 
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Measure FY Target Result 

from 666 (1998 
baseline) to 0 by 2010. 
(Outcome)  

2007 200 
800 

(Target Not Met but Improved) 

2006 200 
6,584 

(Target Not Met) 

2005 200 
314 

(Target Not Met) 

1.1.3: Reduce the 
number of indigenous 
cases of pertussis 
among children under 
7 years of age. 
(Outcome)  

2010 2,000 Sep 30, 2011 

2009 2,150 Sep 30, 2010 

2008 2,300 Sep 30, 2009 

2007 2,300 
3,106 

(Target Not Met but Improved) 

2006 2,300 
3,841 

(Target Not Met but Improved) 

2005 2,300 
7,347 

(Target Not Met) 

 

Measure  Data Source  Data Validation  

1.1.1 -
1.1.3 

National Notifiable 
Disease Surveillance 
System (NNDSS), 
National Congenital 
Rubella Syndrome 
Registry (NCRSR), 
Active Bacterial Core 
Surveillance (ABCs), 
Emerging Infections 
Programs. 

NNDSS - CDC receives reports of notifiable diseases from the 50 
state health departments, New York City, the District of Columbia, 
and five U.S. Territories. These reports are initiated when health 
care providers suspect or diagnose a case of a notifiable disease.  
Clinical laboratories also report results consistent with reportable 
diseases.  Reporting of nationally notifiable diseases to CDC by the 
states is voluntary and only mandated (i.e., by state legislation or 
regulation) at the state level.  All case reports, especially for low 
incidence and internationally quarantinable diseases, must be 
verified by the appropriate state officials.  NNDSS case counts are 
likely incomplete, and therefore, these data are considered to 
represent a minimum number of cases.  State reporting practices 
and some administrative procedures used in processing the 
NNDSS data may impact surveillance data reports and analyses.  
CDC staff provides technical assistance relevant for data 
verification to ensure data accuracy, completeness, and timeliness.  
Specifically, assistance includes:  computer specifications and 
software for reporting from state and territorial health departments, 
development and implementation of procedures to validate 
surveillance data, and identification of incomplete records, 
transmission errors, and deviations from expected numbers.  
NCRSR - CDC maintains the NCRSR with supplemental 
information to NNDSS.  The registry includes data only on cases 
classified as confirmed or compatible. Cases are also classified as 
indigenous (exposure within the U.S.) and imported (exposure 
outside the U.S.) and are tabulated by year of birth. In contrast, 
cases reported to the NNDSS are tabulated by year of report. ABCs 
is an active laboratory and population-based surveillance system 
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Measure  Data Source  Data Validation  

for invasive bacterial pathogens of public health importance, and 
currently operates in 10 sites in the U.S.  For each case of invasive 
disease in the surveillance population, a case report with basic 
demographic information is completed and bacterial isolates are 
sent to CDC and other reference laboratories for additional 
laboratory evaluation.  The ABCs program provides routine 
laboratory audits to ensure the completeness of data collection.  
Each month, CDC staff review data and communicate potential 
errors to state personnel for evaluation.  Performance standards for 
active surveillance have been established in each site to permit 
aggregation of data collected via somewhat different approaches.  
Detailed instructions for completion of case report forms ensure 
consistency across sites.  Timeliness and completeness of 
reporting in ABCs is evaluated using threshold percentages of 
isolate collection and enrollment into special studies.  Surveillance 
ñfatigueò or operational problems are assessed using isolate 
shipping schedules, audit sensitivities, and the timeliness of the 
audit data being completed by set deadlines. 

 

Long-term Objective 1.1, Performance Measure 1 

Vaccination programs have made a major contribution to the elimination of many vaccine-
preventable diseases and significantly reduced the incidence of others. National 
recommendations provide guidance for use of vaccine to prevent or eliminate 17 vaccine-
preventable diseases. Nine of the 17 diseases currently vaccine-preventable are represented by 
this objective to reduce the incidence of indigenous cases of vaccine-preventable disease. The 
sub-objectives for Long-Term Objective 1.1 correspond to many of the diseases prevented by 
vaccine coverage objectives tracked in Long-Term Objective 1.2 which ensure that children age 
19 to 35 months are appropriately vaccinated.  

The ambitious 2010 targets for these sub-objectives are consistent with the Healthy People 
(HP) 2010 goals set prior to 2000. Some targets need to be reconsidered. For instance, tetanus 
is a non-infectious vaccine-preventable disease which is naturally occurring in the environment, 
thus a disease reduction goal of zero is not realistic, even with universal vaccination. The 
process for developing goals and targets for HP 2020 is in its very early stages progressing. 
The Healthy People goal review is process will initiate extensive program-level consideration of 
objectives and corresponding targets for the next decade. In cases in which the program is 
consistently not meeting its targets, consideration is given for how targets can be set more 
appropriately through the HP 2020 process.  

In 2006, 55 cases of measles were reported in the United States (U.S.). Thirty-one of these 55 
cases were classified as imported cases and 24 were classified as indigenous. In 2007, a total 
of 43 measles cases were reported in the U.S. of which 29 were classified as importations and 
14 were classified as indigenous (i.e. acquired in the U.S.). The HP 2010 and GPRA goal is 
indigenous measles cases, therefore, in 2007; the goal of less than 45 cases was achieved. 
Although the target for indigenous measles cases was exceeded in 2007, there are factors that 
make it unlikely that the target will be achieved or exceeded each year. The number of imported 
cases and the locations in which those cases occur greatly impact the number of indigenous 
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cases the majority of which are acquired (spread) from imported cases. The imported cases in 
2007 did not occur in areas with low vaccination coverage rates and thus there was very limited 
spread from the importations. Reaching the 2010 goal of zero cases may be unlikely for multiple 
reasons: 1) measles is still endemic in many parts of the world; 2) no vaccine, including MMR, is 
100 percent effective; and 3) some groups of persons in the U.S., including infants less than 12 
months and persons with severe immunocompromising conditions, are not recommended for 
vaccination. Until measles is eliminated globally, there continues to be a risk of measles 
transmission to U.S. residents. CDC will continue to work with state health departments and 
immunization partners to ensure high routine 2-dose MMR coverage and MMR vaccination of 
selected high-risk groups as defined by the Advisory Committee on Immunization Practices 
(ACIP). CDC will also continue to be a major partner in the global measles elimination initiative. 
Given the continued risk of measles transmission in the U.S., CDC subject matter experts will 
consider the above mentioned issues when setting the HP 2020 goal for measles.  

The Pan American Health Organization developed a comprehensive strategy in 2004 to 
eliminate rubella and Congenital Rubella Syndrome (CRS) from the Americas by 2010.  In 2004, 
the endemic transmission of rubella was declared eliminated from the United States. Countries 
have demonstrated progress toward the rubella and CRS elimination goal.  Of the 12 cases of 
rubella in the United States in 2007, six were associated with importation from another country.  
Though the sources for the remaining six cases were unknown, there is no evidence that 
endemic transmission continues in the United States.  Until rubella is eliminated from the 
Americas and other countries, rubella cases may be imported to the United States from 
international sources.  In light of this, the targets may be reconsidered as part of the HP 2020 
process. 

Haemophilus influenzae type B (Hib) ï conjugate vaccines for the prevention of Hib are highly 
effective. Hib is no longer the leading cause of meningitis among children younger than five 
years old in the United States. The number of possible cases reported increased was 196 cases 
in FY 2004,  226 cases in FY 2005, and 208 in 2006. The FY 2006 target of 150 cases remains 
unmet. In accordance with the HP 2010 goal, this measure includes both type b cases (for 
which vaccine would be effective) and those with unknown serotypes. The majority of these 
cases have unkown or missing serotype, so the total number of Hib cases is unconfirmed. 
Neither HP 2010 targets or PART/GPRA targets have been adjusted to account for cases with 
unknown serotype. Therefore, the actual number of Hib cases may be less than 150, and small 
changes in the number of possible cases should be interpreted with caution.  To address this 
issue of incomplete serotyping, CDC is working with state partners to provide technical 
assistance for enhanced Hib serotyping and to identify systematic errors in data transmission.   
As the program sets forth goals for the next decade through the HP 2020 process, Hib  
reduction targets and measures should be revised  to ensure that reductions in Hib disease are 
more clearly distinguishable. 

Long-term Objective 1.1, Performance Measure 2 

In 2007, there were 800 cases of mumps in the United States. Although this represents a 
dramatic drop in cases the target is unmet. The mumps disease targets were not met in FY 
2007 due to a large national mumps outbreak that began in December 2005 and peaked in 
2006 with 6,584 reported cases. During FY 2007, a higher number of mumps cases continued 
to be reported than before the 2006 outbreak likely due to higher awareness and enhanced 
surveillance, as well as a true increase in the number of cases as a consequence of the large 
outbreak. As a result of the 2006 outbreak, vaccination recommendations were modified in 2006 
to better define evidence of immunity, ensure routine two-dose vaccination for high risk adult 
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groups including college students and healthcare workers, and address additional vaccination 
needs for persons in outbreak settings. 

Surveillance activities have also been enhanced to encourage reporting of all confirmed and 
probable mumps cases.  Surveillance definitions for confirmed, probable and suspect mumps 
cases were revised by the Council for State and Territorial Epidemiologists (CSTE), in 
collaboration with CDC, in 2007 and the new definitions went into effect on January 1, 2008.  
CDC is currently involved in studies to assess the level of protection from mumps from one and 
two doses of measles, mumps and rubella (MMR) vaccine to better understand why the 2006 
outbreak occurred and use the information to prevent future outbreaks.  CDC is also working to 
develop better laboratory tests to reliably diagnose mumps, especially in vaccinated persons. 

Prior to FY 2004, there was some progress in mumps disease reduction - reflected by a two-
thirds reduction in cases from FY 1998 (666 cases) to FY 2003 (231 cases) meeting the 
reduction target that year of 250 cases. However, in FY 2004, the reduction target was 200 and 
the number of reported mumps cases was 258, thus CDC did not meet the disease reduction 
target for that year or for FY 2005. Studies conducted during a small mumps outbreak in Maine 
in 2005 and during the large 2006 mumps outbreak showed that two doses of mumps or MMR 
vaccine was 79 percent - 91 percent effective in preventing mumps with lower effectiveness (79-
88 percent) in settings of high exposure and transmission (college campuses). Thus, given the 
effectiveness of two doses of mumps vaccine and the continued risk of mumps importations, 
meeting the 2010 goal of zero indigenous cases may not be feasible.  Even if the U.S. is 
successful in achieving elimination of endemic transmission of mumps (not yet documented), 
importations of mumps will continue into the U.S. because only 58 percent of countries around 
the world use mumps vaccines and it is expected that some spread will occur from these cases. 
As a result of lessons learned during the 2006 mumps outbreak, CDC will also work with state 
health departments, and with laboratory, immunology and mumps disease subject matter 
experts to reassess the current mumps targets to determine if changes need to be made. 
Changes, if necessary, will be made in conjunction with the HP 2020 process. 

Long-term Objective 1.1, Performance Measure 3 

Pertussis (whooping cough) is a highly contagious, vaccine-preventable bacterial illness 
characterized by prolonged and severe cough. Although pertussis affects all age groups, 
complications and death are most frequently recognized among unvaccinated infants. The FY 
2007 target was to reduce the number of pertussis cases among children under seven years of 
age to 2,300.  The actual number of cases in this age group was 3,106.  Although the target 
was unmet, there was a 48 percent reduction in the number of cases in 2006 compared to 2005 
and 20 percent reduction in the number of cases in 2007 compared to 2006. Many cases occur 
among infants who are exposed to pertussis before they have received the complete series of 
vaccinations at 15-18 months. Introduction in 2006 of adolescent and adult versions of improved 
acellular pertussis vaccines combined with a tetanus and diphtheria booster (Tdap vaccine) 
provides new opportunities for reducing severe pertussis and its complications in all age groups 
in the U.S.  This measure and corresponding targets are consistent with HP 2010 goals.  The 
1998 baseline for this performance measure was 3,417; advances in disease surveillance and 
diagnostics for pertussis have dramatically increased the number of reported cases since the 
Healthy People 2010 target of 2,000 cases was set a decade ago.  A review of prior 
performance indicates that targets set a decade ago were possibly too ambitious and have not 
been adjusted to account for progress in diagnostics and disease surveillance.  CDC pertussis 
subject matter experts and infectious disease control partners will work to reconsider this goal. It 
is possible to adjust targets for HP 2020, but is it also important to consider whether or not this 
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performance measure, given performance to date, continues to be the best one to demonstrate 
progress in the prevention and control of pertussis.  

 

Measure FY Target Result 

Long Term Objective 1.2: Ensure that children and adolescents are appropriately vaccinated.  

1.2.1a: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 4 
doses DTaP vaccine. 
(Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
85% 

(Target Not Met) 

2006 90% 
85% 

(Target Not Met) 

2005 90% 
86% 

(Target Not Met) 

1.2.1b: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 3 
doses Hib vaccine. 
(Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 
90% 93% 

(Target Exceeded) 

2006 
90% 93% 

(Target Exceeded) 

2005 
90% 94% 

(Target Exceeded) 

1.2.1c: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 1 
dose MMR vaccine. 
(Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
92% 

(Target Exceeded) 

2006 90% 
92% 

(Target Exceeded) 

2005 90% 
92% 

(Target Exceeded) 

1.2.1d: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 3 
doses of hepatits B 
vaccine. (Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
93% 

(Target Exceeded) 

2006 90% 
93% 

(Target Exceeded) 
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Measure FY Target Result 

2005 90% 
93% 

(Target Exceeded) 

1.2.1e: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 3 
doses polio vaccine. 
(Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
93% 

(Target Exceeded) 

2006 90% 
93% 

(Target Exceeded) 

2005 90% 
93% 

(Target Exceeded) 

1.2.1f: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 1 
dose varicella vaccine. 
(Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
90% 

(Target Met) 

2006 90% 
88% 

(Target Not Met) 

2005 90% 
88% 

(Target Not Met) 

1.2.1g: Achieve or sustain 
immunization coverage of 
at least 90% in children 19- 
to 35-months of age for: 4 
doses of pneumococcal 
conjugate vaccine (PCV7). 
(Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
75% 

(Target Not Met but 
Improved) 

2006 90% 
68% 

(Target Not Met) 

1.2.2: Achieve or sustain 
immunization coverage of 
at least 90% in adolescents 
13 to 15 years of age for: 1 
dose of Td containing 
vaccine. (Output)  

2010 90% Sep 30, 2011 

2009 90% Sep 30, 2010 

2008 90% Sep 30, 2009 

2007 90% 
69% 

(Target Not Met but 
Improved) 

2006 Baseline 56.7% 
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Measure  Data Source  Data Validation  

1.2.1  Childhood data are collected through the National 
Immunization Survey (NIS) and reflect calendar years. 

The NIS uses a nationally 
representative sample and 
provides estimates of vaccination 
coverage rates that are weighted 
to represent the entire population, 
nationally, and by region, state, 
and selected large metropolitan 
areas.  The NIS, a telephone-
based survey, is administered by 
random-digit-dialing to find 
households with children aged 19 
to 35 months.  Parents or 
guardians are asked about the 
vaccines, with dates, that appear 
on the childôs "shot card" kept in 
the home; demographic and 
socioeconomic information is also 
collected. At the end of the 
interview with parents or 
guardians, survey administrators 
request permission to contact the 
child's vaccination providers.  
Providers are then contacted by 
mail to provide a record of all 
immunizations given to the child.  
Examples of quality control 
procedures include 100% 
verification of all entered data 
with a sub-sample of records 
independently entered. The 
biannual data files are reviewed 
for consistency and 
completeness by CDCôs National 
Center for Immunization and 
Respiratory Diseases, 
Immunization Services Division - 
Assessment Branch and CDCôs 
National Center for Health 
Statisticsô Office of Research and 
Methodology.   Random 
monitoring by supervisors of 
interviewers' questionnaire 
administration styles and data 
entry accuracy occurs daily.  
Annual methodology reports and 
public use data files are available 
to the public for review and 
analysis. 
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Measure  Data Source  Data Validation  

1.2.2 Since 2006, CDC has conducted the National 
Immunization Survey-Teen (NIS-Teen) to estimate 
vaccination coverage from a national sample of 
adolescents aged 13-17 years. The NIS-Teen data 
reported in 2007 were collected fourth quarter 2006. 
Vaccination coverage among adolescents will continue to 
be monitored annually. 

The NIS Teen Survey was 
initiated in FY 2006 and provides 
national level estimates of 
vaccination coverage for 13-17 
year old adolescents.  It follows 
the same methodology of the NIS 
except that it is conducted only in 
the fourth quarter of the year.  
The NIS Teen Survey may be 
expanded in FY 2008 to provide 
vaccination coverage estimates 
by state and selected large 
metropolitan areas.  In 2008, NIS-
Teen is collecting state and local 
data that will provide a larger 
sample size adequate for 
examining vaccination coverage 
by race/ethnicity, socioeconomic 
status, and geographic area. 

 

Long-term Objective 1.2, Performance Measure 1 

The Advisory Committee on Immunization Practices (ACIP) Recommended Childhood and 
Adolescent Immunization Schedule advises routine vaccination of children for the above 
diseases.  As childhood immunization coverage rates increase, cases of vaccine-preventable 
diseases decline significantly.  

The nation's childhood immunization coverage rates are at record high levels for most vaccines. 

 In 2007, the 90 percent coverage target has been exceeded for five of the seven 
routinely recommended childhood vaccines (Hib, MMR, hepatitis B and polio, and 
varicella).  Coverage with at least one dose of varicella vaccine reached 90 percent for 
the first time; rates have risen from 43 percent in FY 1998 to 90 percent in FY 2007.  
CDC/HHS and the ACIP recently made policy changes for the use of varicella 
(chickenpox) vaccine to include a recommendation for routine two-dose varicella 
vaccination of children over 12 months of age.  This new recommendation is expected to 
further reduce the number of cases and outbreaks of varicella in the U.S.  

 Vaccination coverage rates for existing vaccines are high, but each year a new cohort of 
children are born and the program must make the same efforts to assure the vaccination 
of these children as was needed with the preceding cohorts.  The 90 percent coverage 
goal is ambitious because as new vaccines are added to the childhood immunization 
schedule sustaining 90 percent vaccination coverage with vaccines recommended for 
some time while trying to achieving 90 percent coverage with vaccines recently 
recommended becomes increasingly difficult.  

 Nearly one million two-year olds in the U.S. have not received one or more of the 
recommended vaccines.  Even though coverage levels for immunized children by age 
two are high nationally, and in many states, pockets of need, or areas within each state 
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and major city where substantial numbers of under-immunized children reside, continue 
to exist. 

The target of 90 percent coverage was met in FY 2007 for all routinely recommended pediatric 
vaccines with the exception of pneumococcal conjugate vaccine (PCV7), and the fourth dose of 
Diphtheria-Tetanus-acellular Pertussis (DTaP). 

 The prevention of pneumococcal infections with PCV7 is becoming more important 
because of problems with treatment due to antibiotic resistance.  Coverage with (4) 
doses of PCV7 increased significantly from 68 percent in 2006 to 75 percent in 2007, a 
substantial increase since PCV7 was first recommended in 2000.   Please refer to the 
detailed discussion of PCV7 in the narrative for Long Term Objective 1.4, Performance 
Measure 1, regarding reduction of pneumococcal disease rates in children and older 
adults. 

 Coverage with (4) doses of DTaP has not changed during the past five years.  In FY 
2007, the coverage rate for (4) doses of DTaP vaccine continues to be 85 percent.  This 
goal continues to be difficult to achieve because it requires that the fourth dose be given 
to the child between 15 and 18 months of age. 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.  Coverage rates are 96 percent for 
the first three DTaP doses, but there is a drop-off for the fourth dose. 

To sustain current high coverage rates and increase coverage rates for vaccines that have not 
yet reached the 90 percent target, CDC provides funding, guidance, and technical assistance to 
state and local immunization programs so that they may conduct provider assessments, 
develop and utilize immunization information systems, utilize coverage assessment information 
from the National Immunization Survey, and provide education and training to both public and 
private immunization providers.  Vaccination coverage rates for children are assessed annually 
by the National Immunization Survey and results are released to the public. 
http://www.cdc.gov/media/pressrel/208/r080904.htm 

Long-term Objective 1.2, Performance Measure 2 

New vaccine recommendations warrant the addition of an adolescent component to the 
longstanding childhood immunization goal as fully vaccinating a child now extends to the 
adolescent years.  Beginning in 2005 and 2006, 11 and 12 year olds are recommended to 
receive three vaccines (tetanus, diphtheria, acellular pertussis [Tdap], meningococcal conjugate 
[MCV], and human papillomavirus [HPV] vaccines).  Initially, the program is only reporting 
performance for Td containing vaccine; however, performance for MCV and HPV will be 
reported in the near future.  Td-containing vaccines have been recommended for routine use 
among adolescents for well over five years.  This newly formulated booster vaccine Tdap is a 
replacement vaccine rather than a newly recommended vaccine. 

Consistent with the corresponding childhood measure in this goal, performance for newly 
recommended adolescent vaccines will be reported in GPRA five years after ACIP recommends 
the vaccine and data becomes available.  The performance reporting delay occurs because it 
takes time for the public and private sector immunization infrastructure to adjust to ensure 
program components are in place to implement the recommendation and assess vaccination 
coverage.  Also, new vaccine implementation is dependent upon state-level policy decisions 
that impact which vaccines will be available through the Section 317 immunization program at 
public health clinics.   

http://www.cdc.gov/media/pressrel/208/r080904.htm
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In 2007, vaccination coverage for adolescents aged 13 15 years increased significantly from 57 
percent in 2006 (baseline year) to 69 percent for at least one dose of Td containing vaccine.  

 

Measure FY Target Result 
Long Term Objective1.3: Increase the proportion of adults who are vaccinated annually against 
influenza and ever vaccinated against pneumococcal disease.  

1.3.1a: Increase the 
rate of influenza and 
pneumococcal 
vaccination in persons 
65 years of age and 
older to 90% by 2010: 
Influenza. (Output)  

2010 90% Jan 31, 2012 

2009 85% Jan 31, 2011 

2008 85% Jan 31, 2010 

2007 74% 
67% 

(Target Not Met but Improved) 

2006 74% 
64% 

(Target Not Met but Improved) 

2005 74% 
59.7% 

(Target Not Met) 

1.3.1b: Increase the 
rate of influenza and 
pneumococcal 
vaccination in persons 
65 years of age and 
older to 90% by 2010: 
Pneumococcal. 
(Output)  

2010 90% Jan 31, 2012 

2009 80% Jan 31, 2011 

2008 80% Jan 31, 2010 

2007 69% 
58% 

(Target Not Met) 

2006 69% 
57% 

(Target Not Met) 

2005 69% 
56.3% 

(Target Not Met) 

1.3.2a: Increase the 
rate of vaccination 
among non-
institutionalized high-
risk adults aged 18 to 
64 years to 60% by 
2010 for: Influenza. 
(Output)  

2010 60% Jan 31, 2012 

2009 40% Jan 31, 2011 

2008 40% Jan 31, 2010 

2007 32% 
36% 

(Target Exceeded) 

2006 32% 
34% 

(Target Exceeded) 

2005 32% 
25.3% 

(Target Not Met) 

1.3.2b: Increase the 
rate of vaccination 
among non-
institutionalized high-
risk adults aged 18 to 
64 years to 60% by 
2010 for: 
Pneumococcal. 

2010 60% Jan 31, 2012 

2009 35% Jan 31, 2011 

2008 35% Jan 31, 2010 

2007 22% 
24% 

(Target Exceeded) 
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Measure FY Target Result 

(Output)  
2006 22% 

23% 
(Target Exceeded) 

2005 22% 
22.6% 

(Target Exceeded) 

 

Measure  Data Source  Data Validation  

1.3.1 - 
1.3.2  

National Health 
Interview 
Survey (NHIS) 

NHIS is a cross-sectional household interview survey. Households chosen 
for interviews are a probability sample representative of the target 
population. The annual response rate is more than 90 percent of eligible 
households in the sample. NHIS has three modules: 1) The basic module 
remains largely unchanged from year to year and allows for trend analysis. 
Data from more than one year can also be pooled to increase the sample 
size for analytic purposes. The basic module contains a family core, a 
sample adult core, and a child core through which data are collected on the 
family unit and from one randomly selected adult and child. 2) Periodic 
modules collect more detailed information on some of the topics included in 
the basic module. 3) Topical modules respond to new data needs as they 
arise. Data are collected through a personal household interview conducted 
by staff employed and trained by the U.S. Census according to procedures 
delineated by CDC. Data are reviewed and analyzed extensively to ensure 
their validity and reliability. The survey sample is designed to yield estimates 
that are representative and that have acceptably small variations. Before the 
actual survey, cognitive testing is performed by CDCôs Questionnaire Design 
Research laboratory, and pretests are conducted in the field. Once 
collected, data are carefully edited, checked, and compared to data from 
earlier surveys and/or independent sources. Staff members calculate 
descriptive statistics and perform in-depth analyses, which result in feedback 
on the analytic usefulness of the data. 

 

Long-term Objective 1.3, Performance Measure 1 

During the past decade, vaccination coverage levels among older adults increased slightly as 
CDC implemented national strategies and promoted adult and adolescent immunization among 
healthcare providers and state and local governments.  Influenza vaccination coverage levels 
among the elderly have been stable with a slight increase from 64 percent in 1998 to 66 percent 
in the 2006-2007 influenza season.  Despite recent vaccine availability issues, the increase in 
vaccination coverage began to slow before 2000.  The plateau is not fully understood.  Because 
large gaps remain between existing coverage levels and some of the targets for subsequent 
years, CDC decided to maintain an influenza vaccination target of 74 percent for FY 2005 to FY 
2007.  The FY 2008 Presidents Budget request included additional funds to increase demand 
for influenza vaccine.  Therefore, CDC increased the target in FY 2008 to 85 percent coverage 
for influenza vaccination, which will continue into FY 2009.  The FY 2010 target of 90 percent is 
consistent with the Healthy People (HP) 2010 target set prior to 2000. 

As anticipated influenza vaccine supply has increased; as many as 146 million doses of vaccine 
were produced for use in the United States during the 2008-09 influenza season. This is an all-
time high supply of vaccine making it possible for more people than ever to seek protection from 
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the flu.  CDC and partners such as the National Influenza Vaccine Summit will continue to 
aggressively promote vaccination.  Healthcare provider recommendations for vaccination are 
very influential in an adultôs decision to receive influenza vaccine.  CDC, along with the National 
Influenza Vaccine Summit, will target educational and communication efforts to healthcare 
providers.  These efforts will include encouraging healthcare providers to recommend influenza 
vaccine to their patients and encouraging vaccination of healthcare providers, a recommended 
group with consistently low vaccine coverage.  Efforts will also be focused on eliminating 
disparities in coverage. 

The percentage of adults aged 65 years and over who had ever received a pneumococcal 
vaccination increased from 50 percent in 1999 to 58percent in 2007 (coverage was 57 percent 
in 2006) CDC has worked with the Centers for Medicaid and Medicare Services to raise the 
reimbursement rate for influenza and pneumococcal vaccines.  Similar challenges apply to 
pneumococcal vaccination in adults as for influenza vaccination.  Because large gaps remain 
between existing coverage levels and some of the targets for subsequent years, CDC decided 
to maintain the same targets for FY 2005, 2006 and 2007 for pneumococcal vaccination in this 
age group.  However, due to an anticipated increase in aggressive vaccine promotion efforts, 
CDC raised the FY 2008 goal to 80 percent, which will continue into FY 2009.  The FY 2010 
target of 90 percent is consistent with the HP 2010 target set prior to 2000. 

During the reporting of FY 2007 data for this measure it was determined that prior performance 
reports for 2003, 2005 and 2006, in the performance appendix about the vaccination of older 
adults age 65 and older were based on National Immunization Survey data rather than the 
National Health Interview Survey.  The previously reported data has been adjusted because the 
National Health Interview Survey is, and has been for some time, the approved data source for 
this performance measure.  Prior reporting was corrected to ensure that the adult immunization 
performance narrative about data analysis and trends is consistent and accurate. 

Long-term Objective 1.3, Performance Measure 2 

The Advisory Committee on Immunization Practices (ACIP) Recommended Adult Immunization 
Schedule advises vaccination for influenza for adults at high risk of complications each year and 
pneumococcal vaccination for those persons at high risk.  Current levels of coverage among 
adults vary widely among different age, risk, and racial and ethnic groups.  High-risk adults aged 
18 to 64 years may not have insurance coverage for influenza and pneumococcal vaccines, 
may make fewer visits for preventive care, and may not recognize influenza and pneumococcal 
vaccination recommendations.  Persons with high-risk conditions, such as heart disease and 
diabetes, remain at increased risk from these diseases.  

The estimated influenza vaccination coverage for non-institutionalized persons 18-64 years with 
high-risk conditions increased from 34 percent in 2006 to 36 percent in 2007 and, the estimated 
pneumococcal vaccinations coverage increased from 23 percent in 2006 to 24 percent in 2007.  
CDC has been working with partner groups to increase awareness of influenza and 
pneumococcal vaccination recommendations among healthcare providers and the public.  

The Centers for Disease Control and Prevention (CDC) sponsored National Influenza 
Vaccination Week December 8-14, 2008. This event is designed to highlight the importance of 
continuing influenza (flu) vaccination, as well as foster greater use of flu vaccine through the 
months of November, December and beyond.  Extending the influenza vaccination season 
beyond November is one strategy for increasing the number of vaccinated adults. 
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Measure FY Target Result 

Long Term Objective 1.4: Protect Americans from infectious disease ï pneumococcal.  

1.4.1a: By 2010, 
reduce the rates of 
invasive pneumococcal 
disease in children 
under 5 years of age to 
46 per 100,000 and in 
adults 65 years and 
older to 42 per 
100,000: Children 
under 5 years of age. 
(Outcome)  

2010 46.0 Dec 31, 2011 

2009 46.0 Dec 31, 2010 

2008 46.0 Dec 31, 2009 

2007 47.0 
21.9 

(Target Exceeded) 

2006 47.0 
20.8 

(Target Exceeded) 

2005 Baseline 21.3 

1.4.1b: By 2010, 
reduce the rates of 
invasive pneumococcal 
disease in children 
under 5 years of age to 
46 per 100,000 and in 
adults 65 years and 
older to 42 per 
100,000: Adults 65 
years and older. 
(Outcome)  

2010 42.0 Dec 31, 2011 

2009 42.0 Dec 31, 2010 

2008 42.0 Dec 31, 2009 

2007 45.0 
39.2 

(Target Exceeded) 

2006 47.0 
40.5 

(Target Exceeded) 

2005 Baseline 38.8 

 

Measure  Data Source  Data Validation  

1.4.1  The Active Bacterial Core surveillance (ABCs)/Emerging 
Infections Program Network 

The data are collected by 10 
states through active contact with 
all clinical laboratories in 
population catchment areas; the 
data are sent to CDC monthly for 
review, editing and cleaning.  
States conduct regular audits for 
missed cases either monthly or in 
some cases bi-yearly.   
Pneumococcal isolates are 
collected and serotyped validated 
at three quality-controlled 
reference laboratories. 

 

Long-term Objective 1.4, Performance Measure 1 

This data indicate that CDC currently is reaching disease reduction targets.  In 2000, the first 
pneumococcal conjugate vaccine (PCV7) that was licensed and introduced for use in children in 
the U.S. In the years since licensure, the incidence of invasive pneumococcal disease in 
children under 5 years dropped dramatically from the prelicensure rates of ~87/100,000 in 1998 



PE R F OR MA NC E  DE T A IL  
IN FE CT IO US  D IS E A S E S  

I MMU N IZ A T ION  A ND  RE S P IR A T OR Y  D IS E A S E S  

FY 2010 CDC ONLINE PERFORMANCE APPENDIX  
SAFERȚHEALTHIERȚPEOPLEÊ 

19 

and 1999. Active surveillance for invasive pneumococcal disease, carried out by the CDCôs 
Active Bacterial Core surveillance (ABCs) of the Emerging Infections Program Network, 
demonstrated dramatic declines in disease starting almost immediately after PCV7 was 
introduced. In addition, because of reduced pneumococcal transmission, marked decreases in 
invasive pneumococcal disease have been demonstrated among all adult age groups, including 
those 65 years of age and older.  For every case of invasive pneumococcal disease prevented 
through direct vaccination, an additional case was prevented among unvaccinated persons.  

Monitoring the effects of vaccination after licensure addresses large populations and high risk 
groups that are often excluded from clinical trials, and reflects the practical realities of 
immunization delivery.  ABCs monitoring demonstrated that PCV7 reduced racial disparities in 
invasive pneumococcal disease and decreased the incidence and prevalence of drug resistant 
pneumococcal infections in the general population.  Studies now demonstrate that the full 
benefits and cost-effectiveness of PCV-7 greatly exceed those estimated at the time national 
recommendations for childhood vaccination were made in 2000.  Before it was licensed, PCV7 
was known to be highly efficacious among fully vaccinated infants, protecting against invasive 
pneumococcal disease caused by vaccine-types.  At the same time, the immunization program 
faced early challenges for the implementation of this vaccine. 

 The vaccine was considered expensive at the time of introduction; incorporating PCV7 
into the childhood schedule effectively doubled the cost of routine infant and childhood 
immunization. 

 Soon after routine recommendations were issued, the supply of PCV7 was inadequate 
to meet demands. Interim recommendations for use of the vaccine according to partial 
schedules were issued. CDC worked with the vaccine manufacturer, Advisory 
Committee on Immunization Practices (ACIP), and professional organizations to 
promote optimal and equitable use of vaccine during those times of shortage.  It should 
be emphasized that the disease reductions experienced in the U.S. occurred despite 
these vaccine shortages. 

Vaccine supply is now adequate. However, challenges remain.  A small increase in disease 
caused by strains not covered by the pneumococcal conjugate vaccine has been detected in the 
U.S., and CDC is monitoring trends in these strains.  Pneumococcal conjugate vaccines that 
include additional pneumococcal strains not covered by PCV7 are being developed and once 
they progress to licensure, should they be recommended for widespread use, the program 
would reset the disease reduction targets for this goal. Monitoring invasive pneumococcal 
disease and antimicrobial resistance trends before, during, and after introduction new vaccines 
remains critical. 

 

Measure FY Target Result 

Long Term Objective 1.5: Improve vaccine safety surveillance.  

1.5.1: Improve capacity 
to conduct 
immunization safety 
studies by increasing 
the total population of 
managed care 
organization members 

2010 10,000,000 Jun 30, 2011 

2009 10,000,000 Jun 30, 2010 

2008 10,000,000 Jun 30, 2009 

2007 10,000,000 
9,000,000 

(Target Not Met) 



PE R F OR MA NC E  DE T A IL  
IN FE CT IO US  D IS E A S E S  

I MMU N IZ A T ION  A ND  RE S P IR A T OR Y  D IS E A S E S  

FY 2010 CDC ONLINE PERFORMANCE APPENDIX  
SAFERȚHEALTHIERȚPEOPLEÊ 

20 

Measure FY Target Result 

from which the Vaccine 
Safety Datalink (VSD) 
data are derived 
annually to 13 million 
by 2010. (Output)  

2006 10,000,000 
9,000,000 

(Target Not Met) 

2005 10,000,000 
9,000,000 

(Target Not Met but Improved) 

 

Measure  Data Source  Data Validation  

1.5.1  Vaccine Safety Datalink 
(VSD) 

Annual reports and other published information from the 
VSD-participating managed care organizations.  
Vaccine Safety Datalink (VSD) is a collaboration  between 
CDC and eight managed care organizations (MCOs): Group 
Health Cooperative Center (Seattle, Washington), Harvard 
Pilgrim Health Care (Boston, Massachusetts), Health 
Partners Research Foundation (Minneapolis, Minnesota), 
Kaiser Permanente Colorado (Denver, Colorado), Kaiser 
Permanente Northwest (Portland, Oregon), Marshfield Clinic 
Research Foundation (Marshfield, Wisconsin), Northern 
California Kaiser Permanente (Oakland, California), and 
Southern California Kaiser Permanente Health Care Plan 
(Los Angeles, California).   
The VSD was established in 1990 to improve the evaluation 
of vaccine safety through the use of active surveillance and 
epidemiological studies. Annual reports and other published 
information from the VSD 

 

Long-term Objective 1.5, Performance Measure 1 

Vaccine Safety Datalinks (VSD) is a collaboration between CDC and eight managed care 
organizations (MCOs): Group Health Cooperative Center (Seattle, Washington), Harvard Pilgrim 
Health Care (Boston, Massachusetts), Healthpartners Research Foundation (Minneapolis, 
Minnesota), Kaiser Permanente Colorado (Denver, Colorado), Kaiser Permanente Northwest 
(Portland, Oregon), Marshfield Clinic Research Foundation (Marshfield, Wisconsin), Northern 
California Kaiser Permanente (Oakland, California), and Southern California Kaiser Permanente 
Health Care Plan (Los Angeles, California).  The VSD was established in 1990 to improve the 
evaluation of vaccine safety through the use of active surveillance and epidemiological studies. 
The VSD provides comprehensive medical and immunization histories for more than 9.1 million 
people annually, which is three percent of the U.S. population. 

The VSD has been used to demonstrate associations between intussusception following 
Rotasheild vaccination and the risk of seizures following measles, mumps, rubella (MMR) or 
whole-cell pertussis vaccine. Another valuable contribution of VSD is that it provides a rapid 
cycle analysis mechanism that can make preliminary assessments of vaccine safety concerns 
more rapidly than formal studies. This sequential monitoring method is currently being used to 
study vaccine safety concerns about rotavirus and intussusception, meningococcal conjugate 
vaccine and Guillain-Barre syndrome, the safety of human papillomavirus vaccine and seasonal 
influenza virus vaccines. In addition, VSD is also being used to analyze a potential vaccine 
safety signal of febrile seizures following combination measles-mumps-rubella, and varicella 
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vaccine (MMRV). In February 2008, VSD released preliminary results of a study on MMRV that 
found a slightly higher risk for seizures on day 7-10 after MMRV compared to MMR vaccine and 
varicella vaccine administered separately but at the same visit. CDC continues to investigate 
this association.  

Since 2005 a total population of nine million has been achieved. However, the performance 
target of 10 million has not yet been met due to challenges with increasing populations in large-
linked databases which is contingent on cooperating entities, resources, and technologies. 
However, in FY 2008, VSD began collecting adult data at seven sites which increased the study 
population. Expanding the number of participating managed care organizations is another 
strategy that would enable VSD to increase the percentage of the U.S. population represented 
in VSD and help to reach the performance target. During the FY 2010 budget and performance 
processes, this performance target will be re-evaluated and possibly changed.  
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Pandemic Influenza 

Measure FY Target Result 

Long Term Objective 1.6: Protect Americans from infectious diseases ï Influenza.  

1.6.2: Increase the 
percentage of 
Pandemic Influenza 
Collaborative 
Agreement grantees 
(SLTTs) that meet the 
standard for 
surveillance and 
laboratory capability 
criteria. (Output)  

2010 80% Dec 31, 2010 

2009 70% Dec 31, 2009 

2008 50% 
65% 

(Target Exceeded) 

2007 Baseline 32% 

 

Long-term Objective 1.6, Performance Measure 2 

The measure demonstrates integrated state and local improvements in preparedness and 
response planning for an influenza pandemic by identifying the extent to which Public Health 
Emergency Preparedness (PHEP) Cooperative Agreement grantees meet high priority 
standards in surveillance and laboratory capability planning. The target for FY 2008 (50 percent) 
used an improvement of 18 percent from the FY 2007 baseline of 32 percent as a foundation.  

CDC is working extensively with grantees to provide and encourage technical assistance and 
other strategies to help them strengthen preparedness and response to influenza pandemics. 
Influenza pandemics pose a sustained threat of serious illness and death that can spread 
rapidly and simultaneously throughout the United States. CDC is responsible for monitoring and 
assessing public health components of grantee operation plans that help protect communities 
and minimize the impact of infection as much as possible. The performance measure will 
directly assess states and local communities in regard to ongoing improvement of their 
surveillance and laboratory capability. 
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HIV/AIDS, Viral Hepatitis, STD, and TB Prevention  

Measure FY Target Result 

2.E.1: Increase the 
efficiency of core 
HIV/AIDS 
surveillance as 
measured by the 
cost per estimated 
case of HIV/AIDS 
diagnosed each 
year. (Efficiency)  

2010 $650 Dec 31, 2011 

2009 $775 Dec 31, 2011 

2008 $840 Dec 31, 2010 

2007 $870 Dec 31, 2009 

2006 $940 
$882 

(Target Exceeded) 

2005 Baseline $887 

 

Measure  Data Source  Data Validation  

2.E.1  HIV/AIDS Reporting System (HARS) is used to collect 
state HIV and AIDS data, financial assistance 
information is drawn from administrative records. 

CDC conducts validation and 
evaluation studies of data 
systems which track AIDS 
deaths and HIV diagnosis to 
determine the quality of data 
generated by them. 

 

Efficiency Measure 2.E.1: 

CDC provides financial and technical support to all state health departments, which have the 
legal authority for mandating and defining processes for reporting of medical conditions, to 
produce HIV and AIDS surveillance data.  These data are used by states to guide their 
prevention programs.  At the national level these data are used to guide allocations of funding 
for HRSA-funded care and treatment programs and the Housing Opportunities for People with 
AIDS program supported by HUD.  CDC uses HIV/AIDS surveillance data to identify populations 
most at risk and to guide prevention efforts.  

However, while national data are available for AIDS cases, national data are not yet available 
on HIV infections. This is because states have historically used several different methods for 
collecting data on HIV infection: name-based, code-based, or name-to-code.  In 2005, CDC 
recommended that all states and territories adopt confidential, name-based surveillance 
systems to report HIV infections.  By April 2008, all states have implemented name-based HIV 
surveillance. 

To monitor trends in the epidemic at a national level, CDC analyzes data from states with 
mature, confidential, name-based HIV surveillance systems. The number of states included in 
this analysis has risen over the years, as additional states have adopted confidential, name-
based HIV surveillance methods, and as those systems are implemented and stabilize.  

This measure reflects efficiencies that are being achieved in HIV surveillance nationally.  
Because CDC historically provided technical and financial support to HIV and AIDS surveillance 
systems regardless of the type of reporting used, funds allocated to states to conduct core case 
surveillance are not anticipated to rise dramatically even while more states report data in a 
format CDC can utilize.  Additional efficiencies might also be achieved as surveillance systems 
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work to accommodate increased reports of HIV resulting from widespread implementation of 
HIV screening. 

In 2003, 32 states had sufficiently mature and stable HIV data to include in CDCôs analysis of 
trends.  Approximately 32,000 cases of HIV/AIDS were estimated to have been diagnosed in 
those states in 2003.  The cost per estimated diagnosed case (adjusted to 2005 dollars) was 
$1,357 that year.  By 2005, the addition of New York to the analysis increased the number of 
estimated cases yearly by almost 5,000, thereby increasing the proportion of the national 
epidemic represented in the surveillance figures.  In 2006, funding for HIV/AIDS case 
surveillance was increased slightly to help states with the transition to name-based HIV 
surveillance.  Consequently, efficiency gains were less than in previous years.  In the coming 
years, CDC anticipates that additional states will have sufficiently mature systems so that they 
may be included in the analysis.  
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Domestic HIV/AIDS Prevention 

Measure FY Target Result 

Long Term Objective 2.1: Decrease the annual HIV incidence rate.  

2.1.1: Decrease the 
annual HIV 
incidence. 

1
 

(Outcome)  

2010 N/A N/A 

2006 Baseline 56,300 

2.1.2: Decrease the 
number of pediatric 
AIDS cases.

2 
(Outcome)  

2010 <75 Nov 30, 2011 

2009 <75 Nov 30, 2010 

2008 <75 Nov 30, 2009 

2007 <100 
28 

(Target Exceeded) 

2006 <100 
38 

(Target Exceeded) 

2005 N/A 
53 

(Target Not In Place) 

2.1.3: Reduce the 
black:white rate ratio 
of HIV/AIDS 
diagnoses. 
(Outcome)  

2010 8.2:1 Nov 30, 2011 

2009 8.2:1 Nov 30, 2010 

2008 8.4:1 Nov 30, 2009 

2007 8.4:1 
8.51:1 

(Target Not Met) 

2006 8.71:1 
8.88:1 

(Target Not Met) 

2005 N/A 8.71:1 

2.1.4: Reduce the 
Hispanic:white rate 
ratio of HIV/AIDS 
diagnoses. 
(Outcome)  

2010 3.3:1 Nov 30, 2011 

2009 3.3:1 Nov 30, 2010 

2008 3.4:1 Nov 30, 2009 

2007 3.4:1 
3.46:1 

(Target Not Met) 

2006 3.5:1 
3.49:1 

(Target Exceeded) 

2005 N/A 3.53:1 

2.1.5: Increase the 
number of states 
with mature, name-
based HIV 
surveillance 
systems. (Output)  

2010 46 Nov 30, 2011 

2009 37 Nov 30, 2010 

2008 35 Nov 30, 2009 

2007 34 
34 

(Target Met) 

2006 33 
33 

(Target Met) 
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Measure FY Target Result 

2005 N/A 33 

2.1.6: Increase the 
percentage of HIV 
prevention program 
grantees using 
Program Evaluation 
and Monitoring 
System (PEMS) to 
monitor program 
implementation. 
(Output)  

Out-Year 
Target 

90% (2011) N/A 

2010 90% Oct 31, 2011 

2009 65% Nov 30, 2010 

2008 45% Nov 30, 2009 

2007 20% 
67% 

(Target Exceeded) 

2006 Baseline 0 

2.1.7: Increase the 
number of evidence-
based prevention 
interventions that are 
packaged and 
available for use in 
the field by 
prevention program 
grantees. (Output)  

2010 20 Jan 31, 2011 

2009 20 Jan 31, 2010 

2008 18 Nov 30, 2009 

2007 15 
16 

(Target Exceeded) 

2006 N/A 14 

2005 N/A 14 

2.1.8: Increase the 
number of agencies 
trained each year to 
implement Diffusion 
of Effective Behavior 
Interventions 
(DEBIs). (Output)  

2010 1,500 Nov 30, 2011 

2009 1,100 Feb 28, 2010 

2008 1,100 
980 

(Target Not Met) 

2007 1,100 
1,147 

(Target Exceeded) 

2006 N/A 
987 

(Target Not In Place) 

2005 N/A 
1,114 

(Target Not In Place) 
1
 Measure 2.1.1 is a long-term outcome measure for which targets can be set only after three years of trend data are established; therefore, the first 

year for which a target will be set is FY 2011. 
2
 Measure 2.1.2 Original baseline is 241 cases in 1998. 

 

 

Measure  Data Source  Data Validation  

2.1.1  HIV/AIDS Incidence Surveillance in 
25 states 

CDC conducts validation and evaluation studies of 
the data systems which monitor HIV incidence to 
determine the quality of data generated by them.  
The first national estimates will be generated from 
those areas with fully operational data collection 
systems.  These areas are: Alabama, Arizona, 
California (3 sites), Colorado, Connecticut, DC, 
Florida, Illinois, Indiana, Louisiana, Massachusetts, 
Michigan, Mississippi, North Carolina, New Jersey, 


