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· Goal: To monitor and evaluate Centers for Disease Control and Prevention (CDC)-funded HIV prevention programs. The HIV prevention programs include a range of activities for persons with HIV and persons at risk for HIV infection, including but not limited to, HIV testing, Partner Services, linkage to HIV medical care and treatment, and referral and provision of HIV pre-exposure prophylaxis (PrEP)and post exposure prophylaxis (PEP) services.
· Intended use of data: The data will be analyzed to produce multiple evaluation reports and other data products for stakeholders (e.g., Congress, the White House, State Health Departments, and the public).  These reports and other data products will be used to help make funding decisions, better target resources and efforts, improve service delivery, make HIV prevention more effective, and ensure fiscal accountability and efficient use of federal dollars.
· Methods to collect data: Recipients of CDC HIV Prevention funding will report data on all HIV prevention programs funded by CDC.  Test or client-level data will be submitted through a CDC-approved data system. Each recipient will be provided with access to the reporting systems.
· Subpopulation to be studied: CDC-funded HIV prevention programs. 
· How data will be analyzed: Funded recipients will report all required data; no sampling is involved.  Data will be analyzed in multiple ways, including descriptive statistics (e.g., number of HIV tests performed), by comparing recipients’ outcomes to national goals and determining trends over time.



Section A.	Justification  
1. Circumstances Making the Collection of Information Necessary
The Centers for Disease Control and Prevention (CDC)requests a revision to OMB approved data collection 0920-0696 (expiration date 1/31/2028) entitled, “National HIV Prevention Program Monitoring and Evaluation (NHM&E),” for a period of 3 years. 
In 2019, the Ending the HIV Epidemic: A Plan for America initiative was launched. The purpose of the initiative is to reduce new HIV infections in the United States by 90% by 2030 through targeted prevention, diagnosis, treatment and response activities. The CDC’s Division of HIV Prevention (DHP) works closely with national, state, and local partners to ensure that 1) HIV testing is accessible; 2) persons with HIV are diagnosed, linked to care, and have access to the support services they need to become and stay virally suppressed; and 3) persons at risk for HIV infection have the prevention information and tools needed to protect themselves from infection.
To ensure adequate HIV prevention services, the CDC currently funds HIV prevention programs in most of the 50 states, District of Columbia, U.S. territories (Puerto Rico, U.S. Virgin Islands and the six Pacific Island territories), 7 city health departments (Baltimore, Chicago, Houston, Los Angeles, New York City, Philadelphia, and San Francisco), and approximately 112 community-based organizations (CBOs) through cooperative agreements. The number of CBO recipients varies over time, and some recipients may be funded under more than one Notice of Funding Opportunity (NOFO) announcement. 
This Information Collection Review (ICR) covers the collection of standardized program monitoring and evaluation data from health departments (HDs) and CBOs funded by CDC (either directly funded or indirectly funded through health departments funded by CDC), under NOFO announcements that include implementation of HIV prevention programs. This ICR also covers data collection for special program monitoring and evaluation projects that provide additional funding for expanded data collection using the approved variables. This collection of standardized data is necessary to monitor and evaluate the performance of HIV prevention programs by CDC-funded organizations. The data collection includes HIV test or client-level and aggregate-level and qualitative data from a range of HIV prevention program activities for persons with HIV and persons at risk for HIV infection, including but not limited to, HIV testing, Partner Services, linkage to HIV medical care and treatment, and referral and provision of PrEP and PEP services. These data are collectively referred to as “National HIV Prevention Program Monitoring and Evaluation (NHM&E)” data (Attachments 3A and 3B).
The NHM&E data consist of standardized variables which include service-level information about program processes (e.g., who delivered what to whom, how many, where, and when) and client-level information (e.g., demographics, linkage to HIV medical care and treatment, referrals to and provision of essential support services). The NHM&E data collection is designed to help HDs, CBOs, and CDC monitor and evaluate funded HIV prevention programs and activities, ultimately aiding in the development, delivery, and refinement of effective HIV prevention interventions. These data are also used to report key program performance indicators to the CDC, demonstrating the effectiveness of implemented programs in achieving their stated goals.
Without NHM&E data, CDC would be unable to determine what is being done with the funding it provides to HIV prevention programs, what populations are being served, what services are being provided, or which programs are having the most effect in preventing HIV. Without proper accounting, CDC would be unable to demonstrate to its stakeholders the appropriate use of public funds or provide transparency regarding the programs it funds.
Collection of NHM&E data has been OMB approved since 2005 for CDC-funded HIV prevention programs implemented by HDs (currently n=59) and CBOs (currently n=112) funded through CDC’s flagship and other NOFOs. 
The revision of the currently approved ICR is intended to accommodate the new reporting requirements for CDC’s newest HIV prevention program cooperative agreement (CDC-RFA-PS-24-0047), comply with OMB’s SPD-15 directive and Executive Orders, and meet the program monitoring and evaluation needs of CDC-funded HIV prevention programs. Collection of these data is authorized under Section 306 of the Public Health Services Act [42 U.S.C. 242(k)] (Attachment 1). 
2.	Purpose of Use of the Information Collection 
The NHM&E data variables provide a comprehensive, yet parsimonious, standardized set of program data essential for monitoring and evaluating national HIV prevention programs. All HDs and CBOs funded under CDC HIV prevention program cooperative agreements collect and submit NHM&E data to CDC. 
The NHM&E data are used for the following: 
· Monitoring and evaluating national HIV prevention programs 
· Improving HIV prevention programs
· Calculating performance indicators
· Accountability reporting to Congress, the Executive Branch, and other HIV prevention program stakeholders
· Informed decision-making about funding and HIV prevention
· Providing CDC feedback to recipient programs to help address implementation challenges and to improve program service delivery 
Monitoring and evaluating CDC-funded HIV prevention programs is essential for strengthening CDC's overall oversight of HIV prevention efforts. Therefore, it is important to collect accurate and reliable data on program processes and outcomes. Collection and analysis of standardized NHM&E data allow CDC to track program activity, identify best practices, and assist recipients in redesigning interventions that do not accomplish stated goals, at both local and national levels.
CDC also uses NHM&E data to calculate program performance indicators. CDC routinely reports key program performance indicators to ensure accountability during the budget process. These indicators measure how well recipients provide prevention services and the results of their activities. Both CDC and recipients use these indicators to show that the funded prevention programs are effective in meeting their stated goals for preventing HIV. 
	CDC has analyzed previous NHM&E data, sometimes in combination with HIV surveillance and research data, for the following purposes:
· Publish annual reports on HIV testing at the national and jurisdiction levels, including HIV positivity rates.
· Disseminate rapid feedback reports to the recipients showing progress toward meeting goals and objectives, recipient comparison to national averages, and recipient comparison to other recipients.
· Publish peer-reviewed articles on HIV testing for population groups with a higher burden of HIV infection.
· Assess jurisdiction-level CDC HIV budget allocations with respect to populations with higher burdens of HIV infection. 
· Identify gaps in provision of HIV prevention services. 
· Respond to data requests from Congress, the Executive Branch, HIV researchers, and other stakeholders.
· Assess the extent to which HIV prevention programs have reached populations with a higher burden of HIV infection.
· Highlight opportunities to strengthen collaboration among CDC, its prevention partners, and other federal agencies.
· Assess the annual performance of CDC and its recipients in meeting priority goals and objectives.

3. Use of Improved Information Technology and Burden Reduction 
All HDs and CBOs funded under CDC HIV prevention program cooperative agreements collect and submit NHM&E data to CDC through an approved CDC Data System. CDC is currently using EvaluationWeb® and REDCap for NHM&E data collection but will transition to One CDC Data Platform (1-CDP) in 2027. EvaluationWeb®, REDCap and 1-CDP are secure, browser-based software applications designed to provide the necessary mechanism for collecting and reporting standardized NHM&E data. HDs may use their own software system to collect NHM&E data and then upload the data or key-enter data directly into the CDC-approved data system. Each respondent will determine how data are collected. There are no required forms or other data collection instruments. Many recipients use their own data system and extract data in specified formats for upload into the CDC-approved data system.  Directly-funded CBOs are required to key-enter data directly into the CDC-approved data system. HDs and CBOs who enter data directly into the CDC-approved data system are provided a free, browser-based, secure electronic mechanism for collecting and reporting the standardized NHM&E HIV prevention program data. See Attachments 4A and 4B for screenshots of the EvaluationWeb®, and REDCap data entry systems for collecting NHM&E data, respectively. 
The EvaluationWeb® and 1-CDP software combine agency, program, and client data into one system. This integrated system reduces the burden of entering client data separately by program and allows for enhanced flexibility in monitoring and analyzing data across a range of HIV prevention activities. In addition, EvaluationWeb® and 1-CDP are set up by an administrator who specifies the type of funding received from CDC and other default information that automatically populates what appears on data entry screens to simplify data entry. Lastly, data variable business rules have been built into the EvaluationWeb® and 1-CDP software application to enhance the reliability and integrity of the data. These business rules establish interrelationships among variables and serve as system performance checks for accurate data entry. 
4. Efforts to Identify Duplication and Use of Similar Information 
[bookmark: _Hlk49940509]Efforts to identify duplication of NHM&E data include the assessment of existing or previously used HIV prevention data collection systems used by CDC, other federal agencies, HDs and CBOs. It should be noted that because the NHM&E data reporting requirements are specific to CDC-funded HIV prevention activities, the only possible duplication is if other federal or state organizations or entities are funding the same HIV prevention activities to be performed by the same recipients.
In addition to systems at CDC, we reviewed the Health Resources and Services Administration’s (HRSA) “Ryan White HIV/AIDS Program Client-Level Data Reporting System” (OMB 0906-0039, Exp. 09/30/2027). HRSA does not collect detailed HIV prevention program data and therefore, very few similarities were identified. 
Lastly, a review of the current OMB-approved CDC HIV data collections shows no other approved data collections for collecting program monitoring and evaluation data on CDC-funded HIV prevention programs currently being conducted by HDs and CBOs. 

5. Impact on Small Business or Other Small Entities
It is the usual and customary business practice of the recipient HDs and CBOs to gather and maintain HIV prevention program data during their routine provision of health and prevention services. Nonetheless, HDs and CBOs that receive CDC HIV prevention funding vary in size and capacity to collect and report NHM&E data. Some CBOs qualify as small businesses or other small entities. To minimize the time burden on the recipients submitting NHM&E data to CDC, the data submission is limited to twice yearly. Additionally, the EvaluationWeb® and 1-CDP software auto populates some information to reduce data entry burden. 
6. Consequences of Collecting the Information Less Frequently 
Funded HDs and CBOs will submit NHM&E data to the CDC twice yearly. The semiannual data collection is needed for HIV prevention program performance monitoring and evaluation. Less frequent data collection could result in a delay between the occurrence and the identification of program implementation problems. Less than semiannual data collection could result in the inability to identify and correct program problems early, which could result in costly program inefficiencies or deficiencies. It could also hinder the CDC in providing valuable technical assistance and corrective measures to the programs which, in turn, could result in decreased ability to prevent the spread of HIV. There are no legal obstacles to reducing the burden.
7.	Special Circumstances relating to the Guidelines of 
This request fully complies with the guidelines of 5 CFR 1320.5.
8.	Comments in Response to the Federal Register Notice and Efforts to Consult Outside the Agency
A 60-day notice to solicit public comments was published in the Federal Register, 11/21/2025, Volume 90, Number 223, pages 52672 – 52673 (Attachment 2A). During the 60-day public comment period (11/21/2025 to 1/20/2026), CDC received one substantive comment from the public regarding the proposed information collection. Attachment 2B is the response to the public comment. No changes were made to the data collection or estimated burden hours in response to the comment.
CDC developed the initial NHM&E data variables with extensive input from respondents (representatives from funded HDs and CBOs) including 10 state health departments, 2 city health departments, and 120 CBOs. Input was also received from the National Alliance of State and Local Health Departments and the National Alliance of State and Territorial AIDS Directors. Representatives from these stakeholder organizations continue to be informed about NHM&E data collection through routine phone calls, evaluation newsletters, and e-mail correspondence. Additional consultations, workshops, and web-conferences occur as needed. 
9. Explanation of Any Payment or Gift to Respondents
No payments or gifts will be provided to respondents.
10. Protection of the Privacy and Confidentiality of Information Provided by Respondents  
[bookmark: _Hlk174617409]The CDC Privacy Review Officer and the NCHHSTP IT Security Information System Security Officer (ISSO), have assessed this package for applicability of 5 U.S.C. § 552a, and determined that the Privacy Act does not apply to the overall information collection. Although HDs collect personal identifiers (e.g., name, address) from clients receiving HIV prevention services, these data collections are a standard part of their patient care processes. The Privacy Act is not applicable to the client-level data because the information becomes a part of the HDs’ already established record systems and its availability and use is limited to the provision of services at the local level. See Attachments 5A and 5B for the Privacy Impact Assessments.  
[bookmark: _Hlk174617282]All NHM&E data are covered by an Assurance of Confidentiality (AoC) (Attachment 6). An AoC is formal confidentiality protection for highly sensitive identifiable data authorized by Section 308(d) of the Public Health Service Act (PHSA) (42 USC 242m(d)). The AoC permanently protects information that can be used to distinguish or trace an individual’s or institution’s identity. The AoC also prevents release of information through “compelled disclosure” (e.g., subpoenas or FOIA requests).  The NHM&E data are also covered by state confidentiality laws.

[bookmark: _Hlk174617480]All funded HDs and CBOs under CDC HIV prevention program cooperative agreements submit NHM&E data to CDC through an approved CDC data system. CDC is currently using EvaluationWeb® and Research Electronic Data Capture (REDCap) for NHM&E data. EvaluationWeb® is a secure, browser-based software application designed to provide the necessary mechanism for collecting and reporting standardized, sensitive NHM&E data. In 2027, data submission will transition to 1-CDP, an internal CDC data system.
EvaluationWeb® resides outside the CDC network and is managed by Luther Consulting, LLC. Prior to gaining access to EvaluationWeb®, individuals must successfully authenticate their credentials through a process overseen by CDC and Luther Consulting, LLC. Luther Consulting, LLC enforces required access controls. All users of EvaluationWeb® must complete Electronic Authentication (e-authentication) Assurance Level 3 identity proofing requirements established by CDC. Once a user has completed e-authentication, they are issued a Secure Access Management System (SAMS) grid card and the completed authorization is transmitted to Luther Consulting via SAMS. Luther Consulting, LLC will only authorize accounts for individuals who have successfully completed the identity proofing process, who have been recommended by their appropriate jurisdiction, and have been authorized by the CDC program official. Users are assigned access levels based on their organizational role in the recipient jurisdiction. Once users have been granted access, they can access the system via the SAMS login portal using their SAMS issued grid card. The grid card provides a combination of letters and numbers that are unique to the user. Users are not permitted to share their SAMS issued grid card with anyone. Each user must have his or her own SAMS grid card. Users must also read and sign the rules of behavior for EvaluationWeb® on an annual basis to ensure they adhere to the requirements for use of the system.
Luther Consulting, LLC maintains configuration management of the EvaluationWeb® system by adhering to the System Baseline Configuration (SBC) established by CDC for all system servers. Changes to the system are managed by using the CDC Office of the Chief Information Security Officer (OCISO) Information System Change Management (ISCM) Standard Operating Procedures (SOP), which requires that all changes must be approved by OCISO prior to implementation into the production environment.  
EvaluationWeb® is hosted by Amazon Web Services (AWS) in US-East 1 which is rated FedRamp Moderate and inherits all security controls up to the application layer from AWS. The system uses AWS Loadbalancer which uses Transport Layer Security (TLS) 1.3 and accepts TLS 1.2 as required by CDC to encrypt the browser-to-browser connections. Encryption used by the EvaluationWeb® system includes column level SQL encryption (Microsoft CryptoAPI (CNG) FIPS 140-2 CertID# 2936) and uses the AWS Web Application Firewall to block outside counties and malicious traffic. All encryption used by the EvaluationWeb® system meets Federal Information Processing Standards (FIPS) 140-2 requirements as certified by the National Institute of Standards and Technology (NIST).
The EvaluationWeb® system has passed the full Security Assessment and Authorization Process and has authority to operate (ATO) until August 16, 2027 (Attachment 7A). This means that the system’s security measures meet the requirements of the NIST 800-53, HHS, and CDC. Aggregate-level and qualitative data will be collected through the REDCap system. REDCap is a secure web application designed to manage online data collection for research and/or operations. REDCap has both system-level and user-level security. To grant access to external users, a CDC program official must request access through the CDC REDCap User Access Request tool, prompting users to be e-authenticated through the SAMS federal information technology system. Users will then be added to the REDCap system which can be accessed through authenticated, password-protected logins. The project host must add each individual user to the project and can assign a data access group to each user. The data access group will allow users to only access and enter data assigned to their recipient group.
1-CDP is an internal CDC data system. Once users have been granted access, they can access the system via the SAMS login portal using their SAMS issued grid card as previously described. All 1-CDP users will complete Electronic Authentication Assurance Level 3 identity proofing requirements. Access to the 1-CDP system will be given by CDC.
1-CDP is classified as a High FIPS 199 system, with High/High/High assurance levels directed for Confidentiality, Integrity, and Availability. Most of 1-CDP’s controls are fully inherited from the Palantir Federal Cloud System – High and AWS GovCloud FedRAMP accreditation packages. 1-CDP adheres to FedRAMP High Rev. 5 security controls with Digital Identity Levels (DIL) of IAL3/FAL3/AAL3. 1-CDP uses TLS 1.2 throughout for Data-in-Transit encryption. AWS Key Management Service (KMS) Hardware Security Module is utilized to encrypt all data stored in AWS at the file level. Encryption keys are managed and auto rotated via policy with AWS KMS. All encryption used by 1-CDP meets Federal Information Processing Standards (FIPS) 140-3. 
The 1-CDP system has passed the full Security Assessment and Authorization Process and has authority to operate (ATO) until August 16, 2026 (Attachment 7B). 
While implementing HIV prevention programs, funded HDs and CBOs collect identifiable client information (e.g., name, address) to provide necessary prevention and care services (e.g., referral for medical care, case management). Information about clients is collected by the agencies as part of their routine data collection, and HD and CBO clients are informed of any consent required by the agency or state regulations. No individually identifiable information will be submitted to CDC. NHM&E data submitted into EvaluationWeb® and received by CDC will only be identified by a unique key that is linked to a funded agency and state. This key is maintained in EvaluationWeb® and the client key can only be re-linked to identifiers at the local level; CDC will not be able to link the key to any personal identifier. NHM&E data submitted into 1-CDP will only be identified by a unique key that is linked to a funded agency and state. No personally identifiable information will be entered into 1-CDP; neither CDC nor recipient programs will be able to link data to individuals.  Program data accessible by CDC will include “sensitive” information such as sexual behavior, HIV status, substance use, and client demographics; these data will be accessed only by authorized CDC analysts. 

11. Institutional Review Board (IRB) and Justification for 
Institutional Review Board (IRB) and Justification for Sensitive Questions 
The data collection and program evaluation were reviewed by the Associate Director of Science of the National Center for HIV/AIDS, Hepatitis, STD and Tuberculosis Prevention at CDC and were determined not to be human subjects research.  IRB approval is, therefore, not required.
	This data collection involves sensitive questions including questions about sexual behavior, HIV status, and substance use. These questions are needed to evaluate the effectiveness of CDC-funded HIV prevention programs. The information collected is confidential and will only be used for program purposes. The collection of these data are necessary for several reasons. First, HIV can be transmitted through sexual contact and sharing of HIV contaminated needles and syringes. Questions regarding sexual practices (e.g., male sex with men) and substance use (e.g., injection drug use) are necessary to assess HIV transmission risk among program clients and to determine if the interventions are reaching the intended populations at risk for HIV infection. Questions about substance use are also necessary because substance use is a significant barrier to HIV care. Collecting data on substance use allows assessment of the prevention programs’ success in linking individuals with substance use disorders to appropriate prevention and care services. Questions regarding HIV serostatus are necessary to determine if participants who test positive are successfully linked to medical care. Additionally, for HIV-negative clients, it is important to collect data on the uptake and adherence to HIV PrEP and PEP in order to evaluate the effectiveness of the funded prevention services.
To address the sensitivity of these questions and minimize psychological discomfort, the following safeguards are in place: 
· Clients of the funded HDs and CBOs are informed by the recipient organizations that their participation is voluntary, they may refuse to answer any specific question, and their refusal will not affect their eligibility for services.
· NHM&E data are protected by an Assurance of Confidentiality under Section 308(d) of the Public Health Service Act (42 U.S.C. 242m(d)). This assurance provides that identifiable information may be used only for the purpose for which it was supplied, unless the individual has consented to that disclosure. This protection prohibits the disclosure of identifiable information in response to any legal or administrative demand (e.g., subpoena) without the individual’s consent.
[bookmark: _Hlk174617638]This data collection also includes race and ethnicity questions, which may also be viewed as sensitive by some respondents. These data will be used to assess HIV prevention needs and reach among communities most affected by HIV. 
12. Estimates of Annualized Burden Hours and Costs 

A. Estimated Annualized Burden Hours

The estimated average annual burden for all data collection is 324,386 hours. Estimates for the number of annualized burden hours are shown in Table A.12-A. All HDs and CBOs funded under CDC HIV prevention program cooperative agreements collect and submit NHM&E data (Attachment 3A for HDs and most CBOs and Attachment 3B for CBOs funded under CDC-RFA-PS-22-2203) to CDC. There are currently 59 state, territorial, District of Columbia, and city HDs and 112 CBOs funded to provide HIV prevention services and collect NHM&E data. However, because the number of directly funded CBOs may vary per year, an estimated maximum of 150 CBOs (36 CBOs are funded under CDC-RFA-PS-22-2203) is used to calculate burden. The numbers in Table A.12-A are estimates because new NOFOs may alter the number and types of services provided. 
Each funded HD and CBO will submit HIV-test or client level data and each HD will submit aggregate level and qualitative data. We estimate that for each semiannual data submission, each HD (n=59) will spend approximately 460.5 hours searching the EvaluationWeb® or 1-CDP database for existing records, 462.5 hours gathering and maintaining the data, 462.5 hours completing the collection of records, and 25.5 hours reviewing the data prior to submission to CDC.  We also estimate that each HD will conduct 16 hours of data related training (e.g., confidentiality and computer security, use of the CDC-approved data system, evaluation principles, and use of data for program improvement). A total of 1,427 hours will be spent by HDs collecting the NHM&E data per semiannual response for a total of 168,386 burden hours annually.
We anticipate no difference in burden between CBOs funded under different funding announcements. We estimate that for each semiannual data submission, each CBO (n=150) will spend approximately 126 hours searching the EvaluationWeb® or 1-CDP database for existing records, 126 hours gathering and maintaining the data, 126 hours completing the collection of records, and 126 hours reviewing the data prior to submission to CDC.  We also estimate that each CBO will conduct 16 hours of data related training. A total of 520 hours will be spent by CBOs collecting the NHM&E data per semiannual response for a total of 156,000 burden hours annually.


Table A.12-A. Estimated Annualized Burden Hours
	 Type of Respondents
	

Form Name
	Number of Respondents
	Number of Responses per Respondent
	Average Burden per response (in hours)
	Total Burden
 Hours

	Health departments

	HIV testing & prevention services template
(Att 3A)
	59
	2
	1,427
	168,386

	Community-Based Organizations*
	HIV testing & prevention services template
(Att 3A)
	114
	2
	520
	118,560

	[bookmark: OLE_LINK3]Community-Based Organizations†

	HIV testing and prevention services template (Att 3B)
	36
	2
	520
	37,440

	Total
	
	
	
	
	324,386


* For all community-based organizations not funded under CDC-RFA-PS-22-2203
† For all community-based organizations funded under CDC-RFA-PS-22-2203
 
B. Annualized Cost to Respondent
The collection and reporting of NHM&E data are activities outlined in the HIV prevention NOFO announcements as part of the funded initiatives. It is the usual and customary business practice of recipients to gather and maintain HIV prevention program data and complete the collection of records. Since the collection of data is a routine and customary practice, recipients that collect NHM&E data should incur little or no net additional costs to respond to this data collection. Any expenses incurred in the collection and submission of NHM&E data, beyond the routine data collection required for HDs and CBOs to carry out their daily health service operations, are covered by CDC funding. 
The estimated average annual cost to recipients supported by CDC funding is $11,820,794.22. (Table A.12-B). The total cost for the three-year project is $35,462,382.66. For HDs, we used the 2024 U.S. Bureau of Labor Statistics Occupational Employment and Wage Statistics annual mean wage ($45.27 per hour and $94,160 per year) for the occupational category “Epidemiologists” to estimate the salary of HD staff who collect NHM&E data (https://www.bls.gov/oes/tables.htm ). For CBO staff, we used the 2024 annual mean wage ($26.91 per hour and $55,971 annual) for the occupational category “Community Health Workers” (https://www.bls.gov/oes/tables.htm). The total fully loaded burden for this collection is $23,641,588.44. 

Table A.12-B. Annualized Cost to Respondents

	Type of Respondents
	Number of Respondents
	

Form Name
	Number of Responses per respondent
	Average Burden per Response
(in hours)
	Hourly Wage Rate
	Total Respondent Cost
	Fully Loaded Burden Cost

	Health Departments 
	59
	HIV testing & prevention services template
(Att 3A) 
	2
	1427
	$45.27
	$7,622,834.22
	






$15,245,668.44

	Community-based organizations*
	114
	HIV testing & prevention services template
(Att 3A)
	2
	520
	$26.91
	$3,190,449.60 
	





$6,380,899.20

	Community-Based Organizations†

	36
	HIV testing and prevention services template for community-based organizations (Att 3B)
	2
	520
	$26.91
	$1,007,510.40 
	





$2,015,020.80 


	TOTAL $11,820,794.22
	

$23,641,588.44 



Source: https://www.bls.gov/oes/tables.htm 
* For all community-based organizations not funded under CDC-RFA-PS-22-2203
† For all community-based organizations funded under CDC-RFA-PS-22-2203


13. Estimates of Other Total Annual Cost Burden to Respondents and Record Keepers
There are no direct costs to respondents other than their time to participate in the data collection.

14. Annualized Cost to the Federal Government
The estimated average annual cost to the government is $1,037,816.00 (Table 14.A). The total cost for the three-year project is $3,113,448.00. The information collection described in this request is funded, coordinated and managed through cooperative agreements using funds budgeted for these purposes. The current CDC HIV prevention cooperative agreements are:  CDC-RFA-PS21-2102, CDC-RFA-PS22-2203 and CDC-RFA-PS24-0047. Additional costs to the federal government would be incurred if additional HIV prevention cooperative agreements were funded. 
Expenses will be incurred by CDC for training HD and CBO recipients, providing technical assistance, monitoring and analyzing the NHM&E data, and generating evaluation reports. Training for recipients on topics such as confidentiality and computer security, evaluation principles, and use of data for program improvement, is currently available online. It is expected that two CDC staff will oversee these trainings. These staff are expected to be at the GS-13 step 9 level (paid $68.31/hour) and will each spend approximately twenty-five percent of their time (520 hours each and 1040 hours total) annually to oversee the trainings. 
Technical assistance will be provided through e-mail and telephone by two CDC staff. The technical assistance providers are expected to be at the GS-13 step 9 level($68.31/hour) and will spend approximately twenty-five percent of working hours (520 hours each and 1040 hours total) providing technical assistance.
Monitoring, analyzing, and reporting the NHM&E data is projected to require expertise of two full-time data managers and six full-time data analysts. The data managers are each expected to be at the GS-13 step 5 level ($61.12/hour) and spend 100% of working hours (2080 hours each and 4,160 hours total) managing the data. The data analysts are expected to be at the GS-12 step 5 level ($51.40/hour) and will spend approximately 100% of working hours (2080 hours each and 12,480 hours total) analyzing the data.   
Table 14.A Annualized Cost to the Government*

	Employee Function
	Annual Burden 
(in hours)
	Hourly Wage Rate
	Annual Cost
	
Fully Loaded Annual Cost

	Training
	1,040
	$68.31
	 
$71,042.40 
	

	Technical Assistance
	1,040
	$68.31
	$71,042.40 
	

	Data Manager
	4,160
	$61.12
	$254,259.20 
	

	Data Analyst 
	12,480
	$51.40
	$641,472.00 
	

	TOTAL: $1,037,816.00
	$2,075,632.00 



* The base Federal General Schedule (GS) 2026 salary with Atlanta locality was used to calculate costs
Source: https://www.opm.gov/policy-data-oversight/pay-leave/salaries-wages/salary-tables/26Tables/html/ATL_h.aspx 

15. Explanation for Program Changes or Adjustments 
The revision of the currently approved ICR is intended to accommodate the new reporting requirements for CDC’s newest prevention program cooperative agreement (CDC-RFA-PS24-0047). Community-based organizations funded under CDC-RFA-PS-22-2203 will continue to collect the currently approved data elements (OMB No. 0920-0696, Exp. 01/31/2028, Attachment 3B). Attachment 3C shows all changes to the data collection from the currently approved ICR. In short, the revisions include the following: (1) additions and updates to Race and Ethnicity data collection, in alignment with OMB’s SPD–15 directives; (2) deletion and modification of variables in alignment with Executive Orders; (3) deletion and modification of PrEP-related variables in alignment with screening and eligibility recommendation changes; (4) inclusion of antiretroviral therapy, PEP, Mpox, tuberculosis, Hepatitis B, and modification of response options for Hepatitis C, Chlamydia, Gonorrhea, and Syphilis testing, treatment, and referral variables; (5) modification of variables and response options for Essential Support Services screening, determination, referral, and provision variables; and (6) addition of new jurisdiction-level aggregate and qualitative variables. 
There is a change in burden hours. A total of 204,498 burden hours per year were approved under the existing ICR (expires January 31, 2028); the burden hours have increased to 324,386—this is mostly due to a re-evaluation in the time required for funded CBOs to conduct data related activities. We anticipate no change in burden hours when moving data submission from EvaluationWeb® to 1-CDP.

16. Plans for Tabulation and Publication and Project Time Schedule 
	Analysis of NHM&E data is focused on evaluation of national HIV prevention programs, program improvement and responding to stakeholder inquiries (e.g., data requests from Congress and the Executive Branch). All these activities are currently in process for the NHM&E data in the previously approved ICR. We anticipate that HD and CBO recipients will begin collecting the revised NHM&E data elements within three months of OMB approval and will continue for three years. Data will be analyzed in multiple ways, including descriptive statistics (e.g., number of HIV tests performed), by comparing recipients’ outcomes to national goals and determining trends over time. It is not anticipated that complex analytical techniques will be used during analysis. 
Annual and semi-annual reports on the data are produced and may be published on the CDC website and disseminated to HD and CBO recipients and other stakeholders. Reports are also generated for quality assurance, comparison of planned activities or expenditures to actual activities or expenditures, data for calculating required performance indicators, contract monitoring, and assessing needs. These types of reports are available on the recipient, jurisdiction, or national level. NHM&E data might also be analyzed in conjunction with other DHP data (e.g., HIV surveillance data) for enhanced monitoring of the HIV epidemic. 

Table A16 Project Time Schedule

	Activity
	Beginning date
	Ending date

	OMB approval
	6 months after submission
	---

	Data collection of revised data elements 
	3 months after OMB approval
	3 years after OMB approval

	Data analysis 
	9 months after OMB approval
	Ongoing*

	Dissemination of evaluation results
	12 months after OMB approval
	Ongoing*


*The NHM&E data may be used on an ongoing basis to track trends 

17. Reason(s) Display of OMB Expiration Date is Inappropriate
Not applicable. 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]18. Exceptions to Certification for Paperwork Reduction Act (PRA) Submissions 5CFR 1320.3(h)(1)-(10)
There are no exceptions to the certification. 
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