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World Bank AIDS Prevention Trust Fund Act (Introduced in the Senate)
S 2033 1S
106th CONGRESS
2d Session
S. 2033
To provide for negotiations for the creation of a trust fund to be administered by the International Bank for
Reconstruction and Development or the International Development Association to combat the AIDS
epidemic.
IN THE SENATE OF THE UNITED STATES
February 3, 2000

Mr. KERRY (for himself and Mr. DURBIN) introduced the following bill; which was referred to the
Committee on Foreign Relations

A BILL
To provide for negotiations for the creation of a trust fund to be administered by the International Bank for
Reconstruction and Development or the International Development Association to combat the AIDS

epidemic.

Be it enacted by the Senate and House of Representatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the "World Bank AIDS Prevention Trust Fund Act'.
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SEC. 2. FINDINGS AND PURPOSES.
(a) FINDINGS- The Congress finds the following:

(1) According to statistics of the International Bank for Reconstruction and Development
(hereafter referred to as the *World Bank'), more than 90 percent of all adults and children with
human immunodeficiency virus/acquired immune deficiency syndrome (referred to as HIV
/AIDS ) live in the developing world--62 percent in Sub-Saharan Africa, 24 percent in Asia,
and 6.9 percent in Latin America and the Caribbean.

(2) In Africa, the death toll from AIDS has reached 13,000,000, while 23,000,000 others live
with the disease, and more than 10,000,000 children have been infected or orphaned by it.

(3) The World Bank, declaring AIDS not just a public health problem but the *foremost and
fastest-growing threat to development' in Africa, has launched a new strategy for HIV /AIDS
in Africa, declaring it a top priority for the World Bank on that continent.

(4) The World Bank estimates that for Africa alone, $1,000,000,000 to $2,300,000,000
annually is needed for prevention in the region in contrast to the modest $160,000,000 a year
in official assistance currently available for HIV /AIDS in Africa.

(|5) AIDS | like all diseases, knows no boundaries, and there is no certitude that the scale of the
problem in one continent can be contained within that region.

(6) Accordingly, United States financial support for medical research, education, and disease
containment as a global strategy has beneficial ramifications for millions of Americans and
their families who are affected by this disease, and the entire population which is potentially
susceptible. :

(b) PURPOSES- The purposes of this Act are to prevent human suffering and to ensure the viability
of economic development, stability, and national security in the developing world by advancing
research to understand the causes associated with HIV /AIDS in developing countries and to assist
in the development of an AIDS vaccine.

SEC. 3. NEGOTIATIONS FOR THE CREATION OF A WORLD BANK TRUST
FUND TO ASSIST IN AIDS PREVENTION AND ERADICATION.

The Secretary of the Treasury should enter into negotiations with the World Bank or the International
Development Association (hereafter referred to as the *Association’), with the member nations of
such institutions, and with other interested parties for the creation of a trust fund, to be administered
by the Bank or the Association, as appropriate, which would--

(1) accept contributions from gox'/emments, the private sector, and nongovernmental entities of
all kinds; and '

(2) use such contributions to address the AIDS epidemic in countries eligible to borrow from
the Association.

SEC. 4. LIMITATIONS ON AUTHORIZATION OF APPROPRIATIONS.

2/14/2000 11:34 AM



http://thomas.loc.gov/cgi-bin/query/D?c106:2:./temp/~c106cJUBPz::

In addition to any other funds authorized to be appropriated for multilateral or bilateral programs
related to AIDS , there is authorized to be appropriated to the Secretary of the Treasury
$100,000,000 for each of fiscal years 2001 through 2005 for payment to the trust fund established as
a result of the negotiations entered into pursuant to section 3.

SEC. 5. REPORT TO THE CONGRESS.

Not later than 3 years after the date of enactment of this Act, the Secretary of the Treasury shall
submit to the Committees on Banking and Financial Services and on International Relations of the
House of Representatives and the Committees on Banking, Housing, and Urban Affairs and on
Foreign Relations of the Senate a written report on the trust fund established pursuant to section 3,
the goals of the trust fund, the programs, projects, and activities, including any vaccination
approaches, supported by the trust fund, and the effectiveness of such programs, projects, and
activities in reducing the worldwide spread of AIDS .
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Mother-to-Child HIV Prevention Act of 2000 (Introduced in the Senate)
S 2032 1S
106th CONGRESS
2d Session

S. 2032

To amend the Foreign Assistance Act of 1961 to address the issue of mother-to-child transmission of
human immunodeficiency virus (HIV) in Africa, Asia, and Latin America.

IN THE SENATE OF THE UNITED STATES
February 3, 2000

Mr. MOYNIHAN (for himself and Mr. FEINGOLD) introduced the following bill; which was read twice
and referred to the Committee on Foreign Relations

A BILL

To amend the Foreign Assistance Act of 1961 to address the issue of mother-to-child transmission of
human immunodeficiency virus (HIV) in Africa, Asia, and Latin America.

Be it enacted by the Senate and House of Representatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the "Mother-to-Child HIV Prevention Act of 2000'".

SEC. 2. FINDINGS.

Congress makes the following findings:
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(1) According to UNAIDS, nearly 4,500,000 children under 15 years of age have been infected
with the human immunodeficiency virus (HIV) since the AIDS epidemic began. More than
3,000,000 have already died of AIDS. Children are becoming infected at about the rate of 1
child every minute, and the overwhelming majority of these children acquire the infection
from their mothers.

(2) The gap between rich and poor countries in terms of transmission of HIV from mother to
child has been increasing. Moreover, AIDS threatens to reverse years of steady progress of
child survival in developing countries. UNAIDS believes that by the year 2010, AIDS may
have increased mortality of children under 5 years of age by more than 100 percent in regions
most affected by the virus.

(3) The discovery of a relatively simple and cheap means of interrupting the transmission of
HIV from an infected mother to the unborn child--namely with nevirapine (NVP), which costs
US$4 a tablet--has created a great opportunity for an unprecedented partnership between the
United States Government and the governments of Asian, African and Latin American
countries to combat mother-to-child transmission (also known as ‘vertical transmission') of
HIV.

(4) According to UNAIDS, this strategy will decrease the proportion of orphans that are
HIV-infected and decrease infant and child mortality rates in these developing regions.

(5) USAID, UNAIDS, and UNICEF are engaged in 11 pilot projects around the world. These
studies will be completed within the year, and the technical and ethical questions associated
with antiretroviral prevention strategies will be mastered well enough in order for a significant
increase in scale to be undertaken.

(6) Primary prevention strategies should remain the top priority in the fight against AIDS and
no funds should be diverted away from it. Therefore, new funding for vertical transmission
should only be additive in nature. Once appropriated, this funding will facilitate widespread
delivery of antiretroviral strategies to address the vertical transmission problem.

(7) New antiretroviral drug strategy can be a force for social change, providing the opportunity
and impetus needed to tackle often long-standing problems of inadequate services and the
profound stigma associated with HIV-infection and the AIDS disease. Strengthening the health
infrastructure to improve mother-and-child health, antenatal, delivery and postnatal services,
and couples counseling generates enormous spillover effects toward combating the AIDS
epidemic in developing regions.

SEC. 3. ASSISTANCE FOR PREVENTION OF VERTICAL TRANSMISSION.

Section 104(c) of the Foreign Assistance Act of 1961 (22 U.S.C. 2151b(c)) is amended by adding at
the end the following new paragraph:

‘(4)(A) Congress recognizes the growing international dilemma of children with the human
immunodeficiency virus (HIV) and the merits of intervention programs aimed at this problem.
‘Congress further recognizes that mother-to-child transmission prevention strategies can serve as a
major force for change in developing regions, and it is, therefore, a major objective of the foreign
assistance program to control the AIDS epidemic. The agency primarily responsible for

2/14/2000 11:44 AM
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administering this part shall--

'(1) coordinate with UNAIDS, UNICEF, WHO, local governments, and other organizations to
develop and implement effective strategies to prevent vertical transmission of HIV; and

"(i1) coordinate with those organizations to increase in scale intervention programs and
introduce voluntary counseling and testing, antiretroviral drugs, replacement feeding, and
other strategies more widely in due course.

‘(B) In addition to amounts otherwise available for such purpose, there are authorized to be
appropriated to the President, $25,000,000 for each of the fiscal years 2001 through 2005 to be used
to carry out this paragraph. Funds appropriated under this paragraph are authorized to remain
available until expended.'.
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AIDS Orphans Relief Act of 2000 (Introduced in the Senate)
S 2030 IS
106th CONGRESS
2d Session
S. 2030

To authorize microfinance and food assistance for communities affected by the Acquired Immune
Deficiency Syndrome (AIDS), and for other purposes.

IN THE SENATE OF THE UNITED STATES
February 3, 2000

Mr. DURBIN introduced the following bill; which was read twice and referred to the Committee on
Foreign Relations

A BILL

To authorize microfinance and food assistance for communities affected by the Acquired Immune
Deficiency Syndrome (AIDS), and for other purposes.

Be it enacted by the Senate and House of Representatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE.
This Act may be cited as the *AIDS Orphans Relief Act of 2000'.
SEC. 2. FINDINGS.

Congress makes the following findings:
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(1) By the end of 2000, 10,400,000 children in Sub-Saharan Africa will have lost their mother,
or both parents, to Acquired Inmune Deficiency Syndrome (AIDS).

(2) In the next decade, 40,000,000 children will become orphans as a result of the AIDS
pandemic, most of them located in Sub-Saharan Africa.

(3) Over the next 20 years, AIDS threatens to reduce substantially economic progress in the
nations of Sub-Saharan Africa.

(4) Success or failure in fighting the AIDS pandemic will effect the spread of the disease to
India, Asia, and the states of the former Soviet Union.

(5) By 2005, more than 100,000,000 people worldwide will have been infected with Human
Immunodeficiency Virus (HIV), the precursor to AIDS.

(6) Effective assistance for children orphaned by AIDS, and for those caring for such children,
must strengthen the surviving families.

(7) The development and expansion of sustainable microfinance institutions that provide
access to credit, savings, and other financial services to the very poor, especially women, are

critical components in a global strategy to address the devastating economic and social effects
of AIDS.

(8) Microfinance programs are particularly effective in helping those left to care for AIDS
orphans by providing the caregivers the means of pursuing a livelihood.

(9) Microfinance programs have been shown to be particularly effective in permitting
individuals with AIDS to have access to services and credit not otherwise available to such
individuals, including health insurance, life insurance, counseling, and group support.

(10) Food aid can be a critical component in mitigating the impact of AIDS on communities
by addressing the nutritional needs of individuals with AIDS and assisting households left
destitute by AIDS, and as a part of a larger, comprehensive effort to strengthen and restore
sustainable livelihood strategies for households and communities affected by AIDS.
SEC. 3. PURPOSES.
The purposes of this Act are--

(1) to make microfinance programs an important component of United States policy in fighting
the effects of the Acquired Immune Deficiency Syndrome (AIDS) pandemic worldwide; and

(2) to encourage targeted use of food and food-related assistance for humanitarian purposes
and for sustainable development in communities affected by AIDS.

SEC. 4. MICROCREDIT PROGRAMS.

Chapter 1 of part I of the Foreign Assistance Act of 1961 (22 U.S.C. 2151 et seq.) is amended by
adding at the end the following new section:

20f4 2/14/2000 11:44 AM
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"SEC. 131. ASSISTANCE FOR MICROCREDIT PROGRAMS FOR
COMMUNITIES AFFECTED BY AIDS.

‘(a) IN GENERAL- In addition to any other funds authorized to be appropriated by this chapter for
micro-enterprise activities or activities relating to Human Immunodeficiency Virus (HIV) or
Acquired Immune Deficiency Syndrome (AIDS), there is authorized to be appropriated each fiscal
year, $50,000,000 for purposes of assisting microcredit programs that serve the very poor, especially
women, in communities heavily affected by AIDS.

'(b) PROGRAM ELEMENTS- (1) The maximum amount of credit provided an iﬁdividual under a
microcredit program under subsection (a) may not exceed $600 and (b) the average loan size for a

program receiving resources under this section may not exceed $300.

'(2) To the maximum extent practicable, amounts shall be provided under subsection (a) for
programs that--

*(A) provide HIV prevention or AIDS care and support, whether directly or through linkages
with other programs;

'(B) employ best practices for assisting the very poor; and

*(C) operate in a sustainable manner.'.

SEC. 5. FOOD ASSISTANCE PROGRAMS.

Title IV of the Agricultural Trade and Development Assistance Act of 1954 (7 U.S.C. 1731 et seq.)
is amended by adding at the end the following new section:

"SEC. 416. ASSISTANCE FOR COMMUNITIES AFFECTED BY AIDS.
‘(a) IN GENERAL- The President may provide food assistance under this Act to developing
countries in order to assist such countries in mitigating the effects of Acquired Immune Deficiency

Syndrome (AIDS) on communities in such countries, including--

(1) assistance to address the nutritional needs of individuals in such communities who have
AIDS;

*(2) assistance for households affected by AIDS; and

'(3) assistance as part of other aid or assistance designed to create or restore sustainable
livelihood strategies in communities affected by AIDS.

(b) AUTHORIZATION OF APPROPRIATIONS-

(1) AUTHORIZATION- There is authorized to appropriated each fiscal year, $50,000,000 for
purposes of providing assistance under this section.

(2) RELATIONSHIP TO OTHER AUTHORIZATIONS- Amounts authorized to be
appropriated for a fiscal year by paragraph (1) are in addition to any other amounts authorized

2/14/2000 11:44 AM
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Global AIDSA Prévention Act of 2065(introduced in thé Sena;é) 7
S 2026 IS
106th CONGRESS
2d Session
S. 2026
To amend the Foreign Assistance Act of 1961 to authorize appropriations for HIV /AIDS efforts.
IN THE SENATE OF THE UNITED STATES
February 2, 2000

Mrs. BOXER (for herself, Mr. SMITH of Oregon, and Mr. KENNEDY) introduced the following bill;
which was read twice and referred to the Committee on Foreign Relations

A BILL
To amend the Foreign Assistance Act of 1961 to authorize appropriations for HIV /AIDS efforts.

Be it enacted by the Senate and House of Representatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE.
This Act may be cited as the "Global AIDS Prevention Act of 2000'.
SEC. 2. FINDINGS.

Congress makes the following findings:

1of3 2/14/2000 11:34 AM



http://thomas.loc.gov/cgi-bin/query/D?c106:1:./temp/~c106cJUBPz::
(1) Since the beginning of the HIV /AIDS epidemic 2 decades ago, more than 16,300,000
people worldwide have died of the disease.

(2) More than 33,600,000 people in the world are living with HIV /AIDS ; more than
3,000,000 of them are children.

(3) Sub-Saharan Africa has been particularly hard hit by the disease, as the region has
accounted for--

(A) 84 percent of the worldwide deaths from HIV /AIDS ;

(B) two-thirds of the new infections in 1999; and

(C) 69 percent of those living with the disease.
(4) In sub-Saharan Africa, 55 percent of the infected adults are women and, as a result, more
than 10,000,000 children have been orphaned in sub-Saharan Africa because of HIV /AIDS

--a figure that could double or triple in the next decade.

(5) According to the United Nations, HIV /AIDS in sub-Saharan Africa is the "worst
infectious disease catastrophe since the bubonic plague'.

(6) The HIV /AIDS problem in Southeast Asia is growing dramatically. In 1999, 20 percent of
the new infections in the world were in Southeast Asia.

(7) New investments and treatments hold out promise of making progress against the HIV
/AIDS epidemic. For example, a recent study in Uganda demonstrated that a new drug could
prevent almost one-half of the HIV transmissions from mothers to infants, at a fraction of the
cost of other treatments.

(8) Making progress against HIV /AIDS requires a global commitment, with a leadership role
from the United States.

SEC. 3. AMENDMENT OF THE FOREIGN ASSISTANCE ACT OF 1961.

Section 104(c) of the Foreign Assistance Act of 1961 (22 U.S.C. 2151b(c)) is amended by adding at
the end the following new paragraph:

"(4)(A) Congress expects the agency primarily responsible for administering this part to make HIV
/AIDS a priority in the foreign assistance program and to undertake a comprehensive, coordinated
effort to combat HIV /AIDS . This effort shall include providing--

*(1) primary prevention and education;

*(i1) voluntary testing and counseling;

'(iii) medications to prevent the transmission of HIV /AIDS from mother to child; and

"(iv) care for those living with HIV /AIDS .
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"(B)(1) In addition to amounts otherwise available for such purpose, there are authorized to be
appropriated to the President to carry out this paragraph $300,000,000 for fiscal year 2001,
$350,000,000 for fiscal year 2002, $400,000,000 for fiscal year 2003, $450,000,000 for fiscal year
2004, and $500,000,000 for fiscal year 2005.

'(11) Not less than 50 percent of funds made available each fiscal year under clause (i) shall be used
to combat the HIV /AIDS epidemic in sub-Saharan Africa.

*(i11) Funds appropriated under this subparagraph are authorized to remain available until expended.'.
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Congress of the Enited Htates
Pouse of Vepresentatives
Sashington, B.E. 20515

COSPONSOR H.R. 3519 - WORLD BANK AIDS PREVENTION TRUST FUND
Dear Colleague:

We are inviting you to cosponsor H.R.3519, the World Bank AIDS
Prevention Trust Fund Act.

In Africa, a human tragedy is unfolding on a scale terrifyingly
reminiscent of the plagues that swept through Europe during the Middle
Ages. Roughly 70 percent of the people who have contracted the human
immunodeficiency virus (HIV) are in Sub-Saharan Africa which has less
than 10 percent of the world's population. An estimated 13 million
Africans have died from acquired immune deficiency syndrome (AIDS) and
many of the 23 million Africans now living with the disease will die in
the next decade. Already, the disease has orphaned some 10 million
African children.

Globally, an estimated 34 million people have contracted HIV and over
16 million people have died of AIDS. Approximately 2.6 million people
died from AIDS in 1999 alone. Each day about 8,500 people, including
1,000 children, become newly infected. About 90 percent of these
infections occur in developing countries--in Africa, Asia, and the
Caribbean--where the spread of AIDS is undermining economic development
by striking down working adults in the prime of their lives.

The legislation we have introduced - H.R.3519 - directs the U.S.
government to seek the establishment of a new AIDS Prevention Trust
Fund at the World Bank. The bill authorizes U.S. contributions of §$100
million a year for five years, in hopes of leveraging that contribution
to obrain contributions from other governments as well as private
sector companies to reach $1 billion a year. The proceeds of the trust
fund would support AIDS education, prevention, treatment, and vaccine
development efforts in the world's poorest countries, particularly in
Sub-Saharan Africa.

World Bank President Jim Wolfensohn cited in a recent speech before the
U.N. Security Council an African farmer: "Today, we are spending more
time turning the bodies of the sick than we are turning the soil."”
Preventing and eventually eradicating the spread of the HIV/AIDS
epidemic is clearly the foremost medical, humanitarian, and economic
challenge of our time.

The United States is uniquely positioned to lead the world in the
prevention and eradication of HIV/AIDS. To abdicate that role would be
a mistake of historic dimensions. We hope you will join us by
cosponsoring the World Bank Aids Prevention Trust Fund Act. 1In
addition, we urge your cosponsorship of H.R. 2765, the AIDS Marshall
Plan Fund for Africa Acft. of which Barbara Lee is the orincioal author.

T ——
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These two bills represent a joint approach to the AIDS 1ssue Please
. contact Amanda Kueter in the Leach office at x56576 or Michael Riggs in
the Lee office ar x52661 if you would like to do so.

Sincerely,
AN Loidbaraclce

James A. Leach Barbara Lee
Member of Congress Member of Congress
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MEMORANDUM FOR CHERYL BAUERLE
SUBJECT: AIDS Emergency Working Group

1. Cuxrently the Defense Department sponsors overseas laboratory research in Africa
mostly in the areas of tropical medicine. This may be a platform to provide education.

2. As part of a series of on-going Joint Exercises, we have recommended the military
services look into using visiting medical teams and medical exercises (such as
MEDFLAGS) to maximize resources while promoting strategies on preventing the spread
of AIDS, There may be 5-10 MEDFLAG exercises thronghout the world. These
exercises are funded and allow military medical personnel to work closely with local
medical professionals to address local and regional health problems.

3. In addition, it may be possible to visit Africa locales by US Hospital ships such as
MERCY. Such a visit could be used for an interagency coordinated awareness campaign.
In so much that these port calls are already funded, additional expense should be
minimal.

4. Point of contact in Africa Region (DOD, International Security Affairs) for these ideas
is Mr. David Hamon at (703) 697-8824,
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Proposed Balance of F, unding Among Component Activities: The proportional investment in
prevention, treatment and surveillance will be in part dependent upon the host country
infrastructure. Our overall rough estimate for funding these activities in HHS’ integrated
proposal would be prevention 50% (inclusive of surveillance and behavioral data gathering that
guides prevention efforts), and treatment 50% '

Objectives / Implementation Goals - Instead of expenditure data hooked to categorical activities,
we would propose that a more accurate reflection of the appropriate use of funds lies in defined
implementation outcomes within the categories of prevention, treatment and surveillance.

For example:

Surveillance
(1) Define seroprevalence of HIV, TB and STD within given populations through screening
(2) Rapid definition of modes of HIV transmission through ethnographic/behavioral data
collection defining movement of HIV through defined local population
(3) Mortality trend data (impact of OI and TB treatment should drop mortality rapidly)

Prevention

(1) high risk populations identified in a given geographic area
(2) # targeted and brought into an educational intervention (i.e. pregnant women, high risk
behavior groups)

(3) # persons screened for HIV, STD and TB

(4) access to condoms/# condoms distribution

(5) # pregnant women on AZT (country-dependent)

(6) # women who seek family planning services who get HIV counseling and testing

(7) # immunization programs that also provide HIV testing for children and counseling for

parents

Treatment*
(1) number of persons diagnosed with HIV
(2) number persons diagnosed and treated for TB
(3) number persons diagnosed and treated for STD
(4) number persons treated for simple Ols and appropriate prophylaxis for TB, Ols, malaria
(5) establishment of a coordinated palliative care/hospice capability in coordination with host
country - (#’s served)

*Basic Drug Formulary for Treatment under consideration: TB, Ol, STD, antimalarial drugs
This very rough first cut would be further refined through a discussion with other health
partners. This proposal is limited to treatments for conditions we propose to screen for - wi
the exception of not introducing antiretroviral therapies (at this time) beyond AZT indicated fdr
perinatal transmission.

Cost per Day+ Erxophylaxis Treatment

ALZT for perinatal transmission (decided on site/in country)
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Dapsone ($0.19/tablet) $0.19 : 0
INH ( $0.02/ tablet) $0.02 $0.02
Bactrim/Septra ($0.07/tab generic) $0.07 $0.28
Doxyeycline (30.11/tab) $0.11 $0.22
Azithromycin ($ 6.00/ tab) 0 $12.00
Keconazole ($2.80/tab) - $2.80 $4.60
Flagyl ($0.03/tab) 0 $0.09
Nystatin vaginal tabs ($0.1 1/each) $0.22 $0.44
Acyclovir ( $1.08/200 mg tab) : $4.00 $16.00
Ceftriaxone 0

Benzethine Penicillin 0

Pen V K (oral penicillin) 0

Dicloxacillin 0

Keflex 0

Erithromycin 0 :

+/- rifampin ($0.61/tab) $1.22 $1.22

choroquine (quinine sulfate), mefloquine, quinidine, proguanil for chloroquine resistant
Sub-Saharan areas '

+/- parasitic diseases - many covered by Flagyl above,
mebendazole for hookworm/roundworm/V LM,
albendazole for cutaneous larvae migrans,
praziquantel for schistosomiasis)

+ Cost per day based on average US pharmacy retail cost -- no assumptions made on price
reductions for bulk purchase



*Basic Drug Formulary for Treatment under consideration: TB, O], STD, antimalarial drugs

Cost per Day+ ~ Prophylaxijs Treatment
Dapsone (30.19/tablet) $0.19 0
INH ( $0.02/ tablet) $0.02 $0.02
Bactrim/Septra ($0.07/tab generic) $0.07 $0.28
Doxycycline ($0.11/tab) $0.11 $0.22
Azithromycin ($ 6.00/ tab) _ 0 $12.00
Keconazole ($2.80/tab) $2.80 $4.60
Flagyl ($0.03/tab) 0 $0.09
Nystatin vaginal tabs ($0.11/each) $0.22 - $0.44
Acyclovir ( $1.08/200 mg tab) $4.00 $16.00
Cefiriaxone 0
Benzethine Penicillin 0
Pen V K (oral penicillin) 0
Dicloxacillin 0
Keflex 0
Erithromycin 0
+/- rifampin ($0.61/tab) $1.22 $1.22

choroquine (quinine sulfate), mefloquine, quinidine,
proguanil for chloroquine resistant Sub-Saharan areas
AZT for perinatal transmission (decide on site in country) -
+/- parasitic diseases - many covered by Flagyl above,
mebendazole for hookworm/roundworm/VLM,
albendazole for cutaneous larvae migraus,
praziquantel for schistosomiasis)

+ Cost per day based on average US pharmacy retail cost
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President Clinton Unveils Millennium Iritiative to Promote Delivery of Existing Vaccines
in Developing Countries and A«celerate Development of New Vaccines

January 27, 2000

In his State of the Union address, President Clinton will call for concerted international action
to combat infectious diseases in developing countries. These diseases cause almost half of all
deaths worldwide of people under age 45, killing over eight million children each year and
orphaning millions more.

The President commitied the United States to addressing this terrible problem in his September
speech to the United Nations General Assembly. Now the President is asking for foundations.
pharmaceutical companies, international agencies, and other governments to join us in this
task, and he is announcing these specific el=ments of his Millennium Initiative:

o A new financial commitment to purchase and deliver existing vaccines in poor
countries. As Vice President Gore told the U. N. Security Council earlier this month,
the Administration’s FY 2001 budget will include a proposed $50 million
contribution to the vaccine purchzse fund of the Global Alliance for Vaccines and
Immunization (GAVI).

. Increased investments in health in developing countries. The President is calling en
the World Bank and other multila:zeral development banks to dedicate an additional
$400 million to $900 million annuz!ly of their low-interest-rate loans to expand
immunization, prevent and treat infectious diseases, and build effective delivery
systems for other basic health services. These investments are as central 10 economic
progress as investments in education and physical infrastructure, and thev would build on
the new focus on basic health services that we have supported as part of the Highly
Indebted Poor Countries (HIPC) debt ‘nitiative. This proposed shift in existing resources

does not require additional U.S. budset expenditures.

. A significant increase in basic rescurch on diseases that affect developing nations.
The Administration’s FY 2001 budg«1 for the National Iustitutes of Heaith includes a
sharp step-up in research critical to the development of vaccines for malaria,
tuberculosis, and HIV/AIDS.

J A new tax credit for sales of vaccir2s for malaria, tuberculosis, and JIV/AIDS to
accelerate the invention and production of these vaccines. Because developing
countries often cannot afford to bu “uccines, the rmzrke: provides little incentive for
pharmaceutical companies to develop vaccines for diseases that dispropertionately affect
those countries. This tax credit would provide such an incentive, becaus: every dollar
paid by a qualifying organization tu buy a qualifying vaccine would be matched by a
dollar of tax credits — representing up to $1 billion of additional funding for future
vaccine purchases. The President 1c calling on other governments to mzke similar
purchase commitments, so that we ci'n ensure a future market for these criucally necded
vaccines.



POLICY RATIONALE AND ADDITIONAL EXPLANATION

Infectious Diseases Pose a Mounting Social and Economic Burden on Developing Countries
— And a Threat to Our Health As Well.

More than eight million children die each year of centuries-old diseases like malaria,
tuberculosis, and respiratory and diarrheal diseases. Deaths from the modern scourge
of AIDS are climbing rapidly. Altozether, as many children dic of infectious discases
each year as the total number of combatants who perished in World War [

In an interconnected and highly motile world, heal:h crises In other countries are a
threat to everyone. We have seen t:is with HIV/AIDS . with the resurfacing of
tuberculosis, and with the outbreak ::st year of West Nile encephalitis in New York.
According to the Global Health Courcil, during the past 50 years, at lcast five times as
many Americans have died from coinmunicable discases that have come from the
developing world than have died in nilitary conflicts.

Vaccines Are One of the Most Cost-Effec:ive Ways to Iimprove the Well-Being and
Productivity of the Poorest Countries - Aud Medicines and Other Basic Health Services
Are a Necessary Complement.

It costs about $17 to immunize a child, but millions of children die each year of
diseases that could be prevented by =xisting vaccines. Indeed, children in developing
nations are 10 times more likely to “i¢ of a vaccine-preventable disease than children in
developed nations. And these trage lics occur in spite of the enormous efforts of
UNICEEF and others to vaccinate children, which save 3 million lives cach year.

Highly effective vaccines do not yet exist for malaria. TB and AIDS, which take over 5
million Jives each year. But develo «:d nations have the scientific and :echnological
capacity to make new vaccines poss tle. For example. recent work on senciic
sequencing, including the human ge.:ome, will oper vast possibilities.

Another health investment with very high returns is simple preventive and curative
services. Providing this basic healtli care together with vaccines would save millions
of lives each year.

A $50 Million Contribution to GA V1 to Buy Vaccines For Children — Which Will Save
Lives Now and Create Confidence that a Iviarket for Nev: Vaccines Will Exist in the
Future.

GAVI, the Global Alliance for Vaccines and Immunization, was formed s a
collaborative effort of UNICEF, the World Health Organization (WHO}, the World Bank,
private foundations, bilateral aid agenicies (including the U.S. Agency for Intemational
Development), industry representatives, and develoging countries. GA\N'T esiablished the

“Global Fund for Children's Vaccizs” with an in1 ial grant of $750 n:lhion over S
)

“—



years from the Bill and Melinda Gat:s Foundationn. The formal launch ot GAVI, and
the official announcement of the Gaies gift, will occur shortly in Davos, Switzerland.

. A U.S. contribution will heip to purchase vaccines ‘or Hepatitis B, Haemophilus
Influenzae B (Hib), and Yellow Fever, along with related safe delivery equipment such
as auto-destruct syringes. To ensure that GAVI's vaccine purchases complement,
rather than replace, existing vaccination efforts, they will be conditional on = country
achieving 50 percent coverage of the DTP (diptheria-tetanus-pertussis) vaccine, which
is included along with measies and j:clio in the exis:ing EPI (Expanded Program for
Immunization).

. A U.S. contribution will hopefully < atnlyze significint contributions from other
countries and foundations. It will 1’52 add crucial credibility to the international
community’s commitment tc provid: 2 market for rew vaccines when they are
developed.

We Must Shift Existing International Resources Toward Building Health Infrastructure in
Poor Countries That Can Deliver Vaccines :ind Medicines and Provide Essential Basic
Health Services.

. The World Bank and other muliilate::! developmen: banks (MDBs, such as “he African
Development Fund) lend mcney on 1 ¢hly favorable terms to the world s pe arest
countries. Today, roughly &1 billio: to $1-1/2 billion of this so-called “cor :essional
funding” is devoted to health care =uch year. The Jidministration proposes o increase
that amount by $400 millior to $90C .rallion per ve:r, with a focus on:

. 1Immunization; _
o prevention of diseases using txric measure: vuch as information and co:ndoms for
AIDS, treated bed ne:s for m:.!:1a, and stron.er systems for containirs TB:
. treatment of diseases. incluciiyg common respiratory and diarrheal infections; and
o more effective provision of bisic health care.
. The Administration is exploring way: .0 use the HI °C debt reform to suppor this part

of the Millennium Initiative. Oue p . ibility is to make an increase in vacce nation rates
one of the performance targ:ts mo.:i= .ed in the H1’C progress reporis. This could be
accompanied by debtor cour:tries’ 4y -2ments to iuciude specific improvements in
vaccine delivery systems as priority us:s of debt rejief proceeds. We :1so @ iect that
all Poverty Reduction Stratery Pape = hat are prep: red for HIPC cand cates il
discuss the adequacy of bud:ct res» 2z and sugze ted policy reform: Jdeven:d to basic
health care.

. This re-direction of resources suppo 1< the Adminisiration’s overall strategy for global
development, which emphasizes poy -ty reduction 'nd gives a central -ole o “global
public goods” - like health or the <1 .i-onment - .u which positive actions taren in one
country benefit other countries as ' 1l To meet ti's objective, these iunds should not
come from spending on other basic ~ocial prograri: . such as educatior and health care.

5
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J This aspect of the Millennium Initic tive does not r:quire a new budge:ary ccmmitment
by the United States (or other donor countries). However, the U.S. ability to influence
the direction of MDB lending and the use of HIPC proceeds depends cruci:ily on
meeting our existing commitments o these aid programs. We will work with other G-
8 finance and development ministrics to refine this proposal.

o A conservative estimate suggests that if basic health care including immuni:ation were
made broadly available. up to 2 miliion children’s lives could be saved eac!: year.

Higher Funding for Basic Scientific Resc::r-h Through - he National Institutes ¢f Health
(NIH) and Elsewhere Will Hasten the De ‘e opment of V accines for Malaria, TE, and AIDS.

J The Administration’s FY 2001 bu !¢t for NIH includes a significant in-rease in research
critical to creating vaccines tor these diseases. For malana and TB, thia increese will

build on recent advances in the geuci'¢ sequencine «f these diseases, wiich b ave set the
stage for major breakthrough: in vacciae developmint

J Funding for NIH malaria vaccine e worch will increase by 20 percent over i ¢ 7Y 2000
level. Future research will range 1roms pre-clinical ¢iudies aimed at improvin:z our
understanding of the malariz parasite, slwvough the duveiopment of vaccine candidates, to
clinical trials judging vaccine efficacy and safety. MIH will also expand its collaboration
with scientists in malaria-endemic repions. especialiy 1n Africa, to strengther. those
regions’ capacity for conducting clirical trials of mslaria vaccines in the tutc-c.

. NIH research on a tuberculosis vace oo will receive 50 percent more funding tanin FY .
2000 and nearly double the I'Y i94¢ i wel. NIH wi | focus on studying the to>3dv’s
defense mechanisms against TE. snd < 2veloping and studying TB vaccine ¢ ndidates.
Through its Tuberculosis Research U1, NIH supperts an international multi-disciplinary
team to translate advances in basic resvarch into neve tools for fighting TB.

. NIH funding for AIDS vaccire resc.s s will increw ¢ substantially in 7Y 200] and will
have more than doubled since FY 1797 These ac 4.:ional resources will iillc a NIH to
accelerate basic research on develiy - o vaccine ¢ lidaies and to sigrafican:.y 2xpand
testing of potential vaccine candidiy ;1 both dex vioping and developed souniries. The
new Vaccine Research Center on the NTH campu: | vhich will be occupied thi: summer,
will receive a sizeable increese in "o -aing for the dc velopment and pre-clinica. testing of
HIV vaccine candidates.

. The Administration is prov:ding s v .. support for e path-breaking rosearc’: on
infectious diseases being conducted tr (1S militer - seientists, includiag the “pentrg (in
October 1999) of the Walter Recd i o Institute 2 Rescarch/Naval Medicr ™ esearch
Center. Working in close cuilabo:atic « wath scient its worldwide, mitiary voientists have

developed and tested successiul vice. s against ja sanese encephalitis and & :oniine A -
gains p



and they are working to creat: vaccines and 1 edicines to protect service people, travelers.
and millions of others from n:zliria, HIV/A[1US, and other infectious d ceases.

A New Tax Credit Would Effectivii, Provide Up o S1 Billion for F iture +: ccine
Purchases, Speeding the Invention 41.d4 Productio . vf New Vaccine:

o Current tax law provides sut ..z ntial incer.ives for pharmaceutiza! re - rc and
development, including the r:cearch and e<p=rimentation (R&¥) tax  : ~dit. the orphan
drug tax credit, and an enhai - 21 deductio:: {or charitable cont-:butio. - 7 certain
products. Nonetheless, phar..sceutical coin anies may be relustant ¢ - invest in
developing vaccines for diseas:. that prim:rly afflict people in poor :>untries, because
little or no paying market exiz : in those ¢ .t itries.

. Under the proposal. the seller = a qualifizi vaccine could clai- & 2+ v=zis equal to
100 percent of the amount pa.. -y a qualil.i 2 organization th - rece =4 4 “credit
allocation” by the U.S. Agen: for Intern:ti- na!l Development {AID} The tax credit
would match the qualified org: rizations’ « «p-2ndiwures dolar-for-doll; - . tazreby
doubling their purchasing pow: . A qualiiyiig vaccine would »e & n + »accine that
received FDA approval for use igainst ma a-.u. tuberculosis, 1. A" ¢ o any
infectious disease tha causes ovor I millic: caths annually w. ! fwi. -

. For 2002 through 20:0, AID cculd desigr « up 0 $1 billion o7 vacc « ¢ xalas as
eligible for the credit  This ta:1 “redit wouid =e limited 10 new - accir = davs oped to
fight these terrible diczases. Tr: credit wi i i provide a spect and o oibte
commitment to purchise future  accines ar ccasonable prices.  -gett . with similar
commitments from fcundations :nd other ¢svirnments, it woulc nrov ¢ = 2 critical and
powerful incentive (0 acceleraz: vaccine re. = rch and developrer:
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] Congressional Research Service » Library of Congress * Washington, D.C. 20540

Memorandum January 18, 2000
TO : Senate Health, Education, Labor and Pensions Committee

Attention: Scott Boule

FROM . Paulette Como
Analyst in Social Legislation
Domestic Social Policy Division

SUBJECT : Ryan White CARE Act

You requested a comparison of how different methods of estinating the number of
people living with acquired immune deficiency syndrome (AIDS) would affect the monies
distributed to eligible metropolitan areas (EMA) under Title I of the Ryan White CARE Act
in FY99. Attached, please find two tables containing the information that you requested.
A comparable comparison for Title Il of the CARE Act will follow in a separate
memorandum.

This memorandum is divided into three sections. The first section is a brief
explanation of the three methods used to estimate the number of people living with AIDS,
including assumptions and limitations of the data. The second section is a description of the
set-asides that affect the amount of money distributed using the formula and a description
of the formula for distributing Title I funds currently in the law. The third section is a brief
analysis of the data and discussion of the policy implications of the data.

Three Methods of Calculating AIDS Prevalence
Method 1: Current Law

Current law stipulates that the estimate of prevalence, or the number of people living
with AIDS, is to be calculated using data (number of new cases of AIDS) reported to the
Centers for Disease Control and Prevention (CDC) for each eligible metropolitan area
(EMA) over the most recent 120-month period for which data is available. The data is
aggregated into 10 12-month periods, Bach 12 month period is weighted by the probability
that an individual diagnosed with AIDS is still alive given the year that he or she was
di agnosed. Thus, someone diagnosed 10 years ago would have a smaller probability ofbeing
alive compared to someone who was diagnosed 1 year ago. The same weights are used for
all eligible areas, The weighted values of reported cases are then summed to give the
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estimate of living AIDS cases in each area. The weights used in these calculations are
updated biennially.

One limitation of the current method of calculating ATDS prevalence is that it
assumes there is no regional variability in survival, which is unlikely to be true. Another
limitation is that it assumes all EMAs report complete data of incidence and AIDS related
deaths for each particular 12 month time period. This is also unlikely to be true. EMAs (or
States reporting for EMA and non-EMA areas) depend on thousands of doctors and care
providers to report the data to them. The doctors and care providers do not always report
promptly. Several years may pass before some doctors report their data ta the State or EMA.
Thus the data that the EMAs report to the CDC may not reflect the number of AIDs cases
and AIDS related deaths for a particular 12 month reporting period. Delayed reporting is the
term used to describe cases that are not reported within the 12 month period in which they
are diagnosed.' _

Method 2: Cases Reported to be Living.

One alternative method of estimating AIDS prevalence is to calculate the difference
between the number of cases of AIDS reported to the CDC and the number of reported
deaths of AIDS cases reported to the CDC. This method was used to calculate AIDS
prevalence in EMAs and published by the CDC.? This data was used for method 2 of this
analysis.

One benefit of method 2 is that it does account for regional differences such as
differences in survival and access to care. But, this method does not account for delayed
reporting of AIDS cases and deaths.

Method 3: Adjusted Reported AIDS cases.

This estimate of AIDS prevalence adjusts for reporting delays using a maximum
likelihood statistical procedure. This adjustment takes into account geographic area,
race/ethnicity, age, sex, vital status, and exposure category ofreported cases. The adjustment
is done 1o both the reports of AIDS cases, as well as the reports of AIDS deaths. The
estimate of prevalence is the difference between the adjusted estimate of cases and the
adjusted estimate of deaths. The CDC used this method to calculate AIDS prevalence and
published the findings.> This data was used for method 3 of this analysis,

This statistically adjusted estimate is limited in that it assumes trends in reporting
delays by geographic area, race/ethnicity, age, sex, vital siatus and exposure category arc
constant within these categories. Another limitation of method 3 is that it is slow to respond

' Delayed reporting is sometimes mistaken for incomplete reporting. Incomplete reporting is when
a case is never reporied. None of the methods of estimating prevalence in this paper adjust for
incomplete reporting.

2 Centers for Discase Control and Prevention. I-IIV/AIDS'Survei_llance Supplemental Report.
1999,5(No.2): 8p. _

? Thid.
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to changes in reporting patterns. This method is based on historical trends in data reporting
patterns. Ifan area dramatically changes its reporting habits (either to report more promptly
or more delayed), the calculation may not reflect this recent change. If the change is
sustained, the estimate of prevalence will slowly adjust to this change in reporting behavior.

As with method 2, this method has the benefit of accounting for regional differences
in survival. But, according to CDC statisticians, because of the adjustment for reporting
delays, method 3 provides a more accurate estimate of the number of AIDS cases in the
EMAs.*

Set-Asides and the Distribution of Funds Under Current Law

This analysis does not assume changes in the underlying formula in the current law.
It examines how different data (or estimates of prevalence) used in the same basic formula,
result in different distributions of money.

The current law dictates that half of Title ] funds are to be distributed using the
formula writien in the law, and half are to be distributed through supplemental grants,
Several set-asides are taken out of the appropriation before it is divided between the formula
and supplemental grants. Thesc include Special Projects of National Significance (FY 1999
= 1.8% of total Title I appropriated funds), Broad Technical Assistance (FY1999 = 1% of
total Title I appropriated funds) and Evaluation (FY99 = 1% of total Title [ appropriated
funds). For FY1999, after set-asides, $485,966,900 was available for Title I. Half of this
amount, or $242,983,450 was divided among the eligible metropolitan areas(EMA) under
the formula portion of Title I.

_ The moaey s divided among the EMAs according to their proportions of estimated
AIDS cases. For example, for FY1999, New York city contained approximately 21% of all
of the estimated ATDS cases living in EMAs. Therefore, New York city was portioned
approximately 21% of the available funds.

Two adjustments take place to the distributed funds. First, new EMAs are offered
$75,000 planning grants.* That amount is then deducted from their formula award. For
FY99, two new EMAs received $75,000 planning grants: Las Vegas, NV-AZ, and Norfalk-
Virginia Beach-Newport News, VA-NC. The planning grant is only offered for the EMAs
first year of existence. Therefore, the total amount of money distributed under the formula
portion of Title I is smaller by $150,000, but only the two new EMAs are effecicd by the
lower total amount of money. The second adjustment is & hold harmless provision. In the
current law, for FY'1999, EMASs can niot receive Jess than 3.5% less than what they received
in 1995. For FY1999, only one EMA was affected by the hold harmless provision: San
Francisco. Under the formula portion of Title I, San Francisco would have received
$9,400,823. Under the hold harmless provision, San Francisco should receive $18,457,245.
Therefore, the difference between these two amounts is taken from the supplemental gramt

! Phone conversation with CDC statistician.
5 Section 2606 (42 U.S.C. 300f%-16)

1. VUil
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portion of Title I and added to the formula portion of Title I. Thus, the formula portion of
Title I is larger by that difference, and only San Francisco receives that money.

Why is there a hold harmless provision? The hold harmless provision was added
during the re-authorization in 1996, when changes to the Title I formulas were feared to have
a large and negative impact on the amount of money some EMAs received.

Why was San Francisco the only EMA to be effected by the hold harmless in
FY1999? This may be a reflection of an historical trend. Prior to the re-authorization in
1996, money for Title I was distributed based on the number of AIDS cases that had ever
been reported in an area. San Francisco was one of the first metropolitan areas to be impacted
by the AIDS epidemic. But, most individuals diagnosed with AIDS at the beginning of the
epidemic are very unlikely to be alive today. This may be one reason why San Francisco’s
formula amount ($9,400,823), which reflects the estimated number of people living with
AIDS today, is so much less than the hold harmless amount it ultimately receives
(818,457,245), which reflects a portion of how many people were living with ATDS in San
Francisco earlier in the epidemic.

Are new EMA< subject to the hold harmless provision? New EMAs are not subject
to the hold harmless provision. EMAs that came into existence since 1995 could not be
adversely affected by changes in formulas that took place in 1996, because they were not
eligible, and did not receive money under the prior formula,

For this examination of methods 2 and 3 (for estimating AIDS prevalence), a
different hold harmless level was used. As requested, the hold harmless level for methods
2 and 3 in the attached tables was set at 98% of an EMAs 1995 amount’. Therefore, in
FY1999, using methods 2 and 3 for estimating AIDS prevalence, an EMA could not receive
less than 98% of what it received in 1995. Two EMAs received additional money because
of the hold harm!less provision under method 2 (New York and San Francisco), and one
EMA received a more money under method 3 (San Francisco).

Analysis and Policy Implications of the Data

Table 1 attached compares the aniount of money distributed to each FMA using the
formula portion of Title I when AIDS prevulence is estimated under the current method
(methed 1) and under methad 2 — both with and without a 2% hold harmless provision.
Recall that method 2 is the difference between the reported cases of AIDS, and the reported
cases of AIDS deaths. These estimates were made using AIDS prevalence data for FY1999,
the only data made available by the CDC. These examinations are not projections of AIDS
cases or grant amounts.

¢ Under current law for FY1999, EMAS can not receive less than 96.5% of what they received in
1995 for the formula portion of Title 1. '

r. Ul
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Thirty three EMAs would receive more money under method 2 hold harmless’ and
eighteen would receive less money. The percentage change in money recejived by EMAs
when the hold harmless provision is employed range from a decrease of 15.5% in Norfolk-
Virginia Beach-Newport News VA-NC, to an increase of 31.1% in Kansas City, MO-KS.
The percentage change between method 1 and method 2 may reflect a variety of things,
including, but not limited to such things as regional differences in survival, access to care,
and different strains of the virus that may or may not be more likely to respond to currently
available drugs,

The hold harmless provision for Method 2 only affected two EMAs —New York, NY
and San Francisco, CA. Some EMAS had very large decreases in their money, but were
either not subject to the hold harmless becanse they did not exist in 1995 (e.g., Norfolk-
Virginia Beach-Newport News VA-NC, -15.5%), or their decrease was large, but not so large
that it was affected by the hold harmless (Chicago, IL, -10.8%"). Other EMAs received
substantially more under method 2, such as Jacksonville, FL (+24.6%) and Orange County,
CA (+24.9%). Thc committee may wish to consider setting a different criteria for the hold
harmless to limit the impact of this data change on some of the EMAs,

Estimated grants are the same under method 2 both with and without the hold
harmless provision, except for New York and San Francisco. All other EMAS receive the
same grant amounts whether the hold harmless in place or not. Without the hold harmless,
New York would receive 8.1% less under method 2, relative to current law, and San
Francisco would receive 48.1% less under method 2, relative to current law.

Method 2 has at least one major disadvantage in that it provides BMAs with an
incentive to delay the reporting of AIDS deaths, if AIDS prevalence was tied to their
funding. Such an incentive may jeopardize the reliability of AIDS data received by the CDC
in the future.

Table 2 compures the amount of money distributed when the current method (method
1) and method 3 are used to estimate the AIDS prevalence, both with and without a 2% hold
harmless provision. Recall that method 3 uses prevalence estimates adjusted for reporting
delays.

Thirty-six EMAs received more money under method 3 compared to method 1 while
fifteen EMAs received less money. The percentage change in money received by EMAs
with a hold harmless provision ranged from a decrease of 16.7% in Caguas, PR to an
increase ol 23.5% in Kansas City, MO-KS. The percentage change between method 1 and
method 3 may reflect a variety of things. Like method 2, method 3 will reflect regional

" The 2% hold harmless provision used for method 2 and method 3 was relative to the funds
an EMA received in 1995.

® InFY1995, Chicago received approximately $4,925,000 from the formula portionof Title I. Under

a 2% hold harmless provision, Chicago can not receive less than $4,829,500 for FY1999. Using

method 2 to estimate AIDS prevalence, Chicago would receive $8,049,000, which is much higher

::h;n itsghold harmless amount, but yet, 10.8% less than what it would receive under current law for
1999,
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differences. Unlike method 2, method 3 adjusts for reporting delays. Under the current law
(method 1) EMAs that are slower to report their data o the CDC are at a relative
disedvantage. Under method 3, those delayed reporters are brought to parity. Because there
is a set amount of money to distribute among the EMAs, the EMAs that historically were
very prompt to report their data to the CDC were somewhat adversely affected by method
3. For example, according to the CDC, EMAs in Puerto Rico, which promptly reported their
data to the CDC relative to other EMAs, were adversely affected by the adjustment for other
EMA'’s reporting delays. '

As with method 2, there were several EMAs that would receive substantial drops in
their funding under method 3 with the current hold harmless provision. The committee may
wish to consider a different hold hanmless provision to mitigate the decreases in some EMAs
funding.

Under method 3, only San Francisco is affected by the hold harmless provision. All
EMA s other than San Francisco receive the same grant amounts under method 3 regardless
of whether the hold harmless provision is in place, Without the hold harmless provision San
Francisco would receive 45.8% less under method 3 relative to current law.

Data nsed in method 3, unlike method 2 or 1, take longer for the CDC to calculate.
Estimates of AIDS prevalence current through July of 1999 may not be available until
February or March of the following year. This lag has to do with the deadlines that EMAs
have to report their data to the CDC and the amount of time it takes to generate accurate
estimates.

Overall, the data comparing method 3 to method 1 are very similar to the data
comparing methad 2 to method 1. Slightly more EMASs had an increased percent change
under method 3. The range of the percentage changes was very gimilar between current law
and each alternative method. But, different EMA are negatively and positively impacted
under each alternative method.

I hope this information is useful. If you have any further questions, please call me.
A comparable analysis of Title II of the Ryan White CARE Act will follow.

Paulette Como
202-707-7317
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Tahle 1. Estimates of the Ryan White CARE Act Title I Outiays (in thousands of dollars)
A camparison of the current law (Method 1) versus the number of AIDS cases reparted to be living (Method 2)

Method 2 Percent Methad 2 Percant
Cumrent Farmula Hold Harmless Change from No Hold Harmnless Change from
Bligible Metrapciitan Areas (in thousands) (In thousands) current law {In thousands) current law
Attanta, GA MSA $6,915 $7,532 8.9% $7,532 8.9%
Austin-San Marcos, TX MSA $1,658 31,720 7% $1,720 7%
Baltimore, MD PMSA $6,956 $6,402 84.0% $6,402 -8.0%
Bergen-Passaic, NJ PMSA $2,401 $2,135 11.1% $2,135 -11.1%
Boston-Worcester-Lawrence-Lowell-Brockton, MA-
NH NECMA $5,293 $5,203 “1.7% 35,202 -1.7%
Caguas, PR PMSA 3859 §748 -129% $748 -12.9%
Chicago, IL PMSA $9,025 $8,049 -10.8% $8,049 -10.8%
Cleveland-Lorain-Elyria, OH PMSA © $1,505 $1,561 3.8% $1,561 38%
Dallas, TX PMSA $5,005 $5,762 13.1% $5,762 12.1%
Denver, CO PMSA $2,130 $2,520 18.3% $2,520 18.3%
Detroit, MI PMSA $3,324 $3.303 -0.6% $3,303 -0.6%
Dutchess Caunty, NY PMSA $608 $589 3.1% $589 -.1%
Fort Lauderdale, FLL PMSA $5,544 $5,704 2.9% 95,704 29%
Fort Warth-Arfingtan, TX PMSA $1,503 §1.832 8.6% $1,632 8.6%
Hartford, CT NECMA $2,027 $2,259 114% §2,259 11.4%
Houston, TX PMSA $8,2092 $8,657 4.5% $8,657 4.5%
Jacksonvlle, FL MSA $1.887 $2,351 24.6% $2,351 24.6%
Jersay City, NJ PMSA 32,931 $2,584 -11.9% $2,584 -11.8%
Kansas City, MO-KS MSA $1.478 $1,938 31.3% $1,928 31.3%
Las Vegas, NV-AZ MSA $1,775 $1,917 8.0%. $1,917 8.0%
Los Angeles-L_ong Beach, CA PMSA $16,905 $16,783 0.7% $16,783 0.7%
Miami, FL-PMSA 510,492 $11,031 5.1% $11,031 51%
Middlesex-Somerset-Hunterdon, NJ PMSA $1,408 $1,334 4.8% $1,338 4.8%
Minneapolis-St. Paul, MN-WI MSA $1,288 $1,484 162% §1,484 15.2%
Nassau-Suffolk, NY PMSA $2,879 $2,738 -4.9% 32,734 -4.9%
New Haven-Bridgeport-Stamford-Danbury-
Waterbury, CT NECMA $3,115 $3.631 16.6% $3,631 16.6%
New Orleans, LA MSA $3.060 $3,141 2.T% $3,141 2.7%
New York, NY PMSA $51,212 $47.663 6.9% $47,063 B.1%
Newark, NJ PMSA $7.212 $6,419 -11.0% §6,419 -11.0%
Narfolk-Virginia Beach-Newpart News, VA-NC MSA $1,898 $1.604 -15.5% $1.604 -15.5%
Oaldand, CA PMSA $3,147 $3,282 4.3% $3,282 4.3%
Orange County, CA PMSA $2173 $2,713 24.9% $2,713 24.9%
1/18/2000
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_ Table 1. Estimates of the Ryan White CARE Act Title | Qutlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the number of AIDS cases reported to be living (Method 2)

Method 2 Percart Methad 2 Percent
Current Formula Hold Harmiess Changa from No Hold Harmless Change from
Eligible Metropolitan Areas {in thausands) (In thousands) current [aw (in thcusands) cummant law
Qrtando, FL MSA $2,759 $2.931 6.2% $2,931 62%
Philadelphia, PA-NJ PMSA $68.281 $0,402 1.5% $8,402 1.5%
Phoenix-Mesa, AZ MSA $2,015 $1.880 6.T%h $1,800 6.7%
Ponce, PR MSA $1.233 $1,266 27% $1,266 2.7%
Portiand-Vancouver, OR-WA PMSA $1,558 $§1,758 12.8% $1.,758 12.8%
Riverside-San Bemardino, CA PMSA $3.232 $3,493 8.1% $3,493 8.1%
Sacramento, CA PMSA $1,338 $1,308 -22% $1,308 22%
St Louis, MOHL MSA $1.975 $2,168 9.8% $2,168 9.8%
San Antonio, TX MSA $1,858 $2,012 6.3% $2,012 8.3%
San Diago, CA MSA $4,502 4,764 5.8% $4.764 5.8%
San Francisco, CA PMSA $18,457 $18,744 1.6% $9,574 -48.1%
San Jose, CA PMSA $1,268 $1.421 12.1% $1,421 12.1%
San Juan-Bayamon, PR PMSA $6.,925 $6,042 -12.8% $6,042 -12.8%
Santa Rosa, CA PMSA S604 $715 18.4% $715 18.4%
Seatite-Ballevua-Eversit, WA PMSA $2,654 $3,004 13.2% $3.004 13.2%
Tampa-St. Patersburg-Clearwater, FL MSA $3,597 $3,947 9.T% $3.847 9.7%
Vineland-Millville-Bridgeton, NJ PMSA $341 $333 23% $333 -2.3%
Washinglon, DC-MD-VA-WV PMSA $9.877 $10,415 5.5% $10,415 55%
West Paim Beach-Baca Raton, FL MSA $3.434 $3,604 4.9% $3,604 4.9%
Total $251,890 * $252,603 $242,833 *

Sourca: Table prepared by CRS based on data from the Centers for Disease Control and Prevention.
* EMA was affected by the hold harmless provision. Under current law, the hold harmless is a value 3.5% below the EMA's 1995 grant  Per request, the method
2 hold hanmless is 2% below the EMA's 1995 grant

Note: The totals differ due to differences in the hold harmless and new EMA planning grant adjustments. The total for the cument formula ! refiects the money
distributed under the formula partian of Title | ($242,983,000), adjusted by the amaount to hold SanFrancisco harmless at 3.5% of its 1995 amount (+$9,056,000)
which is transferred from the supplemental grants portion of Titte | to fulfill the hald harmiess provision. New EMA planning grants are funded through a techrical
assistance grant and a comesponding amount of money s subtracted from the money each EMA receives under the formula portian of Title 1 (-$150,000).

The method 2 hold harmiess total? reflects the formula portion ot Title | ($242,983,000), adjusted by the amount ta hold San Francisco and New York hanmless
at 2% of their 1985 amount (+$9,770,00), adjusted for the new EMA start-up grants (-$150,000). The method 2 not held harmiess® reflects the maney distributed
under the formula portion of Title 1 ($242,983,000) adjusted for the new EMA planning grants (-§150,000). All amaunts in Table 1 are rounded to the nearest
thausand dollars and presented in thausands of dollass.

Note: Method 2 is the difference between the number aof AIDS cases and AlDS deaths reported to the CDC. See attached memorandum.

1/18/2000
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Table 2. Estimates of Ryan White CARE Act Title 1 Outlays (in thousands of dollars)
A comparison of the current law (Methad 1) versus the adjusted AIDS cases (Method 3)

Method 3 Percent Method 3 Parcent
Current Formula Hold Harmless  Change from No Hold Harmlaess Change from
Eilgihte Metropolitan Areaa (in thousands) (Tn thousands) current law (inthousands)  cument law
Atanta, GA MSA $6.915 $7.363 6.5% $7,363 6.5%
Austin-San Marcos, TX MSA $1,659 $1.,709 1% $1,709 3.1%
Baltimore, MD PMSA $6,956 $6.909 0.7% $6,909 0.7%
Bergen-Passaic, NJ PMSA $2,401 §2,128 -11.4% $2,126 -11.4%
Boston-Waorcester-Lawrence-Lowell-Brockion, MA-
NH NECMA $5,293 $5,582 5.5% 85,582 9.5%
Caguas, PR PMSA $859 $715 -16.7% $715 -16.7%
Chicago, IL PMSA $9,025 $7,979 -11.6% $7,979 -11.6%
Cleveiand-Lorain-Elyria, CH PMSA $1,505 $1,537 21% $1,537 2.1%
Dallas, TX PMSA $5,095 $5.684 11.6% §5.,684 11.6%
Denver, CO PMSA $2.130 $2 261 6.2% $2,261 6.2%
Detroit, Ml PMSA $3,324 $3,327 0.1% $3,327 0.1%
Dutchess County, NY PMSA $608 $565 -3.8% $585 -3.8%
Fort Lauderdale, FI_L PMSA $5,544 $5,569 0.4% $5.5649 0.4%
Fort Worth-Artingtorm, TX PMSA $1,503 $1.613 7.3% 31,613 73%
Hartford, CT NECMA $2027 $2,265 M.7% $2,265 11.7%
Houstaon, TX PMSA $0,282 $8,768 5.9% $8,768 5.5%
Jacksonville, FL MSA $1.6887 $2.211 172% $2.211 17.2%
Jerssy City, NJ PMSA $2.931 $2514 -142% $2,514 -14.2%
Kansas City, MO-KS MSA $1478 $1,823 22.5% $1,623 23.5%
Las Vegas, NV-AZ MSA $1.775 $1,833 3.3% $1,6832 3.3%
Los Angeles-Long Beach, CA PMSA $16,905 $16,9591 0.3% $16,951 0.2%
Miami, FLL PMSA _ $10,482 $10,703 2.0% $10,703 20%
Middlesex-Somerset-Hunterdon, NJ PMSA €1,406 $1.201 -8.9% $1.281 -4.9%
Minneapaolis-St Paul, MN-WI MSA $1,288 $1.427 10.8% $1,427 10.8%
Nassau-Suffolk, NY PMSA $2,879 $2,923 1.5% $2,923 1.5%
New Haven-Bridgeport-Stamford-Danbury-
Waterury, CT NECMA $3,115 $3,636 16.7% $3.636 16.7%
New Qrleans, LA MSA $3,060 $2,941 -3.9% $2.941 -3.9%
New York, NY PMSA $61,212 $47 974 £.3% $47.974 -6.3%
Newark, NJ PMSA $7.212 $6,389 -11.4% $8,389 -11.4%
Norfolk-Virginia Beach-Newport News, VA-NC MSA $1,898 $1,747 4.0% $1.747 4.0%
Qakland, CA PMSA $3,147 $3,262 3.6% $3,262 3.6%
Qrange Caunty, CA PMSA $2,173 $2,617 20.4% 32617 20.4%
1/18/2000
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Table 2. Estimates of Ryan White CARE Act Title 1 Qutlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the adjusted AIDS cases (Method 3)

Method 3 Percent Method 3 Percent

Curmrent Farmmula Hold Harmless Change from No Hold Harmless Change from
Eligible Metropolitan Argas (in thausands) (in thousands) current law (in throusands) current law
Ortanda, FL MSA $2,759 $2,844 3.1% $2,844 3.1%
Philadelphia, PA-NJ PMSA §8,281 $8,389 1.3% $8,389 1.3%
Phaenbx-Mesa, AZ MSA $2,015 $§2,138 6.1% $2,138 6.1%
Ponce, FR MSA $1,223 $1.224 -0.8% $1,224 0.8%
Portland-Vancouver, OR-WA PMSA 81,958 $1,693 8.6% $1,693 a8.6%
Riverside-San Bemardino, CA PMSA $3,232 $3.413 5.6% $3.412 5.6%
Sacramenta, CA PMSA $1,338 §1.303 -2.6% $1,202 -2.6%
St. Louis, MO-IL MSA $1,975 $2,069 4.8% §2,069 - 4.8%
San Antanio, TX MSA $1,858 $1,981 6.6% $1,981 6.6%
San Diego, CA MSA $4.502 $4,662 3.6% $4,862 - 3.6%
San Francisca, CA PMSA $18,457 ~ $18,744 1.6%* $9,897 458%
San Jose, CA PMSA $1,268 $1,261 7.3% - $1,361 1.3%
San Juan-Bayamon, PR PMSA $6,925 $6,019 -13.1% $6,019 -13.1%
Santa Rosa, CA PMSA 3604 $681 12.7% 3601 12.7%
Seaaitie-Bellevue-Evarett, WA PMSA $2,654 $2.933 10.5% §2,933 10.5%
Tampa-St. Petersburg-Clearwater, FL MSA $3,597 $3,817 6.1% $3.817 6.1% -
Vineland-Millville-Bridgetnn, NJ PMSA $341 $308 -9.5% $308 -9.5%
Washington, DC-MD-VA-WWV PMSA $9,877 $10,300 4.3% $10,300 4.3%
West Palm Beach-Baca Ratan, FL MSA $3,434 $3.478 1.3% $3478 1.3%
Total $251,890 ' $251,581 2 $242,833°

Saurce: Table prepared by CRS based an data fram the Centers for Disease Contral and Prevention.
* EMA was affected by the hotd harmless pravision. Under cumrent law the hold hanmless is a valus 3.5% below the EMA's 1995 grant. Under methad 2, the
hold harmless is a vaiue of 2% below the EMA's 1995 grant.

Note: The totals differ due to differences in tha hold hammiess and new EMA planning grant adjustments. The current formuta botal! reflects tha money distributed
under the formuta portion of Title | (§242,983,000), adjustsd by the amount to hald SanFrancisco hamless at 3.5% of Its 1995 amount (+$9,056,000) which is
transferred from the supplemental grant portion of Title | to fulfill the haid hasmless provision. New EMA planning grants are funded through a technical assistance
grant and a corresponding amount of money is subracted from the money each EMA recelves under the fonmula portian of Title 1 (-$150,000.) The methad 3
hald harm]&ss total® refiects the the formuta portion of Title | ($242,983,000), adjusted by the amount to hold San Francisco hanmiess al 2% of its 1995 amount
($8,747,000), adjusted for the new EMA planning grans (-§150,000). The method 3 riot held hammless® reflects the maney distributed under the formula portion
af Title | ($242,983,000), adjusted for the new EMA planning grants (-3150,000). All amounts in Table 1 are rounded to the nearest thousand dollars and
presented in thousands of doliars. ]

Note: Method 3 adjusts the reported cases of AIDS and AIDS deaths for late reporting. The estimate of prevalence is the difference in the adjusted regorted
cases and adjusted reported deaths. See attached memo for greater detall.

1/18/2000
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Congressional Research Service ¢ Library of Congress « Washington, D.C. 20540

Memorandum __ January 19, 2000
TO . Senate Health, Education, Labor and Pensions Committee

Attention: Scoit Boule
FROM : Panlette Como
Analysl in Social Legislation
Domestic Social Policy Division

SUBJECT : Ryan White CARE Act, Follow-up

In response to my memorandum dated January 18, 2000 regarding Title I ofthe Ryan
White CARE Act, you requested that I report an additional comparison of grant amounts to
eligible metropolitan areas (EMAs) using 1998 as the reference year for the hold harmless
provision. Following, please find two tables containing the information you requested.

This memorandum contains a brief analysis of the data. For a review of the three
Methods of estimating AIDS prevalence, and a discussion of the Method of distributing
funds under cwirent law, please see my previous memorandum.

Analysis and Policy Implications of the Data

More EMASs receive larger grants under the formula portion of Title I when FY1998
is used as the reference year for the hold harmless provision, rather than FY1995. This is
true for both alternative Methods of calculating AIDS prevalence.

Table 1 attached compares the grants distributed under the formula portion of Title
I when AIDS prevalence is estimated under the current Method (Method 1) and under
Method 2 — both with and without a 2% hold harmless provision. Method 2 is the difference
between reported AIDS cases and reported AIDS deaths. These estimates were made using
data for FY1999. These are not projections. The hald harmless provision for Method 2
references grants EMAS received in 1998. The hold harmless provision prohibils EMAs
from receiving less than 98% of the amount of money they received in FY1998,
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Thirty two EMASs would receive more money under Method 2 hold harmless' and 19
would receive less money. The percentage change in money received by EMAs with a hold
harmless provision range from a decrease of 15.5% (relative to what the EMA would have
received under current law) in Norfolk-Virginia Beach-Newport News VA-NC, to an
increase of 31.1% in Kansas City, MO-KS. The percentage change between Method 1 and
Method 2 may reflect a variety of factors such as regional differences in survival and access
to care. The range in the percentage change in this analysis (-15.5% to +31.1%) is identical
to the range when 1995 is used us a reference year for the hold harmless provision. The
reason is that Norfolk-Virginia Beach-Newport News (Norfolk) VA-NC (-15.5%) is a new
EMA as of FY1999, Norfolk did not receive a grant in 1995 ar in 1998. Thus, the hold
harmless provision does not apply to Norfolk. Las Vegas NV-AZ was the only other EMA
to be added in FY1999, and since it would receive an increase in funds using Method 2
instead of the Method 1, the hold harmless provision did not effect the grant amount for Las
Vegas,

The hold harmless provision referenced to 1998 for Method 2 effected five EMAs
— Bergen-Passaic NI (-6.4%), Chicago IL (-10.6%), Jersey City NJ (-6.8%), Newark NJ (-
7.1%), and San Francisco CA (-0.05%). Some EMAs had very large decreases in their
money, but were either not subject to the hold harmless because they did not exist in 1995
(e.g., Norfolk-Virginia Beach-Newport News VA-NC, -15.5%), or their decrease was large,
but not so large that it was affected by the hold harmless (Caguas PR, -12.9% and San Juan-
Bayamon PR, -12.8%). Other EMAs received substantially more under Method 2, such as
Jacksonville, FL (+24.6%) and Orange County, CA (+24.9%).

One major disadvantage of Method 2 is that it gives EMASs an incentive to delay the
reporting of AIDS deaths. Such an incentive may jeopardize the reliability of AIDS data.
Differences in the hold harmless provision would not alter this incentive.

Table 2 compares grants distributed when the current Method (Method 1) and
Method 3 are used to estimate the AIDS prevalence, both with and without a 2% hold
harmless provision. The hold harmless provision used for Method 3 references 1998. Two
EMAs (Las Vegas NV-AZ and Norfolk-Virginia Beach-Newport News VA-NC) are new as
of FY1999 and are not held harmless when FY1998 data is used. Recall that Method 3
estimates prevalence with data adjusted for reporting delays,

Thirty-five EMAs received more money under Method 3 compared to Method 1
while 16 EMAs received less money. The percentage change in money received by EMAs
with a hold harmless provision ranged from a decrease of 13.2%? in Caguas PR, 10 an
increase of 23.5% in Kansas City, MO-KS. The percentage change between Method 1 and
Method 3 may reflect a variety of factors. Like Method 2, Method 3 will reflect regional
differences. Unlike Method 2, Method 3 is adjusted for reporting delays. Under the current

' The 2% hold harmless provision used for Method 2 and Method 3 was relative to the funds
an EMA received in 1998, EMAs can not receive a grant in FY'1999 that is smaller than 2% less
than the grant they recejved in FY1998. :

* This amount is held harmless. Tn the absence of the hold harmless provision, Caguas PR would
have received a grant under Method 3 that was 16.7% lower than it would have received under
current law. '

1. ViIwv



Ly,

Vi VU ARV AV Ve WJivl L Ul Vil oy 1l aVe o=l VieV

CRS-3

law (Method 1) EMAs that are slower to report their data to the CDC are at a relative
disadvantage. Under Method 3, those delayed reporters are brought to parity. Because there
is a set amount of money to distribute among the EMAs, the EMAS that historically were
very prompt Io report their data to the CDC were somewhat adversely affected by Method
3. For example, according to the CDC, EMAs in Puerto Rico, which promptly reported their
data relative to other EMAs, were adverscly affected by the adjustment for other EMA’s
reporting delays. Norfolk-Virginia Beach-Newport News VA-NC, which had the greatest
negative percent change from current law under Method 2 has a much smaller negative
percent change under Method 3 (-8.0%). This would sugpest that Norfolk had been a
relatively slow reporter and would see greater grants under Method 3, even without the hold
harmless.

Nine EMAs receive the hold harmless amount under Method 3 when FY 1998 grants
are used as the reference: Bergen-Passaic NJ (-6.4%), Caguas PR (-13.2%), Chicago IL (-
10.6%), Jersey City NJ (-6.8%), Middlesex-Somerset-IHunterdon NJ (-6.2%), Newark NJ (-
7.1%), San Francisco CA (-0.05%), San Juan-Bayamon PR (-13.1%), and Vineland-
Millville-Bridgeton NI (5.6%). Seven EMAs received negative percent changes between
Method 3 and Method 1 but were not affected by the hold harmless provision either because
they did not exist in I7Y1998 (Norfolk-Virginia Beach-Newport News VA-NC, -8.0%) or
their decrease in grants under Method 3 was not large enough to be affected by the hold
harmless (New York NY, -6.3% and Dutchess County NY, -3.8%).

The data used in Method 3, unlike Method 2 or 1, take longer for the CDC to
calculate. Estimates of AIDS prevalence current through July of 1999 may not be available
until February or March of the following year. This lag has 10 do with the deadlines that
EMAs have to report their data to the CDC and the amount of time it takes to generate
accurate estimates. The committee may wish to consider this constraint when formulating
legislation.

More EMAs are held harmless when FY 1998 grants are used as the reference, rather

than FY1995 grants. This is true for both alternative Methods of calculating AIDS
prevalence.

T hope this information is useful, If you have any further questions, please call me
at 202-707-7317.
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Table 1. Eslimates of the Ryan White CARE Act Title 1 Outlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the number of AIDS cases reported to be living (Method 2)

Mathod 2 Percent Mathod 2 Percent
Current Formula Hold Harmless Change from No Hold Harmless Change fram
Eligible Metropollan Areas (In thausands) (in thousands) current law (in thousands) current law
Allanta, GA MSA $6,915 $7.532 8.9% $7.532 6.9%
Austin-San Marcos, TX MSA $1.658 $1.720 7% $1.720 7%
Baltmore, MD PMSA $6.,956 $6.402 -8.0% $6,402 -8.0%
Pergen-Passalc, N PMSA $2,401 $2,247 -8.4% $2,135 “11.1%
Boston-Warcester-Lawrence-Lowell-Brockion, MA-
NH NECMA $5,293 $5,203 “1.T% $5,203 1.7%
Caguas, PR PMSA $a59 $748 -12.9% $748 -12.9%
Chicago, IL PMSA $9.025 $8,066 -10.6% $8,049 -10.8%
Cleveland-Lorain-Blyria, OH PMSA $1.505 $1,561 3.8% $1,561 36%
Dallas, TX PMSA $5.095 $5,762 13.1% $5,762 131%
Denver, CO PMSA $2,130 $2,520 18.3% $2,520 - 18.3%
Deiroit, M) PMSA $3,324 $3,303 0.6% $3,303 - -0.6%
Dutchess Courty, NY PMSA $604 $589 A1% $549 31%
Fort Lauderdale, FL PMSA $5,544 $5.704 2.9% $5,704 29%
Fort Werth-Astington, TX PMSA $1,503 $1,632 8.6% $1,632 8.6%
Hartford, CT NECMA $2,027 $2.259 11.4% $2 259 11.4%
Houston, TX PMSA $8.282 $8.657 4.5% 38,657 4.5%
Jacksonville, FL MSA $1,687 $2,351 24.6% $2 351 24 6%
Jersey Gity, NJ PMSA $2,931 $2,732 -6.8% $2.504 -11.9%
Kansas City, MO-KS MSA $1,476 $1,924 31.3% $1,938 3%
Las Vegas, NV-AZ MSA $1.775 $1,917 8.0% $1.917 8.0%
Los Angeles-Long Beach, CA PMSA $16,905 $16,783 0.7% $16,783 0.T%
Miami, FL PMSA $10,492 $11,031 5.1% $11,031 5.1%
Middlesex-Somerset-Hunterdon, NJ PMSA $1,408 $1,338 -4.8% $1,338 4.8%
Mirmeapolis-St. Paul, MN-WI MSA 31,288 $1,484 18.2% $1,484 15.2%
Nassau-Suffalk, NY PMSA $2,679 $2,739 -4.9% $2,738 -4.9%
New Maven-Bridgepan-Stamford-Danbury-
Waterbury, CT NECMA $3,115 $3,631 16.6% $3,631 16.6%
New Orleans, LA MSA $3,060 $3,141 2.7% $3.141 2T%
New York, NY PMSA $51,212 $47,063 8.1% $47.083 8.1%
Newark, NJ PMSA $7.212 $6,703 -T1% 36,419 -11.0%
Norfolk-Virginia Beach-Newport News, VA-NC MSA $1,898 $1.604 <15.5% $1.604 -15.5%
Oakland, CA PMSA $3,147 $3,2082 4.3% $3,282 4.3%
Orange County, CA PMSA $2,173 $2,713 24.9% $2,713 24 9%
1/24/2000
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Table 1. Estimates of the Ryan White CARE Act Title 1 Outlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the numbar of AIDS cases reparted to be living (Method 2)

Method 2 Percant Mathod 2 Percent
Current Farmula Hold Harmless Change from No Hold Harmless Change from
Eligible Matropolitan Areas (In thousands) {in thousands) current faw (in thousands) cument law
Onando, FL MSA $2,759 $2,831 6.2% $2,931 6.2%
Philadelphia, PA-NJ PMSA §8,281 $8,402 1.5% $8,402 1.5%
Phoenix-Mesa, AZ MSA $2,015 $1,880 6.7% 31,860 8.7%
Pance, PR MSA $1.233 $1,2686 27T% $1,266 2.T%
Partiand-Vancouver, OR-WA PMSA $1,558 $1,758 12.8% $1,758 12.8%
Riverside-San Bemardina, CA PMSA $3.232 $3.493 6.1% $3,493 8.1%
Sacramento, CA PMSA $1,338 $1,308 -22% $1.308 22%
St Louis, MO-IL MSA $1,975 $2,168 9.8% $2,168 9.8%
San Antonio, TX MSA $1,858 $2,012 8.3% $2,012 9.3%
San Diego, CA MSA $4,502 $4.764 5.8% $4,764 5.8%
San Francisco, CA PMSA $18,457 ¢ $18,369 0.5% * $9,574 -48.1%
San Jose, CA PMSA $1,268 $1.421 121% $1,421 12.1%
San Juan-Bayamon, PR'PMSA $6,925 36,042 -128% $6.042 -12.8%
Santa Rosa, CA PMSA $604 $715 18.4% $715 18.4%
Seatife-Ballevue-Eversit, WA PMSA $2654 $3.004 13.2% $3,004 13.2%
Tampa-St. Petersburg-Clearwater, FL MSA $3.597 $3,947 9.7% $3,047 9.7%
Vineland-Millville-Bridgeton, NJ PMSA $341 $333 -2.3% $333 -2.3%
Washington, DC-MD-VA-WV PMSA $9,877 $10,415 5.5% $10,415 5.5%
West Palm Beach-Boca Raton, FL MSA $3,434 $3.604 4.9% $3,604 4.9%
Total $251,880 ' $252,190 0.1%2 $242,833 -3.6%

Source: Table prepared by CRS based on data from the Centers far Disease Cantrol and Pravention.

* EMA was affected by the hold harmless provision. Under current law, the hold harmless Is a value 3.5% below the EMA's 1995 grant. Per request, the methad

2 hold hanmless is 2% below the EMA’s 1998 grant.

Nate: The totals differ due to differences in the hold harmiless and new EMA planning grant adjustments. The total for the current formula ' reflects the maney
distributed under the formula partion of Title | ($242,983,000), adjusted by the amount to hold SanFrancisco harmiess at 3.5% of its 1995 amount (+$9,056,000)
which Is transferred from the supplemental grants portion of Title | to fulfil the hold hanmless provision. New EMA planning grants are funded through a technical
agsistance grant and a carresponding amount of maney Is subtracted from the money each EMA receives under the formula partion of Title 1 {(-$150,000).

The method 2 hold harmless tatal® reflects the formula partion of Title | ($242,983,000), adjusted by the amount to hold 5 MSAs harmless at 2% of their 1998
amount (+89,356,000), adjusted for the new EMA start-up grants (-$150,000). The method 2 not heid hanmiess® reflects the money distribuled under the formula
partion of Titte | (§242,883,000) adjusted for the new EMA planning grants (-$150,000). All amounts in Table 1 are munded to the nearest thausand dollars and

presented in thousands of doliars.

Note: Method 2 is the difference between the number of AIDS cases and AIDS deaths reported to the CDC. See attached memarandum.

1/2412000
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Table 2. Estimates of Ryan White CARE Act Title 1 Outiays (in thousands of dollars)
A comparison of the current law (Method 1) versus the adjusted AIDS cases (Methad 3)

Msthod 3 Percant Method 3 Percent
Current Farmula Hold Harmless Change from Na Hold Harmiess Change from
Eligitle Metropolitan Areas {in thausands) (in thousands) current law (in thousands)  curment law
Atlanta, GA MSA $6,915 $7,363 6.5% $7,363 6.5%
Ausiin-San Marcos, TX MSA $1,658 $1,709 31% $1.708 3.1%
Baltimore, MD PMSA $6,956 $6,909 0.7% $6,909 L.T%
Bergen-Passaic, NJ PMSA $2,401 $2.247 6.4%° $2,126 11.4%
Baston-Waorcester-L awrence-LowelFBrockton, MA-
NH NECMA $5,293 $5,582 55% $5.6582 5.5%
Caguas, PR PMSA $859 $746 -132%* $715 -16.7%
Chicago, IL PMSA $9,025 $4,066 -10.6% " $7.979 -11.6%
Cleveland-Lorain-Elyria, OH PMSA $1.505 $1,837 21% 91.537 2.1%
Dallas, TX PMSA $5,095 $5.684 11.6% $5.604 11.6%
Denver, CO PMSA $2.130 $2.261 6.2% 42,261 6.2%
Detroit, Mi PMSA $3324 $3,327 0.1% $3,327 0.1%
Dutchess Courty, NY PMSA $608 $585 -3.8% $585 -3.8%
Fort Lauderdale, FL PMSA 95,544 $5.569 0.4% $5,569 0.4%
fFort Worth-Arlington, TX PMSA $1.503 $1,613 7.3% $1,613 7.3%
Hartford, CT NECMA $2,027 $2,265 11.7% $2,265 1.T%
Houstan, TX PMSA $8,282 $8,760 5.9% $8,758 5.9%
Jacksanville, FLL MSA $1.887 $2.211 17.2% $2.211 172%
Jersey City, NJ PMSA $2,931 $2.732 £5.8% * $2.,514 -142%
Kansas City, MO-KS MSA $1.476 $1.823 23.5% $1.823 23,5%
Las Vegas, NV-AZ MSA 51,779 $1.833 3.3% $1.80 3.3%
Los Angeles-Long Beach, CA PMSA $16,905 $16.951 0.3% $16,951 0.3%
Miami, FL PMSA $10,492 $10,703 20% $10,703 2.0%
Middlesex-Samerset-Hunterdaen, NJ PMSA $1.408 $1,318 6.2% " 41,281 8.9%
Minneapolis-St. Paul, MN-WI MSA $1.288 $1,427 10.8% $1,427 10.8%
Nassau-Suffalk, NY PMSA 82,879 $2,923 1.5% $2,921 1.5%
New Haven-Bridgeport-Stamford-Danbury-
Waterbury, CT NECMA $3.115 $3.636 16.7% 33,636 16.7%
New Orleans, LA MSA $3,080 $2.941 -3.9% $2,941 -3.9%
New York, NY PMSA $51,212 347 974 5.3% $47.974 -8.3%
Newark, NJ PMSA $7,212 36,703 71%° $6,389 -11.4%
Norfolk-Virginia Beach-Newport News, VA-NC MSA $1,698 $1,747 8.0% $1,747 38.0%
Qakland, CA PMSA . $3.147 $3,262 3.6% $3,262 3.6%
Orange County, CA PMSA $2,173 $2617 204% 82,617 20.4%
1/24/2000
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Table 2. Estimates of Ryan White CARE Act Title 1 Outlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the adfusted AIDS cases (Method 3)

Mathod 3 Parcent Method 3 Percent

Current Formula Hold Harmlass Change from No Hald Harmless Change from
Bigible Metropolitan Areas (in thausands) (in thousands) current law {in thousands) currant law
Orlando, FL MSA $2,759 $2,844 31% $2,844 1%
Philadelphia, PA-NJ PMSA $8.2a1 $8,249 1.3% 98,389 1.3%
Phoenix-Masa, AZ MSA $2,015 $2.138 6.1% $2,138 6.1%
Pance, PR MSA $1,223 $1.224 -0.8% $1.224 0.8%
Parland-Vancouver, OR-WA PMSA $1,558 $1.693 8.6% $1,693 8.6%
Riverside-San Bamardino, CA PMSA $3.232 $3.413 5.6% $3.413 5.6%
Sacramento, CA PMSA $1,339 $1,203 -2.6% $1.303 -2.6%
St Louls, MO-ILL MSA $1,975 $2,069 4.8% $2,069 4.68%
San Antanio, TX MSA $1,858 §1,961 6.6% $1,981 6.6%
San Diego, CA MSA $4.502 $4,662 3.6% $4,662 3.6%
San Francisco, CA PMSA $18.457 ¢ $16,369 05% * $9,997 45.8%
San Jaose, CA PMSA $1,268 $1.361 7.3% $1,361 7.3%
San Juarr-Bayamon, PR PMSA $6,925 $6,021 -13.1% * $6.019 -13.1%
Santa Rosa, CA PMSA $604 $681 12.7% $6at 12.7%
Seattfe-Bellevue-Evereit, WA PMSA $2,654 $2,933 10.5% $2,933 10.5%
Tampa-St Petersburg-Clearwater, FL MSA $3,597 $3,017 6.1% $3,817 6.1%
Vineland-Millville-Bridgeton, NJ PMSA $341 $322 5.6% * $308 -9.5%
Washington, DC-MD-VA-WV FMSA $9.877 $10,300 4.3% $10,300 4.3%
West Palm Beach-Boca Raton, FLL MSA 83,434 $3,478 1.3% $3.479 1.3%
Total $251,890 ' $252,029 0.1%* $242,833 36%°

Source: Table prepared by CRS based on data from the Certers for Disease Carirol and Prevention.

* EMA was affectad by the hold hannless pravision. Under current lzw the hold harmless [s a value 3.5% below the EMA’s 1995 grant. Under method 2, the

hold harmiess Is a value af 2% below the EMA's 1998 grant.

Nate: The totals differ due ta differences in the hold harmless and new EMA planning grant adjustments. The current farrmula total' reflects the money distributed
under the farmula partion of Title | ($242,983,000), adjusted by the amourt to hald SanFrancisca hanmiess at 3.5% of its 1995 amount (+§9,056,000) which is
transferred from the supplemental grant portion of Title | to fulfill the hold hanmless provision. New EMA planning grants are funded through a technical assistance
grant and a comresponding amount of money is subtracted from the money each EMA receives under the formula partion of Title 1 (-$150,000.) The method 3
hold harmiless total? reflects the the farmula portion of Title | ($242,993,000), adjusted by the amount to hald 9 EMAs hanmless at 2% of their 1998 amount
($9,196,000), adjusted far the new EMA planning grants (-$150,000). The method 3 not held harmless’ reflects the money distributed under tire formula portian

of Title | ($242,983,000), adjusted for the new EMA planning grants (-§150,000). All amounts in Table 1 are rounded to the nearest thousand doilars and

presented in thousands of doliars.

Note: Method 3 adjusts the reported cases of AIDS and AIDS deaths for late reparting. The estimate of prevalence is the difference in the adjusted reparted
casas and adjusted reported deaths. See attached memo for greater detail.

1/24/2000
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Memorandum January 28, 2000-

TO . Senate Health, Education, Labor and Pensions Commitice
Attention: Scott Boule

FROM : Paulette Como
Analyst in Social Legislation
Domestic Social Policy Division

SUBJECT : Ryan White CARE Act, Title 11

You requested a comparison of how different methods of estimating the number of
people living with acquired immune deficiency syndrome (AIDS) would affect the funds
distributed to states and territories under Title II of the Ryan White CARE Act in FY1999,
Attached, please find the tables containing the information you requested. This
memarandum is the complement to the analysis of Title I which I did for your office on
January 18, 2000.

This memorandum is divided into two parts. The first part is an explanation of the
set-asides that affect the amount of money distributed and a description of the formula for
distributing funds under current law. The second part is a brief analysis of the data, Fora
more detailed explanation of the different methods of calculating AIDS prevalence, please
see my memorandum to your office daied January 18, 2000.

Set-Asides and Distribution of Funds Under Current Law

This analysis does not assume changes in the underlying formula in the current law.
It examines how difTerent data (or estimates of prevalence') used in the same basic formula
result in different distributions of money. The estimates presented in the tables are for
FY1999 —they are not projections. They may differ from those presented by other analyses
due to rounding error., :

'Method 1 of calculating ATDS prevalence is the method used under current law. It is described on
page 2 of this memorandum. Alternative Method 2 of calculating AIDS prevalence is the difference
between reported cases of AIDS and reported AIDS deaths. Alternative Method 3 of calculating
prevalence is the differcnce between reported cases of AIDS adjusted for reporting delays and
reported ATDS deaths adjusted for reporting delays,
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Title 1] provides funds to all 50 states, the District of Columbia, Guam, Puerto Rico,
and the Virgin Islands,? Curvent law states that, unlike Title I, Title II grants are distributed
entirely through the formula specified in the law. Several set-asides are taken out of the
appropriation before it is divided among the states and territories. These set-asides include
Special Projects of National Significance (FY1999 = 1.807% of total Title Il appropriated
funds), Broad Technical Assistance (FY'1999 =1% of total Title II appropriated funds), and
Evaluation (FY1999 = 1% of Title Il appropriated funds.) A portion of Title Il funds are
earmarked for the AIDS Drug Assistance Program (ADAP). For FY1999, $461,000,000 of
the Title II appropriation was earmarked for ADAP, For FY1999, the remaining portion of
the Title II appropriation, $248,904,300 was divided among states and eligible territories
using the formula described below.

All of the Title IT appropriation (after set-asides and earmarked funds) is divided
among states and eligible territories, Under Title II, when a state receives a hold harmless
or minimum grant amount, all other states receive less money than they would have
otherwise received. The burden of holding some states at the hold harmless level is divided
proportionally amang all states that are above their hold harmless levels, The discussion that
follows will start by describing the formula used to distribute funds, and will then talk about
the adjustments that are made when some states receive more money because of the hold
harmless provisions.

The estimate of AIDS prevalence for states is calculated the same way for Title IT as
it is for Title I. The reported cases of AIDS over the previous 120-month period are
aggregated into 10 separate 12-month periods, Those 12-month periods are weighted by a
factor that represents the probability that individuals who were diagnosed with AIDS are still
alive, given the year in which they were diagnosed. Those 10 weighted survival estimates
are summed and represent the estimated living cases of AIDS in each state or teritory. For
Title I, this procedure is done twice. First it is done for all estimated living cases of AIDS
in each state, and second for those estimated living cases of AIDS who do not live within an
EMA in each state.

Non-ADAP Title I appropriations are allocated with a distribution factor which gives
greater weight to non-EMA cases. To calculate this distribution factor, each state or
territory’s total proportion of cases is weighted by 80% and added to each state or temitory’s
proportion of non-EMA cases, which is weighted by 20%.

There are two scparate provisions in Title If that increase a state's or lerritory’s grant
amount above what it would have received through the formula alone. The first provision

? Under current law, several “territories of the United States” are eligible to receive Ryan White
grants under Title I, but those territories do not report enough cases to receive funds, and they are
not subject the hold harmless provision based on the number of AIDS cases. Those territories
include American Samoa, the Commonwealth of the Northern Marianas, and the Republic of the

Mar;hall Islands, There are currently two estimated living cases of AIDS in these three territaries
combined.
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establishes a minimum payment for states® based on the estimated number of living cases in
the state. States with fewer than 90 living AIDS cases can not receive less than $100,000.
States with 90 or more living AIDS cases can not receive less than $250,000. In FY99, five
states received one of these two floor amounts. Those staies were Montana ($250,000),
North Dakota ($100,000), South Dakota ($100,000), Vermont ($250,000) and Wyoming
($100,000).

The second provision is a hold harmless provision. Under current law for FY1999,.
no state shall receive less than 96.5% of what it received in FY1995. Though all states and
territories were eligible for this provision, none received it. All states and territories received
FY1999 grants that were larger than 96.5% of what they received in FY1995.

As stated previously, when one or more states or territories receive more money
because of a minimum grant or hold harmless provision under Title 1, the grants to other
states and territories are decreased to fulfill the minimum grant or hold harmless provision.
Therefore, after Montana, North Dakota, South Dakota, Vermont and Wyoming receive the
minimum grant amount (which is larger than the grant amount they would have received
through the distribution formula alone), all state and territory grants are reduced by a
“reduction factor.” The reduction factor is equal to the difference between the total amount
of money to be distributed and the amouns of money reserved to increase state and territory
grant amounts under the minimum grant and hold harmless provisions, divided by the total
amount of money. This reduction factor is muitiplied by each state and territory grant and
- subtracted from the original grant, The result is again tested against both provisions: the
hold harmless provision to ensure that no state receives less than 96.5% of its FY1995
amount and the minimurmn grant provision to ensure that no state receives less than $100,000
or $250,000 depending on the estimated number of AIDS cases in the state, This process is
called a ratable reduction.

For the examination of the alternative methods of estimating AIDS prevalence
(Method 2 and Method 3) in this memorandum, a different hold harmless level was used.
The level of the minimum grant provision remains the same as under current law. But, the
hold harmless level for Methods 2 and 3 in the following tables was set at 98% of a state or
territory’s FY 1998 grant, as requested. Therefore, in FY1999, using Method 2 and 3 for
estimating AIDS prevalence, a state or territory could not receive less than 98% of what it
received in FY'1999,

Analysis and Policy Implications of the Data

Table 1 compares the amount of money distributed to each state or territory using
the formula in Title II of the CARE Act when AIDS prevalence is estimated under current
law (Method 1) and under Method 2, with both the minimum grant provision and the hold
hammless provision and without cither provision. These estimates do nor include the funds
distributed for the AIDS Drug Assistance Program (ADAP). Method 2 of estimating AIDS
prevalence is the difference between roported cases of AIDS and reported AIDS deaths. The

? This provision is applied to all S0 states, the District of Columbia, and Puerto Rico. Guam and the
Virgin Islands are not eligible for this hold harmless provision.

P. 021
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grant estimates in this analysis were calculated using AIDS prevalence data for FY1999, the
only data made available by the Centers for Disease Control and Prevention (CDC). These
estimations are not projections.

Most of the data used for the analysis of Method 2 and Method 3 in this
memorandum were published by the CDC.* One part of the calculation requires AIDS
prevalence estimates for eligible metropolitan areas (EMAs) for each state, Where an EMA
spanned more than one state (such as Boston, which includes parts of Massachusetts and
New Hampshire) the CDC did not report the estimated number of living AIDS cases in each
state within the EMA for Methods 2 and 3. It did publish those estimates for Method 1,
current law. For the analysis of Methods 2 and 3 in this memorandum, I assumed that the
estimated number of AIDS cases living in each state within an EMA that crossed state
boundaries would be proportional to estimated number of AIDS cases living in each state
in the same EMA under Method 1.

Twenty eight states and territories would receive more money under Method 2 with
the minimum grant and hold harmless provisions and twenty one would receive less money.®
The grants for five states would not change, Under current law, three states (North Dakota,
South Dakota end Wyoming) would receive the minimum grant award for a state with fewer
than 90 estimated living cases of AIDS. Two states (Montana and Vermont) would receive
the minimum grant award for a state with 90 or more estimated living cases of AIDS. These
states receive the same grant amount under Method 2 with the minimum grant provision as
under current law (Method 1). The percentage change in money received by states or
territories when the minimum grant and hold harmless provisions are employed range from
a decrease of 9.9% in West Virginia to an increase of 42.5% in New Hampshire. The
percentage change between Method 1 and Method 2 may reflect a variety of things, including
bhut not limited to regional differences in survival, and access to care.

Ten states and territories received grant amounts determined by the hold harmless
provision.® Because of this provision (as well as the minimum grant provision mentioned
in the previous paragraph), all states that do nat receive a grant amount resulting from the
minimum grant provision or the hold harmless provision receive less money under Method
2 with both of these provisions than under Method 2 without either provision. The grant
amounts for two states, Illinois and Maryland decreased to the point where they too became
eligible for the hold harmless provision under Method 2 when they were not previously
eligible forit. This is because of the ratable reduction. Under Method 2 with the minimum
grant and hold harmless provisions, if a state qualifies for either provision and it would
increasc the amount of grant money it received, then the state would receive this higher grant
amount. Because there is a finite amount of money to be allocated between the states and

* Centers for Discase Control and Prevention, HIV/AIDS Surveillance Supplemental Report.
1999;5(No. 2): [1-8]. '

* Under current law, states and territories can not receive less than 96.5% of the grant amount they
received in FY1995. The hold harmless provisions used for analysis of Methods 2 and 3 was 98%
of the FY1998 grant amount. Both current law and the Method 2 analysis also include 8 minimum
grant amount provision based on the number of cases of AIDS in the state.

¢ No state shall receive less than 98% of the grant amount it received in FY1998.
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territories, if a state or territory is given more money becanse of the minimum grant
provision or the hold harmless provision, alf other states receive proportionally less money.
For Mothod 2 without either provision, states and territories receive the grant amounts they
would receive due to the formula alone. lllinois would have recejved 8.2% less money under
Method 2 (without the minimum grant or hald harmless provisions) than Method 1. But,
with the minimum grant and hold harmless provisions in place, Illinois will get even less
money (a decrease of 8.4%) because it will be contributing part of its grant to other states and
territories to meet their minimum grant or hold harmless levels, until the point at which it
qualifies for the minimum grant or hold harmless provision itself. Once Illinois became
eligible for a hold harmless provision, its grant amount stopped decreasing while other state
and territory grant amounts might have continued to decrease proportionally to fulfill other
state and territory minimum grant and hold harmless provisions. The same is true for
Maryland.

New York and West Virginiareceive an approximately 9.9% decreases under Method
2 with the minimum grant and hold harmless provisions relative to current law. Though their
decrease would be large, it is not so large that it would be affected by either provision,

Nevada and Virginia would receive substautially higher grant amounts - 35.5% and
9.9%, respectively —because of the hold harmless provision. Under current law for FY1999,
Nevada would receive approximately $1,569,000, which is less than it received in FY1998,
approximately $2,170,000. One possible explanation for this is that the estimated number
of people living with AIDS in Nevada as a percent of the national total has decreased relative
to other states between FY1998 and FY1999. Under Method 2 without the minimum grant
and hold harmless provisions, Nevada would receive a larger grant than it would under
current law ($1,665,000.) But with the hold harmless provision, which stipulates a
maximum 2% reduction relative to the FY1998 grant, Nevada would receive a much larger
grant. Virginia would similarly have received a smaller grant under current law in FY1999
relative to FY1998. Under Method 2 without the minimum grant and hold harmless
provisions, Virginia would receive an even smaller grant than it would have received in
FY1999 under current law, but with the hold harmless provision, Virginia would receive
9.9% more under Method 2 with the minimum grant and hold harmless provisions than it
would relative to current law.

Table 2 compares the amount of money distributed when the current method
(Method 1) and Method 3 are used to estimate AIDS provalence, with both the minimum
grant and the hold harmless provisions and without either provision. Method 3 is an estimate
of AIDS prevalence which has been adjusted for reporting delays,

Thirty two states and territories would receive more money under Method 3 with the
minimum grant and hold harmless provisions and 17 would receive less money under
Method 3 with bath provisions relative to Method 1. States that receive 8 minimum grant
amount of $100,000 or $250,000 under current law would receive the same amount under
Method 3 with the hold harmless. Six states receive minimum grant amounts under Method
3. The percentage change in money received by states or territories when the minimum grant
and hold harmless provisions are employed range from 2 decrease of 12.4% in West Virginia
and a decrease of 11.5% in Mississippli, to an increase of 35.5% in Nevada. The percentage
change between Method 1 and Method 3 may reflect a variety of things. Like Method 2,

P. 023



FEB. -07 00 (MON) 16:47 US SENATE HELP CMTE Tel:202 224 5128

CRS-6

Method 3 reflects regional differences in survival. Unlike Method 2, Method 3 also adjusts
forreporting delays. Under current law, states that are slower to report their data to the CDC
are at a relative disadvantage. Under Method 3, those delayed reporters are brought to parity.
States that had historically reported their data promptly to the CDC will be relatively
disadvantaged by this method of estimating AIDS prevalence. According to CDC
statisticians, Method 3 is a more accurate method of estimating AIDS prevalence than
Method 1.7

The minimum grant and hold harmless provisions for Method 3, like Method 2, affect
fifteen states and territories. However, some of the states affected under each method are
different. Under Method 3, one more state receives the minimum grant allowed to a state
with 90 or more cases of AIDS than under Method 2: Idaho would receive a $250,000 grant
under Method 3 with the minimum grant provision, a 5.4% decrease compared to current
law. Nine states and Lerritories receive a Method 3 hold harmless grant amount that is 98%
of their FY 1998 grant,

As with Method 2, there are several states that would receive a more substantial
decrease in funds under Method 3 with the minimum grant and hold harmless provisions
than without provisions. Louisiana, for example, would receive an 8.0% decrease under
Method 3 with the minimum grant and hold harmless provisions relative to current law.
Louisiana would receive only a 6.9% decrease under Method 3 without either provision,
Again, the ratable reduction is the cause. As some states and territories receive more money
because of the minimum grant and hold harmless provisions than they would have received
by the distribution factor alone, the grants for other states and territories are proportionally
reduced to compensate for those higher grant amounts. The ratable reduction process
continues until all states and territories are ejther at a the minimum grant level, the hold
harmless level, or above their hold harmless level and the correct total amount of money is
distributed.

Method 3 is also similar to Method 2 in that some states receive substantially more
money because of the hold harmless provision. Nevada, for example, would have reccived
less money under the formula portion of Title I in FY1999 using Methed 1 to calculate
AIDS prevalence than it did in FY1998. Because of the hold harmless provision used to
analyze Method 3, Nevada would receive a much larger grant amount under Method 3 hold
harmless than it would under current law (+35.5%).

Overall, the same number of states and territories receive grants designated by the
minimum grant and hold harmless provisions under Methods 2 and 3. Under both methods,
the hold harmless provision causes some states and territories to receive more money than
they would have without the provision, while some states and territories receive less money
than they would have received without the hold harmless provision. The ratable reduction
is the cause for this dichatomous result.

I hope this information is useful. If you have any further questions, please call me
at 202-707-7317.

" Telephone conversation with CDC, January 2000.

r.uzé
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A Comparison of the current law (Method 1) versus the number of AIDS cases reported to be living (Method 2)

(in thousands)
Method 2 Parcant Method 2 Parcent
hold harmless and  change from no hold harmless or change from
State Current Formula minimum ambunt current law minimum amount current law
Alabama $3.315 $3,496 5.5% $3,541 6.8%
Alaska £270 $311 15.4% $315 16.9%
Arizona $2.224 $2,054 77% $2,081 £.5%
Arkansas $1,505 $1,629 21.5% $1.,853 23.1%
California $30,670 $31,301 2.1% $31,704 3.4%
Colorado $1,068 $2.276 157% $2,307 172%
Connecticut $3.630 $4,075 12.3% $4,128 13.7%
Dolaware $1,393 $1,376 -12% $1,393 0.0%
District of Columbia $3.319 $3,781 13.9% - $3.830 15.4%
Florida $24,977 $26,191 4.9% $26,529 8.2%
Georgla $7,858 $8,106 5.8% $8.210 72%
Hawail $1,102 $1,120 1.6% $1.134 2.9%
idaho $264 $260 -1.5% $254 0.3%
liinios $6.968 $6,385 84% * $6,385 82%
Indiana $3,254 $3,407 4.7% $3,451 6.1%
lowa $659 $723 9.7% 5732 11.1%
Kansas $082 $840 4.2% * $889 85%
Kentucky $1,852 $1,719 T2% $1,741 £.0%
Loutstana $5.011 $4,840 -3.4% $4,902 22%
Maine $441 $530 22.3% $546 23.9%
Maryland $6,407 $5,067 B2% =~ $6,039 -7.0%
Massachusetis $4.214 $4,133 -1.9% * $3.953 £2%
Michigan $3,738 $3,654 2.3% $3,701 -1.0%
Minnesota $970 $1,114 14.8% $1,129 16.3%
Mississippl $2,270 $2,101 -1.4% $2,128 -6.2%
Missouria $2,682 $3,200 23.0% $3,342 24.8%
Montana $250 * $25D 0.0% * $203 -18.7%
Nebraska §548 $547 -03% §554 1.0%
Nevada $1.559 $2,127 355% " $1,685 6.1%
New Hampshire $310 $442 42.5% $448 44 4%
New Jersey $12427 $11.877 44% * $11,345 B.7T%
New Mexico $1,125 $1,107 1.6% $1,121 04%
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Table 1. Estimates of Ryan White CARE Act Title Il Grants

A Comparison of the current law (Method 1) versus the number of AIDS cases reported to be living (Method 2)

(in thousands)

Msthod 2 Percent Meathod 2 Percent
hold harmless and change from no hold harmless or change from
State Current Formuila minimum amount current law minimum amount current law
New York 941,146 $37,108 -0.8% $37,587 -8.6%
North Carolina $5,301 $4,952 -6.4% $5.,026 -52%
North Dakota $100 ¢ $100 D.0% * $57 -42.6%
Ohlo $4,821 $4.555 1A% ™ $4,340 -11.6%
Okiahoma $1.,773 $1.941 9.5% $1,966 10.9%
Oregon $1.543 $1,638 6.1% $1.659 7.5%
Pennsylvania $8,590 $68.297 -34% $8.404 22%
Rhode Island $1,070 $1.121 4.8% $1,136 6.2%
South Camplina $4,668 $5.044 1.5% $5,109 2.8%
South Dakota $100 * $10D 0.0%* $82 “115%
Temmassee $4.461 $4.726 5.8% $4,787 7.3%
Texas $17.246 $17.834 3.4% $18,064 4.7%
Utah $946 $1,053 112% $1,066 12.7%
Vermont $250 * $250 0.0% * $224 -105%
Virginia 94847 $5,328 9.9% - $4,538 B84%
Washington $2,934 $3.209 9.4% $3.251 10.8%
West Virginia $625 $563 -9.8% $570 -B.7%
Wisconsin $1.731 $1.863 13.4% $1,980 14.9%
Wyoming $100 * $100 0.0% * $85 -14.8%
Guam $9 $11 213%™ $7 -17.5%
Virgin Islands $284 $275 -3.2% $278 -2.0%
Puertp Rico $7.6886 $7.378 -8.6% ** $7.095 -10.1%

Total $248,904,300 $248,904,300 $248,804,300

Source: Tabls prepared by the Congressional Ressarch Sesvice based on data from the Centers for Disease Control and Prevention (CDC).
* EMA was affacted by the minbnum grant provision based on the number of cases of AIDS in the state. States with less than 90 living cases of
AIDS can rot receive less than $100,000. Statss with 80 or more living AIDS cases can not receive less than $250,000. Guam and the Virgin

(slands are not eliglble for this provision.

“* EMA was affected by the hold harmless provision based on a percent of a previous grant amount. Under current law, states and efigible
territories shall not receive less than 56.5% of the FY1005 grant amount. For analysis of Method 2, states and eligible temitories do not receive
less than 98% of the FY 1988 grant amoumt, per request.

Note: Method 2 is the difference between the number of AIDS cases and AIDS deaths reported 1o the CDC by states and EMAs.
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Table 2. Estimates of Ryan White CARE Act Title || Grants

CRS-9

A Comparison of the current law (Method 1) versus the adjusted number of AIDS cases reported to be llving (Method 3)

(!n Thousands)
Method 3 Percent Method 2 Percent
hold harmless and change from no hoid harmless or change from
State Current Formula minimum amount current law minimum amount current law
Alabama $3.315 $3,377 1.9% $3,418 3.1%
Alaska $270 $296 9.8% $300 112%
Arizona $2,224 $2,300 34% $2,32p 4.7%
Arkansas $1,505 $1,770 17.6% $1,792 19.0%
Califomia $30,670 $31,549 2.9% $31,935 4.1%
Colorado $1,966 $2,087 6.0% $2,113 7.3%
Connecticut $3.630 $4,081 12.4% $4,131 13.8%
Delaware $1,393 $1,225 4.9% * $1,332 -4.4%
District of Columbia $3.319 $3,602 112% $3.737 12.6%
Florida $24 977 $25,451 1.9% $25,762 3.1%
Georgia $7.658 $7.987 4.3% $8,085 5.6%
Hawii $1,102 $1,132 2B% $1,146 4.0%
Idaho 3264 $250 549 * $246 T1.1%
Winios $6.968 $6,386 84% ** $5.390 -8.3%
-Indiana $3,254 $3.312 1.8% $3,353 3.1%
lowa $659 $661 3.3% $689 4.5%
Kansas 3982 $940 42% * 5829 -15.6%
Kerttucky $1.852 $1,750 -5.5% $1,771 -4.3%
Loulsiana $5.011 $4,609 8.0% $4,666 -5.9%
Maine $441 $503 13.9% $509 15.3%
Maryland $6.497 $6,291 -32% $6,368 2.0%
Massachusetts $4.214 $4.231 04% $4,283 18%
Michigan $3.738 $3,803 1.7% $3,849 3.0%
Minnesota $970 $1,069 102% $1,082 11.5%
Mississippi §2.270 $2,017 -112% $2,041 -10.1%
Missouria $2,662 $3,185 18.7% $3,224 20.2%
Montana $250 * $250 0.0% * $206 -17.5%
Nebraska $548 $524 ~4.4% $530 -33%
Nevada $1,569 $2,127 35.5% ** $1,591 1.4%
New Hampshire $310 $401 29.3% $406 30.9%
New Jersey $12.427 $11,877 44% $11,115 -10.6%
New Mexico $1,125 $1.162 3.3% $1,176 4.5%
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Table 2. Estimates of Ryan White CARE Act Title il Grants
A Comparison of the current law (Method 1) versus the adjusted number of AIDS cases reported to be living (Method 3)
(In Thousands)

Method 3 Percent Method 2 Percent
hold harmless and change from no hold harmless or change from
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State Current Formula minjmum amount  current law minimum amount  current lew
New York $41,146 $38,160 7.3% $38.627 -6.1%
North Carolina $5,301 $5,037 -5.0% $5,099 -3.8%
North Dakota $100 * $100 0.0% * $56 44.4%
Ohio $4,921 $4 555 TA% - $4,388 -10.8%
Oklahoma 31,773 $1.048 9.9% $1,972 112%
Orsgon $1,543 $1.577 22% $1.596 34%
Pennsylvania $8.590 $8,508 -1.0% $8.612 02%
Rhode Istand $1,070 $1.089 1.8% $1,103 3.1%
South Camlina $4,968 $4,7684 -37% $4.842 -25%
South Dakota $100 * $100 0.0% * $81 -18.6%
Tennessee $4.461 $4,622 6% $4.678 4.9%
Texas $17,246 $1B,025 45% $18.246 5.8%
Utah $946 $1.033 0.2% $1,046 10.5%
Vermont $250 * $250 0.0% ¢ $221 -11.6%
Virginia . $4,847 $5,328 9.9% $4.669 04%
Washington $2,934 $3,190 8.7% $3.220 10.1%
Wes! Virginia $625 $549 -12.1% $556 ~11.1%
Wisconsin $1,731 $1,861 7.6% $1,884 8.9%
Wyoming $100 * $100 0.0% * $73 -26.8%
Guam $9 $11 21.3% $7 24.0%
Virgin Islands $284 $284 0.0% $288 1.3%
Puerto Rico : 57,896 $7,378 £.5% $7.027 -11.0%
Total $248,604,300 $248,904,300 $248,904,300

Source: Table prepared by the Congressional Research Service based on data from the Centers for Disease Contrul and Prevention.

“ EMA was affectad by the minimum grant provision based on the number of cases of AIDS in the state. States with less than
AIDS can not recelve less than $100,000. States with 80 or
Islands are nol eliglble for this provision.

** EMA was affected by the ho!d harmless provision based on a
teritories shall not recelve less than 95.5% of the FY1995

less than 88% of the FY 1998 grant amount, per request.

Note: Method 3 is the difference between the number of AIDS cases adjusted for reporting delays and AIDS deaths adjusted for reporting delays.

B0 living cases of
more fiving AIDS cases can not receive less than $250,000. Guam and the Virgin

percent of a previous grant amount. Under current law, states and eligible
grant amount. For analysis of Method 2, states and eligible territorias do not recaive
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