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THE WHITE HOUSE
WASHINGTON

MEMORANDUM FOR MEMBERS OF THE PRESIDENTIAL ADVISORY COUNCIL
ON HIV AND AIDS
.

FROM:  Eric P. Goosby, M.D., Office of National AIDS Policy T 'T)Llh
SUBJECT: HIV Prevention Act of 1997 Introduced by Representative‘Coburn (R-Oklahoma)

- This memo provides a brief overview of the HIV Prevention Act of 1997 introduced by

Representative Coburn (R-Oklahoma). The bill has 75 co-sponsors and is endorsed by the
American Medical Association.

Coburn Bill

This legislation would amend the Medicaid statute to require States to take the following actions
as a condition of receipt of Medicaid funds:

0 States must require providers to report all positive HIV tests to the State health
department.
Current Policy: All States require reporting of AIDS cases; 26 require HIV infection
reporting among adults and children; and 3 states require reporting for children only.
Many states with large HIV caseloads (including New York, California, and Texas) have
chosen not to require HIV reporting.

0 State public health officers must notify all sexual or drug-using partners of each HIV-
positive person.
Current Policy: States are required to have partner notification programs in place as a

condition of CDC funding. The Coburn provision is more prescriptive and would enta11
significant costs to States.

o States must cooperate with the CDC in carrying out a national program of partner
notification, sharing information across state lines.
Current Policy: States work cooperatively on tracing possible contacts of persons with
sexually transmitted diseases. This has not been done routinely across State lines for HIV
due to differences in State reporting and partner notification programs-for HIV.

0 Defendants for whom an indictment or information is presented accusing them of sexual
crimes can be tested for HIV*if the victim requests it or if the nature of the crime has
placed the victim at risk for HIV.



Current Law: The Crime bill of 1994 allows victims of defendants charged with certain
sexual offenses to get a court order requiring defendants to be tested for HIV. The Crime
bill places more focus on information and counseling for the victim. The Coburn
provision places minimal focus on the victim. The optimal public health response would
be to provide victims with immediate HIV tests (PCR tests) for themselves in order to
benefit from new drug therapies that could prevent the HIV infection from taking hold.

0 States must authorize health professionals to require HIV tests of patients prior to medical
procedures; providers and patients must be notified of positive HIV test results.
Current Policy: There is no precedent in medical practice for making receipt of a
necessary procedure contingent upon a test for infectious disease. There is no protection
here that patients will not be denied a medically necessary or appropriate procedure after
their HIV status is known. The CDC has long promoted universal precautions, not
testing, as the most effective way to prevent HIV transmission in all settings.

o States must authorize funeral services providers to require HIV tests of bodies. States
must also require health care entities (such as hospitals) to notify funeral services
providers if a body is HIV-positive.

Policy Response: Universal precautions, used correctly by health care and funeral
services providers, provide the safest, most consistently effective protection against HIV

transmission. An HIV test result may be falsely positive, and no additional health benefit
is gained. : '

0 States must require that applicants for health insurance who undergo HIV tests as part of
their applications have the right to the results of those tests. This does not extend to
ERISA with respect to group health plans. '

Policy Context: This provision responds to a court case where an HIV-positive man was
denied knowledge of his HIV status by a health insurer. His wife sued and won in court
(Deramus v. Insurance Company in Mississippi).

0 States are required to ensure that adoption agencies notify prospective adoptive parents of
a child's HIV status at the request of the parents.

Current Policy: States have exercised different approaches in dealing with their adoption
programs.

Two additional Sense of Congress provisions are included, stating that HIV-positive health
professionals should notify their patients if their duties convey any risk of HIV transmission and
that States should have laws in effect making it a felony for an HIV-positive person to knowingly
engage in behaviors that place others at risk of HIV. [Since 1990, all States have been required
to have laws criminalizing knowing transmission of HIV infection. ]



Responses to Legislation

The National Governors Association passed a policy resolution at their Winter meeting opposing
Federal restrictions and requirements on funding which interfere with State prevention strategies.
They specifically opposed HIV testing mandates and requirements that would divert funding
from one public health activity to another. The Association of State and Territorial Health
Officers also oppose Federal restrictions on the flexibility of the States to design locally effective
responses to the HIV epidemic. The HIV/AIDS advocacy community will vigorously oppose
this legislation on public health grounds.

The AMA is supporting this bill while also indicating that it is willing to help improve the bill.
Some victims rights groups have supported these provisions in the past. The issue remains to

identify the best, most compassionate, and most effective public health response to safeguard the
health of victims of sexual assault.

Summary

The Administration has significantly increased its investment in prevention activities to reduce
the number of new infections occurring and to help people learn their HIV status at the earliest
stages of disease. The effect of these prevention and treatment interventions are now yielding
encouraging data, with a 27% reduction in new pediatric AIDS cases and a drop in AIDS-related
deaths for the first time. The Administration has always worked in close partnership with State
and local health departments, who are on the front lines of fashioning effective public health
responses to the characteristics of their local epidemic. These professionals are on the front lines
of designing appropriate responses to the HIV epidemic locally, and they are responsible for
maximizing the effective use of resources to reduce the toll of HIV in their communities. Local
flexibility in designing appropriate responses remains an important tenet of effective action, and
the Administration continues to support these health officials in their important roles.
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105TH CONGRESS REPORT
HOUSE OF REPRESENTATIVES 105—

13t Seasion

DEPARTMENTS OF LABOR, HEALTH AND HUMAN SERV-
ICES, AND EDUCATION, AND RELATED AGENCIES APPRO-
PRIATION BILL, 1998

JULY 22, 1997.—Committed to the Commitsee of the Whole House on the State of
the Union and ordered to be printed

Mr. PORTER, from the Committee on Appropriaticns,
submitted the following

REPORT

{To accompany HR )

The Committee on Appropriations submits the following report in
explanation of the accompanying bill making appropriations for the
Departments of Labor, Heslth and Human Services (except the
Food and Drug Administretion, Indian Health Service, and the Of-
fice of Consumer Affairs), and Education, Armed Forces Retirement
Home, Corporation for National and Community Service, Corpora-
tion for Public Broadcasting. Federal Mediation and Conciliation
Service, Federal Mine Safety and Health Review Commission, Na-
tional Comrmission on Libraries and Information Science, National
Council on Disability, National Education Goals Panel, National
Labor Relations Board. National Mediation Board, Occupational
Safety and Health Review Commission, Physician Payment Raview
Commission, Prospective Payment Assessment Commission, Rail-
road Retirement Board, the Social Security Administration, and the
United States Institute of Peace for the fiscal year ending Septem-
ber 30, 1998, and for other purposes.
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Emergency medical seruvices for children

The Committee has provided $13,000,000 for emergency medical
gervices (or children, which is $507,000 above the 1997 level and
$1,000,000 above the Administration request. The program sup:
ports demonstration grants for the delivery of emergency medical
services to acutely ill and seriously injured children.

Blach lung clinica

The bill provides $5,000,000 for black lung clinics, which is
$1,000,000 above the 1997 eppropriation and 83,094,000 above the
Administration request. This program supports 14 grantees which
treat a declining population of coal miners with respiratory and
pulmonary impairments. The clinics presently receive more than
one-third of their funding from other sources, such ns Medicaid and
Medicare. Of the 14 grantees, four receive community health center
funding as well as black lung grants.

Alzheimer’s demonstration gronts

The Committee provides $5,999,000 for Alzheimer’s demonstra-
tion grants, which is the same ags the 1997 appropriation. The Ad-
ministration proposed that this funding be translerred to the Ad-
ministration on Aging at a level of $8,000,000. The program pro-
vides grants to States to help them lan and establish programs to
provide health care services to individuals with Alzheimer's dis-
ease. Funds are used for respite care and eupportive services, clear-
inghouses, training, and administrative costs for State offices. By
law, States are required to match the Federal funding—45 percent
of the cost of the program by the third year of the grant.

Payment to Hawais, treatment of Hansen’s Disease

The bill includes $2,045,000 for the treatment of persons with
Hansen's Disease in the State of Hawaii, which is the same as the
1997 appropriation. The Administration requested this fanding in
a consolidated clueter which would reduce funding for the pro-
grams included in the cluster by $3,498,000. This progrem, w ich
provides a partial matching payment to the State of Hawaii, dates
to the period of Father Damien's facility for sufferers of Hansen's
disease (Jeprosy). That facility now hes 63 residents who live there
R{ cheice, and the grounds have been converted o a historical site.

oet patients diagnosed with Hangen’s disease in Hawaii are now
treated in the same manner as new patients on the mainland; their
care is handled on an outpatient basis, with the prograrm paying
for about 5,300 outpatients visits per year.

Ryan White AIDS programs

The bi)l includes $1,168,252,000 for Ryan White AIDS programs.
This is $132,000,000 above the amount requested in the President’s
budget and $172,000,000 above the 1997 appropriation. The Com-
mittee recognizes the urgency of aeed for AIDS care and drug pur-
chages and has provided increases for each of Ryan White pre-
grams.

The Committee commends the Department for the recent release
of draft fuidelines for the use of antiretroviral agents in HIV-in-
fected adults and adolescents. These recommendations reflect the

41

significant advances in treatment of people with HIV dieease as the
result of the subetantial investment in AIDS research. For people
with HIV disease, these guidelines offer the hope of improved
health and enhanced quality of life.

_ The Committee has attempted in this bill to address some of the
immediate needs resulting from these new treatment guidelines.
How?ver. the magnitude of the recent advances in treatmeot will
require careful long term planning for the promise of the new
treatments to reach as many people as ossigle. In particular, it
will be important to assess the extent of changes in priority setting
and resources allocation that are already occurring within each of
the components of the Ryan White program. Therefore, the Com.
mittee directs the Secretary 1o undertake 8 comprehensive review
of the implications of the new treatment guidelines oo AlDS care
programs, with an emphasis on the role of the Ryan White care
programs, and to submit a report to the Committee by February 1,
1998 outlining a plan of action and recommendations for imple-
menting the new guidelines for programs under the Department’s
juriediction. If the Department’s review results in a recommenda.
tion for a different configuration for resources altocation than that
provided by Congress ip the 1998 appropriations bill, the Commit-
tee encourages the Secretary to submit a reprogramming request
in a timely manner to take maximum advantage of the new oppor-
tunities generated by these important treatment guidelines. In ad-
dition, the Committee encourages HRSA to accelerate the award of
1998 program year grants to help addresa the increased program
needs that have been identified in the current program year.

Emergency assistance

The bill includes $471,663,000 for the Title | emergency assist-
ance program, which ie $16,720,000 above the Administration re-
quest and $21,720,000 above the 1997 appropriation. These funde
provide grants to metropolitan areas with very high onumbers of
AIDS cases for outpatient and ambulatory health and social sup-
port services. Half of the amount appropriated is allocated by for-
mula and half is allocated to eligible areas demeonstrating addi-
tiona) need through a competitive grant process. No new areas are
expected to be eligible for funding under Title [ in 1998.

Comprehensive care programs

The Committee provides $560,994,000 (or Title [1, coraprehensive
care programs, which is $129,040,000 above the Administration re-
quest and $144,040,000 above the 1997 appropriation. The funds
provided support formula grants to States for the operation of HIV
service delivery consortia in the localities most heavily affected, for
the provision of home and community-based care, for continuation
of health insurance coverage for infected persons, and for purchase
of therapeutic drugs.

The Committee is aware of the great promise of protease inhibi-
tor druge in the treatment of AIDS, w?\ose purchage is financed
under Title II, as well as under the other titles, and has included
bill language identifying $299,000,000 specifically for the AIDS
Drug Assistance Program (ADAP). The 1997 bill designiated
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HIGHLIGHTS
LABOR, HHS AND EDUCATION SUBCOMMITTEE MARK

The recommendation before the Subcommittee totals $79 7 billion. This is an

increase of $4.97 billion over 1997 and $424 million below the budget request. The
recommendation both keeps faith with the budget agreement and addresses the health and
education priorities of this Committee. The “protected programs” in the budget deal

account for nearly half of the total increases in the bill, and nearly 33 billion of the
increases are for education.

Highlights of the Subcommittee Recommendation include:

$13.692 billion for the National Institutes of Health to support medical research, an
increase of $952 million over 1997 and $615 million above the budget request.

$29.537 billion for the programs of the Department of Education, an increase of 33.086
billion above 1997. Education programs include: _ )

. $1.271 billion for education reform programs, ir;clud'ing: $541 to assist state and

local school districts provide the best in education technology for students; and
$530 million for Goals 2000.

$7.807 billion for Title I, Compensatory Education for the Disadvantaged.

$4.956 billion for special education. This includes $3.942 billion for state grants,
an increase of $834 million over 1997.

$8.570 billion for student financial assistance, including $6.9 billion for Pell
Grants, enough to raise the maximum grant by $300 for a total of $3,000.

$525 million for the TRIO program, an increase of $25 million over 1997.

$1.2 billion in advance funds for the 1998/1999 LIHEAP winter program. In addition,
the recommendation includes an additional $300 million in emergency LIHEAP funds.

$1.077 for the Ryan White CARE Act programs, an increase of $81 miilion over 1997
and $41 million over the budget request. The recommendation includes a set-aside of
$217 million for the Aids Drugs Assistance Program (ADAP). Also included in the

recommendation is $646 million for the HIV prevention activities of the CDC, $30
million above the 1997 appropriation.

$1.307 billion for programs authorized by the Older American’s Act, an increase of $24
million over 1997 and $28 million over the request.

a4
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$826 million for Community and Migrant Health Centers, an increase of $24 million
over 1997 and $16 million above the request.

$142 million for the Breast and Cervical Cancer Screenirig program of the CDC.

$50 million new programs to assist communities in preventing juvenile crime. Funds
include $25 million for youth offender demonstration training grants, $15 million for

remedial education grants, and $10 million for at risk youth substance abuse prevention
grants. . :

$5.2 billion for employment and training programs of the Department of Labor,
including:

$871 for the Summer Youth Jobs program, $1.2 billion for the Job Corps, and
$250 million in advance funds for out of school youth activities, if authorized..

31.350 for the dislocated worker program, and $953 million for adult training.

$999 million for the workplace safetyactivities of the Pepartment of Labor, an increase
of $37.5 million above 1997.
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16300 DISBAS8 CONTROL, RESEARCH AND TRAIRING 16300
16130 pPeoventive Haalth Bervicue Dlock Grant.........cvvnns . 193,994 1835940 143,940 -10,054 .-- 16150
16360 Rapo Prevention and Education (non-add)............--a 39,000 49,000 43,000 010,000 == NA 16180
16)00 Subtote), Pcavantive Healih Services Bloch 16370
1637 © Gtant (non-add)........ Sesaeer i Cseaanans 188,994 198,940 168,940 -54 --- 16779

cecsOBRARLAR SUTIEIERNGAAE FAABEISRINE 40AMATRSYWeS UTVIAABERTYS
18400 Pravention COMLOI® .. .. .oconvmecaronn nsmeranrs Ceeraean 8,099 9,099 0,099 --- <=~ 0 16400

v

185%0 Ch)ldhood losuntzatlon 3/. . ... ... it rsonorananas 467,%63 427,312 843,545 -22,03@ 110,173) (4] 16330
16800 Acqulred lmmune Oeflcleacy 3yndcome (AIDI)............ 616,790 6)4,766.. 646,790 »Y0,000 »12,324 B 15800
169%0 Tuvdecculosle...... es s st e i ees s sanan s 119,294 119,26 119,2)6 -39 -- (1] 16930
17000 Saxvall)y trenamitted dleeasas. ......, ... ¢c v cnaanen 106,20) L AR PRERDY 111,124 «4,960 -- 17000
170%0 Subtotald......co0vnunn e reeeni ey RPN 225,497 230,407 770,407 q,910 .- 17050
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DEPARTMENTS OF LABOR, HEALTH AND HUMAN SERV-
ICES, AND EDUCATION, AND RELATED AGENCIES APPRO-
PRIATION BILL, 1998 :

JpLy 22, 1997.—Committed %o the Commitiss of the Whale Meuse oo the State of
the Uniea and evdered ta by prisead

Me. PORTER, from the Committes on Appropristions,
submitted the following

REPORT

{Te sccoopany HR. )

The Conupitiec on Appropriations submits the following repert in
explunstion of the acco ing bill making Agmpﬁaﬁm_ for tha
Departments of Labor, th and Human Servicss ( t the
Food and Drug Administration, Indian Health Service, and Of-
fice of Consumer Affuirs), and éduuﬁon. Armed Forees Retirement
Homa, Corn::ﬁon for National and Community Service, Corpora-
tion for Public Broadcasting, Foderal Mediation and Conciliation
Service, Federal Mine Safsty and Health Review Commisaion, Na-
tional Commissien on Libraries and Information Science, National
Countil on Disability, National Education Gosls Panel, Natiamal
Laber Relations Board, National Medistion Board, Occupational
Safety snd Health Review Commission, Phywician Payment Raview
Commission, Prospective Payment Assessment Commission, Rail-
rosd Retirement Board, the Social Security Administration, and the
United States Institute of Paace for the flacal year ending Septem-
ber 30, 1998, and for other purposss. _

3-3:12




D are

®7:30 AM

@07/29/97

| 202 462 0446

ADAP Working Group/ W.E. Arnold

40

Bmergency medical services for childran
‘The Commitiee bas provided $13,000,000 for em ;
servicen b chdren Thich s S50 000 ahows taa TERT Teve rod
Poia Gamendieeion Eranta for oo delvery. df omerhesty et
: 0 granta for i of
services 10 scutely ill and seriously iniun':r:ﬁl&mm.mm edical

Black lung clinics :
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Ryan White AIDS programs .- :
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the compenents of the Rysn White prograe. Therefore, the Com-
mittee directs the Secretary 1o undertake & comprehensive review
of the implicationa of the new trestment guidelines on AIDS care
programs, with an emphasie os the role of the Ryan While'care
programs, and (o cubait s report o the Committee by February 1,
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the pew guidetines (or programs wnder the Department’s
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Emergency ossistance - A ek
The bill includes $471,663.000 for the Title 3 emergency ssial
ance em, whith is $16,720,000 sbove the Administraliod re-
quest $21,720,080 sdove the 1997 .mwpnmqn. These funds
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Comprehensive care progrems : _
The Cecamittee provides $560,994,000 for Title i1, comprebensive
care programs, which iv $129,060,000 ebove the Administration ro- .

queet and §144040,000 above the 1987 ‘zm"‘mtbu The funds
previded support formle Em to States operation of HIV
service delivery consortie the localities most heavily affected, for
the provision of heme and community-baeed care, for conlinustion
of health insurance coverage fer jnfected peraons, and for purchase
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ter druge in the treatwment of , whese n_ﬁnnad
undelt Tide Il.‘i:a”wdl ae wwﬁaoo#u titles, odﬁl;ut;:zludd
bin vyl , v AIDS
Drug Assistanss Program (ADAB). The. 1897 hill designated

QAT "Mt

Lelnldd




hae

07:31 AM

G07/29/97

| 202 462 0446

ADAP Working Group/ W.E. Arnold

42

_._.:'-.'.n'lf, 000 for this e, which io the same amouat oled
" by the -mumpmsda - y rane

Early intervention program .

 The Committes provides $72,928,000 for Title [11-B, the early
intervention s'mu which is-$3,360,000 above the 1897 o
priation and 311,640,000 belaw the Admiaistration reqeest. Knds
are used for discretionary to migranl and community health
conters, health care for the bomeless gramtees, family planning
T‘t .‘k::.vil‘ll:-opiﬂnh‘mhu_ and other private noa-prafit entitics
P asve prim care services to wae
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reduction counselicg, tranuuisticn prevention, aad dinkr care;
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AIDS dentol services

The bill includes $7,860,000 for AIDS dewts) eervices, which i
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aod clinic facilities of persons with Hansen’s disease at a per diem
conduct a telemedicine project that wil strengthen the know rate ntot tg:;:haete&ﬂtlllx:n wth&comNp:ﬁra(\)bnl:l pﬁ'and’s:,',’-’s cg;:aa::xg c;:stirp :;
base in developing graduate and undergraduate health pro Eahﬂ_l aLA_ This amount iI;g $295,000 above the administration re-
education _program curricula that meet the special need amll:;‘d the same as the 1997 level. The administra tion re-
communities. The Committee is aware of the proposal by the Sta g“u:tlcd funding in a consolidated program cluster for Hansen's dis-
ease.

Within the increase provided. sufficient funds are available

ACQUIRED IMMUNE DEFICIENCY SYNDROME
RYAN WHITE AIDS PROGRANS

The Committee provides $1,077,252,000 for Ryan White AIDS
programs. This is $41,000,000 above the admimistration request
and $81,000,000 above the 1997 level .

Emergency assistance—title [

The Committee recommends $457,943,000 for emergency assist-
aoce grants to eligible metropolitan areas disproportionately af-
fected by the HIV/AIDS epidemic. This amount is $8,000,000 above
the fiscal year 1997 amount and $3,000,000 higher than the admin-
istration request. These funds are provided to metropolitan areas
witbacumulati\redeom&a?zr,OOOmofAmSa%;p;;

ita incidence of 0.0025. One- of the are aw
31,000,000 more than the fiscal year 1997 amount and $3,094 00 CAPi inci ; y
higher than the administration request. This program funds elini f::;ngurlzna:d one-half are awarded through supplementa! compety
;:d‘:h t:']e::mr:spu%tlo oA aﬁgl P “::ao“?h dx_seq.;es of a‘_cgv; and ug The Committee is concerned about the limited AIDS therapy op-
co rs. ese clinics Lce the mcidence o -Cost ; : -
patient treatment for these conditions, The Committee i.gt.en de i tions for children and pregnant women, and encourages the Sec

Emergency medical care for children

The Committee provides $13,000,000 for emergency medical se
ices for children. This is $507,000 above the 1997 level
51,000,000 above the administration request. The program s
ports demoustration grants for the delivery of emergency medi
services to acutely ill and seriously injured children. The Comm;
tee urges HRSA to focus attention

gramsinmmoteandnualmasofthemunhy,suchas'those'
Alaska and Hawaii,

Black lung clinics
The Committee includes $5.000,000 for black lung clinics. This

A - A : retary, when awarding supplemental title ] funds, to give priority
lncrease to sustain patient services at all turrent operating cente ”"a::pmpdate to EMA's whose applications increase services to
women and children with AIDS/HIV infection.

Comprehensive care programs—title I1
The Committee has provided $469,954,000 for HIV health care

Alzheimer’s disease demonstration grants

The Committee recommends $5,999,000 for Alzheimers de
mstrt?:on gmn(;.dwhich is tht!!. same as tba 1997 level. The a
1stration reques transfer of funding and program operations & 4 o, services. This amount is $38,000,000 above the admin.
the Administration on Aging. , _ sbabo%porr:quest and $53,000,000 above the 1997 level These

The Committee is pleased that this program continues to be funds are awarded to States to support HIV service delivery con-
eflective catalyst by stimulating over 140 State, local, public, Sortia, the provision of home and community-based care serviges for
nvate agendes Lo coordinate and stremgthen community services ingividuals with HIV di , continuation of health insurance cov-

r Alr_!:exmer’a faxmhes: The pr_-:fram focuses on making exis erage for low-income persons with HIV disease and support for
services work better, with speci emphasis on hard-to-reach an: State AIDS drug assistance programs [ADAP).
underserved populations. With relatively modest funding, proje: The Committee is heartened by the advent of protease inhibitor
bave provided outreach and support to an estimated 4.5 milliof} therapy in combination with otLe. medications for patients with
persons 1n over 20 ethnic groups. The Committee is pieased wi HIV, which has resuited in lower mortality rates for individuals

oo current suecess of this program and with the ereativity an ¥ith HIV/AIDS for the first time in the history of the epidemic
flexibility with which HRSA has administered it. The Committed The Committee continues to be concerned by t?x:y high costs of new
sees na compelling reason to transfer this program, as Proposed byl mpgicapione for AIDS, and, in_ anticipation of higher demand for
the administration, and is strongly concerned that a transfer risks] thage treatments, bas approved bill language for $217,000,000 for
disruption of the strong public/private partnerships already irj AIpg medications, compared to $167,000,000 provided for this pur-
place. The Committee, therefore, rejects the proposed transfer and’ pose in fiscal year 1997. The Committee remains concerned about
directs that the program remain at FRSA. the lack of timely nationa) data available to estimate future de-
Payment to Hawaii, Hansen's disease treatment fmand for AIDS medications funded by the ADAP program, and is
e . v . | I concerned about the wide variation in State Medicaid poli-
Cw'th.lt? miwmmgé&m;’zfggé%’soﬂ‘?m::’ l%l;gase semce:; gi des regarding eligibility, bemefits, and formularies. The Committee
ommittee pro . or the ayment ; ; el hmarks i uring
State of Hawaii for the medical care and treatmenf i{xmilfs hospital {1ees the Secretary to establish useful benc 0 meas
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progress for ADAP activities and to increase data collection and in-
formation sharing efforts between the Department, the States, and
nongovernmental organizations such as the ADAP Working Group,
the AIDS Treatment Data Network, and the Nationa! Alhance of
State and Territorial AIDS Directors. The Committee reiterates its
directive that the program use all means necessary to reduce the
purchase price of AIDS drugs.

Early intervention program—iitle [II-B

The Committee recommends $79,568,000 for early intervention
grants. This is $10,000,000 above the 1997 Jevel and §5,000,000
Jess than the administration request. These funds are awarded
competitively to primary health care providers to enhance bealth
care services available to people at risk of HIV and AIDS. Funds
are used for counseling, testing, diagnostic, and therapeutic serv-
ices.

" To the extent practicable, the Committee encourages HRSA to
fairly allocate the increase for title [II-B between exmisting grantees
and new providers. The Committee understands that existing
grantees have been level-funded throughout the history of the
CARE Act. By providing additicnal funds to current grantees, the
Committee intends to undergird the HIV care infrastructure al-
ready established in tifle III-B clinies. The Committee also sup-
ports expansion of the number of communities receiving assistance
from this title. The Committee understands that HRSA is conduct-

ing a grant-review process expected to identify qualified new grant-
ees in underserved rural and urban areas.

Pediatric AIDS demanstrations-itle [V

The Committee recommends $45,000,000 for title [V pediatric :
AIDS, which is $5,000,000 higher than the administration request !
and $9.000,000 above the 1997 amount. This program supports !
demonstration grants to develop innovative models that foster co)-
laboraiion between clinical research institutions and primary/com-
munity-based medical and social service providers for underserved
children, youth, p t women, and their families. t

Some 5 percent of the funds apprupriated under this section may !
be used to provide peer-based training and techmical assistance
through national organizations that collaborate with projects to en-
sure development of imnovative models of {family-centered and
youth-centered care; advanced provider training for pediatric, ado-
Jescent, and family HIV providers; health care financing, outcome
measures, and policy analysis; and coordination with research pro-

grams.

The Committee is aware that the Ryan White CARE Act Amend-
ments of 1996 requires significant enrolimert of title TV patients
in N1H research programs. The Committee is further aware that
funding for the pediatric AIDS clinical trial group has been reduced
by the NIH Office of AIDS Research, and urges HHSA to consider
this reduction in funding as well as research protocol requirements
when evaluating the ability of title IV projects to enroll significant
pumbers of patients in research programs.

.
'
!

AIDS dental services

The Committee provides $7,500,000 for AIDS dental services
which is the same as the administration request and the 1997
level. This program provides pgrants to dental scheols and
postdectoral dental education pro s to assist with the cost of
garcsr:'ldmg unreimbursed oral health care to patients with HIV dis-

AIDS education and training cenlers

The Committee recommends $17,287.000 for the AIDS education
and training centers [AETC's). This amount is $1,000,000 abeve
the 1997 level and the same as the administration request. AIDS
education and training centers train health care practitioners, fac-
ulty, and students who care for AIDS patients outside of the tradi-
tional health professions education venues, and support curriculum
development on diagnosis and treatment of HIV 'm?ection for health
professions schools and training organizations. With the issuance of
new protease inhibitor treatment guidelines for patients with HIV,
the Committee provides a significant increase in this account and
expects the parba&tmg centers to disseminate and educate health
care providers on proper use of these new medications.

Family planning

The Committee recommends $208.452,000 for the title X famil
planning program. This is $5,000,000 higher then the aclministray-
tion request and $10,000,000 above the 1397 level. Title X grants
support primary health care services at more than 4,000 clinics na-
tionwide. About 85 percent of family planning clients are women at
or below 150 percent of poverty level.

. Title X of the Public Health Service Act, which established the
amily planning program, autborizes the use of a broad range of ac-
téep le and effective family planning methods and services. The
ugg?ttee:::lem this includes oral, injectable, and other preven-
Committee is concerned that ams receiving 4
funds ought to have access to these rggrum as qu':l:lg axstlex.»m;)E
sible. The Conum_ttee, therefore, instructs the Department to dis-
hl'lbm._e to the regional offices all of the funds available for family
Eil]mg services no later than 60 days following enactment of this

The Committee urges that the Office of Family Planning
] e y P support
iliabona] and community-based initiatives to involve males 'mpl}:n-
NV planning matters. The Committee is aware of the efforts of the

ational Organization of Concerned Black Men, Inc., of Philadel-
Phia, PA, and its local affiliates to enhance the involvement of Afri-
::-Ammcan males in all aspects of family planning, including
ityn mxmmvepﬁom&1n§n£gﬂ:ﬁ fatherhood res ibil-

\ ntoring, app ractical solutions and
urges the Office to support such endeavors. P

Rural health research

The Committee recommends $11,713,000 for the Oﬁi of Rural
; rec ,713, R
If:w{th Policy. This is $3,000,000 more than the ﬁsmju;ear 1997

vel and the administration request. The funds provide support for
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AIDS Action Analysis
The Coburn HIV Prevention Act of 1997

The HIV Prevention Act of 1997 (H.R. 1062), introduced by Representative
Tom Coburn (R-OK), has little to do with preventing HIV transmission. This
bill seeks to federally mandate costly and ineffective testing-related
measures that undermine proven community-based prevention strategies
already being implemented across the country. Instead of allowing states
and communities to effectively respond to the specific demographics of the
HIV epidemic in their jurisdiction, this legisiation represents one-size fits all
solutions from Washington that tie the hands of these communities. In fact,
states and local communities already have the flexibility to implement
provisions of the Coburn bill as part of their prevention strategies, and have,
through state law or regulation, as deemed appropriate.

States would be required to implement all of the bill's provisions as a
condition of receiving federal Medicaid funds, thereby jeopardizing the
source of health care for more than half of all people living with AIDS. No
new funding is provided, despite the fact that the Association of State and
Territorial Health Officers (ASTHO) estimates that implementation of this
legislation would require at least 265 statutory or regulatory changes
nationwide and cost approximately $420 million a year. In fact, among the
laws and regulations states would be required to change in order to comply
with these new unfunded federal mandates are laws and regulations they
enacted to comply with conditions of the federal Ryan White Care Act. At the
same time, this legislation does nothing to support community-based
prevention efforts that have been proven to be highly effective in changing
risk behaviors and significantly reducing the transmission of HIV.

l. National Partner Notification

The HIV Prevention Act would mandate that states report the identities
of all people testing positive for HIV, as well as the identities of their
sexual and needie sharing partners, to the federal government. These
lists would be used by the CDC to establish a national partner
notification system, and a state’s list would be shared with other states
so that individuals could be tracked down and informed that they may
have been exposed to HIV by a current or past partner. Additionally,
all states would be required to implement mandatory names reporting
systems for their own surveillance purposes, even those states that
have already implemented unique identifier systems or that measure
the number of cases of HIV infection by collecting anonymous
demographic information.

@oo4
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. No other disease is required to be reported by federal mandate, and the CDC
has not requested that Congress create such an unprecedented mandate for HIV.

For all other diseases, appropriate surveillance has been accomplished by
consensus in the public health community. For example, all state public health

departments reached consensus on the voluntary reporting of AIDS cases to the
CDC. No federal mandate was needed.

. Mandatory names reporting is not the only or even the best way to do
surveillance to measure cases of HiV infection. Other methods, such as using
unique identifiers and sentinel studies, provide accurate information about the
incidence of HIV infection. State health departments design surveillance
programs appropriate to their populations, taking into account that surveillance
methods that discourage people from being tested in the first place are
counterproductive. States are free to implement mandatory names reporting if
they feel it is appropriate, and a number of states have done so. State flexibility
is key, however, even some states that have confidential name reporting choose
to keep anonymous test sites available as an option as well.

. A federal mandate requiring states to report the identities of averyone
testing positive for HIV would eliminate anonymous testing options,
including newly-approved HIV home sample collection kits. States and local
communities have adopted a broad range of testing options to encourage people
to come forward to be tested without fear of loss of privacy. A 1996 study of
2000 individuals tested at anonymous test sites in California found that 80% said
they would not have consented to be tested if their names were to be
“confidentially” reported to the state health department. And when Oregon state
switched from "confidential” names reporting to anonymous testing, the number
of individuals seeking testing increased significantly. Studies have documented
higher rates of testing and higher rates of positive test resuits at anonymous
testing sites.

. Creating a "national” partner notification program is also an unnecessary
waste of resources. Neither the CDC nor states have called for such as system.

. States and localities are aiready required to have partner notification
programs as a condition of receiving HIV prevention funds from the Centers
for Disease Control and Prevention. The Ryan White CARE Act Amendments
of 1996 also requires states to notify a spouse of a known HIV-infected patient
that he or she may have been exposed to the human immunodeficiency virus and
should seek testing.

AIDS Action Coungil
1875 Connecticut Avenue, NW e Suite 700 ® Washington, DC 20009
(202) 986-1300 & fax 986-1345 e E-Mail HN3384@MHandsnet.org
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Partner notification programs are only useful as part of an overali prevention
strategy geared to the specific demographics of the AIDS epidemic in a lacal
community. The federal mandates in this legislation would constrain local public
health officials from adopting programs most suited to their jurisdictions. Because
partner notification activities are labor intensive, they are expensive and would be
likely to divert resources from more effective means of HIV infection control.

States must be given the flexibility to design and implement partner
notification programs that reflect the level of infection in given communities.
As the AMA has stated, "We recognize that no single type of contact tracing
program can be designed for every state and local health department...reliance
on the discretion of the public health officer provides necessary flexibility....
Financial resources, community seroprevalence rates, awareness levels in at-risk
populations, differing transmission rates among infected populations and how
recently the partners of index patients were exposed to HIV are all factors which
must be considered by public health authorities in designing their contact tracing
programs". '

Partner notification has proven to be ineffective in stemming recent surges
in diseases such as syphilis and gonorrhea. The Centers for Disease Control
(CDC) reported that since 1989 the rates of primary and secondary syphilis have
increased by at least 40 percent and up to 293 percent in urban areas across the
United States.

Mandatory partner notification programs are a poor use of resources. Most
“at risk" populations already know they are at risk; if not, targeted prevention
education to such populations is a far more effective use of resources than
partner notification. Identifying those with HIV and sharing this information
between states does nothing in terms of preventing transmission of HIV.
Moreover, a recent California study of HIV-infected drug users found that 63
percent of those interviewed said they, if asked, would not reveal the correct
names and addresses of their partners due to social stigma and rejection or for
other reasons. Thus, these programs are ineffective as a means of HIV prevention
because their success relies on the voluntary cooperation of the infected person.

Mandatory partner notification programs may actually discourage woemen
from seeking testing, and have been shown to trigger incidents of domestic
violence. In a recent study of health care providers in Baltimore who work with
wamen infected with HIV, 24% of the providers had at least one female patient
who experienced physical violence following disciosure of her HIV status to a
partner.

AIDS Action Councii
1875 Connectcut Avenue, NW e Sulte 700 ® Washington, DC 20009
(202) 986-1300 o fax 986-1345 e E-Mall HN3384@Handsnet.org
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HIV Testing of Sexual Offenders

The HIV Prevention Act requires that states test accused sexual offenders for HIV
within 48 hours of the filing of an information or indictment, whether the victim
requests it or not, and that the results be disclosed "as soon thereafter as
practicable” to "the victim; the defendant; the attorneys of the victim; the
prosecuting attorneys; the judge presiding at the trial, if any; and the principal
public health official for the local jurisdiction in which the crime is alleged to have
occurred” -- seriously compromising the confidentiality of the victim.

The federal Omnibus Crime Act of 1994 already provides for HIV testing of
accused sexual offenders at the request of the victim, and protects the
victim by limiting disclosure of the results to the victim and the person
tested. In addition, at least 44 states and the District of Columbia have laws
explicitly providing for HIV tests in sexual offense cases.

Testing of sexual offenders does not necessarily provide accurate
information regarding the HIV status of the victim due to the window period
in which a person could be infected and not test positive for the disease.
Even if the defendant does test positive, the possibility exists that the virus was
not transmitted to the victim. Relying on the HIV-status of the offender could resuit
in a false sense of security for the victim or create unnecessary panic, further
victimizing the survivor.

Focusing on the perpetrator and further victimizing the survivor by
discounting her needs, not allowing her to decide whether or not testing of
the offender occurs, and revealing her exposure to HIV to anyone
associated with the court proceedings, is hardly good policy. Instead, the
survivor of the crime should be offered counseling, testing, and services to
address her needs and above all, protect her confidentiality. Rape crisis
counselors believe that the best way to help survivors of sexual assault is to
provide necessary health care and counseling services directly to them. Sexual
assault survivors need support to regain a sense of control over their lives.
Concentrating on the HIV status of their assailant undermines the ability of
survivors to reclaim their sense of control over their health and safety. They need
proper counseling immediately by trained professionals who can assess and
convey the risks of transmission. Only by being tested themselves over a period
of time will they know their own status.

The test of the defendant, when used in court, may cause problems for the

AIDS Action Coundl
1875 Connecticut Avenue, NW e Suire 700 ® Washington, DC 20009
(202) 986-1300 o fax 986-1345 o E-Mail HN3384@Handsnet.org
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survivor. If the defendant tests positive, it could be presumed that the survivor
will be positive as well. The survivor may face the same discrimination and
problems that HIV infected persons face.

HIV Testing of Patients

The HIV Prevention Act allows medical professionals to refuse treatment to a
patient unless the patient is tested for HIV.

V.

Adherence to universal precautions for infection control is the accepted
public health approach to protecting health care workers from accidental
exposure to HIV and other blood-borne infections, such as hepatitis B.

Testing does not establish the current HIV status of the patient because of
the window period between Infection and development of antibodies. The best
approach to preventing HIV transmission from patient to health care worker or
vice versa is through adherence to universal precautions. The American Hospital
Association and the American Nurse's Association both oppose blanket screening
because it does not provide meaningful protection for health care workers.

States have rejected the idea of testing hospital patients because it is
ineffective and prohibitively expensive. Since the beginning of the epidemic,
CDC has documented 46 cases of occupational exposure to HIV. The American
Hospital Association estimates that testing hospital patients would cost $1.65
billion a year and would have no real impact on the spread of HIV.

Delaying a medical procedure while awaiting test results that may not even
provide accurate information on a patlent’s HIV status, could cost that
individual his or her life, while doing nothing to actually prevent the spread of
HIV.

Sense of Congress Provisions

The HIV Prevention Act expresses the sense of the Congress that States should
criminalize irresponsible behaviors by those who are infected.

There is no question that deliberately attempting to infect another person with H{V
is a heinous criminal act. However, every state and the District of Columbia
addresses this concern by having laws that allow the criminal prosecution
of such an act. For example, there are some laws that address assault with a

AIDS Action Councll
1875 Connectlcut Avenue, NW e Suite 700 ® Washington, DC 20009
(202) 986-1300 e fax 986-1345 o E-Majl HNI384@Handsnet.org
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deadly weapon or assault with intent to kill, which could be used to prosecute a
person who knowingly attempts to infect another with HIV. Since 1986, 24 states
have adopted criminal laws making it a felony, misdemeanor, or both to knowingly
expose or transmit HIV to another person.

. Criminal laws against knowingly exposing or transmitting a disease to
another person are hardly new. Even before the HIV/AIDS epidemic, many
states imposed criminal or civil penalties on individuals who knowingly exposed
another to a sexually transmitted or communicable disease. While many legal
experts consider these laws sufficiently broad to cover cases involving HIV and
AIDS, several states have amended these laws to specifically inciude HIV/AIDS
or have enacted separate HIV/AIDS-specific laws.

The HIV Prevention Act expresses the sensa of Congress that strict confidentiality
“should” be maintained in carrying out the provisions of this Act.

. A "Sense of Congress” provision is not legally binding, and does nothing
to deter or penalize breaches of confidentiality. People living with HIV/AIDS
are subject to discrimination in housing, health care, and employment. For people
living with HIV/AIDS, maintaining confidentiality is essential to preventing
discrimination. Studies have shown that the very fear of breach of confidentiality
may deter people from being tested for HIV, and that people who suspect that
they may be HIV-positive delay early detection and treatment to avoid the
potential negative consequences which flow from confidentiality breaches. Strict
legal protections accompanied by meaningful, enforceable sanctions are the
only way to protect against breaches of confidentiality.

V. Other Provisions

The BIV Prevention Act of 1997 includes a hodge-podge of other provisions regarding
funeral service practitioners, adoption agencies, and health insurers, all of which are as
burdensome and ill-conceived as the provisions highlighted above. Enormous strides
have been made in addressing the HIV epidemic on the federal and state level. This Act
is a collection of counter-productive unfunded federal mandates that will only divert
resources from real prevention efforts and further stigmatize and frighten people living
with and at risk for HIV. For all these reasons, AIDS Action Council strongly opposes
the Coburn HIV Prevention Act of 1997.

AIDS Action Coundl
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Q & A about the
HIV Prevention Act

1.) Will the HIV Prevention Act require states to report the names of HIV-positive
individuals to the Centers for Disease Control and Prevention (CDC)? '

No. The names of patients are not reported to the CDC, only relevant demographic and personal
information such as age, sex, race or ethnic group plus transmission or risk category. Names are
never reported to CDC as part of an established program of surveillance of widespread disease
such as HIV. Names or surrogate identifiers are reported to the respective state health
departments to ensure partner notification and contact follow-up.

2.) Will this bill frighten or discourage individuals from getting tested for HIV?

No. AIDS activists made these same claims in 1989 when name reporting and partner
notification went into effect in Virginia, but testing for HIV actually INCREASED. More
recently, when anonymous testing was eliminated in North Carolina, HIV testing INCREASED
by 45%.

There is no evidence in any of the 28 states with partner notification that reporting or notification
discourage people from getting tested for HIV.

3.) Does the bill allow physicians to refuse to treat HIV infected patients?

No. The bill specifically states that health professionals, at their discretion, may request that a
patient be tested for HIV before performing an invasive medical procedure.

Testing patients for HIV is primarily aimed at protecting the health of the patient. Doctors do
not want to prescribe immunosuppressant drugs if the patient is HIV positive. Protecting health
care workers from infection is important, but the real key is that doctors need the ability to fully
diagnose a patient. A health care provider needs to know if a patient is HIV positive in order to
give the patient the best possible care.

Federal law prohibits providers from refusing care to anyone who has tested positive for HIV.
The HIV Prevention Act would not change this.
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4.) Does the bill require doctors to be tested for HIV before performing invasive procedures
on patients? .,
No, but it does take the first step in this direction by expressing the Sense of the Congress that
HIV infected health professionals should notify their patients of their status.

Many states have already addressed this issue. Some even require health care personnel who
perform invasive procedures to be tested for HIV. The French Order of Doctors announced
earlier this year that it was the “moral duty” of surgeons infected with HIV to “stop operating”
and switch to general medicine or administrative work.

S.) Does this bill contain an unfunded mandate? Will the testing, reporting and partner
notification be expensive? Where will the money come from?

This is not an unfunded mandate. Because many states are already conducting partner
notification for HIV and all states conduct partner notification for other STDs, the cost of the
partner notification proposal in the bill would not be terribly costly (possibly $10 to $20 million).
CDC receives $140 million for HIV counseling and testing. The additional $10-20 million could
come from this existing amount which has already been budgeted.

6.) What provisions will be in place to protect confidentiality?

Every state already has strict confidentiality laws in place for all medical diseases. In addition,
many states have enacted special laws to protect HIV-status information. Every state has
reported AIDS cases to their state public health department and to the CDC for 16 years without
incident. Why would this change with reporting HIV? In fact, all existing reporting systems (for
example, blood banks, military, CDC, and state health departments) have been conducted with
only a single documented breach of confidentiality. Additionally, this bill expresses the Sense of
the Congress that “strict confidentiality” should be maintained in carrying out the provisions of
the bill.

7.) AIDS activists say that this bill does not treat HIV-infected persons like those infected
with other communicable diseases. What other discases have these same reporting and
partner notification requirements?

CDC currently designates 52 infectious diseases as notifiable at the national level. Although
AIDS and pediatric HIV infections are included on this list, adolescent and adult HIV infection
are conspicuously absent.

Partner notification programs are already in place for other STDs and federal law requires
spousal notification for HIV. This bill would notify anyone who may have been exposed to HIV
by a past or present partner.



