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THE WHITE HOUSE
WASH I NGTON

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

FROM: Eric P. Goosby, M.D., Office of National AIDS Policy

SUBJECT: HTV Prevention Act of 1997 Introduced by Representative‘Cobum (R-Oklahoma)

This memo provides a brief overview of the HTV Prevention Act of 1997 introduced by 
Representative Cobum (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;

o States must require providers to report all positive HTV 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 HTV caseloads (including New York, California, and Texas) have 
chosen not to require HTV reporting.

o State public health officers must notify all sexual or dmg-using partners of each HIV­
positive person.
Current Policy: States are required to have partner notification programs in place as a 
condition of CDC fimding. The Cobum provision is more prescriptive and would entail 
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.

o 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 HfV.



Current 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 Cobum 
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 fi-om new dmg therapies that could prevent the HIV infection fi-om taking hold.

o States must authorize health professionals to require HTV tests of patients prior to medical 
procedures; providers and patients must be notified of positive HIV test results.
Cuirent 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 HTV transmission in all settings.

o States must authorize fimeral 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 HTV-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.

o 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 HTV-positive man was 
denied knowledge of his HTV status by a health insurer. His wife sued and won in court 
(Deramus v. Insurance Company in Mississippi).

o States are required to ensure that adoption agencies notify prospective adoptive parents of 
a child's HTV 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 HTV-positive health 
professionals should notify their patients if their duties convey any risk of HTV transmission and 
that States should have laws in effect making it a felony for an HTV-positive person to knowingly 
engage in behaviors that place others at risk of HTV. [Since 1990, all States have been required 
to have laws criminalizing knowing transmission of HTV 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 HTV epidemic. The HTV/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 HTV 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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Emergency medical seroiceB for children
The Committee has provided $13,000,000 for emergency medical 

acrvit^s ftTchifdren. which is $507,000 above 1997 level and 
000 000 above the Administration request. program sup SirtsTemonstraUon grants for t^e delivery of emergency medical 

services to acutely ill and seriously injured children.

Bloch lung clinics v. . .
The bill provides $5,000,000 for black$1,000,000 Jbove the whkh

A^^mini8tration request. This progr^ supports 14 pantees wlucn
treat a declining population of opal miners with
pulmonary impairments. The climes presently i.® • ■ j
one-third of their funding from other sources, such as
Medicare. Of the U grantees, four receive coramumly health center
funding as well as black lung grants.
Alrheimer's demonslration grants

The Committee provides $5,999,000 for Alzheimer's dei^i^tra- 
tion erants which is the same as the 1997 appropriation, ^e Ad

pit

law States are required to match the Feder^ funding—-45 peroe 
of the cost of the program by the third year of the grant.
Payment to Hoicaii, treatment of Hansen’s Disease

The bill includes $2,045,000 for the treatment ^
Hansen’s Disease in the State of Hawaii, which is the 8a«>e *8 the 
1997 appropriation. The Administration requested this fun^ng m 
a consohdated cluster which would reduce funding 5)^ PT°'
^^“nduded in th. dueler by ddS
^vides a partial matching payment to the State of "^®,®
te the period of Father Damien’s facility for ®
disease Oeprosy). That faciUty now has 63 «»»dents ^ho live there 
hv choice and the grounds have been converted to a historical site.^oet patients diagSSed with H®"®®"'®“®^Xn"\hSJ 
treated in the same manner as new patients on the mainland, tneir
care is handled on an outpatient basis, with the program paying 
for about 5,300 outpatients visits per year.
Ryan White AIDS programs

The bill includes $1,168,252,000 for Ryan '^|{®
This is $132,000,000 above the amount requested m the Presidents 
budget mid $172,000,000 above the 1997 ®PP«>P«®^*®"j 
mittee recognieea the urgency of need for AIDS ^e anddmg p^ 
chases and has provided increases for each of Ryan White pro-

• CommitteB commends the Dep^ent for the recent rete^
of draft guidelines for the use of antiretroviral agents in HIV-in­
fected adulte and adolescents. These recommendations reOect the

significant advances in treatment of people with HIV disease as the 
result of the substantial 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. 
However, the magnitude of the recent advances in treatment will 
require careful long term plsuining for the promise of the new 
treatments to reach as many people as possible. In particular, it 
will be important to assess the extent of changes in priorily 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 to undertake a comprehensive review 
of the implications of the new treatment guidelines on AIDS 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 
jurisdiction. If the Department’s review results in a recommenda­
tion for a different configurabon for resources allocation than that 
provided by Confess in 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 address the increased program 
needs that have been identified in the current program year.
Emergency assistance

'The bill includes $471,663,000 for the Title I emergency assist- 
ance program, which is $16,720,000 above the Administration re­
quest and $21,720,000 above the 1997 appropriation. 'These funds 
provide grants to metropolitan areas with very high numbers 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 demonstrating addi­
tional need through a competitive grant process. No new areas are 
expected to be eligible for funding under Title 1 in 1998.
Comprehensive care programs

The Committee provides $560,994,000 for Title D, comprehensive 
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 HTV 
service delivery consortia in the localities most heavily affected, for 
the provision of home and community-based care, for continuation 
of hesilth insurance coverage for infected persons, and for purchase 
of therapeutic drugs.

The Committee is aware of the great promise of protease inhibi­
tor drugs in the treatment of AIDS, whose purchase is financed 
under 'Title II, as well as under the other titles, and has included 
bill language identift^g $299,000,000 specifically for the AIDS 
Drug Assistance Program (ADAP). The 1997 bill designated
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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 $3 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 S3.086 
billion above 1997. Education programs include:

• $ 1.271 billion for education reform programs, including; $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 
Grams, enough to raise the maximum gram by $300 for a total of $3,000.

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

• SI .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 million 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.
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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 Screening program of the CDC.

$30 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.

S5.2 billion for employment and training programs of the Depanment 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..

• % 1.350 for the dislocated worker program, and $953 million for adult training.

$999 million for the workplace safety activities of the Depanment of Labor, an increase 
of $37.5 million above 1997.
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Calendar No.
105tN COHCMXSSIirrSiuiwt '} HOUSE OF REPRESENTATIVES Rsrosr

105-

DBPARTMENT5 OF LABOR. KEAL-m AND HUMAN SERV­
ICER. AND EDUCATION. AND RELATED AGENCIES APPRO- 
PRUTION BILL, 19»S

JPI.Y28. 1OT7.—Co ■OW04 to Oio ComlttM of tbo WholO HouM OO «ho Stoto «f
dM Vaito oai oHoooa <

Mo. POMTCS. from tka CematittM «o Apprapiiotiona. 
auboiitted the following

REPORT

P 2
I . C.tJU IPW^'

(T»«OMai|»ayHJL )

Tko CoBUsittee os Apprepriotioiu tubBit* the following report in 
eatpfaukoties «f the aeeeq»M;viBg bill meldBg epprepnatiOM for tke 
DopmrtiBSBto of Labor. Houth and Human Sarvieaa (except the 
Feed asd Drag A<hniaiatrMioB, Inaies Health Sartiee. end Of- 
fiea of Oontuaier Afraiia). and Educattan, Annad Poreea Rcttrenant 
Homa, Conmetioo lor National and Conununitj Seivica, Corpora- 
ties PttbUe Breadeaatiaf, Federal Me^attaa and CmcUiatioa 
Service. Federal Mine Safety and Health Review CozninleBioA. Na- 
tiosal ^msUatloo on Idbrariea and Iafar»stio& Scienct, National 
Cmncil on Diaability, National Education Goals Panel. National 
Leber Relatione Bo«^ National Mediatien Beard, Ocwpational 
Slfbty and Health Review Cenamietion, Pkyaiciaa Payment Review 
Commiaeten. Prospective Pament Aaeesetnent Coounisaien. Rail­
road Ketiiament Board, the Social Sevuiity Adminiatratioo, and the 
United SutM InsUtute of Peace for the fiscal year endiag Septem­
ber 30. loss, and Ibr other puipeeea.
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RncryciHar icrvioM i^r cMWiv»
1b« OniiniUct bu K0vf4eti $13,000,000 for tM^mncy mcdittl 

MThMt for duMna. which is $6Q7jQ0Q «hov« tha 1W7 Icild a&d 
tl.OOOXXK) bb«v« ttw AteiniitrtUon raquMt. The prafiara tup- 
porta doMOMtrattofl gnata for the Oaltrety of eavarcency raedkaJ 
aarvkaa to aculaly 31 ud aartoualy iiijtand children.
JUachiwj^c/iniet

The bid providee $6,000,000 for black luof cUaice, whrdi i« 
$1,000^ abofo tka 1997 appropriatien and M.094,000 ebov« the 
AdauBiatratioa rniaeai Ihh praipraia aupporta U ^ntoae which 
treat a dacKaloo population of coal ■inara with reapiratary and 
pafaaoatary iaipaffiaeota. The cUaica praaently recaiva won than 
one4hH ofthair (uadii« froiaalhar aauj«ea» aueb ae MedicaW aad 
Madicaic. Of Iba 14 ipaataM, foor reoeivo oomaaiUBty beahb oenter 
Aiadlnf aa waO aa bluk lung 0naaU.
AiiJmimtr's thmonstniion ^oMa

*Iha Committae pravidaa $6,990,000 for Akbekacr's denanetra- 
tioo gvai^ which ia tha aana aa tha 1907 apprmriatiaa. Ike Ad- 
floiBMiferatiaa pvapeead that (bia liiodiag be traaeomad (a the Ad- 
BBinialratian ew Aguif at a laecl of $8,0004100. Tha program pra- 
iddea Baala (a 81^ to he^ than plaa and aataMiah precrama to 
ptavida health cam aarvieae to iadivMaala with Alaheuaer'a die- 
aaaei. Vlinda an mad for laapita care and awppoitiva imvicea, dear 
iaghauaae, traimog, and adwiaiatrahec ooaU for SUtc aCRcea By 
law. Aatao are rwpiired ta match tba Fbderal hiadiag--i6 percent 
of the coot of the pngran hy the third year of tha grmit.
Peymeaf to Uamu, tnUmnt e/Jiewaan't Diteoaa

The bill inehidea $1L045,QOO for tbe treatmeal of ptnona with Hai^'a Otaaaac ia the Stele of Hewaii. wkidi ia tha aaaie aa the 
1997 aMrapiiatioeL Tha AdaiiaielralMa iwgtNatad thia foadiac to 
a eonaaCdalad cUiator which would radum fuafonf for tba pm- 
gratM included an the duetar Iv $3.4^,000. Thia preB-am, wmtb 
prondaa a partial aatebiag paym^ to (ha State of Hawaii, datea

: pahenla diag^aaed with Haaaen'e dieaaaa is Hawaii 
treated in tha earn* aasser aa new patlcota an tba auudaod; Ibeir 
care ia hasdled on an outpatiaot with Iba pmgraa paying 
fw ebaul 6.300 antpatianta vioite per year.
tfymii Whin AIDS pngnma

The biV mchidaa $1468,U2,00» for Ryan White AIDS negreme 
Thie is $132,000,009 dbova tha amatnt reguaelad in the fWdenfo 
budget sad $niO0O,OM •!»«• the 1997 appeopnaiiofi. The Catt 
miltae reoegniica the uiMocy of seed for AulB care aad dny pur- 
ebaaoa asd baa provided tacieaeae for cachi-ef Ryan White pro- 
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rnS,!^ increase provided, sufficient funds are available . 
A that will strengthen the IwowImJgraduate and undergraduatTheaJ^ profeS

Emergency medical care for children

request
OVUfrC

^ urges HRSA to locus attention on the shortage of thesT^
™s otth.ga MMU ua <CUIU%C aAlaska and Hawaii

Black lung clinics

increase to sustain patient services at all c^“S^tmg^^tiJj 

Alzheimer's disease demonstration grants

s^ces wOTk better, with spetaaJ emphasis on hard-to-reach an

support to an estimatedTs^iSS 
^tsons in over 20 ethnic groups The Committee is oleased will 
the current success of this program and with th« ,. _CemhUity with which HRSA^^K^t^ U tS^ 
s«s M compelling reason to transfe™ pT^ili, 
tte administration, and is strongly concerned that 'a

Payment to Hawaii. Hansen's disease treatment 
WitiM tie amount provided for Hansen's disease services tte

4rai.T“3

‘J®®! “ V'f administration re­
quested funding in a consolidated program cluster for Hansen’s dis­
ease.

ACQUIRED MMUNE DEHCIENCY STNDROME 
RYAN WHITE AIDS PROGRAMS

iSSSS?”t«-4s
Emergency assistance—title I

The Committee recommends ♦457,943,000 for emergency asaist- 
““trepolitan areas di^roportionately af­

fect^ by the H^/AJDS epidemic. This amount is $8,000,000 above 
year 1997 amount and $3,000,000 higher than the admin- 

is^non request. These funds are provided to metropolitan areas 
with a cumulabve 1^ of more than 2,000 cases of AIDS or a per 
capita incitfence 0 0025. One-half of the funds are awarded 1^ 

"* awarded througd» supplemental compeh-

The Commttee is concerned about the limited AIDS therapy op- 
tions for children ^ pregnant women, and encourages the Se^ 
relary, when awar^^ supplemental title 1 funds, to give priority 
aa apprap^te to EMA’s whose appheations increase services to 
women and children with AmSHIV infection.
CompneAciuiyc care pre^ums—title II
ne Committee has provided $469,954,000 for HIV health care 

^wppoct services. 'This amount ia $38,000,000 above the admin- 
^bon requert and $53,000,000 above the 1997 level These 

h> ^tes to support HIV service deUvery con- 
ter^l^ provTs^of home and community-based care servins for 

with HIV disease, continuation of health insurance cov-
“-i support fordrug assistance programs fADAP],

is heartened by the advent of protease inhibitor

SfS744S4^^^cate^for A^, and. in antidpation of higher demand for*■ v/VALLUJULbCr; (JUUiilim^cateuM for ATOS, ana. in anbapabon of higher demand for 
^ ^ approved bill language for $217,000,000 for

to <167,000.000 provided for this pur- 
the The Committee remains concerned about
niLri aiFS® 1“*^. t® estimate future de^for AIDS mefficadons funded by the ADAP program and is

variatiofi in State M^caid poh- 
to eligibility, benefits, and formularies. The Committee

the Secretary to establish useful benchmarks in measuring
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progress for ADAP activities and to increase data coEectioa and in- 
farmation sharing efiForts between the Department, the Stat^ and 
rumgovemmental orgamzations such as the ADAP Working Group, 
the ,\IDS Treatment Data Network, and the National Alhance of 
State and Temtorial 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—bile III-B 

The Committee recommends $79,568,000 for early intervention 
grants. This is $10,000,000 above the 1997 level and $5,000,^ 
less than the administration request. These funds are awarded 
competitively to primary health care providers to 
care services available to people at risk of HTV and AIDS. Funds 
are us^ for counseling, testing, diagnostic, and therapeutic serv­
ices.To the extent practicable, the Committee encourages HRSA to 
fairly allocate the increase for title OI-B between existing grant^ 
and new providers. The Committee understands that emsti^ 
grantees have been level-funded throu^out the history of t« 
CARE Act By providing additional funds to current grantees, the 
Committee intends to undergiirf the HJV care infrastructure al­
ready established in title Ill-B clinics. The Committee alw sup­
ports expansion of the number of communities receiving assist^cc 
from title. The Committee understands that HBSA is conduct 
ing a grant-review process expected to identiiy qualified new grant­
ees in underserved rural and urban areas.
Peiiiatric AIDS demonstrations—title /V 

The Committee recommends $45,000,000 for title IV pediatric 
AIDS, which is $5,000,000 hij^er than the administration recpiest i 
and $9,000,000 above the 1997 amount This program supports | 
demonstration grants to develop innovative models that foster col- ; 
laboration between clinical research institutions and primary/com- j 
munity-based medical and sodal service providere for underserved j 
children, youth, pregnant women, and their Caimlies. |

Some 5 percent of the funds appruprialed under this section may ; 
be used to provide peer-based training and technical assistance 
throu^ national organizations that collaborate wi^ projects to cn- 
sure development of innovative models of (amily-centered and I 
vouth-centered car«; advanced provider training for pediatric, ado-1 
iescent, and family HIV providers; health care finauang, outome 
measures, and policy analysis and coordination with research pro-

Committee is aware that the Ryan White CARE Act Amend­
ments of 1996 requires significant enrollment of title IV patients 
in NIH 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 HRSA to consider 
this reduction in funding as well as research protocol reqmrements 
when evaluating the ability of title IV projects to enroll significant 
numbers of patients in research programs.

aids dental services
The Committee provides $7,500,000 for AIDS dental service.s, 

which is the same as the adniiiiistration request and the 1997 
level. This program provides grants to dental schools and 
postdoctoral dental education programs to assist with the cost of 
providing unreimbursed oral healm care to 
ease.

patients with HIV dis-

AIDS education and training centers
The Committee recommends $17,287,000 for the AIDS education 

and training centers [AETC’s). This amount is $1,000,000 above 
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 HTV infection for health 
professions schools and training organizations. With the issuance of 
new prote^ inhibitor treatment guidelines for patients with 1^, 
the Committee provides a significant Increase in this account and 
expects the participating centers to disseminate and educate health 
care providers on the proper use of these new medications.
Family planning

The Committee recommends $208,452,000 for the title X family 
planning program. This is $5,000,000 hi^er than the administra­
tion request and $10,000,000 above the 1997 level. Title X grants 
support primary health care services at more than 4.000 chn^ na- 
timwide. About 85 percent of family planning cheats are women at 
or below 150 percent of poverty level.

Title X of the Public Health Service Act, which estahUsbed the 
family planning program, authorizes the use of a broad rar^e of ac- 
oeptable and effective family planning methods and services. The 
Cmunittee beheves this includes oral, injectable, and other preven­
tive modalities.

The Committee is concerned that programs receiving title X 
nmds ought to have access to these resources as quickly as pos­
sible. The Committee, therefore, instructs the Department to dis­
tribute to the regional offices all of the funds av^able for family 
fanning services no later than 60 days following enactment of this

Committee urgK that the Office of Family Planning support 
national and community-based initiatives to involve males in uun-
Uv planning matters. The Committee is aware of the efforts of the 
rational Organization of Concerned Black Men, Inc., of Philadel­
phia, PA, and its local affiliates to enhance the involvement of Afid- 
can-American males in all aspecte of family planning, includi^ 
f«n pregnancy prevention, parenting skills, fatherhood responsibil­
ity, and male mentoring, and applauds such practical solutions and 
tuges the Office to support such endeavors.
Rural health research

The Committee recommends $11,713,000 for the Office of Rural 
Health Pohey. This is $3,000,000 more t.han the fiscal year 1997 
level and the administration request The fimds 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 legislation 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.

I. 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 needle 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.
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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 bast 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 everyone 
testing positive for HiV wouid 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 results 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 already 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 Council
1875 Connecticut Avenue, NW • Suite 700 • Washington, DC 20009 
(202) 986-1300 • fax 986-1345 • E-Mail HN3384@Handsnet.org
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Partner notification programs are only useful as part of an overall prevention 
strategy geared to the specific demographics of the AIDS epidemic in a local 
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 recant 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 women 
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 
women infected with HIV, 24% of the providers had at least one female patient 
who experienced physical violence following disclosure of her HIV status to a 
partner.

AIDS Action Coundl
1875 Connecticut Avenue, NW • Suite 700 • Waihington, DC 20009 
(202) 986-1300 • fax 986-1345 • E-Mall HN3384@Handsnei.org
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II. 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 result 
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 • Suite 700 • Washington, DC 20009 
(202) 986-1300 • fax 986-1345 • 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.

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

• 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 patient’s HIV status, could cost that 
individual his or her life, while doing nothing to actually prevent the spread of 
HIV.

IV. Sense of Congress Provisions
The HIV Prevention Act expresses the sense of the Congress that States should
criminslize irresponsible behaviors by those who are Infected.

• There is no question that deliberately attempting to infect another person with HIV 
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 Cound!
1875 Connecticut Avenue, NW • Suite 700 • Washington, DC 20009 
(202) 986-1300 • fax 986-1345 • E-Mall HN3384@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/AIOS 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 include HIV/AIDS 
or have enacted separate HtV/AIDS-specific laws.

The HIV Prevention Act expresses the sense 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 HIV 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 Council
1875 Connecticut Avenue, NW • Suite 700 • Washington, DC 20009 
(202) 986-1300 • fax 986-1345 • E-Mail HN3384@Handsnet.org
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Q & A about the 

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

No. The names of patients are qqI 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 HTV 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.

5.) 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 parmer 
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 diseases 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.


