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1997 Ryan What CARE Act
Title | Aggregate Allocations
By Service Category and
Percentage of Total Grant
Sefvice Category Allocation
Medical Office Visits $106,811,410
Substance Abuse Treatment 27,519,914
Mental Health Services 26,137,997
Home Health Care 16,168,635
Dental 12,094,813
Other Local Health Priorities 11,428,946 .
Hospice 4,406,081
Nutritional Services 1,359,926
Health Insurance Continuation ) 1,293,570
Rehabilitation 729,783 Admin./Other
In- pnuenl Services ~ 368,081 10%
- - - Medieal Mealth Care: Services ©. $208,319,156
(Services: 49%)
AIDS Drug Assistance Program $41,051,269
D - Medledl Health Carei ADAP | - $41,051,269 - Support
Senvices
Case Management N $48,818,440 20%
: IR Chse Management $48,818,440
Housing $23,764,978
Food Bank 17,680,014
Client Advocacy 9,430,658 Medical Health
Transportation 9,032,725 Care: Total
Direct Emergency Financial Assistance 6,604,307 Case 59%
Day Respite 6,269,079 ' Management
Other Local Service Priorities 4,209,865 1%
Buddy Services 3,264,191
Patient Outreach 2,128,873
Permanency Planning 2,015,853
Other Counseling 2,010,816 (ADAP: 10%)
Heallh Educnuonlklsk Reduction 106,459
: bl 4 Support Services |- - $86,617,818
Administrative Support $43,152,533.
Other 1,033,954
i v .o Admln/Other | . - $44,186,487 Source: Health Resources and Services Administration
“Totil: 1997 Awnrd Allocited |~ = $428,993,170

For more information, please contact CAEAR Coalition, 1413 K Street, NW, Suite 700, Washington, DC 20005
202.789.3565 fax 202.789.4277



Ryan White CARE Act Title lll Grantees By State and City/Town

. State

Cities/Towns

Alaska

Anchorage

Louisiana

Lake Charles
New Orleans

Alabama

Birmingham
Hobson City
Mobile

Montgomery

Maine

Portland

Maryland

Baltimore

Arizona

Phoenix
Tucson

Arkansas

Pine Bluff

California

Bakersfield
Guernville
Long Beach
Los Angeles
Oakland
Panorama City
San Bernadino
San Diego
San Francisco
San Jose

San Marcos
Santa Ana
Santa Barbara
Santa Cruz
Stockton
Ukiah

Venice

Massachusetts

Boston
Dorchester
East Boston
Holyoke
Lawrence
New Bedford
Roxbury
Somerville
Truro
Worcester

Michigan

Ann Arbor
Detroit
Grand Rapids

Mississippi

Biloxi
Marks

Missouri

Kansas City
Springfield
St. Louis

Montana

Billings

Nebraska

Omaha

Colorado

Denver

Nevada

Las Vegas
Reno

Connecticut

Bridgeport
New Haven

Delaware

Wilmington

Florida

Fort Lauderdale
Immokalee

Key West

Miami

Miami Beach
Pompano Beach
West Palm Beach

New Jersey

Hoboeken

New Brunswick
Newark
Paterson
Trenton

New Mexico

Albuquerque

Georgia

Albany
Atlanta
Augusta
Brunswick
Savannah
Waycross

Idaho

Boise

Illinois

Chicago
Peoria
Rockford

New York

Albany
Amityville
Bronx
Brooklyn
Buffalo
Elmhurst

Far Rockaway
New York City
Ossining
Peekskill
Rochester
Syracuse
Yonkers

North Carolina

Asheville
Durham

Indiana

Indianapolis
Richmond

lowa

Davenport
Des Moines
Iowa City
Sioux City

Ohio

Chillicothe
Cincinnati
Columbus

Oklahoma

Oklahoma City
Tulsa

Oregon

Portland

Kansas

Wichita

Kentucky

Paducah

Puerto Rico

Arrogo
Bayamon

For nore information, please contact CAEAR Coalition, 1413 K Street, NW, Suite 700, Washington, DC 20005

202.789.3565 fax 202.789.4277




Puerto Rico
(cont’d)

Gurabo
Humacao
Lares
Mayaguez
Ponce

Rio Piedras

Pennsylvania Allentown

Philadelphia

Pittsburgh

York
Rhode Island Providence
South Carolina Columbia

Ridgeland
Tennessee Rossville
Texas Austin

Dallas

El Paso

Fort Worth

Harlingen

Houston

San Antonio
Utah Salt Lake City
Vermont Burlington
Virginia Charlottesville

Fairfax
Washington Seattle

Yakima
Washington, DC | District of Columbia
Wisconsin Madison

Milwaukee




Ryan White CARE Act
Title Il Grantees

Anchorage

Anchorage Neighborhood Health Center $228,988
Total $228,988

Birmingham

Jefferson County Commission/Cooper Green $483,816

Hobson City

AIDS Services Center $335,725

Mobile

Franklin Memorial Primary Halth Center $320,970

Mobile County Health Dept./Family Hlth. Care Clinic $407,607

Montgomery

Montgomery AIDS Outreach/MAO Health Monitoring $461,086
Total $2,009,204

s CArkansas. . ooi o

Pine Bluff

Jefterson Comprehensive Care $373,902
Total $373,902

Arlzona _ e e et

Phoenix

Maricope County Health System/McDowell Healthcare $600,000

Tucson

El Rio Santa Cruz Neighborhood Health Ctr. $622,225

Kino Community Hospital $132,072
Total $1,354,297

| - <. “California

Bakersfield

Clinica Sierra Vista/34th St. Community Health Ctr. $222.667

Guernville

Russian River Health Center $357,355

Long Beach

Catholic Healthcare West/CARE Program $487,750

For more information, please contact CAEAR Coalition, 1413 K Street, NW, Suite 700, Washington, DC 20005

202.789.3565 fax 202.789.4277




AIDS Healthcare Foundation $530,756

AltaMed Health Services $519,626
Goodman Special Care Clinic/LAGLSC $600,000
Watts Health Fdn. South LA Comm. AIDS Program $400,000
Oakland

Tri-City Health Center/Alameda Health $550,000

Panorama City
Northeast Valley Health Corp./HIV/AIDS Programs $380,699

San Bernardino

San Bernadino County Department of Public $371,298

San Diego

Logan Heights Fam. Hlth. Ctr./North Park Fam. Hlth. $564,874

Univ. of California San Diego Med. Ctr./Owen Clinic $378,595

San Francisco

San Francisco Community Clinic Consortium $585,000

San Jose

Santa Clara Cty. Health & Hosp. Syst./PACE Clinic $584,136

San Marcos

North County Health Services $255,000

Santa Ana

County of Orange Health Care Agency $600,000

Santa Barbara

Santa Barbara County Health Care Services $314,640

Santa Cruz

County of Santa Cruz Health Services $363,299

Stockton

Community Medical Centers $283,974

Ukiah

Mendocino Community Helath Clinic $175,772

Venice

Venice Family Clinic $281,380
Total $8,806,821

Denver

Denver Health and Hospitals $600,000

Total $600,000



Bridgeport

Bridgeport Community Health Center
Southwest Community Health Center
New Haven

Hill Health Center

Washington

Family & Medical Counseling
Unity Health Care
Whitman-Walker Clinic

e T

Wilmington

Christiana Care Health Services

Fort Lauderdale

North Broward Hospital District

Immokalee

Colier Health Services

Key West

Monroe County Health Department

Miami

Economic Opportunity Family Health Ctr.
University of Miami Sch. of Med./Dept. of OB-GYN
Miami Beach

Stanley C. Meyers Community Health Center
Pompano Beach

Sunshine Health Center

W. Palm Beach

Florida Community Health Centers

$292,329
$329,351

$389,796

Total $1,011,476

$339,864
$499,980
$392,441

Total $1,232,285

$373,634

Total $373,634

$434,615

$309,975

$420,298

$763,325
$521,836

$237,745

$500,000

$424,057

Total $3,611,851




Albany

Albany Area Primary Health/Rural HIV Model $453,666

Atlanta

Hemophilia of Georgia $488,962

St. Joseph's Mercy Care/Mercy Mobile Health Program $385,382

Augusta

Medical Coll. of Georgia Dept. of Med./Infec. Dis. Div. $467,921

Brunswick

Glynn County Board of Health $145,253

Savannah

Chatham County Health Department $463,388

Waycross

Ware County Board of Health $535,977
Total $2,940,549

Davenport

Community Health Care/QCR Virology $191,525

Received grants in subsequent years. $0

Des Moines

Primary Health Care/Broadlawns Med. Ctr. $271,391

lowa City

University of lowa $24,830

Sioux City

Siouxland Community Health Center $228,000
Total $715,746

Bosie

Family Practice Residency of Idaho

$295,575

Total $295,575

Chicago
Cermack Health Services/Cook Cty. Board of
Chicago Health Outreach
City of Chicago Dept. of Health/STD/HIV Prev. Prog.

$227,574
$624,250
$478,000



Erie Family Health Ctr./Integrated Care Consortium $291,798

Hektoen Inst. for Medical Rsrch./CORE Center $553,197

Howard Brown Health Center $492,193

Peoria

Univ. of I1l. Coll. of Med./Heart of I11. HIV/AIDS Ctr. $380,846

Rockford

Crusaders Central Clinic/Living with HIV Program $353,450
Total $3,401,308

Indianapolis
Hlth. & Hosp. Corp. of Marion County/HIV/AIDS Prev. $506,032
Richmond

Total $506,032

Wichita

University of Kansas School of Medicine $433,348
Total $433,348

Paducah

Heartland Cares $421,050
Total $421,050

i Louisiana -

Lake Charles

Bayou Comprehensive Health Foundn./Ext.Svcs. Prog. $348,300

New Orleans

Charity Hospital Medical Center $400,000
Total $748,300

Massachusetts }

Boston

Fenway Community Health Center $473,761

Dorchester

Harbor Health Services $235,970

East Boston



East Boston Neighborhood Health Center $289,518

Holyoke

Holyoke Health Center $434,875

Lawrence

Greater Lawrence Family Health Center $339,250

New Bedford

Gtr. New Bedford Comm. Health Ctr./HIV Early Intv. $323,890

Roxbury

Dimock Comm. Health Ctr. (NE Hosp.Corp.) $459,953

Somerville

Cambridge Health Alliance $426,788

Family Planning Council $412,650

Truro

Outer Cape Health Services $157,524

Worcester

Family Health & Social Service Center $312,928
Total $3,867,107

Baltimore

Chase-Brexton Health Services/Baltimore Consortium $577,400
Total $577,400

Portland

Received grants in subsequent years. $0

Total $0

Ann Arbor

Regents of the University of Michigan $277,125
Detroit

Detroit Community Health Connection $407,141
Wayne State Univ. Sch. of Medicine/Detroit Med. Ctr. $575,075
Grand Rapids

St. Mary's McAudey Health Center $340,863

Total $1,600,204



Kansas City

Kansas City Free Health Clinic/Gtr. KC Early Intv. $800,000

Springfield

AIDS Project of the Ozarks $396,002

St. Louis

St. Louis Connect Care Infectious Disease Clinic $309,974
Total $1,505,976

Biloxi
Marks
Deporres Delta Ministries $122,225

Total $122,225

Billings
Yellowstone City-County Health Dept./Dearing Clinic $267,715

Total $267,715

Asheville

Western NC Community Health Services $385,725
Durham
Lincoln Comm. HIth. Ctr./Durham Early Intv. Clinic $354.417

Total $740,142

“Nebraska

Received grants in subsequent years.
Omaha

Total $0

Hoboeken

Franciscan Health Center $332,370
New Brunswick
Eric B. Chandler Health Center-UMDNJ $335,431

Newark




Newark Community Health Centers $700,000

St. Michael's Med. Ctr./Div. of Infectious Disease $481,392

Univ. of Med. & Dent. of NJ/Infectious Disease Clinic $440,000

Paterson

St. Joseph's Hospital & Med. Ctr./Comp. Care Ctr. $497,158

Trenton

Barnert Memorial Hospital $215,970

Helene Fuld Med. Ctr./Mercer Area Early Intv. Svcs. $595,225
Total $3,597,546

Lo S . New MeXIco i o

Albuguerque

Univ. of New Mexico-Univ. Hospital/Partners in Care $499,778
Total $499,778

Las Vegas

University Med. Ctr. of Southern Nevada $552,371

Reno

Northern Nevada HOPES $328,215

Washoe County District Health Dept./Early Intervention $305,990

Total 51,186,576

Lo o NewYork .

Albany

Albany Med. Coll. AIDS Prog./Mid-Hudson HIV Care $451,262

Whitney M. Young Jr. Health Ctr./CHEER Program $220,225

Amityville

Suffolk County Dept. of Health Services $145,500

Bronx

Bronx Community Health Network $495,061

Bronx Lebanon Hospital $407,543

Montefiore Med. Ctr./AIDS Ambulatory Care $540,312

Morris Heights Health Center $765,000

NARCO Freedom Neighborhood/Family Comm. Health $550,000

Brooklyn

Brooklyn Hospital Center $400,000

Brooklyn Plaza Med. Ctr./Rising Heights Program $338,145

Cumberland Neigh. Fam. Care Ctr./(NYC Hosp.) $470.,450




Luthern Med. Ctr./Sunset Park Family Health Ctr.
STAR Clinic/Health Secience Ctr. at Brooklyn
Buffalo

Erie County Medical Center/AIDS Designated Center
Elmhurst

Elmhurst Hospital Center

Far Rockaway

Joseph P. Addabbo Family Health Center

New York City

Belances Health Unit

Boniken Neighborhood Health Ctr./East Harlem
Care for the Homeless

Community Healthcare Network

NYU Medical Center/Dept. of Pediatrics/Lower NY
Renaissance Health Care Network/(NYC Hosp.)
Settlement Health and Medical Services

St. Clare's Hospital/The Spellman Center

St. Luke's Roosevelt Hospital

St. Vincent's Hospital & Medical Center

William F. Ryan Community Health Center
Ossining

Ossining Open Door Health Center

Peekskill

Peekskill Area Health Center/Genesis Department
Rochester

Rochester Primary Care Net./Comm. Health Net.
Syracuse

Syracuse Counnity Health Center

Yonkers

Valentine Lane Family Practice

Chillicothe

Family Healthcare

Cincinnati

Cininnati Health Network/Univ. of Cincinnati
Columbus

Ross County Health District

$359,742
$558,964

$522,562

$500,000

$200,722

$400,000
$398,508
$475,000
$480,614
$536,768
$485,000
$190,000
$471,133
$400,000
$550,000
$449,685

$100,000

$300,000

$303,615

$150,909

$152,632

Total $12,769,352

$40,072

$621,591

$52,285



Total $713,948

“Oklahoma
Oklahoma City
Univ. of Oklahmoa College of Medicine $428.894
Tulsa
Oklahoma State Univ./Coll. of Osteopathic Med. $404,513
Tulsa City/County Department of Health $0
Total $833,407
" Oregon
Portland
Muitnemah County Health Dept. $559,692
Total $559,692
Pennsylvania
Allentown
Lehigh Valley Hospital $325,725
Philadelphia
Allegheny Univ. of the Health Sciences $400,000
ChesPenn Health Services $368,382
City of Philadelphia Dept. of Public Helath/AACO-El $600,000
Greater Philadelphia Health Action $534,727
The Graduate Hospital/Ambulatory Care Services $277.764
Pittsburgh
Univ. of Pittsburgh Med. Ctr./Off of Research $549,296
York
York Health Corp.,YHESS! Clinic $258,947
Total $3,314,841
Puerto Rico
Arrogo
Bayamon
Municipality of Bayamon/Epi. Ctr. of Bayamon $500,000
Gurabo
Gurabo Community Health Center $260,750
Humacao
Ryder Memorial Hospital $458,076

Lares




Centro de Salud de Lares $567,225
Mayaguez

Migrant Health Ctr., W. Reg./Programme SSIMA $611,850

Ponce

Consejo de Salud de la Commudad/Diag. & Treat. Ctr. $659,955

Rio Piedras

Puerto Rico CONCRA $533,209
Total 33,591,065

Rhodeilsland .

Providence

The Miriam Hospital $280,195
Total $280,195

Columbia

Richland Community Health Care Assn. $320,000

Ridgeland

Beaufort-Jasper Comprehensive Health Service $399,655
Total $719,655

B i - Tennessee

Rossville

Received grants in subsequent years. $0
Total $0

Austin

Austin Hlth. and Hum. Svcs. Dept./Travis County $491,155
Dallas

Dallas Cty. Hosp. Dist./Comm. Oriented Primary Care $354,862
El Paso

Centro de Salud Famillar La Fe $399,161
Fort Worth

Tarrant County Hospital District $524,686
Harlingen

Valley AIDS Council/CASE Project $423.480
Houston

Harris County Hospital District $490,002




San Antonio

El Centro del Barrio/South Park Medical Care Center $424,071

Total $3,107,417

3 “Utah

Salt Lake City

Community Health Centers $375,000

Univ. of Utah Sch. of Med./Div. of Infectious Dis. $397,225
Total $772,225

Charlottesville

University of Virginia $343,025

Fairfax

INOVA Health Systems $400,000
Total $743,025

Bulington

Fletcher Allen Health Care $333,746

Total $333,746
5 n LT washivngton .....

Seattle

Country Doctor Community Health Center $408,368

Harborview Med. Ctr./Madison Clinic $366,070

Yakima

Yakima Valley Farm Workers Clinic/New Hope $296,820
Total $1,071,258

_ * Wisconsin

Madison

University of Wisconsin, Madison $359,774

Milwaukee

Milwaukee Health Services/Isaac Coggs Health $455,025

Total $814,799
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'CITIES ADVOCATING.
EMERGENCYAIDS RERIEE:

P. Matthew McClain The Sheridan Group

Chair Governmental Relations Representative

1413 K Street, NW, Suite 700 1808 Swann Street, N.W.

Washington, D.C. 20005 Washington, D.C. 20009

(202) 789-3565 fax: (202) 789-4277 (202) 462-7288 fax: (202) 483-1964
RYAN WHITE

COMPREHENSIVE AIDS RESOURCES EMERGENCY (CARE) ACT

TITLE 1 BACKGROUND

The CAEAR Coalition is a national grassroots organization advocating on behalf of
people living with HIV who depend on Ryan White CARE Act Title I and Title III
programs for HIV medical health care and support services.

Congress adopted the Ryan White CARE Act in 1990 (Public Law 101-381) by a nearly
unanimous vote in both chambers. In so doing, it declared an AIDS emergency and
authorized over $880 million for all titles of the CARE Act. The Congress voted to
reauthorize the Ryan White CARE Act in 1995 by a unanimous vote in the House of
Representatives and by a vote of 97-3 in the Senate.

Title I of the CARE Act provides that any U.S. metropolitan area with over 2,000 AIDS
cases reported during the last five calendar years be declared eligible for emergency
assistance. Congress created local Title I planning councils to plan for and allocte this
emergency relief assistance in the American communities most severely impacted by the
AIDS epidemic. There were 49 Title I eligible metropolitan areas (EMAs) in FY 98. In
FY 99, Norfolk, Virginia, and Las Vegas, Nevada, became eligible for Title I assistance,
bringing the total number of eligible communities to 51.

Title I is the safety net for thousands of low-income people living with HIV/AIDS who
live in metropolitan areas and are ineligible for entitlement programs. Many of these
individuals have severe social and economic problems that complicate their ability to
manage their HIV disease.

Increased funding of Title I is urgently needed in American communities. As the death
rates from AIDS continue to decrease nationwide, the number of people living with HIV



disease increases every day. The 51 AIDS disaster relief communities eligible in FY 99
are home to about 74 percent of the nation’s people living with AIDS.

Community-based services funded under Title I include: outpatient health care, including
medical and dental care; home health and hospice care; housing; transportation and
nutrition services; and case management services which prevent unnecessary
hospitalization and expedite discharge from the hospital. The CARE Act mandates that
within 150 days after enactment of the appropriations legislation, the Federal Government
will fully disburse Title I funds for the fiscal year.

In FY 99, seven EMAs lost funding as compared to FY 98, including Bergen-Passaic, NJ;
Denver, CO; Jersey City, NJ; Middlesex-Somerset-Hunterdon, NJ; Minneapolis-St.Paul,
MN; San Francisco, CA; and Santa Rosa, CA.

In FY 98, thirteen EMAs lost funding as compared to FY 97, including Atlanta, GA;
Austin, TX; Chicago, IL; Denver, CO; Detroit, MI; Kansas City, MO; Miami, FL;
Oakland, CA; Orange County, CA; Portland, OR; San Francisco, CA; Tampa-St.
Petersburg, FL; Vineland-Millville-Bridgeton, NJ.

In FY 96, fourteen EMAs lost funding as compared to FY 95, including Dallas, TX;
Dutchess County, NY; Jersey City, NJ; Kansas City, MO/KS; Los Angeles, CA; Miami,
FL; Nassau-Suffolk, NY; New Orleans, LA; New York, NY; Newark, NJ; Ponce, PR;
San Juan, PR; Santa Rosa, CA; West Palm Beach, FL.

In FY 95, eight Title I communities - Atlanta, GA; Dallas, TX; Kansas City, KS/MO;
Oakland, CA; Orlando, FL; Phoenix, AZ; St. Louis, MO/IL; West Palm Beach, FL - lost
formula funding for the first time ever in the history of the CARE Act despite a modest
increase in Title I funding.

InFY 92, two cities joined the original 16 AIDS disaster areas, bringing the total to 18.

In FY 93, seven cities were added to the list of AIDS disaster communities: Anaheim,
CA,; Detroit, MI; Nassau/Suffolk, NY; New Orleans, LA; Seattle, WA; Tampa/St.
Petersburg, FL; Ponce, Puerto Rico for a total of 25. In FY 94, nine new communities
joined those eligible for Title I funding: Denver, CO; Bergen-Passaic, NJ; Kansas City,
MO/KS; New Haven, CT; Orlando, FL; Phoenix, AZ; Riverside-San Bernardino, CA;
Saint Louis, MO/IL; West Palm Beach, FL, bringing the number of Title I communities to
34. In FY 95, eight more cities became Title I disaster areas - Austin, TX; Caguas, PR;
Dutchess County NY; Jacksonville, FL: Portland, OR; San Antonio, TX; Santa Rosa-
Petaluma, CA; Vineland, NJ - for a total of 42 eligible communities. In FY 96, forty-nine
communities met eligibility requirements for Title I assistance. The new Title I areas in
FY 96 were: Cleveland, OH; Hartford, CT; Fort Worth, TX; Middlesex, NJ;
Minneapolis-St.Paul, MN; Sacramento, CA; San Jose, CA.

In 1993, there was an 111 percent increase in AIDS diagnoses. The change in the case
definition of AIDS by the Centers for Disease Control and Prevention (CDC), in 1993,




was responsible for much of this increase. Reported cases doubled in some Title I
communities, including Baltimore, Houston, Nassau-Suffolk, Philadelphia and Seattle,
and about tripled in Denver, New Haven and Phoenix. Though AIDS caseloads in the
Title I cities before the definition change were averaging an annual 20 to 30 percent
increase, Miami’s caseload increase alone was almost 50 percent in 1991.

Inadequate resources are being stretched further and further as the Title I cities continue
to require millions of dollars in HIV services and care. The shortfall in funding for AIDS
care and services means that thousands of HIV-infected Americans will not have access
to medical care, and therefore, will not benefit from or consider initiating anti-HIV drug
treatments that could save their lives. HIV-positive Americans, who otherwise might
remain healthy and working, will progress to AIDS, experience opportunistic infections
and burden the already over-stressed hospital emergency facilities. The CDC estimates
that only 50 percent of the estimated 900,000 HIV-positive Americans know they are
infected, and that even fewer are receiving treatment.

TITLE III BACKGROUND

Title III of the Ryan White CARE Act provides grants directly to existing community-
based clinics and public health providers to develop and deliver both early and ongoing
comprehensive HIV services to persons with HIV/AIDS on an outpatient basis.

Currently, 85,000 people living with HIV receive primary medical care from 181 Title III-
funded providers, including community and migrant health centers, city and county health
departments, health care for the homeless centers and diverse community-based
organizations that specifically target communities of color and other historically
underserved individuals and families. Title III grantees are located in 43 states, Puerto
Rico and the District of Columbia. Title III services are coordinated with other CARE
Act programs through Title I planning councils and statewide coordinated statements of
need.

Two-thirds of Title IIl medical care patients are persons of color, and 27% are women.
The Title III programs are the primary point of access to comprehensive health care for
the most economically marginal populations from some of the poorest neighborhoods and
rural communities in the country. Title III services, clinically and linguistically
appropriate, are centralized within a client’s existing health care network to build upon
historical and familiar relationships between patients and their community health
providers. Needs are addressed at the community level, so that individuals will not have
to be turned away or put on waiting lists at overburdened public hospitals and clinics, or
be forced to use more expensive alternatives such as emergency rooms for care.

Title I providers aggressively target outreach to high-risk communities, incorporate
counseling and testing opportunities in the overall scope of services provided to a
community, and focus on the earliest intervention possible in the onset of HIV disease. In
1997, Title III providers reached out to about 762,800 individuals. Of that number, about



315,000 received HIV counseling and testing..

Title III clinics create “one-stop-shopping” opportunities for HIV-related comprehensive
medical care. Patients newly identified by a clinic’s testing center can stay within the
clinic itself and undertake a program of early intervention to treat their HIV infection.
For example, HIV-positive pregnant women identified through basic prenatal visits can
be counseled on the options for HIV early intervention and provided AZT to reduce the
possibility of transmission of the virus to their children - all in one setting. This model
seeks to avert wasteful administrative costs associated with fragmented service delivery.

Title III serves as a treatment safety net for thousands needing care. Two-thirds of new
Title III patients have incomes below the poverty line, and one-half are uninsured.
Furthermore, Title III funds build important health care infrastructure in some
communities. Almost one-quarter of Title IIl programs are the only HIV medical
outpatient program in their areas; Title IIl programs clearly function as the only accessible
source of care in a number of states and communities, thus ensuring access to uninsured,
indigent urban and rural populations. New planning grants have assisted existing primary
care programs, particularly in rural areas, to enhance their capacity to offer HIV medical
services to surrounding communities, or expand as demand has increased in urban
settings. Title Il funding builds on established infrastructure while averting the costly
creation of entirely new clinics to treat people with HIV/AIDS.

THE IMPACT OF AIDS ON THE COMMUNITY

The 1998 Midyear HIV/AIDS Surveillance Report issued by the Centers for Disease
Control and Prevention reported that the cumulative number of deaths from AIDS
recently exceeded 400,000 -- approximately the number of American deaths in the
Second World War. To date, about 665,000 persons living with AIDS have been
reported to the CDC. The latest statistics indicate that over 270,000 people were
reported to be living with AIDS in 1997.

Recent advancements in HIV treatment, including the introduction of anti-HIV
combination therapies, have increased the life expectancy of HIV patients. The CDC
reports that AIDS-related deaths continue to decline, with a 25 percent decrease between
1995 and 1996 and a 42 percent decrease between 1996 and 1997. In 1998, the U.S.
Department of Health and Human Services indicated that HIV infection fell from eighth
to fourteenth among leading causes of death in the U.S. between 1996 and 1997. For
those aged 25-44, HIV dropped from the leading cause of death in 1995 to third-leading
in 1996 and finally to the fifth-leading cause of death in 1997. The consistent decrease of
AIDS-related deaths is reflective of the commitment and achievement of the CARE Act
in providing medical and support services to people with HIV disease.

In 1997, the CDC reported for the first time a decrease in the occurrence of AIDS by 7
percent between 1995 and 1996. The CDC announced recently that incidence of AIDS




has continued to decline, dropping by 15 percent between 1996 and 1997. These
successful outcomes are due in part to the comprehensive medical and support services
provided by the Ryan White CARE Act.

HIV, however, continues to spread through the American population unchecked. The
result is a startling increase in the number of people with HIV/AIDS who are seeking
medical services. The CDC reports that the annual rate of new HIV infection in the
United States continues to be approximately 40,000 per year. A 1998 CAEAR study
revealed that between 1995 and 1997 the number of HIV/AIDS patients seeking service
under the Ryan White CARE Act increased on average 43.5 percent.

Epidemiological studies continue to demonstrate a disproportionate number of AIDS
cases among African-Americans, Latinos and Hispanics. The National Institute of
Allergy and Infectious Disease reported in July of 1998 that African Americans and
Hispanics represented 56 percent of AIDS cases reported among men in 1996 and 78
percent of those in women. For every 100,000 African-Americans, there were 89.7 cases
of AIDS reported in 1996. This is about six times higher than among Caucasians (13.5)
and about twice as high as the rate among Hispanics (41.3). African-American males
exhibited the greatest increase in the number of new infections in 1996.

In October of 1998, the CDC reported that an estimated 240,000-325,000 African
Americans are infected with HIV. Of those infected, it is estimated that 93,000 African
Americans are living with AIDS. The CDC reports that approximately 1 in 50 African
American males and 1 in 160 African American females are believed to be infected with
HIV. Through 1997, the CDC had reports approximately 230,000 cases of AIDS among
African Americans. Even though that is over 36 percent of the reported cases, African
Americans represent an estimated 13 percent of the total U.S. population.

Black and Hispanic women have consistently experienced higher rates of AIDS than have
white women. Between 1990 and 1995 new cases of AIDS rose 158 percent among black
heterosexual women. In 1996 the CDC reported that over 76 percent of women infected
with HIV were women of color. Currently, AIDS cases are approximately thirteen times
more prevalent among African-American women than white women. Among women and
children with AIDS, African Americans have been especially affected, representing 60
percent of all women with AIDS in 1997 and 62 percent of reported pediatric AIDS cases
for 1997.

According to the CDC, the largest number of new infections in females in 1996 were
among African American women; the second largest increase for females was among
Hispanic women. In 1996, these two minority groups accounted for 78 percent of
reported AIDS cases. In addition, in 1997, more African Americans were reported with
AIDS than any other racial/ethnic group. Of the total AIDS cases reported to the CDC
that year, 45 percent (27,075) were among African Americans, 33 percent (20,197) were
among whites and 21 percent (12,466) were among Hispanics. The CDC reported that
between 1994 and 1997, Hispanics diagnosed with HIV increased ten percent.



The need is expanding for outreach to people of color to ensure they are linked into the
health care system as early as possible. Delayed access to care accounts for some of the
disparity in health outcomes for historically underserved communities. In 1998, the
National Medical Association stated that African-Americans are more likely to receive
treatment when an AIDS-related infection requires hospitalization, and that significant
numbers of African Americans are diagnosed with AIDS within one month of their death.
The Clinton Administration recently reported that from 1995 to 1996, AIDS death rates
declined 23 percent for the overall U.S. population, but only declined 13 percent for
blacks and 20 percent for Hispanics. In fact, AIDS remains the number one killer among
African-American’s ages 25 to 44.

Titles I and III of the CARE Act serve as safety nets for people of color and other
underserved communities. Approximately two-thirds of the patients served by Title I and
Title III in 1998 were people of color.

The CDC reports that the proportion of AIDS cases among women has been increasing
steadily. While women made up seven percent of all cases reported in 1985, they
represented 22 percent of cases reported between July of 1997 and July 1998. According
to the CDC, the number of AIDS cases among American women reported has totaled
about 108,000 since 1980. Even though AIDS deaths are declining, nearly 42 percent
between 1996 and 1997, the CDC reports that the decrease was less among women than
men (32 percent and 44 percent, respectively).

Another disturbing trend is the steady number of new infections among young men and
women. In 1996, the CDC reported that 25 percent of all new HIV infections in the
United States occurred among young people under age 21. Also reported was that of
persons in whom HIV infection was the initial diagnosis between 1994 and 1998, 15
percent were adolescents and young adults aged 13-24 years. As of June 1998, the CDC
estimated incidence of AIDS was 24,000 for adolescents and young adults over age 13.
In addition, 8,280 pediatric AIDS cases have been reported to the CDC. In 1998, the
Office of National AIDS Policy issued a report to the President noting that on average at
least one American under age 22 becomes infected with HIV every hour of every day.

In December, 1998, the New York Times reported that there have been an estimated
100,000 children orphaned by AIDS nationwide since 1981. The same article noted that
New York City reports approximately 28,000 orphaned children and the state legislature
predicts a possible increase of 50,000 by 2001. Approximately ten percent of these
children are, themselves, infected with HIV.

THE COST OF CARING FOR PEOPLE WITH HIV DISEASE

A 1998 CAEAR study reported that the cost of medical services provided under Title I
and Title III of the Ryan White CARE Act increased an average of 89.3 percent between
1995 and 1997. This accelerating cost of care has presented new challenges for health




care providers who are transitioning from providing predominantly acute, palliative
treatment of patients with AIDS to more comprehensive, long-term care for many HIV
infected individuals as they live longer.

Recent advancements in HIV treatment, specifically the introduction and widespread
availability of antiretroviral therapies, have increased the longevity and improved the
quality of the lives of many of those infected with the HIV virus. A 1998 report by the
New York States AIDS Advisory Council addressed the difficulties faced by the clinician
and patient in successful treatment management indicating that new therapies often
involve multiple daily doses of seven to eight different drugs with varying time and
dietary requirements.

These factors, in addition to the threat of resistance to one or more drugs when treatment
is interrupted or discontinued, have prompted a reexamination and reinvention of HIV
treatment management. Treatment now requires a deeper participation and understanding
of the drug therapy by the patient. In addition, more involved and increasingly frequent
physician-patient interactions have become integral to the success of these demanding
regimens. Title I and Title III providers have made a serious commitment to respond to
those needs by providing comprehensive, effective treatment management programs. The
1998 CAEAR study reported that the average length of medical visits in Title I and Title
III communities increased by 65 percent and the number of medical visits per patient
grew 27.4 percent between 1995 and 1997.

In addition to increased length in medical visits, comprehensive treatment programs
necessitate other essential components for the effective treatment of HIV such as case
management, substance abuse treatment, mental health services, nutritional guidance, and
providing housing and transportation. The report of the New York State AIDS Advisory
Council noted, “every patient with HIV should have access to support services that will
enhance readiness to begin therapy and provide the maximum opportunity for effective
treatment and maintenance of the treatment regimen.” According to the Advisory
Council, an interruption of support services “compromises access to HIV treatment,
endangering the immediate health and future treatment options of individuals and
potentially creates more widespread public health problems.”

In 1997, Title III grantees allocated 29 percent of their annual budgets to other necessary
services such as case management, counseling and testing, outreach, and referrals. Title I
grantees spent eleven percent of their total budgets on case management and 20 percent
on support services including transportation, patient outreach, day respite, and food bank
and housing services. These services are critical to the successful treatment of HIV and
AIDS. Funding for medications without sufficient financing for medical and other
services is an ineffective policy which diminishes the efficacy of HIV drug therapy.

The advancements in HIV treatment have resulted in recent reductions in length of stay
and hospitalization days. In 1993, the National Association of Public Hospitals and
Health Systems estimated that hospitals experienced losses exceeding $2,000 per AIDS



patient per year. The cost of providing HIV-related care would have escalated even
higher without early diagnosis and treatment provided by CARE Act programs. Title III
programs have reduced hospital admissions in some locales by as much as 75 percent
since 1996.

A direct effect of the new drug therapy is the increased monitoring of patients. For
example, viral load testing which helps physicians determine whether and when to begin
anti-HIV drug treatment, can cost as much as $250 per test. Preliminary data from a
recent survey of Title III sites indicates that between 1996 and 1997, the volume of viral
load tests increased by 37 percent. In 1998 the Health Resources and Services
Administration (HRSA) estimated that there were 350,000 Title I clients and at least 30
percent of these clients were expected to use Title I funding to pay for viral load testing.

Another direct effect is the pharmaceutical cost of treating the human immunodeficiency
virus. According to a 1998 Washington Post article, current estimates predict that in the
near future the cost of combination therapy will possibly exceed the already high $15,000
ayear. The same article noted that drugs needed to prevent opportunistic infections
nearly double that expense for some. Many infected individuals cannot afford the new
drug therapies, including those who have insufficient medical coverage. Each year, Title
I transfers millions in funding to Title II AIDS Drug Assistance Programs (ADAPs). In
FY 97, ten percent of Title I funds or $41,059,269 was transferred to ADAP. In addition,
millions more in Title I and Title III funds are used to purchase medications not covered
by state ADAP programs. Each state decides its own formulary, and some, for example,
do not include medications for opportunistic infections.

As burdens mount, responding to the needs of the AIDS epidemic grows more difficult
and imperils our ability to meet all the other health needs in our communities. Based on
estimates of costs of care and utilization of services across the country, it is estimated that
a total gap of over $4 billion exists between the services that are desperately needed and
those which are available.



FY 99 TITLE I AREAS:

Anaheim, CA Atlanta, GA Austin, TX
Baltimore, MD Bergen-Passaic, NJ Boston, MA/NH
Caguas, PR Chicago, IL Cleveland, OH
Dallas, TX Denver, CO Detroit, MI
Dutchess Co., NY Fort Lauderdale, FL Fort Worth, TX
Hartford, CT Houston, TX Jacksonville, FL
Jersey City, NJ Kansas City, MO/KS Los Angeles, CA
Las Vegas, NV Miami, FL Middlesex, NJ
Minneapolis-St.Paul, MN Nassau/Suffolk Co., NY Newark, NJ
New Haven, CT New Orleans, LA New York, NY
Norfolk, VA Oakland, CA Orlando, FL
Portland, OR/WA Philadelphia, PA/NJ Phoenix, AZ
Ponce, PR Riverside/San Bernardino, CA Sacramento, CA
St. Louis, MO/IL San Antonio, TX San Diego, CA
San Francisco, CA San Jose, CA San Juan, PR
Santa Rosa/Petaluma, CA Seattle, WA Vineland, NJ
Tampa/St. Petersburg, FL Washington, D.C. W. Palm Beach, FL

THE RYAN WHITE CARE ACT SAVES MONEY

The Ryan White CARE Act and its provision of medical, pharmaceutical, and support
services provided through community-based organizations, has already saved cities and
states millions of dollars by reducing expensive in-patient hospitalizations, utilization of
hospital based services, medical specialty care, treatment of opportunistic infections, and
physical rehabilitation services.

KEY FACTS

> About 74 percent of the nation’s people living with AIDS reside in Title I cities.
> In six years, “AIDS Disaster Areas” grew from 16 to 49, and this year became 51.
> The nation has seen over 650,300 cases of AIDS diagnosed; only two years

elapsed between the diagnosis of the first 100,000 cases and the second 100,000
cases in late 1991; and less than two years elapsed when the third 100,000 cases
were reported in mid-1993, and again, less than two years elapsed since the
diagnosis of the 400,000™ case of AIDS was diagnosed at the end of 1994 and the
500,000" case by the end of 1995.

> It is estimated that as many as 900,000 Americans are infected with the HIV virus.



> Title I and Title III of the CARE Act serve as safety nets for people of color and
other underserved communities. Approximately two-thirds of the patients served
by Title I and Title III in 1998 were people of color.

> Title Il programs have reduced hospital admissions in some locales by as much as
75 percent since 1996.

> A 1998 CAEAR study reported that the cost of medical services provided under

Title I and Title III of the CARE Act increased an average of 89.3 percent between
1995 and 1997.

May, 1999
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CAEAR

Cities Advocating Emergency AIDS Relief (CAEAR) is a national grassroots coalition
advocating on behalf of people living with HIV who depend on Title I and Title IIT of the Ryan
White CARE Act for health care and support services. CAEAR includes members of Title I
planning councils, people living with HIV/AIDS, organizations of people living with HIV,
community-based AIDS service organizations, CARE Act grantees and consortia.

OVERVIEW

Over the past few months the CAEAR Coalition conducted the following study of HIV/AIDS
related services in order to highlight the changing HIV health care system and subsequent need
for increased funding. The analysis concentrated on data collected from 1995 through 1997,
during which time combination anti-HIV therapy was introduced and became widely available.
The CAEAR data suggest that advancements in HIV treatment have necessitated more
comprehensive treatment regimens with greater participation of both the patient population and
health care professionals. Through the evaluation of the medical services, patient population and
health care cost, the following were identified as key components adding significant weight to
the growing HIV health service need: '

The Growing HIV Population

e Data show that between 1995 and 1997 there was an average increase of 43.5% in the
number of HIV/AIDS patients among a representative sample of Title I and Title III sites,
clearly illustrating one of the most obvious challenges to the HIV/AIDS health care
community: the growing HIV population.

e In addition to new HIV cases, recently available combination therapies have increased the
life expectancy of HIV patients. As the number of AIDS deaths has begun to decrease, the
number of people dependent on treatment provided under the CARE Act has grown
substantially. The data compiled by the CAEAR Coalition in this study reflects the impact of
combination therapies that became widely available during the 1995-1997 period.

Increase in the Number of Patient Visits
¢ One effect of the swelling patient population is the dramatic increase in the number of

patients visits reported by the medical community. CAEAR estimates that the total number
of patient visits increased by 55.3% from 1995 to 1997.



e While the growing patient population is certainly contributing to theé increasing number of
visits, CAEAR found that the number of medical visits per patient also has grown by 27.4%.
Individuals under care are finding that treatment requires longer and more frequent visits.
The combination of a growing patient population and treatment regimens that necessitate
more Visits per patient will continue to burden limited Title I and Title ITI funding. '

Costly Medical Care

e The CAEAR study revealed that the average cost of medical care has increased by 89.3%.
The study also found that this escalating cost could not be attributed solely to the increase in
patients (43.5%), or patient visits (55.3%), which are growing at less significant rates than the
accelerating cost of medical care.

¢ Advancements in HIV treatments, are among the reasons for this increased cost in HIV
medical health care. Complex treatment regimens are required, including increased viral load
testing and greater emphasis on longer more complex visits to promote adherence to drug
dosing and scheduling. Neglecting to take medication as prescribed can lead to the failure of
the therapy, the development of resistant viral strains, or both. Communities financially
dependent on the CARE Act are, and will continue to be, inundated with patients in need of
these costly medical services.

CONCLUSION

The Ryan White CARE Act allocates necessary resources to communities serving under Title I
and Title II of the CARE Act. This funding provides HIV patients who are living below the
poverty line or who are uninsured access to medical services they could otherwise not afford.
The development of anti-HIV combination therapy has led to significant improvements in the
length and quality of life of those living with HIV. However, as this study revealed, health care
is now a much more intensive and costly process for both the growing patient population and the
medical community. Given current funding levels, the communities serving under the Ryan
White CARE Act will not have the necessary resources to meet the needs of those it serves nor
will they be able to sustain the heightened level of health care necessary for successful treatment.
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Support the CAEAR Coalition’s FY 1999 appropriations requests for CARE Act Title I and Title III:

» CARE Act Title I FY 99 appropriation of $570 million (+$105 million over FY 1998)
» CARE Act Title ITI FY 99 appropriation of $113 million (+$36.7 million over FY 1998)

Combination anti-HIV therapy, including protease inhibitors, became available in 1995. In 1998, treatment
choices range from 3-drug combinations for new patients to 4- or 5-drug combinations for experienced
patients. However, adherence to these new drug regimens requires more complex and costly comprehensive
clinical care for people with HIV.

Since 1994, Title I and Title III programs have seen:

» Up to 166.7 percent increases in patient visits since 1994
» Upto254.0 %ercent increases in average cost per patient for medical care
(excluding pharmaceuticals)

Presented below are summary data from selected Title I and Title Il CARE Act grantees; see individual
reports for details. These data are representative of the 51 CARE Act Title I areas eligible for funding in 1999
and the 183 CARE Act Title III grantees.

More Complex and More Costly Comprehensive Clinical Care for People with HIV Disease
City/State Reporting Organization CARE Act Title I and | Percent Change | Percent Change in
Tide III Funding in Number of Average Cost of
Patient Visits Medical Care Only
Atlanta, Georgia | Grady Health System Title 30.9% increase 68.5% gst) increase
Infectious Disease Program since 1995 since 1995
Baltimore, Chase Brexton Health Services Title I, Title III 21.4% increase 29.0% increase
Maryland since 1995 since 1995
Chicago, Chicago Health Outreach Title I, Title ITI 214.0% (est 170.4% increase
Illinois increase in the since 1994
number of
ents
psiarf::e 1994
Chicago, The CORE Center Title I, Title III 15.6% increase 13.3% increase
Iilinois for the Prevention, Care, and since 1995 since 1995
Research of Infectious Disease
Philadeiphia, Allegheny University Hospitals | Title I 166.7% increase | 254.0% increase
Pennsylvania Hahnemann since 1994 since 1994
Philadelphia, Health Federation Title I 94.7% increase | not reported
Pennsylvania of Pennyslvania since 1994
Philadelphia, Department of Public Health Title I 46.8% increase | 55.7% increase
Pennsylvania since 1994 since 1994
Riverside — Desert AIDS Project Title I 71.4% increase 123.3% increase
San Bemardino, since 1995 since 1995
California
San Francisco, San Francisco General Hospital - | Title I 74.0% increase | not reported
California since 1994
Santa Cruz, Santa Cruz County Title I 63.7% increase | 69.4% increase
California Health Services Agency since 1993 since 1993
Seattle, Country Doctor Title I 20.9% increase 13.2% increase
Washington Community Health Centers since 1995 since 1995
Washington, Whitman-Walker Clinic Title I, Title Il 85.6% increase | 177.7% increase
D.C. since 1994 since 1994

Sources: Reporting organizations. June - July, 1998.

For more information, contact the CAEAR Coalition.
1413 K Street NW Suite 700 Washington, DC 20005 T. 202/789-3565 F. 202/789-4277 CAEARinDC@aol.com




Combination Therapy For HIV Disease

In The Context Of
Comprehensive Clinical Care
Grady Health System
Infectious Disease Program
Atlanta, Georgia
Funded By CARE Act Title I

Year Number of | Number | Average Number | Average Number | Average Cost per Patient

Patients of of Medical Visits | of Medical Visits | per Year (medical

Receiving Medical | per Patient per | per Patient per care & labs only

Medical Visits Year Year (for — no drugs)

Care patients with at

least two visits)

1995 3,037 22,635 7.5 8.5 $1,200*
Combin-
ation -
therapy
not
available
1997 3,368 29,146 8.7 9.8 $2,022
Combin-
ation
therapy
available
Percent 10.9% 28.8% 16.0% 153% 68.5 %
Change increase | increase increase increase increase*
Since
1995

Source: Infectious Disease Program, Grady Health System, Atlanta, Georgia.
* 1995 average cost per patient per year (medical care and labs only - no drugs) is an estimate,
and therefore the percentage change is also an estimated figure.

A, . lexity of visits:
1995:

> CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
> During this period, AZT was the major medication for the treatment of opportunistic infections. Combination therapy
and various forms of counseling were used for primary health services to patients.

1997:

- Monitoring CD4 counts.
Monitoring viral loads and side effects of new medications.
While the number of patients was relatively stable (minimal increase), there were significant increases of visits per
patient. Also, increases were noticed in patients’ CD4 counts and decreases in viral loads.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title Il
1413 K Street, NW, Suite 700, Washington, DC 20005
Pphone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aol.com



Combination Therapy For HIV Disease
In The Context Of
Comprehensive Clinical Care

Chase Brexton Health Services

Baltimore, Maryland
Funded By CARE Act Title I and Title III
Year Number of | Number | Average Average Number Average Cost per Patient
Patients of Visits | Number of of Visits per per Year (medical care
Visits per Patient per Year | & labs only — no drugs)
Patient per (for patients with
Year at least two visits)
1995 762 4,191 5.5 6.6 $1,187
Combin- (20 min.
anon each)
therapy
not
available
1997 795 5,088 6.4 7.2 $1,532
Combin- (35 min.
ation each)
therapy
available
Percent 4.3% 21.4% 16.3% 9.0% 29.0%
Change increase | increase increase increase increase
Since
1995
Source: Chase Brexton Health Services, Baltimore, Maryland.
N . lexity of visits:
1995:
> CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
> Supportive care for terminal cases.
1997:
> Monitoring CD4 counts.
> Monitoring viral loads and side effects of new medications.
> Adherence counseling.
> Adjustments in medications as needed for increased viral loads.
> Increased labs.
> Reduced late in life activities (80 per year before combination therapy, 28 in 1997).

Increased support staff (additions, nutrition, case management, nursing and mental health).

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title IIT
1413 K Street, NW, Suite 700, Washington, DC 20005
Phone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@yol.com




Combination Therapy For HIV Disease
In The Context Of
Comprehensive Clinical Care

Chicago Health Outreach
Chicago, Illinois

Funded By CARE Act Title I and Title I1I

Year Number of Patients Average Number of Average Cost per
(Actunal) Visits per Patient per Patient per Year

Year (Estimated for (Estimated medical
patients with at least two | care & labs only —
visits) no drugs)

1994 243 4.0 $740

Combination therapy not

available

1997 764 8.0 $2,000

Combination

therapy available

Percent 214.4% 100.0% 170.4%

Change Since 1994 increase increase increase

Source: Chicago Health Outreach, Chicago, [llinois.

Notes concerning complexify of visits:

1994:

4 CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
> Palliative care for terminal cases.

1997:

> Monitoring CD4 counts.

> Monitoring viral loads and side effects of new medications.

> Labs monitorning and education realted to medications.

> Providing triple combination therapies and medication(s) for side effects.

> Monitoring interactions between triple combination medications and medications for side effects.
> Changing triple combination medications when viral loads increase.

> Increased lab work involved all monitoring activities.

> Reduction in incidence of opportunistic infections.

> Reduction in late stage and terminal care activities.

> More time involved in adherence issues and nutrition related to the use of new medications.

For more information, contact the CAEAR Coadlition,
a national coalition supporting
Ryan White CARE Act Title I and Title I11
1413 K Street, NW, Suite 700, Washington, DC 20005
phone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aol.com



Combination Therapy For HIV Disease
In The Context Of
Comprehensive Clinical Care

The CORE Center for the Prevention,
Care, and Research of Infectious Disease
(formerly known as the
Cook County HIV Primary Care Center)
Chicago, Illinois
Funded By CARE Act Title I and Title III

Year Number of Number of | Number of Patients on Average Cost per Patient
Patients Visits Protease Inhibitors per Visit (medical
care & labs only
— no drugs)
1995 1,796 9,454 not reported $375
Combin- (20 min.
ation
therapy each)
not
available -
1997 2,113 10,933 1,430 $425
Combin- (30+ min. (68% of patients)
ation each)
therapy
available
Percent 17.7% 15.6% n/a 133%
Change increase increase increase
Since
1995
Source: The CORE Center for the Prevention, Care, and Research of Infectious Disease (formerly known as the Cook County HIV Primary
Care Center (CCHPCC)), Chicago, Iiinois.
1995: . :
. CD4 monitoring, treatment of opportunistic infections and monitoring of small numbers of medications available at the time
(e.g-, AZT).
Palliative care for terminal cases.
Treating and monitoring care for common health problems in patients such as hypertension, asthrna, and diabetes.
1997:
. Minimum quarterly monitoring of viral loads. Monitoring CD4 counts.
> Providing and monitoring combination therapies and medications for side-effects. Ensuring compliance with NIH guidelines
and quality standards.
> When necessary, determining most appropriate changes in medications when viral loads increase or when patients
experience side-effects.
> Increased lab work in all monitoring activities.
> Establishing individualized adherence plans and follow-up on a regular basis.
> Engaging in intensive client education about medications and combination therapies.
> Treating and monitoring care for common health problems in patients such as hypertension, asthma, and diabetes - ensuring
safe interactions between any medications taken for various conditions and HIV/AIDS medications.
> Reduction in incidence of opportunistic infections.
> Reduction in late stage and terminal care activities.

Delivering preventative interventions, such as vaccine, prophylaxis, annual screening for tuberculosis, and pap smears for
women every 6 months.

Increasingly complex case management: housing, entitlement, supports, transportation, nutrition, mental health assessment,
counseling, intervention, group prescription referral, chemical dependency assessment, counseling and intervention.

For more information, contact the CAEAR Coalition,
1413 K Street, NW, Suite 700, Washington, DC 20005
phone (202) 789-3565, fax (202) 789-4277,
or Email: CAEARinDC@gaol.com




Combination Therapy For HIV Disease
In The Context Of
Comprehensive Clinical Care

Allegheny University Hospitals
Hahnemann
Philadelphia, Pennsylvania

Funded By CARE Act Title I
Year Number of | Number of Average Number of Average Cost per Patient per Year
Patients Visits Visits per Patient per | (medical care & labs only — no drugs)
Year

1994 297 1,255 42 $441
Combination (20 min. each)
therapy not
available
1997 650 3,348 5.2 $1,561
Combination (40 min. each)
therapy
available
Percent 118.8% 166.7% 23.8% 254.0%
Change increase increase increase increase
Since 1994

Source: Allegheny University Hospitals, Hahnemann, Philadelphia, Pennsylvania.

N, , lexity of visits:

1994: .

> CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.

> Palliative care for terminal cases.

1997:

Monitoring CD4 counts.
Monitoring viral loads and side effects of new medications.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title IIT
1413 K Street, NW, Suite 700, Washington, DC 20005
phone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aol.com




Combination Therapy For HIV Disease
In The Context Of
Comprehensive Clinical Care

Health Federation of Pennsylvania
Philadelphia, Pennsylvania

Funded By CARE Act Title I

Year Number of Number of Average Number of Visits

Patients Visits per Patient per Year
1994 270 1,170 43
Combination Therapy
Not Available
1997 350 2,274 6.5
Combination Therapy R
Available
Percent 29.6% 94.7% 51.1%
Change Since 1994 increase increase increase

Source: CareLink (an HIV/AIDS care network comprised of five federally qualified community health centers),
The Health Federation of Philadelphia, Philadeiphia, Pennsylvania.

N, . lexii F visits:
1994: |

> CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
4 Palliative care for terminal cases.

1997:

> Monitoring CD4 counts.

> Monitoring viral loads and side effects of new medications.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title ITT
1413 K Street, NW, Suite 700, Washington, DC 20005
phone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aol.com



Combination Therapy For HIV Disease

In The Context Of
Comprehensive Clinical Care

Philadelphia Department of Public Health

Philadelphia, Pennsylvania

Funded By CARE Act Title I
Year Number of | Number | Average Number | Average Number | Average Cost per Patient
Patients of Visits | of Visits per of Visits per per Year (medical
Patient per Year | Patient per Year care & labs only
(for patients with | — no drugs)
at least two visits)

1994 824 4,000 4.85 6.27 $724
Combin-

ation

therapy

not

available

1997 1,019 5,874 5.76 7.14 $1,127
Combin-
ation
therapy
available
Percent 23.7% 46.8% 18.8% 13.9% 55.7%
Change increase | increase increase increase increase
Since

1994

Source: Ambulatory Health Services, Department of Public Health, Philadelphia, Pennsylvania.

N . lexity of visits:

1994:

> CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.

> Palliative care for terrmnal cases.

1997:

> Monitoring CD4 counts.

> Monitoring viral loads and side effects of new medications.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title 111
1413 K Street, NW, Suite 700, Washington, DC 20005
phone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aol.com



Combination Therapy For HIV Disease

In The Context Of
Comprehensive Clinical Care
Desert AIDS Project
Riverside/San Bernardino,
California
Funded By CARE Act Title I

Year Number of | Number of Average Number of | Average Cost per Patient per Year

Patients Visits Visits per Patient (medical care & labs only — no drugs)

(30 min. each) | per Year

1995 638 2,303 35 $450
Combin-
ation
therapy
not
available
1997 748* 3,360 6.0 $1,005
Combin-
ation
therapy
available
Percent 17.2% 45.8% 71.4% 123.3%
Change increase increase increase increase
Since
1995

Source: Desert AIDS Project, Palm Springs, California.
* 560 of 748 (75%) patients in 1997 were on triple combination therapy. -

N . lexity of visits:

1995:

1997:

vy v v v v vy

CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
3% (22) of 658 patients were on triple combination therapy through clinical trials.

Monitoring CD4 counts.
Monitoring viral loads and side effects of new medications.
Increasing reliance on viral resistance monitoring tools to inform changes of therapy.
Addition of substance abuse counselor to enable patients to stay on therapies.

Triple, and in some cases quadruple, combinations (as salvage therapy).

75% of patients on triple combination.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title IIT
1413 K Street, NW, Suite 700, Washington, DC 20005
Pphone (202) 789-3565, or fax (202) 789-4277
Email: CAEARiIinDC@aol.com




Combination Therapy For HIV Disease
-In The Context Of
Comprehensive Clinical Care

San Francisco
General Hospital/Outpatient Clinic
San Francisco, California

Funded By CARE Act Title I

Date Unduplicated | Patient Visits | Visits Per Percentage on | Percentage
Clients Patient Antiretroviral | on Triple
Therapy Drug
Combination

Dec. 1994 988 1,025 1.04 N/A N/A
Dec. 1995 904 1,674 1.85 50% None
Oct. 1996 1,037 2,007 1.94 71% 33%

Jun. 1997 1,156 1,781 1.54 82% 59%
Source: San Francisco General Hospital, Ward 86 HIV/AIDS Qutpatient Clinic.

Key Findings:

> From 1994 to 1997, patients seen per month increased by 17%, reflecting increased demand
for primary care.

> The total number of visits to the clinic per month increased more quickly, by 74% between
the end of 1994 and mid-1997.

> The number of visits per patient increased by 50% in the same time frame, after hitting a high
point of nearly two visits per patient per month in October 1996.

> The percent of patients on any antiviral treatment jumped from 50% to 82% in less than two
years, for a a 61% increase in demand for treatment.

> The percent of patients on a three drug combination, including a protease inhibitor, increased
even more dramatically, from zero in 1995 to 59% of all patients in 1997.

> In 1995, 42% of the patients on antiretroviral therapy were on monotherapy, taking only one
drug. After the development of new treatment guidelines indicating that three or two drug
combinations were more effective, the number of patients on monotherapy dropped to zero.

Demand for primary care has increased significantly with the availability of protease inhibitors and
combination therapy. Total volume of patients as well as number of visits per patient have increased
hand in hand with the proportion of patients on combination antiretroviral therapy.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Title 111
1413 K Street, NW, Suite 700, Washington, DC 20005
phone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aol.com




Combination Therapy For HIV Disease

In The Context Of
Comprehensive Clinical Care

Santa Cruz County Health Services

Agency
Santa Cruz, California
Funded By CARE Act Title ITI
Year Number of | Number | Average Number | Average Number | Average Cost per Patient
Patients of Visits | of Visits per of Visits per per Year (medical
Patient per Year | Patient per Year | care & labs only
(for patients with | — no drugs)
at least two visits)
1993 123 430 3.5 6.2 $314
Combin- (30 min.
ation each)
therapy
not
available
1997 160 704 44 8.1 $532
Combin- (40 min.
ation each)
therapy
available
Percent 30.0% 63.7% 25.7% 30.6% 69.4%
Change increase | increase increase increase increase
Since
1993

Source: Santa Cruz County Health Services Agency, Santa Cruz, California.

CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.

Monitoring CD4 counts.
Monitoring viral loads and side effects of new medications.
Additional visits to adjust for “side effects” of new therapies.

For more information, contact the CAEAR Coalition,
a national coalition supporting
Ryan White CARE Act Title I and Tide ITT
1413 K Street, NW, Suite 700, Washington, DC 20005
Pphone (202) 789-3565, or fax (202) 789-4277
Email: CAEARinDC@aoLcom




Combination Therapy For HIV Disease

In The Context Of
Comprehensive Clinical Care
Country Doctor
Community Health Centers
Seattle, Washington
Funded By CARE Act Title I

Year Number of | Number | Average Number | Average Length | Average Cost per Patient per Year

Patients of Visits | of Visits per of DoctorVisit in | (medical care & labs only — no drugs)

Patient per Year | Minutes

1995 259 1,579 6.0 15 $2,431
Combin-
ation
therapy
not
available
1997 282 1,910 6.7 25 $2,753
Combin- .
ation
therapy
available
Percent 8.8% 20.9% 11.6% 66.6% 132%
Change increase | increase increase increase increase
Since
1995

Source: Country Doctor Community Health Centers, Seattle, Washington.

N . lexcity of visits:

1995:

1997:

CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
During this period, AZT was the major medication for the treatment of opportunistic infections. Combination therapy
and various forms of counseling were used for primary health services to patients.

Monitoring CD4 counts.
Monitoring viral loads and side effects of new medications.
The monitoring of viral loads has increased lab costs over 600%.

For more information, contact the CAEAR Coalition,
a national coalition supporting

Ryan White CARE Act Title I and Title II1
1413 K Street, NW, Suite 700, Washington, DC 20005

phone (202) 789-3565, or fax (202) 789-4277

Email: CAEARinDC@aoLcom




Combination Therapy For HIV Disease !

In The Context Of
Comprehensive Clinical Care
Whitman-Walker Clinic
Washington, D.C.
Funded By CARE Act Title I
Year Number of | Number | Average Number | Average Number | Average Cost per Patient per Year
Patients of Visits | of Visits per of Visits per (medicalcare & labs only — no drugs)
Patient per Year | Patient per Year
(for patients with
at least two visits)
1994 1,292 4,639 3.6 7.0 $180
Combin- (20 min.
ation each)
therapy
not
available
1997 1,743 8,613 5.0 13.0 $500
Combin- (40 min.
ation each)
therapy
available
Percent 34.9% 85.6% 38.3% 85.7% 177.7%
Change increase | increase increase increase increase
Since
1994
. Source: Whitman-Walker Clinic, Washington, D.C.
N, , lexity of visits: .
1994:
CD4 monitoring, treatment of opportunistic infections, and some monitoring of medications, i.e., AZT.
Palliative care for terminal cases.
1997:
> Monitoring CD4 counts.
> Monitoring viral loads and side effects of new medications.
> Labs monitoring and education related to medications.
> Providing triple combination therapies and medication(s) for side effects.
> Monitoring interactions between triple combination medications and medications for side effects.
> Changing triple combination medications when viral loads increase.
> Increased lab work involved all monitoring activities.
> Reduction in incidence of opportunistic infections.
> Reduction in late stage and terminal care activities.
> More time involved in adherence issues and nutrition related to the use of new medications.

For more information, contact the CAEAR Coalition,
a national coalition supporting '
Ryan White CARE Act Title I and Title IIT
1413 K Street, NW, Suite 700, Washington, DC 20005
Pphone (202) 789-3565, or fax (202) 7894277
Email: CAEARinDC@aol.com




HIV’s Spread
Is Unchecked

AIDS-Slowing Treatments Eclipse
Rising Infection Rate, Study Says

By? Ricx Weiss
Washington Post Staff Writer

Although the number of new AIDS cases in the United
States has declined -substantially in recent years, HIV
* continues to spread through the population essentially
.. unabated, according to danrelasedysterdaybythe

“:.Centers for Disease Control and Prevention. *~ :

‘lheﬁrstdn-ectassmentofmvnﬁechonmdsshows" -

""" that the recent decline in US. AIDS:cases is not due to a

. “notable drop in new infections. Rather; improved medical
treatments are allowmg infected people to stay healthy
longer before coming down with AIDS, overshadowing the
reality of an increasingly infected populace. :

“The findings of this report give us a very strong message,
that mortality may be going down—therapy is working—
but HIV continues its relentless march into and through our

“population,” said Thomas C. Quinn, an AIDS specialist at
the National Institute of Allergy and Infectious Diseases.
"I‘h&e data tell us we have alot of workto do.” . = |

The findings also confirm _prev:ously 1dentxﬁed trends
showmg that women and minorities are mcrusmgiy at risk.
Especially worrisome, officials -said, ‘is that the "annual
humber of new infections int young mei and women 13 to 24
ears old—a group that has been heavily targeted for
prevenuon efforts—is virtually unchanged in recent years.

SeeAIDS Al? Co.1 .
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Who is diagnosed with HIV:

Women 28%
Men 72
- Blacks 57
Whites 34
Hispanics . 7
How they got it: _
Male homosexual sex* 32%
. Injecting drugs 18
Heterosexual sex 18

‘Drugs & homosexual sex 4

_Other/unreported

28

* Thought to be underreported.

HIV Spread Not Slowed in U S

AIDS, From Al

“It cemm!y documents that we .
” said Patricia L. Flem-

dnefofHIV/Aereportngmd .

_ ,analyssatthed)CmAﬂanta.

~be

-lngh mnnbers ‘of .new m

intravenous drug users, 2
thathﬁrecaxﬂybeenthe

..foctSOfapohhmldebateova'the
“value of needle exchange programs

that offer drug users clean syringes to -
prevent the spread of HIV, the virus-
that causes AIDS. [International i~ -
pancier George Soros on Thursday -
oﬂ'ered $1 million in matching funds:.

to support needle exchange pro--
grams around the country, the Asso-
ciated Press reported.] .

*CDC officials would not comment
directly on President Clinton's con-
troversial decision eartier this week -

new infections in™

2 emtleQGanddmppedmotherM.

percent in the first six months of last

year.
From 1995 to 1996, the number of
HIV infections increased 3 percent in

wom:.Andxtmnpelepercmtm

- percent in African Americans. ¥ 57
Al told, the study tallied 72,905
mﬁechonsdmngthesmveypmod.

eomtforoulyabout?.Spe’:mntof.‘

US. infections.

The single biggest risk category |

.was men having sex with other men,
" but heterosexizl transmission con-
tinued its steady increase. Most of
those cases mvolved women con-
tracting the virus through sex with
male drug users, Fleming said.

The survey is the first to track

to extend a ban on federal funding of .  infection trends by looking directly at
needle exchanges. But both Flemmg ™ - HIV test results in people coming to
and Quinn said that AIDS prevention.  clinics and other health care outlets.
progmmsmthlspopulatxonneedto Ihat’sama;ord:angefmmtbe :

improved.
'It’sdarthatsomethmgs&ongu'
i needed to slow thlsepldennr.

. previous System, in which officials
simply estimated the number of new

nfections by counting the mumber of

_ people newly diagnosed with AIDS.
‘Iheold'badcabxhhon method

't&rsmsmmpﬂedbyzsm_*pmgi&éarmmuy

dmngtheﬁrstlsyws

whmHImeect:on
2] to tdisease -,
A -'overapemdtlntavu'agedabmtlo

'l‘henewrepomngsystem.now

'.spreadJngtoothersm:s.hahdped

officials regain those bearings, Flem-
ing said And although everyone
_wishes the oumbers were more en-
" couraging, she said, at Jeast officals

.nowhaveadmrapxchn'eofthelask

~rathand. B '

dmedbyZpem:xtmwhxtzsand&f'_'_.
.'-._'-_:mmoummmu-ﬂ

-~ Toread Post coverage abovdt the

. AIDS academic, click on the above

The number naticnwide is much -

symbol on the front page of The
Post's Websiteat -
wwwwa.dmgtonpost.com
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HIV SERVI
Hoembre a Hombhee Jovenes in-Aviion
& the Mabiie HIV Testine Eai

The Honorable Donna Shalala, Secretary

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 615F

Washington, DC 20201

Dear Secretary Shalala:

| am writing to express our organization’s cismay and outrage over the
Administration’s preposad 53% across -the-hoard reduntions o Ryan Whits
CARE Act programs for FY 2000. These critical grant programs serving low-
income, uninsured individuals should be the first to be protected from cuts and
not disproportionately shoulder the burden of discretionary HHS program
reductions. A .53% reduction from Ryan White CARE Act grants would reduce
FY 2000 funding by almost $8.5 million, putting at risk thousands of vulnerable
individuals living with HIV disease.

The Cities Advecating Emergency AIDS Relief (CAEAR) Coalition is a national
grassroots organization advocating on behalf of peorle living with HIV/AIDS whe
depend on Title | and Title 1l of the Ryan White CARE Act for health care and
support services. We include members of Title | planning councils, people living
with HIV/AIDS, community-based AIDS service organizations, providers of
HIV/AIDS health care, CARE Act grantees, and consortia. We represent all
segments of society that have been impacted by HIV/AIDS. A .53% cut reduction
in funding for Title | and Title Il would impair member’s ability to serve our
clients.

As you know, infection rates remain distressingly high, adding new cases
constantly to providers of Ryan White CARE services. The cost of care per
patient is rising steadily. In addition, we learned iust recently that the Puhlic
Heaith Service treatment guidelines will soon require our providers tc offer
laboratory tests to measure resistance as a part of the standard of HIV care.
CARE Act provider must be able to offer this test but the cost is likely to reach
$500 per patient per year. Absorbing this new unanticipated expense in FY 2000
on top of a .53% reduction in grants will place a great burden on local agencies.

By September 30, 2000, Congress must authorize the Ryan White CARE Act.
The CAEAR Coalition is greatly concemned about the message Congress may
hear as to the Administration’s commitment to this important program from a
decision to cut programmatic funding in FY 2000.

TZASIPIMCNE Ziat L S ie 1 Dags ot dmeaigs Do RIS TIRCLETAT SAX CIC) EO-ETEs
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The CAEAR Coalition urges you to reconsider this .53% cut in funding, because
of its immediate negative impact on vulnerable people living with HIV and
because of its potential negative impact on the williness of Congress to
reauthorize the Act so it can continue to serve its critical role in our nation’s

public heaith system.

Marie McAfeef Mobile Unit Coordinator

Cc: Jacob Lew
Office of Management and Budget

Kevin Thurm
Deputy Secretary
Dept. of Health and Human Services

John Callahan

Assistant Secretary

Management and Budget

Dept of Heaith and Human Services

Eric Goosby
Director, HIV/AIDS Policy Office

Earl Fox
Administrator Health Resources
And Services Administration

Joe O’'Neill

Associate Administrator, HIV/AIDS
Bureau Health Resources

And Services Administration

Sandra Thurman
National AIDS Poclicy Director



FEB. -07" 00 (MON) 16:25

To:

FFROM:

FAX #;

DATE:

US SENATE HELP CMTE TEL: 202

FAX TRANSMISSION

DEMOCRATIC OFFICE OF
THE UNITED STATES SENATE
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS

P. 001

St

Hsé - 2434

2 / 7 ' TOoTAL PAGES (INCLUDING COVER)

[ THERE ARE ANY PROBLEMS RECEIVING THIS TRANSMISSION, PLEASE CALL (202) 224-0767.

RETURN FAX #: (202) 224-5]128

2.8

COMMENTS;




FEB. -07" 00 (MON) 16:25 US SENATE HELP CMTE TEL:202 28 P. 002

i i Congressional Research Service » Library of Congress * Washington, D.C. 20540

CRS

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

Attention: Scott Boule

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

SUBIECT : Ryan White CARE Act

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

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

Three Methods of Calculating AIDS Prevalence
Method 1: Current Law

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

One limitation of the current method of calculating ATDS prevalence is that it
assumes there is no regional variability in survival, which is unlikely to be true. Another
linitation is that it assumes all EMAs report complete data of incidence and AIDS related
deaths for each particular 12 month time period. This is also unlikely to be true. EMAs (or
States reporting for EMA and non-EMA areas) depend on thousands of doctors and care
providers 1o report the data to them. The doctors and care providers do not slways report
promptly. Several years may pass before some doctors report their data to the State or EMA.
Thus the data that the EMAs report to the CDC may not reflect the number of AIDs cases
and AIDS related deaths for a particular 12 month reporting period. Delayed reporting is the
term used to describe cases that are not reported within the 12 month period in which they
are diagnosed.'

Method 2: Cases Reported to be Living.

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

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

Method 3: Adjusted Reported AIDS cases,

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

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

' Delayed reporting is sometimes mistaken for incomplete reporting. Incomplete reporting is when
2 case is never reported. None of the methods of estimating prevalence in this paper adjust for
Incomplele reporting,

? Centers for Disease Control and Prevention. HIV/AIDS Surveillance Supplemental Report.
1999;5(No.2): 8p.

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

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

Set-Asides and the Distribution of Funds Under Current Law

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

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

The money 1s divided among the EMAs according to their proportions of estimated
AIDS cases. For example, for FY 1999, New York city contained approximately 21% of all
of the estimated AIDS cases living in EMAs. Therefore, New York city was portioned
approximately 21% of the available funds.

Two adjustments take place to the distributed funds. First, new EMAs are offered
$75,000 planning grants.* That amount is then deducted from their formula award. For
FY99, two new EMAs received $75,000 planning grants: Las Vegas, NV-AZ, and Norfolk-
Virginia Beach-Newport News, VA-NC. The planning grant is only offered for the EMAs
first year of existence. Therefors, the total amount of money distributed under the formula
portion of Title I is smaller by $150,000, but only the two new EMAs are effecicd by the
lower total amount of money. The second adjustment is a hold harmless provision. In the
current law, for FY'1999, EMAs can not receive less than 3.5% less than what they received
in 1995. For FY1999, only one EMA was affected by the hold harmless provision: San
Francisco. Under the formula portion of Title I, San Francisco would have received
$9,400,823. Under the hold harmless provision, San Francisco should receive $18,457,245.
Therefore, the difference between these two amounts is taken from the supplemental grant

* Phone conversation with CDC statistician.
5 Section 2606 (42 U.S.C. 300ff-16)
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portion of Title I and added to the formula portion of Title I. Thus, the formula portion of
Title I is larger by that difference, and only San Francisco receives that money.

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

Why was San Francisco the only EMA to be effected by the hold harmless in
FY1999? This may be a reflection of an historical trend. Prior to the re-authorization in
1996, money for Title 1 was distributed based on the number of AIDS cases that had ever
been reported in an area. San Francisco was one of the first metropolitan areas to be impacted
by the AIDS epidemic. But, most individuals diagnosed with AIDS at the beginning of the
epidemic are very unlikely to be alive today. This may be one reason why San Francisco’s
formula amount ($9,400,823), which reflects the estimated number of people living with
AIDS 1today, is so much less than the hold harmless amount it ultimately receives
($18,457,245), which reflects a portion of how many people were living with ATDS in San
Francisco earlier in the epidemic.

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

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

Analysis and Policy Implications of the Data

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

¢ Under current law for FY 1999, EMAs can not receive Jess than 96.5% of what they received in
1995 for the formula portion of Title 1.
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Thirty three EMAs would receive more money under method 2 hold harmless’ and
eighteen would receive less money. The percentage change in money received by EMAs
when the hold harmless provision is employed range from a decrease of 15.5% in Norfolk-
Virginia Beach-Newport News VA-NC, to an increase of 31.1% in Kansas City, MO-KS,
The percentage change between methed 1 and method 2 may reflect a variety of things,
including, but not limited to such things as regional differences in survival, access to care,
and different strains of the virus that may or may not be more likely to respond to currently
available drugs.

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

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

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

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

Thirty-six EMAs received more money under method 3 compared to method 1 while
fifteen EMAs received less money. The percentage change in money received by EMAs
with a hold harmless provision ranged from a decrease of 16.7% in Caguas, PR 10 an
increase of 23.5% in Kansas City, MO-KS. The percentage change between method 1 and
method 3 may reflect a variety of things. Like method 2, method 3 will reflect regional

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

® InFY1995, Chicago received approximately $4,925,000 from the formula portionof Title . Under
8 2% hold harmless provision, Chicago can not receive less than $4,829,500 for FY1999. Using
method 2 to estimate AIDS prevalence, Chicago would receive 58,049,000, which is much higher

gmn its hold harmless amount, but yet, 10.8% less than what it would receive under current law for
Y1999, '
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differences. Unlike method 2, method 3 adjusts for reporting delays. Under the current law
(method 1) EMAs that are slower to report their data to the CDC are at a relative
disadvantage. Under method 3, those delayed reporters are brought to parity. Because there
is a set amount of money to distribute among the EMAS, the EMAs that historically were
very prompt to report their data to the CDC were somewhat adverssly affected by method
3. For example, according to the CDC, EMAs in Puerto Rico, which promptly reported their
data to the CDC relative to other EMAs, were adversely affected by the adjustment for other
EMA'’s reporting delays.

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

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

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

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

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

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

Method 2 Percent Method 2 Percent
Cumrent Farmula Hold Harmless Change from No Hold Harmless Change from
Bilgible Metrapclitan Areas (in thousands) (in thousands) current law {Tn thousands) cumremt law
Attanta, GA MSA $6,915 $7,532 8.9% $7,532 8.9%
Austin-San Marcos, TX MSA $1.658 $1,720 A™% $1,720 3.7%
Baltimare, MD PMSA $6,956 $6,402 8.0% 36,402 -8.0%
Bergen-Passaic, NJ PMSA $2,401 $2,135 11.1% $2.135 -11.1%
Boston-Worcester-Lawrence-L owell-Brockion, MA-
NH NECMA $5,293 $5,203 -1.7% 35,202 1.7%
Caguas, PR PMSA 3859 §748 -12.9% $748 -12.9%
Chicago, [L PMSA $9,025 $8,049 -10.8% $8,049 -10.8%
Cleveland-Lorain-Elyria, OH PMSA $1,505 $1,561 3.8% $1,561 38%
Dallas, TX PMSA $5,005 $5,762 13.1% $5,762 13.1%
Denver, CO PMSA $2,130 $2,520 18.3% $2,520 18.3%
Detroit, Ml PMSA $3,324 33,303 -0.6% $3,303 06%
Dutchess Caunty, NY PMSA $608 $589 -3.1% $589 -3.1%
Fort Lauderdale, FL PMSA $5,544 $5,704 2.9% $5,704 29%
Fort Warth-Arfingtan, TX PMSA $1,503 $1,832 8.6% $1,632 8.6%
Hartford, CT NECMA $2,027 $2,259 11.4% §2,259 1.4%
Houston, TX PMSA $8.202 $8,657 4.5% $8,657 4.5%
Jacksonvllle, FL MSA $1,887 $2.351 24.6% $2,351 24.6%
Jersay City, NJ PMSA $2,931 $2,584 -11.9% $2,584 -11.9%
Kansas City, MO-KS MSA $1.476 $1,938 31.3% $1,928 31.3%
Las Vegas, NV-AZ MSA $1.775 $1,917 8.0% $1,917 8.0%
Los Angeles-Long Beach, CA PMSA $16,905 $16,783 0.7% $16,783 0.7%
Miami, FL PMSA §10,492 $11,031 5.1% $11,031 5.1%
Middlesex-Somerset-Hunterdon, NJ PMSA $1,408 $1,338 4.8% $1,338 -4.8%
Minneapolis-St. Paul, MN-W1 MSA $1,286 $1,484 152% §$1,484 15.2%
Nassau-Suifalk, NY PMSA $2,879 $2,738 ~4.9% 32,734 -4.9%
Nesny Haven-Bridgeport-Starmford-Danbury-
Waterbury, CT NECMA $3.115 $3,631 16.6% $3,631 16.6%
New Orieans, LA MSA $3.060 $3,141 2.7 $3,1414 2.7%
New York, NY PMSA $51,212 $47.663 -6.9% $47.063 B1%
Newark, NJ PMSA §7,212 §6,419 -11.0% $6,419 -11.0%
Narfolk-Virginia Beach-Newpart News, VA-NC MSA $1,898 $1.604 -15.5% $1,604 -15.5%
Qakland, CA PMSA $3,147 $3,282 4.3% $3,282 4.3%
Orange County, CA PMSA $2173 $2,713 24.9% $2,713 24.9%
1/18/2000
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Table 1. Estimates of the Ryan White CARE Act Title | Qutlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the number of AIDS cases reported to be living (Method 2)
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Method 2 Percent Methad 2 Percent
Current Formula Hold Harmless Change from Na Hold Harmless Change from
Eligible Metropolitan Areas (in thausands) (in theusands) current l[aw (in thousands) cumrent [aw
Qriando, FL MSA $2,759 $2.931 6.2% $2.931 6.2%
Philadelphia, PA-NJ PMSA $8,201 $8,402 1.5% $8,402 1.5%
Phoenix-Mesa, AZ MSA $2,015 $1,880 6.T% $1,880 6.7%
Ponce, PR MSA $1,233 §1.266 27% $1,266 2.7T%
Poriland-Vancouver, OR-WA PMSA $1,558 $§1,758 12.8% $1,758 12.8%
Riverside-San Bemardino, CA PMSA $3.232 $3.493 8.1% $3,493 8.1%
Sacramentn, CA PMSA $1,338 $1,308 -2.2% $1,308 22%
St Louis, MOHL MSA $1,975 $2,168 9.8% $2,168 9.8%
San Antonio, TX MSA $1,858 $2,012 8.3% $2,012 8.3%
San Diego, CA MSA $4,502 $4,764 5.8% $4.764 5.8%
San Francisco, CA PMSA $18,457 * $18,744 16% " $9.574 -48.1%
San Jasa, CA PMSA $1,269 $1.421 12.1% $1,421 12.1%
San Juan-Bayamon, PR PMSA $6,925 $6.042 -12.8% $6,042 -12.8%
Santa Rosa, CA PMSA $604 $715 18.4% $715 18.4%
Seatile-Bellovus-Eveareit, WA PMSA $2,654 $3,004 13.2% $3.004 13.2%
Tampa-St. Petersburg-Clearwater, FL MSA $3,597 83,047 8.7% 33,947 9.7%
Vineland-Miliville-Bridgeton, NJ PMSA $341 $333 -2.3% $333 -2.3%
Washington, DC-MD-VA-WV PMSA $9,877 $10,415 5.5% $10,415 5.5%
West Palm Beach-Hoca Raton, FL MSA $3,434 €3,604 4.9% $3,604 4.9%
Total $251,800 ' $252,603 * $242,833°

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

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

The method 2 hold hanmiess total® refiects the formula portian ot Title | ($242,983,000), adjusted by the amount ta hold San Francisco and New York hanmless
at 2% of their 1995 amount (+$9,770,00), adjusted for the new EMA starl-up grants (-$150,000). The method 2 not held hamiess’ reflects the maney distributed
under the formula portion of Title | ($242,983,000) adjusted for the new EMA planning grants (-$150,000). All amaunts in Tahle 1 are rounded to the nearest
thousand daollars and presented in thausands of dollars.

Note: Method 2 is the difference between the number af AIDS cases and AIDS deaths reported ta the CODC. See attached memorandum.

1/18/2000
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Table 2. Estimates of Ryan White CARE Act Title 1 Outlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the adjusted AIDS cases (Methad 3)
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Method 3 Percent Method 3 Percent
Cuerent Formula Hold Harmfess Changa froin No Hold Harmless Change from
Ellgible Metropolitan Areas (in thousands) ('n thausands) current law (in thousands) cument [aw
Atlanta, GA MSA $6.915 $7.3a63 6.5% $7,363 6.5%
Austin-San Marcas, TX MSA $1,658 $1,709 1% $1,709 1%
Baltimore, MD PMSA $6,956 $6,909 0.7% $6,009 0.7%
Bergen-Passaic, NJ PMSA $2,401 $§2,126 -11.4% $2,126 -11.4%
Boston-Warcester-Lawrence-Lowell-Brockton, MA-
NH NECMA $5,293 $5,592 5.5% 85,582 9.5%
Caguas, PR PMSA $859 $715 -16.7% $715 16.7%
Chicago, ILPMSA $9,025 $7,979 -11.6% $§7,979 -11.6%
Cleveland-Lorain-Elyria, OH PMSA $1,505 $1.537 21% $1,537 2.1%
Dallas, TX PMSA $5,095 $5,684 11.6% $5.684 11.6%
Denver, CO PMSA $2,130 $2.261 6.2% $2,261 6.2%
Detroit, Ml PMSA $3,324 $3,327 0.1% $3,327 0.1%
Dutchess County, NY PMSA $608 $585 -1.8% $585 -3.8%
Fort Lauderdale, FLL PMSA $5,544 $5,569 0.4% §5,569 0.4%
Fort Worth-Arington, TX PMSA $1,503 $1.613 7.3% 51,613 7.3%
Hartfard, CT NECMA $2027 $2.265 11.7% $2.265 11.7%
Houston, TX PMSA $08,282 $6,768 5.9% $4,763 5.9%
Jacksonville, FL MSA $1.687 $2,211 172% $2.211 17.2%
Jerssy City, N PMSA $2.931 $2,514 -143% $2,514 -14,2%
Kansas City, MO-KS MSA $1.476 $1,823 22.5% $1,823 23.5%
Las Vegas, NV-AZ MSA $1,775 $1,833 3.3% $1.832 33%
Los Angeles-Long Beach, CA PMSA $16.905 $16,951 0.3% $16,951 0.3%
Miami, FL PMSA ) $10,482 $10,703 2.0% $10,703 20%
Middlesex-Somerset-Hurterdon, NJ PMSA $1,406 $1.281 -8.9% $1,281 -4.9%
Minneapalis-St. Paul, MN-WI MSA 31,288 $1.427 10.8% $1,427 10.8%
Nassau-Suffolk, NY PMSA $2,879 $2.923 1.5% $2,922 1.5%
New Haven-Bridgeport-Stamfard-Danbury-
Watertiury, CT NECMA $3,115 $3,636 16.7% $3.636 16.7%
New Qrleans, LA MSA $3,060 $2,941 -3.9% $2,941 -3.9%
New York, NY PMSA $51,212 $47.974 €.3% $47.974 -6.3%
Newark, NI PMSA $7.212 $6,389 -11.4% §6,389 -11.4%
Norfolk-Virginia Beach-Newpart News, VA-NC MSA $1,898 $1,747 8.0% $1,747 -8.0%
QOaldand, CA PMSA $3.147 $3.262 3.6% $3,262 3.6%
QOrange Caunty, CA PMSA $2,173 $2,617 20.4% 32,617 20.4%
1/18/2000



P. 011

Lan )
—
(Yl

3
(ot ]
Lo ]

Lo ]

Table 2. Estimates of Ryan White CARE Act Title 1 Qutlays (in thousands of dollars)
A comparison of the current law (Methad 1) versus the adjusted AIDS cases (Method 3)
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Method 3 Percent Method 3 Percent
Current Farmula Hold Harmless Change from No Hold Harmless Change from
Eligible Metropolitan Areas {in thausands) (in thousands) current law (in thousands) curreat law
Orando, FL MSA $2,759 $2.844 3.1% $2,844 I.1%
Philadelphia, PA-NJ PMSA §8,281 $8,389 1.3% $8,389 1.3%
Phaenic-Mesa, AZ MSA $2,015 §2,138 6.1% $2,138 6.1%
Ponce, PR MSA $1.223 $1,224 -0.8% 91,224 -0.8%
Portland-Vancouver, OR-WA PMSA 81,558 $1,693 8.6% $1,693 a4.6%
Riverside-San Bemardino, CA PMSA 93,232 $3.413 5.6% $3,413 5.6%
Sacramenta, CA PMSA $1,338 $1.303 -2.6% $1,201 -2.6%
St Louis, MO-IL MSA $1,975 $2,069 4.8% §2,069 4.8%
San Antonio, TX MSA $1,858 $1,981 6.6% $1,981 6.6%
San Diego, CA MSA $4.502 $4,662 3.6% $4,6862 1.6%
San Francisco, CA PMSA $18,457 * $18,744 1.6%* $9,997 -49.8%
San Jose, CA PMSA $1,268 $1,261 7.3% $1,361 1.3%
San Juan-Bayamon, PR PMSA §6,925 §6,019 -13.1% $6,018 -13.1%
Santa Rosa, CA PMSA $604 $681 12.7% 3681 12.7%
Seattle-Bellevue-Evereit, WA PMSA $2,654 $2933 10.5% $2933 10.5%
Tampa-St. Petershurg-Clearwater, FL. MSA $3,597 $3,817 6.1% $3.817 6.1%
Vineland-Miflville-Bridgetan, NJ PMSA $341 $308 -9.5% $308 9.5%
Washington, DC-MD-VA-WV PMSA $9.877 $10,300 4.3% $10,300 4.3%
West Palm Beach-Baca Raton, FL MSA $3,434 $3.478 1.3% $3,478 1.3%
Total $251,890 ' $251,581 * $242,823°

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

Note: The totals differ due to differences in tiha hold harmless and new EMA planning grant adjustments. The current formuta otal' reflects tha maoney distributed
under the formuta portion of Title | ($242,983,000), adjusted by the amount to hald SanFrancisco hamless at 3.5% of its 1995 amount (+$9,056,000) which is
transferred from the supplemental grant portion of Title | to fulfill the hald harmless provision. New EMA planning grants are funded through a technical assistance
grant and a corresponding amount of money is sublracted from the money each EMA receives under the formula partian of Tile 1 (-$150,000.) The methad 3
hotd ham'l.las total? reflects the the formula portion of Title | ($242,983,000), adjusled by the amount to hold San Francisco harmiess at 2% of its 1995 amount
($8,747,000), adjusted for the new EMA planning gramts (-$150,000). The method 3 ot held harmiess® reflects the maney distributed under the formula portion
af Titte | (5242,983,000), adjusted for the new EMA planning grants (-§150,000). All amounts in Table 1 are raunded to the nearest thousand dollars and
presented in thousands of doliars. .

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

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

Memorandum _ January 19, 2000
TO . Senate Heulth, Education, Labor and Pensjons Committee

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

SUBJECT : Ryan White CARE Act, Follow-up

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

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

Analysis and Policy Implications of the Data

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

Table 1 attached compares the grants distributed under the formula portion of Title
I when AIDS prevalence is estimated under the current Method (Method 1) and under
Method 2 — both with and without a 2% hold harmless provision. Method 2 is the difference
between reported AIDS cases and reported AIDS deaths. These estimates were made using
data for FY1999. These are not projections. The hold harmless provision for Method 2
references grants EMAs received in 1998. The hold harmless provision prohibits EMAs
from receiving less than 98% of the amount of money they received in FY1998,
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Thirty two EMAs would receive more money under Method 2 hold harmless' and 19
would receive less money. The percentage change in money received by EMAs with a hold
harmless provision range from a decrease of 15.5% (relative to what the EMA would have
received under current law) in Norfolk-Virginia Beach-Newport News VA-NC, 1o an
increase of 31.1% in Kansas City, MO-KS. The percentage change between Method 1 and
Method 2 may reflect a variety of factors such as regional differences in survival and access
to care. The range in the percentage change in this analysis (-15.5% 10 +31.1%) is identical
to the range when 1995 is used us a reference year for the hold harmless provision. The
reason is that Norfolk-Virginia Beach-Newport News (Norfolk) VA-NC (-15.5%) is a new
EMA as of FY1999, Norfolk did not receive a grant in 1995 or in 1998. Thus, the hold
harmless provision does not apply to Norfolk. Las Vegas NV-AZ was the on ly other EMA
to be added in FY1999, and since it would receive an increase in funds using Method 2
instead of the Method 1, the hold harmless provision did not effect the grant amount for Las
Vegas,

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

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

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

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

' The 2% hold harmless provision used for Method 2 and Method 3 was relative to the funds
an EMA received in 1998, EMAs can not receive a grant in FY1999 that is smaller than 2% less
than the grant they recejved in FY 1998,

* This amount is held harmless, Tn the absence of the hold harmless provision, Caguas PR would
have received a grant under Method 3 that was 16.7% lower than it would have received under
current law.
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law (Method 1) EMAs that are slower to report their data to the CDC are at a relative
disadvantage. Under Method 3, those delayed reporters are brought to parity. Because there
is a set amount of money to distribute among the EMAs, the EMAS that historically were
very prompt (o report their data to the CDC were somewhat adversely affected by Method
3. For example, according to the CDC, EMAs in Puerto Rico, which promptly reported their
data relative to other EMAs, were adversely affected by the adjustment for other EMA’s
reporting delays. Norfolk-Virginia Beach-Newport News VA-NC, which had the greatest
negative percent change from current law under Method 2 has a much smaller negative
percent change under Mcthod 3 (-8.0%). This would suggest that Norfolk had been a
relatively slow reporter and would see greater grants under Method 3, even without the hold
harmless.

Nine EMAs receive the hold harmless amount under Method 3 when FY 1998 grants
are used as the reference: Berpen-Passaic NJ (-6.4%), Caguas PR (-13.2%), Chicago IL (-
10.6%), Jersey City NJ (-6.8%), Middlesex-Somerset-Hunterdon NJ (-6.2%), Newark NJ (-
7.1%), San Francisco CA (-0.05%), San Juan-Bayamon PR (-13.1%), and Vineland-
Millville-Bridgeton NI (5.6%). Seven EMASs received negative percent changes between
Method 3 and Method 1 but were not affected by the hold harmless provision either because
they did not exist in 'Y1998 (Norfolk-Virginia Beach-Newport News VA-NC, -8.0%) or
their decrease in grants under Method 3 was not large enough to be affected by the hold
harmless (New York NY, -6.3% and Dutchess County NY, -3.8%).

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

More EMASs are held harmless when FY 1998 grants are used as the reference, rather
than FY1995 grants. This is true for both alternative Methods of calculating AIDS
prevalence,

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

Method 2 Percent Method 2 Percent
Current Formula Hold Harmless Change from No Hold Harmless Change from
Eligible Metropolitan Areas (in thousands) (in thousands) current law (in thousands) current law
Allarta, GA MSA $6,915 $7.532 8.9% $7,532 8.9%
Austin-San Marcos, TX MSA $1.658 $1,720 3™ $1.720 7%
Baltimore, MD PMSA $6,958 $6,402 -8.0% $6,402 4.0%
Bergen-Passaic, N PMSA $2,401 $2,247 -6.4% $2,135 -11.1%
Boston-Worcester-Lawrence-Lawell-Brockton, MA-
NH NECMA $5,293 $5,203 -1.T% $5,203 A1T7%
Caguas, PR PMSA $859 $748 -12.9% $748 -12.9%
Chicago, IL PMSA $9,025 $8.066 -10.6% $8,049 -10.6%
Cleveland-Larain-Elyria, OH PMSA $1.505 $1,561 A.6% $1.561 3.6%
Dallas, TX PMSA $5.095 $5,762 13.1% $5,762 13.1%
Denver, CO PMSA $2,130 $2,520 18.3% $2,520 18.3%
Detroit, M) PMSA $3,324 $3,303 -0.6% $3,303 0.6%
Dutchess County, NY PMSA $604d $589 1% $589 -31%
Fort Lauderdale, FL PMSA $5,544 $5.704 29% $5,704 2.9%
Fort Worth-Artington, TX PMSA $1,503 $1,632 8.6% $1,632 8.6%
Hartford, CT NECMA $2,027 $2.259 11.4% $2.259 11.4%
Houston, TX PMSA 508,282 $8.657 4.5% $8.657 4.5%
Jacksonville, FL MSA $1,8687 §$2,351 24.6% $2.351 24 6%
Jersey City, NJ PMSA $2,931 32,732 -6.8% $2,584 -11.9%
Kansas City, MO-KS MSA $1,476 $1,938 31.3% §$1,938 31.3%
Las Vegas, NV-AZ MSA $1.775 $1,917 8.0% $1,917 8.0%
Los Angeles-Long Beach, CA PMSA $16,905 $16,783 0.7% $16,783 0.T%
Miami, FL PMSA $10,492 $11.031 5.1% $11,031 5.1%
Middlesex-Somerset-Hunterdon, NJ PMSA $1,406 $§1,238 -4.8% $1,338 -4.8%
Mirmeapolis-St. Paul, MN-WI MSA $1,288 $1,484 192% $1,484 15.2%
Nassau-Suffalk, NY PMSA $2,879 $2,739 -4.9% $2,73d -4.9%
New Maven-Bridgepart-Stamford-Danbury-
Waterbury, CT NECMA $3,115 $3,631 16.6% $3.631 16.6%
New Oneans, LA MSA $3,060 $3,141 2.7% $3.141 27%
New York, NY PMSA $51,212 $47,063 8.1% $47.063 -8.1%
Newark, NJ PMSA §7.212 $6,703 -71% $§6,419 -11.0%
Norfolk-Virginia Beach-Newport News, VA-NC MSA $1.898 $1,604 <15.5% $1,604 -15.5%
Qakland, CA PMSA $3,147 $3,282 4.3% $3,282 4.3%
Orange County, CA PMSA $2,173 $2,713 24 9% $2,713 24.9%
1/24/2000
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Table 1. Estimates of the Ryan White CARE Act Title | Outlays (in thousands of dolilars)
A comparison of the current law (Method 1) versus the number of AlDS cases reported to he living (Method 2)

Method 2 Percemt Method 2 Percent
Current Formula Hold Harmless Change from No Hold Harmless Change from
Eligible Metropolitan Areas (In thousands) {in thousands) curremnt [aw (in thousands) curmrent law
Oranda, FL MSA $2,759 $2,931 6.2% $2,931 6.2%
Philadelphia, PA-NJ PMSA $8,281 §8,402 1.5% $8,402 1.5%
Phoenix-Mesa, AZ MSA $2,015 $1,880 6.7% $1.880 -6.7%
Ponce, PR MSA $1,233 $1,266 2.7T% $1.268 2T%
Partiand-Vancouver, OR-WA PMSA $1,558 $1,758 12.8% $1,758 12.6%
Riverside-San Bemardina, CA PMSA $3,232 $3.493 6.1% $3,493 8.1%
Sacramento, CA PMSA $1,338 $1,308 -2.2% $1,308 -2.2%
St Lauis, MO-L MSA $1.975 $2,168 9.8% $2,168 9.8%
San Antonio, TX MSA $1,858 $2,012 8.3% $2,012 8.3%
San Diego, CA MSA $4.502 $4,764 5.8% $4,764 5.8%
San Francisco, CA PMSA $18,457 ~ $10,369 0.5% * $9,574 -48.1%
San Jase, CA PMSA $1,268 $1.421 121% $1,421 12.1%
San Juan-Bayamon, PR PMSA $6,925 $6,042 -126% $6,042 -12.8%
Santa Rosa, CA PMSA 3604 $715 18.4% $715 18.4%
Seatiia-Ballevue-Everstt, WA PMSA $2,654 $3.004 13.2% $3.004 13.2%
Tampa-St. Petersbwy-Clezrwater, FLL MSA $3,597 $3,947 9.7% $3,947 9.7%
Vineland-Millville-Bridgeton, NJ PMSA $341 3333 -2.3% $333 -2.3%
Washington, DC-MD-VA-WV PMSA $9,877 $10,415 5.5% $10,415 5.5%
West Palm Beach-Baca Raton, FL MSA $3,434 $3,604 4.9% $3,604 4.9%
Total $251,880 ' $252,190 0.1%? $242,833 3.6% °

Source; Tabie prepared by CRS based on data from the Centers for Disease Cantro! and Prevention.

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

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

Nate: The totals differ due to differences in the hald harmless and new EMA planning grant adjustments. The total for the current formula ' reflects the maney
distributed under the farmmula portion of Tille | ($242,983,000), adjusted by the amourt to hold SanFrancisco hanmiess at 3.5% of its 1995 amount (+$9,056,000)
which is transferred from the supplemerttal grants portion of Title | to fufil the hold hanmless provision. New EMA ptanning grants are funded through a technical
assistance grant and a camresponding amaunt of money s subtracted from the money each EMA receives under the formula partian of Title 1 (-§150,000).

The method 2 hold hanmiless tota® reflects the formula partian of Tite | ($242,983,000), adjusted by the amount to hold 5 MSAs harmless at 2% of their 1998
amount (+39,356,000), adjusted for te new EMA start-up grants (-§150,000). The method 2 not heid hanmiess® reflects the maney distributed under the formula
partian af Titte | ($242,983,000) adjusted for the new EMA planning grants (-$150,000). All amounts in Table 1 are rounded to the nearest thausand dollars and

presented in thousands of doliars.

Note: Method 2 is the difference between the number of AIDS cases and AIDS deaths reparied to the CDC. See attached memarandum.
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Table 2. Estimates of Ryan White CARE Act Title 1 Outiays (in thousands of doliars)
A comparison of the current law (Methed 1) versus the adjusted AIDS cases (Methad 3)

Mathod 3 Percent Method 3 Percent
Current Farmula Hold Harmless Changa from Na Hold Harmless Change from
Eligible Metropolitan Areas (in thousands) (in thousands) current law {in thousands)  current law
Attanta, GAMSA $6,915 $7,363 6.5% $7.363 6.5%
Austin-San Marcas, TX MSA $1,658 $1,709 31% $1.709 31%
Baltimore, MD PMSA $6,956 $6,909 -0.T% $6,909 0.7%
Bergen-Passaic, NJ PMSA $2,401 $2,247 6.4%° $2,126 -11.4%
Baston-Worcester-L swrence-LowelFHBrockion, MA-
NH NECMA $5,293 $5,582 §.5% $5,582 5.5%
Caguas, PR PMSA $6859 $748 -13.2%* $715 -16.7%
Chicago, IL PMSA $9,025 $4,066 -10.6% * $7.979 -11.6%
Cleveland-Lorain-Elyria, OH PMSA $1,505 %1537 2.1% $1.537 2.1%
Dallas, TX PMSA $5.095 $5,684 11.6% $5.604 11.6%
Denver, CO PMSA $2,130 $2,261 6.2% $2,261 6.2%
Detroit, Ml PMSA $3,324 $3,327 01% $3.327 0.1%
Dutchess Courty, NY PMSA $608 $585 -3.8% $585 -3.8%
Fort Lauderdale, FL PMSA 95,544 $5,569 0.4% $5,569 0.4%
Fort Warth-Arlington, TX PMSA $1,503 $1,813 7.3% $1,613 7.3%
Hartford, CT NECMA . $2,027 $2,265 11.7% $2,265 11.7%
Haustan, TX PMSA $6.262 $8,768 5.9% $8,763 5.9%
Jacksanville, FLL MSA $1.887 $2.211 17.2% $2,211 172%
Jersey City, NI PMSA $2,931 $2,732 £.8% * $2,514 -142%
Kansas City, MO-KS MSA $1,476 $1.823 23.5% $1,823 21.5%
Las Vegas, NV-AZ MSA $1,775 $1.833 3.3% $1,833 3.3%
Los Angeles-Long Beach, CA PMSA $16,905 $16,951 0.3% $16,951 0.3%
Miami, FL PMSA $10,492 $10,703 2.0% $10,703 2.0%
Middlesex-Samerset-Hunterdan, NJ PMSA $1.408 $1,318 6.2%" 91,241 -8.9%
Minneapolis-SL Paul, MN-WI MSA $1,208 $1,427 10.8% $1,427 10.8%
Nassau-Suffalk, NY PMSA $2.a79 $2,923 1.5% $2,923 1.5%
New Haven-Bridgeport-Stamford-Danbury-
Waterbury, CT NECMA $3,115 $3,636 16.7% $3,636 16.7%
New Orleans, LA MSA $3,080 $2,941 -3.9% $2,941 -3.9%
New York, NY PMSA $51,212 $47.974 $.3% $47.974 -8.3%
Newark, NJ PMSA $7,212 $6,703 TA% 36,389 -11.4%
Norfolk-Virginia Beach-Newport News, VA-NC MSA $1.698 $1,747 -8.0% $1,747 -8.0%
Oakland, CA PMSA $3,147 $3,262 3.6% $3,262 3.6%
Orange County, CA PMSA $§2,173 $2617 20.4% $2,617 20.4%
1/24/2000
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Table 2. Estimates of Ryan White CARE Act Title 1 Qutlays (in thousands of dollars)
A comparison of the current law (Method 1) versus the adjusted AIDS cases (Method 3)

Mathod 3 Percent Method 3 Percent
Current Formula Hold Harmless Change from No Hald Harmless Change frem
Bligible Metropolitan Areas (in thausands) (in thousands) current law {in thousands) current law
Ordanda, FLL MSA $2,759 $2,844 31% $2,844 3.1%
Philadelphia, PA-N.J PMSA $8.281 $0,289 1.3% $6,389 1.3%
Phoenix-Me&a, AZ MSA $2,015 $2,138 6.1% $2,138 6.1%
Pance, PR MSA $1,233 $1,224 -0.8% $1.224 -0.8%
Partiand-Vancouver, OR-WA PMSA $1.558 $1.693 8.6% $1.693 8.6%
Riverside-San Bemardino, CA PMSA $3.232 $3,413 56% $3,.413 5.6%
Sacramento, CA PMSA $1,338 $1,203 -2.6% $1.303 -2.6%
St Louls, MCHL MSA $1,975 $2,069 4.8% $2,069 4.8%
San Antanio, TX MSA $1,858 $1,961 6.6% $1,981 6.6%
San Diego, CA MSA $4.502 $4,662 3.6% $4.662 3.6%
San Francisco, CA PMSA $18,457 $16,369 QA.5% * $9,997 -45.8%
San Jase, CA PMSA $1.268 $1.361 7.3% $1,361 7.3%
San JuanBayamon, PR PMSA $6,925 $6,021 -13.1% * $6.019 -13.1%
Santa Rosa, CA PMSA $604 $681 12.7% 3$6a1 12.7%
Seattie-Ballevue-Evereit, WA PMSA $2,654 $2,933 10.5% $2,933 10.5%
Tampa-Si. Petersburg-Clearwater, FL. MSA $3,597 $3,817 6.1% $3,817 6.1%
Vineland-Millville-Bridgeton, NJ PMSA $341 $322 5.6% * $30a -9.5%
Washington, DC-MD-VA-WVY FMSA $9.877 £10,300 4.3% $10,300 4.3%
West Palm Beach-Beca Ratan, FLL MSA $3,434 $3,478 1.3% $3.479 1.3%
Totl $251,890 ' $252,029 0.1%? $242,833 -3.6%°

Saurce: Table prepared by CRS based on data from the Centers for Disease Carntrol and Prevention.

* EMA was aftected by the hold hannless pravision. Under current law the hold harmiess s a value 3.5% below the EMA's 1995 grant. Under method 2 the
hold harmiess is a value af 2% below the EMA's 1998 grant.

Note: The totals differ due to differences in the hold harmless and new EMA planning grant adjustments. The cwrent farmula total' reflects the money distributed
under the formula partion of Tite | ($242,983,000), adjusted by the amourt to hald SanFrancisco harmless at 3.5% of its 1895 anoum (+$9,056,000) which is
transferred from the supplemertal grant portion of Title | to fulfill the hold hanmless provision. New EMA planning grants are funded through a technical assistance
grant and a comesponding amount of money is subtracted from the money each EMA receives under the formula partion of Title 1 (-$150,000.) The methad 3
hold harmless total? reflects the the farmula portion of Title | ($242,993,000), adjusteq by the amount to hald 8 EMAs harmless at 2% of their 1998 amount
{$9,1986,000), adjusted far the new EMA planning grants (-$150,000). The method 3 not held harmless® reflects the money distibuted under the formula portian

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

presented in thousands at doliars.

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

1/24/2000
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Memorandum January 28, 2000

———— —— ————
e ———————— ——— —

TO 1 Senate Health, Education, Labor and Pensions Committee
Attention: Scott Boule

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

SUBJECT : Ryan White CARE Act, Title 1

You requested a comparison of how different methods of estimating the number of
people living with acquired immune deficiency syndrome (AIDS) would affect the funds
distributed to states and territories under Title II of the Ryan White CARE Act in FY 1999,
Attached, please find the tables containing the information you requested. This
memorandum is the complement to the analysis of Title I which I did for your office on
January 18, 2000.

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

Set-Asides and Distribution of Funds Under Current Law

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

' Method 1 of calculating AIDS prevalence is the method used under current law. It is described on
page 2 of thismemorandum. Alternative Method 2 of calculating AIDS prevalence is the difference
between reported cases of AIDS and reported AIDS deaths. Alternative Method 3 of calculating
prevalence is the difference between reported cases of AIDS adjusted for reporting delays and
reported AIDS deaths adjusted for reporting delays,

P. 019
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Title 1] provides funds to all 50 states, the District of Columbia, Guam, Puerto Rico,
and the Virgin Islands,® Current law states that, unlike Title I, Title II grants are distributed
entirely through the formula specified in the law. Several set-asides are taken out of the
appropriation before it is divided among the states and territories. These set-asides include
Special Projects of National Significance (FY1999 = 1.807% of total Title II appropriated
funds), Broad Technical Assistance (FY'1999 =1% of total Title II appropriated funds), and
Evaluation (FY1999 = 1% of Title II appropriated funds.) A portion of Title II funds are
earmarked for the AIDS Drug Assistance Program (ADAP). For FY1999, $461,000,000 of
the Title Il appropriation was earmarked for ADAP. For FY1999, the remeining portion of
the Title II appropriation, $248,904,300 was divided among states and eligible territories
using the formula described below.

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

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

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

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

? Under current law, several “territories of the United States” are eligible to receive Ryan White
grants under Title IT, but those territories do not report enough cases to receive funds, and they are
not subject the hold harmless provision based on the number of AIDS cases. Those territories
include American Samoa, the Commonwealth of the Northern Marianas, and the Republic of the
Mar;l}all dIslands. There are currently iwo estimated living cases of AIDS in these three territaries
combined.
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establishes a minimum payment for states® based on the estimated number of living cases in
the state. States with fewer than 90 living ATDS cases can not receive less than $100,000.
States with 90 or more living AIDS cases can not receive less than $250,000. InFY99, five
states received one of these two floor amounts. Those states were Montana ($250,000),
North Dakota ($100,000), South Dakota ($100,000), Vermont ($250,000) and Wyoming
($100,000).

The second provision is a hold harmless provision. Under current law for FY 1999,
no state shall receive less than 96.5% of what it received in FY1995. Though all states and
territories were eligible for this provision, nonereceived it. All states and territories received
FY 1999 grants that were larger than 96.5% of what they received in FY1995.

As stated previously, when one or more states or territories receive more money
because of a minimum grant or hold harmless provision under Title 11, the grants to other
states and territories are decreased to fulfill the minimum grant or hold harmless provision.
Therefore, after Montana, North Dakota, South Dakota, Vermont and Wyoming receive the
minimum grant amount (which is larger than the grant amount they would have received
through the distribution formula alone), all state and territory grants are reduced by a
“reduction factor.” The reduction factor is equal to the difference between the total amount
of money to be distributed and the amount of money reserved to increase state and territory
grant amounts under the minimum grant and hold harmless provisions, divided by the total
amount of money. This reduction factor is multiplied by each state and territory grant and
+ subtracted from the original grant. The result is again tested against both provisions: the
hold harmless provision to ensure that no state receives less than 96.5% of its FY1995
amount and the minimum grant provision to ensure that no state receives less than $100,000
or $250,000 depending on the estimated number of AIDS cases in the state, This process is
called a ratable reduction.

For the examination of the alternative methods of estimating AIDS prevalence
(Method 2 and Method 3) in this memorandum, a different hold harmless level was used.
The level of the minimum grant provision remains the same as under current law. But, the
hold harmless level for Methods 2 and 3 in the following tables was set at 98% of a state or
territory’s FY'1998 grant, as requested. Therefore, in FY1999, using Method 2 and 3 for
estimating AIDS prevalence, a state or territory could not receive less than 98% of what it
received in Y1999,

Analysis and Policy Implications of the Data

Table 1 compares the amount of money distributed to each state or territory using
the formula in Title II of the CARE Act when AIDS prevalence is estimated under current
law (Method 1) and under Method 2, with both the minimum grant provision and the hold
harmless provision and without either provision. These estimates do not include the funds
distributed for the AIDS Drug Assistance Program (ADAP). Method 2 of estimating AIDS
prevalence is the difference between reported cases of AIDS and reported AIDS deaths. The

3 fl'his provision is applied to all 50 states, the District of Columbia, and Puerto Rico. Guam and the
Virgin Islands are not eligible for this hald harmless provision.

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

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

Twenty eight states and territories would receive more money under Method 2 with
the minimum grant and hold harmless provisions and twenty one would receive less money.’
The grants for five states would not change, Under current law, three states (North Dakota,
South Dakota and Wyoming) would receive the minimum grant award for a state with fewer
than 90 estimaled living cases of AIDS. Two states (Montana and Vermont) would receive
the minimum grani award for a state with 90 or more estimated living cases of AIDS. These
states receive the same grant amount under Method 2 with the minimum grant provision as
under current law (Method 1). The percentage change in money received by states or
territories when the minimum grant and hold harmless provisions are employed range from
a decrease of 9.9% in West Virginia to an increase of 42,5% in New Hampshire. The
percentage change between Method 1 and Method 2 may reflect a variety of things, including
but not limited to regional differences in survival, and access to care,

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

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

* Under current law, states and territories can not receive less than 96,5% of the grant amount they
received in FY1995. The hold harmless provisions used for analysis of Methods 2 and 3 was 98%
of the FY1998 grant amount. Both current law and the Method 2 analysis also include 8 minimum
grant amount provision based on the number of cases of AIDS in the state.

§ No state shall receive less than 98% of the grant amount it received in FY1998.

P. 022
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territories, if a state or territory is given more money because of the minimum grant
provision or the hold harmless provision, alP other states receive proportionally less money.
For Mcthod 2 without either provision, states and territories receive the grant amounts they
would receive due to the formula alone. Ilinois would have received 8.2% less money under
Method 2 (without the minimum grant or hold harmless provisions) than Method 1. But,
with the minimum grant and hold harmless provisions in place, Illinois will get even less
money (a decrease of 8.4%) because it will be contributing part of its grant to other states and
territories to meet their minimum grant or hold harmless levels, until the point at which it
qualifies for the minimum grant or hold harmless provision itself, Once Illinois became
eligible for a hold harmless provision, its grant amount stopped decreasing while other state
and territory grant amounts might have continued to decrease proportionally to fulfill other
state and territory minimum grant and hold harmless provisions. The same is true for
Maryland.

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

Nevada and Virginia would receive substantially higher grant amounts - 35.5% and
9.9%, respectively —because of the hold harmless provision. Under current law for FY'1999,
Nevada would receive approximately $1,569,000, which is less than it received in FY1998,
approximately $2,170,000. One possible explanation for this is that the estimated number
of people living with AIDS in Nevada as a percent of the national total has decreased relative
to other states between FY1998 and FY1999. Under Method 2 without the minimum grant
and hold harmless provisions, Nevada would receive a larger grant than it would under
current law ($1,665,000.) But with the hold harmless provision, which stipulates a
maximum 2% reduction relative to the FY1998 grant, Nevada would receive a much larger
grant. Virginia would similarly have received a smaller grant under current law in FY 1999
relative to FY1998. Under Method 2 without the minimum grant and hold harmless
provisions, Virginia would receive an even smaller grant than it would have received in
FY1999 under current law, but with the hold harmless provision, Virginia would receive
9.9% more under Method 2 with the minimum grant and hold harmless provisions than it
would relative to current law.

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

Thirty two states and territories would receive more money under Method 3 with the
minimum grant and hold harmless provisions and 17 would receive less money under
Methad 3 with both provisions relative to Method 1. States that receive a minimum grant
amount of $100,000 or $250,000 under current law would receive the same amount under
Method 3 with the hold harmless. Six states recejve minimum grant amounts under Method
3. The percentage change in money received by states or territories when the minimum grant
and hold harmless provisions are employed range from a decrease of 12.4% in West Virginia
and a decrease of 11.5% in Mississippi, to an increase of 35.5% in Nevada. The percentage
change between Method 1 and Method 3 may reflect a variety of things. Like Method 2,
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Method 3 reflects regional differences in survival. Unlike Method 2, Method 3 also adjusts
for reporting delays., Under current law, states that are slower to report their data to the CDC
are at arelative disadvantage. Under Method 3, those delayed reporters are brought io parity.
States that had historically reported their data promptly to the CDC will be relatively
disadvantaged by this method of estimating AIDS prevalence. According to CDC
statisticians, Method 3 is a more accurate method of estimating AIDS prevalence than
Method 1.7

The minimum grant and hold harmless provisions for Method 3, like Method 2, affect
fifteen states and territories. However, some of the states affected under each method are
different. Under Method 3, one more state receives the minimum grant allowed to a state
with 90 or more cases of AIDS than under Method 2: Idaho would receive a $250,000 grant
under Method 3 with the minimum grant provision, a 5.4% decrease compared to current
law. Nine stales and Lerritories receive a Method 3 hold harmless grant amount that is 98%
of their FY1998 grant.

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

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

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

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

" Telephone conversation with CDC, January 2000.



Table 1. Estimates of Ryan White CARE Act Title Il Grants
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A Comparison of the current law (Method 1) versus the number of AIDS cases reported to be living (Method 2)

(in thousands)
Method 2 Percent Method 2 Percent
hold harmless and  change from no hold harmiess or change from
State Current Formula minimum ampunt current law minimum amount current law
Alabama $3.315 $3,496 5.5% $3.541 6.6%
Alaska $270 $311 15.4% $315 16.9%
Arizona $2,224 $2,054 17% $2,081 -£.5%
Arkansas §1.505 $1,829 21.5% $1,853 23.1%
Caiifornia $30,670 $31,301 2.1% $31,704 3.4%
Colorado $1,068 $2.278 15.7% $2,307 172%
Connecticut $3,630 $4,075 12.3% $4,128 13.7%
Delaware $1.303 $1.376 -1.2% $1,393 0.0%
District of Cotumbia $3.319 $3,781 13.9% - $3,830 15.4%
Florida $24,977 $26,191 4.9% $26,529 62%
Georgla 57,858 $8,106 5.8% $8.210 72%
Hawaii $1,102 $1,120 1.6% $1.134 2.9%
idaho $254 $260 -1.5% $264 -0.3%
illinios 86,968 $6,366 8.4% * $6,395 -8.2%
Indiana $3,254 $3,407 4.7% $3,451 6.1%
lowa $659 $723 9.7% $732 11.1%
Kansas $0a2 $840 -42% * $869 -9.5%
Kentucky $1,852 $1,719 T2% $1.741 6.0%
Loutsiana $5.011 $4,840 -34% $4.902 22%
Maine $441 $539 22.3% $546 23.9%
Maryland $6,497 $5,967 82% = $6,039 -7.0%
Massachusetis $4.214 $4,133 -1.9% $3,953 62%
Michigan $3,738 $3,654 -2.3% $3,701 -1.0%
Minnasota $970 $1,114 14.8% $1,129 16.3%
Mississ!ppl $2,270 $2,101 -1.4% $2,128 62%
Missouria $2,682 $3,200 23.0% $3,342 24.8%
Montana $250 $25D 0.0% * $203 -18.7%
Nebraska $548 $547 -0.3% $554 1.0%
Nevada $1.569 $2.127 35.5% * $1,665 6.1%
New Hampshire $310 $442 42.5% $448 44 4%
New Jersey $12.427 $11.877 44% $11,345 B.7%
New Mexico $1.125 $1.107 -16% $1,121 04%
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Table 1. Estimates of Ryan White CARE Act Title Il Grants

CRS-8

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

(in thousands)

Method 2 Percent Mathod 2 Percent
hold harmless and change from no hold harmless or change from
State Current Formula minimum amolunt current law minimum amount current law
New York $41,146 $37,108 -0.8% $37,587 -8.6%
North Carolina $5.301 $4,962 -5.4% $5,026 -52%
North Dakota $100 $100 D.0% ° $57 -42.6%
Ohio $4,921 $4.555 TA4% * $4,349 -11.6%
Oklahoma $1.773 $1.941 9.5% $1,966 10.8%
Oregon $1.543 $1,638 6.1% $1.659 7.5%
Pennsyivania $8,590 $6.297 -3.4% $6,404 -2.2%
Rhode Island $1.070 $1.121 4.0% $1,136 6.2%
South Camiina $4,868 $5.044 1.5% $5,109 2.8%
South Dakota $100 * $10D 0.0% " $82 A15%
Tennessee $4.461 $4,726 5.9% $4,787 7.3%
Texas $17.246 $17.834 34% $16,064 4.7%
Utah $946 $1,053 112% $1.066 12.7%
Vermont $250 * $250 00% * 2224 -105%
Virginia $4.847 $5.326 9.8% * $4,53B 64%
Washingion $2,934 $3,209 9.4% $3.251 10.8%
West Virginla $625 $563 -9.8% $570 -B.7%
Wisconsin $1,731 $1.963 13.4% $1,988 14.9%
Wyoming $100 * $100 0.0% * $85 -14.6%
Guam $9 $11 21.3% * $7 -17.5%
Virgin Islands $264 $275 -3.2% $278 -2.0%
Puerto Rico $7.896 $7,378 -8.6% ** $7.095 -10.1%
Total $248,904,300 $248,004,300 $248,904,300

Source: Table prepared by the Congressional Research Service hased on data from the Centers for Disease Control and Prevention (CDC).

* EMA was affected by the minimum grant provision based on the number of cases of AIDS in the state. States with less than 90 iiving cases of
AIDS can not receive less than $100,000. States with 80 or more living AIDS cases can not receive less than $250,000. Guam and the Virgin
Islands are not eligible for this provision.
“* EMA was affected by the hold harmless provision based on a percent ol a previous grant amount. Under current law, states and eligible
termitories shall not receive less than 56.5% of the FY1995 grant amourt. For analysis of Method 2, ststes and eligible temitories do not receive
less than 88% of the FY 1988 grant amoumi, per request.

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

CRS-9

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

(in Thousands)
Method 3 Percent Meathod 2 Percant
hold harmiess and change from no hold harmless or change from
State Curent Formula minimum amount current law minimum amourt current law
Alabama $3.315 $3,377 1.8% $3.418 3.1%
Alaska $270 $206 9.8% $300 11.2%
Arizona $2,224 $2,300 3.4% $2,320 4.7%
Arkansas $1,505 $1,770 17.6% $1,792 19.0%
California $30,670 $31,549 2.9% $31,935 4.1%
Colorado $1,866 $2,087 6.0% $2,113 7.3%
Connecticut $3.630 $4,081 12.4% $4,131 13.8%
Delaware $1,393 $1.325 -4.9% + $1,332 -4.4%
District of Columbia $3.319 $3,602 112% $3.737 12.6%
Florida $24 977 $25.451 1.9% $25,762 3.1%
Georgia $7.658 $7.987 4.3% $8,085 5.6%
Hawaii $1,102 $1,132 2B% 51,146 4.0%
Idahp 5264 $250 5.4% $248 T11%
linios $6,968 - $6,386 -84% ** $6,390 -8.3%
-indiana $3.254 $3.312 1.8% $3.353 3.1%
lowa $659 $661 3.3% $689 4.6%
Kansas %982 $940 42% * 5829 -15.6%
Kentucky $1,852 $1,750 -5.5% $1,771 -43%
Loulsiana $5.011 $4,609 -8.0% $4,666 -5.9%
Maine $441 $503 13.9% $509 15.3%
Maryland $6.497 $6,291 -3.2% $6,368 -2.0%
Massachusetts $4.214 $4.231 04% $4.283 1.8%
Michigan $3.738 $3,803 1.7% $3,849 3.0%
Minnesota $970 $1,069 102% $1.082 1M.5%
Mississipp! $2,270 $2,017 -112% $2,041 -10.1%
Missouria $2,662 $3,185 18.7% $3,224 20.2%
Montana $250 * $250 0.0%* $206 -17.5%
Nebraska $548 8524 ~4 A% $530 -3.3%
Nevada $1,569 $2,127 35.5% ** $1,591 1.4%
New Hampshire $310 $401 29.3% $406 30.9%
New Jersey $12,427 $11,877 44% $11,115 -10.6%
New Mexico $1,125 $1,162 3.3% $1,176 4.5%
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CRS-10

Table 2. Estimates of Ryan White CARE Act Title il Grants

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

Method 3 Pearcent Meothod 2 Percent
hold harmless and change from no hold harmless or change from
Stats CumrentFormula minimum amount  cument law minimum amount current loaw
New York $41,146 $38,160 -7.3% $38,627 6.1%
North Carolina $5.301 $5.037 5.0% $5,080 -3.8%
North Dakota $100 * $100 0.0% * $56 44 4%
Ohio $4,921 $4.555 TA4% $4,388 -10.8%
Oklahoma 31773 $1.948 9.9% $1,972 112%
Oregon $1,543 $1,577 22% $1.596 34%
Pennsylvaria $68.590 $8,508 -1.0% $8.612 02%
Rhode Istand $1,070 $1,089 1.8% $1,103 3.1%
South Camlina $4,068 $4,784 -3.7% $4,842 -2.5%
South Dakota $100 * - $100 0.0% " $81 -18.6%
Tenneseee §4.461 $4.622 6% $4.678 4.9%
Texas $17,246 $18,025 45% $18.248 5.8%
Utah $946 $1.033 0.2% $1,046 10.5%
Vermont $250 * $250 0.0% * $221 -11.6%
Virginia . $4.847 $5.328 990% $4.869 04%
Washington $2.934 $3,190 8.7% $3.220 10.1%
‘West Virginia $625 $549 -12.19% $556 -11.1%
Wisconsin - $1,731 $1,861 7.6% $1.6884 8.9%
Wyoming $100 * $100 0.0% * $73 -26.8%
Guam $9 $11 21.3% 7 -24.0%
Vhgin Islands $284 $284 0.0% $288 1.3%
Puerto Rico : $7.898 $7,378 £6% $7.027 -11.0%
Total $248,004,300 . $248,004,300 $248,904,300

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

* EMA was affectad by the minimum grant provision basad on the number of cases of AIDS in the sfate. States with less than 80 living cases of
AIDS can not recelve less than $100,000. States with 80 or more living AIDS cases can not receive less than $250,000. Guam and the Vimgin
Isiands are nof efiglble for this provisfon.

** EMA was affected by the hold harmless provision based on a percent of a previous gramt amount. Under cument law, states and eligible
tertitories shall not recefve less than 96.5% of the FY1995 grant amount. For analysis of Mathod 2, states and eligible temitorias do not receive
less than 88% of the FY 1998 grant amount, per request.

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