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Program 

CAEAR 
Coalition 
FY 2010 
Request 

 
President’s  
FY 2010  
Budget 
Request 

House  
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FY 2011 
Request 

President’s
FY 2011 
Budget 
Request 

Part A 
$766.1m 
(+$103m) 

 
$671.1m 
(+$8m) 

 
$679.1 
(+$16m) 

$663.1m 
(+0) 

$679.1m 
(+$16m) 

 
$905m 

(+225.9m)
$679.1m 
(+$0m) 

Part B 
Base 

$514.2m 
(+$105.4m) 

 
$418.8m 
(+$10m) 

 
$418.8 
(+$10m) 

$418.8m 
(+$10m) 

$418.8m 
(+$10m) 

 
$474.7m 
(+55.9m) 

$428.8m 
(+$10m) 

Part B 
ADAP 

$1,083.6m 
(+$268.6m) 

 
$835.0m 
(+$20m) 

 
$835.0m 
(+$20m) 

$835.0m 
(+$20m) 

$835.0m 
(+$20m) 

 
$1205.1m 
(+370.1m) 

$855.0m 
(+$20m) 

Part C 
$268.3m 
(+$66.4m) 

 
$211.9m 
(+$10m) 

 
$206.8m 
(+$4.9m) 

$206.9m 
(+$5.0m) 

$206.8m 
(+$4.9m) 

 
$337.8m 
(+131m) 

$211.9m 
(+$5.1m) 

Part D 

 
$134.6m 
(+$57.8m) 

 

 
+$76.8m 
(+0) 
 

 
$78.7m 
($+1.9m) 

$76.8m 
(+0) 

$77.8m 
(+$0.9m) 

 
$84.8m 
(+7m) 

$77.8m 
(+$0m) 

Part F 
AETC 

 
$50.0m 

(+$15.6m) 
 

 
$38.4m 
(+$4m) 

 
$35.2m 
(+$0.8) 

$34.4m 
(+0) 

$34.8m 
(+$0.4m) 

 
$50m 

(+15.2m) 
$37.4m 
(+$2.6m) 

Part F 
Dental 
Reimb. 

$19.0m 
(+$5.6M) 

 
$15.4m 
(+$2m) 

 
$13.8m 
(+$0.3m) 

$13.4m 
(+0) 

$13.6m 
(+0.2m) 

 
$19m 
(+5.4m) 

$15.4m 
(+1.8m) 



 
March 16, 2010 
  
The Honorable Tom Harkin 
Chairman 
Subcommittee on Labor‐HHS‐Education 
Senate Appropriations Committee 
131 Dirksen Senate Office Building 
Washington, DC 20510 
 
The Honorable David R. Obey 
Chairman 
Subcommittee on Labor‐HHS‐Education 
House Appropriations Committee 
2358‐B Rayburn House Office Building 
Washington, DC 20515 
 

The Honorable Thad Cochran 
Ranking Member 
Subcommittee on Labor‐HHS‐Education 
Senate Appropriations Committee 
113 Dirksen Senate Office Building 
Washington, DC 20510 
 
The Honorable Todd Tiahrt 
Ranking Member 
Subcommittee on Labor‐HHS‐Education 
House Appropriations Committee 
1016 Longworth House Office Building 
Washington, DC 20515 
  

Dear Chairmen Harkin and Obey and Ranking Members Cochran and Tiahrt:  
 
On behalf of the Communities Advocating Emergency AIDS Relief (CAEAR) Coalition, I am 
writing to urge your support for increased funding for the Ryan White Program in the FY 
2011 appropriations.  
 
CAEAR Coalition is a national membership organization which advocates for federal 
appropriations, legislation, policy and regulations to meet the care, treatment, support 
service and prevention needs of people living with HIV/AIDS and the organizations that 
serve them. CAEAR Coalition's proactive national leadership is focused on the Ryan White 
Program as a central part of the nation's response to HIV/AIDS. CAEAR Coalition’s members 
include Ryan White Program Part A, Part B, Part C and Part F consumers, grantees, and 
providers. 
 
The reauthorization of the Ryan White Program signed in October 2009 was a tremendous 
victory for people living with HIV/AIDS and those who care for them. We are grateful for 
Congressional efforts to ensure that this vital program continued uninterrupted when it 
expired in September.  
 
CAEAR Coalition respectfully requests that Congress provide the following FY 2011 funding 
for the Ryan White Program: 
 

 $905m for Part A (+225.9m) 
 $474.7m for Part B base (+55.9m) 
 $1,205.1m for Part B ADAP (+370.1m) 
 $337.8m for Part C (+131m) 
 $84.8m for Part D (+7m) 
 $50m for Part F AETC (+15.2m) 
 19m for Part F Dental (+5.4m)  
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CAEAR Coalition 
March 16, 2010 
 
As President Obama noted when he signed the legislation in October, “over the past 19 years this 
legislation has evolved from an emergency response into a comprehensive national program for the 
care and support of Americans living with HIV/AIDS. It helps communities that are most severely 
affected by this epidemic and often least served by our health care system, including minority 
communities, the LGBT community, rural communities, and the homeless.  It's often the only option 
for the uninsured and the underinsured.  And it provides life‐saving medical services to more than 
half a million Americans every year, in every corner of the country.” 
 
The legislation passed last year includes small increases in the annual authorized appropriations for 
the program and, if appropriated, these increases would provide important and much‐needed new 
funds to those on the ground. These authorized amounts, however, are well below the level of need 
in hard‐hit communities, especially in light of years of stagnant funding. Attached are calculations 
highlighting the level of funding required in FY 2011 to bring Part A and Part C up to their required 
levels of funding by FY 2012 (see attachment A). It is also crucial that additional funds be made 
available to the AIDS Education and Training Centers in Part F to support the training of health care 
providers to care for the growing patient caseloads. 
 
The Ryan White program’s contributions to the nation’s fight against HIV/AIDS are evident in our 
firsthand experiences with the program and confirmed by OMB’s Program Assessment Rating Tool 
(PART). The PART found that the Ryan White Program has contributed to the decline in the number 
of new AIDS cases and deaths due to HIV/AIDS (see Attachment B). The PART assessment also gave 
the program a score of 100% in Program Results and Accountability, making it one of only seven out 
of 1,016 federal programs to receive that score. Key to its effectiveness is the program’s proven 
ability to address disparities in access to HIV treatment and care––the program serves women and 
racial and ethnic minorities in significantly higher proportions than their representation among 
reported AIDS cases.  
 
The FY 2011 appropriation presents a crucial initial opportunity for you to restore the Ryan White 
Program to the levels of funding demanded by the epidemic as the Centers for Disease Control and 
Prevention continue their increased efforts to expand HIV testing to help people living HIV learn 
their status. With the continued influx of newly diagnosed individuals into care and the additional 
56,000 estimated new cases of HIV every year, the Ryan White program must receive adequate 
increases to meet the health care and supportive services needs of individuals already in care and 
those newly identified HIV patients. 
 
The attached charts shows the ever‐growing gap between the number of people living with AIDS in 
the U.S. in need of care and the resources available to serve them (see Attachment C). For example, 
between 2001 and 2007 the number of people living with AIDS grew 33% and yet funding for 
medical care and support services in the nation’s hardest hit communities grew less than 12% 
between 2001 and 2010. Similarly, funding for Part C–funded, community‐based primary care 
clinics, which provided medical care for people living with HIV/AIDS in rural and urban communities 
nationwide, grew by only 11% between 2001 and 2010 as the number of people they care for grew 
by 52%. We have also included additional background information on HIV/AIDS in the U.S. and on 
the Ryan White Program (see Attachments D and E). 
 
 
 



CAEAR Coalition 
March 16, 2010 
 
CAEAR Coalition looks forward to working with you and your committees to provide high quality, 
appropriate community‐based HIV medical care, support services and treatment for the more than 
one million Americans living with HIV/AIDS.  
 
Sincerely, 

 
 
 
 
 

 
Ernest Hopkins 
Chair, Board of Directors   
 
Attachments 



Attachment A 

1. Based on the Centers for Disease Control and Prevention, New Estimates of U.S. HIV Prevalence, 2006. Estimate equals CDC’s 2006 estimated cases multiplied 
by their annual estimated prevalence increase for the years 2007–2010. 

2. Percentage based on US Department of Health and Human Services Fiscal Year 2009 Justification of Estimates for Appropriations Committees, p. 171. 
3. Percentage based on data from Kaiser Family Foundation, Financing HIV/AIDS Care: A Quilt of Many Holes, May 2004.    
4. Institute of Medicine, Committee on the Public Financing and Delivery of HIV Care, Public Financing and Delivery of HIV/AIDS Care: Securing the Legacy of 

Ryan White, 2005. Cost estimates are based on data from a variety of studies from 1998 to 2002 and are not adjusted for medical inflation. 

$5,190 per person per year for outpatient medical care (including lab work, STD/TB/Hep 
screening, and ob/gyn care) and some related support services, including dental, mental health, 

substance abuse treatment, case management and home health care4  

Building the Capacity of Ryan White Program  
Part A Services: FY 2010-2012 

1,381,418––the estimated number of people living with HIV/AIDS in 20121  

1,005,672––the estimated number of people living with HIV/AIDS in Part A jurisdictions in 20122 

201,134––the estimated number of uninsured people living with HIV/AIDS living in a Part A 
jurisdiction in 20123 

$1,043,885,460––the estimated amount to meet the need for outpatient medical care (excluding 
medications) and some related support services at Ryan White Program Part A-funded care 

centers in 2012 [$5,190 x 201,134]  

Annual increase required in FY2010–2012 to reach 2012 goal of $1,043,885,460  
given FY 2010 funding levels: 

 

 FY 2010: $663,082,000+$15,992,000=$679,074,000 
 FY2011: $679,074,000+$225,899,306=$904,973,306 

 FY2012:  $904,973,306+$138,912,154=$1,043,885,460 

FY2011 Request––$904,973,306 



 
1. Based on the Centers for Disease Control and Prevention, New Estimates of U.S. HIV Prevalence, 2006. Estimate equals CDC’s 2006 estimated cases multiplied by their annual 

estimated prevalence increase for the years 2007–2012. 
2. 2007 data provided by the HRSA HIV/AIDS Bureau. Annual increase based on increase in patients served between 2006 and 2007.  
3. Percentages of uninsured and underinsured from correspondence from Julie Gerberding, MD, MPH and Elizabeth Duke, PhD to The Honorable Henry Waxman regarding his 

questions on the 2006 Revised Recommendations for HIV testing and the impact on demand for services.  September 9, 2008 (page 6). Available online at: 
http://oversight.house.gov/story.asp?ID=1675. 

4. Gilman BH, Green, JC. Understanding the variation in costs among HIV primary care providers. AIDS Care. 2008:20;1050–6. The mean cost of care in the study is $2,956 for the 
years 2002 and 2003. Adjusting that amount for medical inflation rates published online at www.blus.gov/news.release/cpi.nr0.htm for the years 2004–2007 generates the estimated 
cost of $3,501.  

5. Conservative estimate of costs for underinsured. Based on Institute of Medicine, Committee on the Public Financing and Delivery of HIV Care, Public Financing and Delivery of 
HIV/AIDS Care: Securing the Legacy of Ryan White, 2005, for average use of two often uncovered services: mental health services and substance abuse treatment. 

 
Request developed collaboratively by American Academy of HIV Medicine, CAEAR Coalition, and HIV Medicine Association 

 

248,070––estimated number of people living with HIV/AIDS served by Part C providers in 2008 [Number served in 
2007 (236,032) + 5.1% annual increase2] 

$407,300,078––estimated funding needed to meet demand for outpatient medical care (excluding medications) at 
Ryan White Program Part C care centers in 2012.5 

1,381,418––estimated number of people living with HIV/AIDS in 20121  

79,382––estimated number of uninsured living with HIV/AIDS served by Part C in 20083   
 

168,688––estimated number underinsured living with HIV/AIDS served by Part C providers in 20083  

$277,916,382––estimated cost of providing care to uninsured people living with HIV  [79,382x$3,501] 
 

Annual increases required in FY2010–2012 to reach 2012 goal of $407,300,078, given FY 2010 funding levels: 
 

 FY 2010: $201,877,000+$4,948,000=$206,825,000 
 FY2011: $206,825,000+$130,959,718=$337,784,718 
 FY2012:  $337,784,718+$69,515,360=$407,300,078 

FY2011 Request––$337,784,718 

Building the Capacity of Ryan White Program  
Part C Services: FY 2010–2012 

$3,501 per person per year for outpatient medical care (including lab work, STD/TB/Hep screening, and ob/gyn 
care) and some related support services, including dental, mental health, substance abuse treatment,  

case management4 

$129,383,696––est. cost of providing care to underinsured people living with HIV   
[168,688x$7675] 

 



Attachment B 

OMB: The Ryan White HIV/AIDS Program Works 
 
The White House Office of Management and Budget’s 
assessment of the Ryan White Program found it to be in 
the top 1% of all federal programs in the area of 
“Program Results and Accountability.” 
 
In its 2007 Program Assessment Rating 
Tool (PART), OMB gave the Ryan White 
Program its highest possible rating of 
“effective”—a distinction shared by only 
18% of all programs rated. According to 
OMB, effective programs “set ambitious 
goals, achieve results, are well‐managed 
and improve efficiency.”  
 
Half of the OMB ranking is based on the 
category of “program results and accountability.” Out of the 1,016 federal 
programs rated––98 percent of all federal programs––the Ryan White Program 
was one of seven that received a score of 100% in “Program Results and 
Accountability.”  
 

Ryan White Program  
PART Assessment Scores 

Purpose & Design   100% 

Strategic Planning   86% 

Program Management  91% 

Program Results/Accountability  100% 

OMB’s Summary Assessment of the Ryan White Program
The program has had a positive impact. It has contributed to the decline in the number of 

AIDS cases and deaths due to HIV/AIDS. From 1999 to 2003 deaths due to HIV/AIDS went 
from 5.3 to 4.7 per 100,000. A cause of the decrease is increased use of antiretroviral 
medications. In 2000 the program's AIDS Drug Assistance Program (ADAP) served 128,078 
clients. In 2005 ADAP served 143,339 clients.  
 
The program has exhibited strong and effective collaborations with similar programs. The 

program collaborates with Federal, State and local partners, as well as with private and non‐
profit HIV/AIDS care, treatment and advocacy groups. By working with this wide range of 
partners, persons infected with and affected by HIV/AIDS receive coordinated comprehensive 
care and support services.  
 
The program has demonstrated improved management and oversight of the use of Federal 

funds. The previous PART review and other assessments indicated deficiencies in the oversight 
of grantees' use of Ryan White funds. The program has taken corrective action by expanding 
grantee technical assistance and monitoring grantee financial accountability and performance. 



Attachment C 

HIV/AIDS Funding Gaps: FY 2001–2010 

Ryan White Part A Funding Gap 

$679.1
$663.1

$604$610.1$615$618.7$619.5
$604.2 $604

$627.2

455,636

437,982
448,871

386,517

409,324

341,332

363,635

$500.0

$600.0

$700.0

$800.0

$900.0

$1,000.0

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

in
 m

ill
io
ns

280,000

300,000

320,000

340,000

360,000

380,000

400,000

420,000

440,000

460,000

480,000

Part A Funding
(in millions)

People Living
with AIDS 

 Ryan White Part B Base Funding Gap

$408.8$400.9
$338.4 $339.1 $337.0 $334.3 $331.0

$406.0 $418.80

386,517

363,635

437,982

409,324

455,636
448,871

$200.0

$300.0

$400.0

$500.0

$600.0

$700.0

$800.0

$900.0

$1,000.0

2002 2003 2004 2005 2006 2007 2008 2009 2010

in
 m
ill
io
ns

280,000

300,000

320,000

340,000

360,000

380,000

400,000

420,000

440,000

460,000

480,000

Part B Funding
(in mill ions)

People Living
with AIDS 

Ryan White Part C Funding Gap 

$138.4

$206.8$201.9$198.8
$185.9

$194.3 $198.4$197.2 $195.6
$193.6 $193.6

157,803

207,876

224,523
236,032

240,238

172,422
185,933

191,229

$100.0

$200.0

$300.0

$400.0

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

in
 m
ill
io
ns

100,000

120,000

140,000

160,000

180,000

200,000

220,000

240,000

260,000

Part C Funding
(in millions)  

People Living
with HIV Served
by Part C
Clinics

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

HIV/AIDS 
Funding Gap 

 

HIV/AIDS 
Funding Gap 

 

HIV/AIDS 
Funding Gap 

 



Attachment D 

HIV/AIDS Epidemic Remains a Public Health 
Emergency in the U.S.  
 

More People than Ever are Living with HIV and AIDS 
 More than 1.1 million Americans living with HIV and AIDS.1  

 

 455,636 people living with AIDS in the 50 states, DC and dependent areas.2 
 

Almost Half of All People with HIV Who Need Anti‐HIV Therapies Are Not Receiving Them  
 45% of HIV‐infected people in the U.S. for whom antiretroviral therapy would likely be 

recommended are not receiving it.3 
 

HIV/AIDS in the U.S. Increasingly Affects Communities of Color, as Well as Economically‐
Depressed and Other Underserved Communities 

 African Americans account for 50% of new AIDS diagnoses and Latinos account for 19% of new 
diagnoses, though they account for approximately 12% and 15% of the U.S. population, 
respectively.4 

 

 Latina and African American women account for 77% of new infections among females in the U.S.5,6 
The rate of AIDS diagnoses for black women was nearly 23 times the rate for white women. The 
rate of AIDS diagnoses for black men was eight times the rate for white men. 7  

 

Men who Have Sex with Men (MSM), Especially MSM of Color, Still Bear Large Brunt of 
Epidemic  

 MSM made up more than two thirds (68%) of all men living with HIV in 2005, even though only 
about 5% to 7% of men in the United States reported having sex with other men.8   

 

 A 2005 study of five large U.S. cities found that HIV prevalence among African American MSM was 
46% and of those men, 68% were unaware of their HIV infection.9 

 

CDC Initiative Aims to Bring Thousands of New HIV+ Patients into Care 
 CDC’s “Advancing HIV Prevention” initiative aims “to open up the door to [HIV] testing so that people can 
learn their status and get the appropriate treatment and prevention services that they deserve and need.” 
Many of the estimated 200,000 people living with HIV in the U.S. who are unaware of their HIV status that 
are diagnosed under the new CDC initiative will turn to health care providers funded through the Ryan 
White Program for their HIV‐related care.  
 

Public Programs are Key to Health Care Access 
20% of the people living with HIV who receive HIV‐related care are uninsured and 68%to 83% either rely on 
public‐sector insurance programs or are uninsured.10 

                                                 
1 Kaiser Family Foundation, The HIV/AIDS Epidemic in the United States; October 2008.  
2 CDC, HIV/AIDS Surveillance Report, Vol. 18, Cases of HIV Infection and AIDS in the United States and Dependent Areas, 2006 
3 Teshale EH, et al., “Estimated Number of HIV‐infected Persons Eligible for and Receiving HIV Antiretroviral Therapy, 2003—United States,”, 12th Conference on 
Retroviruses and Opportunistic Infections ,Abstract #167; 2005. 
4 Kaiser Family Foundation, The HIV/AIDS Epidemic in the United States; October 2008. 
5 Kaiser Family Foundation, Black Americans and HIV/AIDS; October 2008. 
6 Kaiser Family Foundation, Latinos and HIV/AIDS; October 2008. 
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Attachment E 

The Ryan White HIV/AIDS Program: Key to America’s 
Response to the Domestic HIV/AIDS Crisis 
 
Services from Coast to Coast in Communities Large and Small 

The Ryan White Program provides lifesaving medical care and support services to more than half a 
million low‐income people living with HIV/AIDS each year. Services are provided in urban and rural 
communities in all 50 states and the territories. The program is a model for the efficient delivery of 
services that respond to local needs and reduce the use of more costly emergency services and 
inpatient facilities. Key to that success has been the flexibility the Ryan White Program provides to 
states and localities to tailor program services to fill gaps in their networks of care.  
 
Multi‐Part Structure Directs Services Where They Are Most Needed 

The Ryan White Program’s multi‐part structure was designed to efficiently distribute resources where 
they are needed most. Part A directs funds to the hardest‐hit municipalities, while Part C has been 
used to improve access to care in rural and urban communities in great need. Part D provides access 
to specialized care for women, children and families, while Part F supports oral health care and 
specialized training for health care providers through the AIDS Education and Training Centers. The 
Minority AIDS Initiative provides resources across the program to enhance access for racial and ethnic 
minorities. 
 
Adapting to Evolving Treatment Options  

The Ryan White Program has evolved along with the HIV 
epidemic. Originally a source of care for those at the end 
of life, it now supports the comprehensive medical care 
and enhancing support services necessary for the complex 
treatment of HIV/AIDS with highly active antiretroviral 
therapy (HAART). Care and treatment offered through 
Ryan White‐funded providers and the Part B AIDS Drug 
Assistance Programs help people living with HIV/AIDS 
determine and access the most appropriate drug regimens.  
 
Medical Care and Support Services Make Treatment with Anti‐HIV Medications 

Possible 
The administration of drugs does not by itself result in successful treatment; additional medical and 
support services are also essential. To that end, the Ryan White program provides a medical care and 
other services to support the management of and adherence to complex drug regimens. The 

selection and initiation of an antiretroviral 
regimen are critical elements of successful HIV 
treatment. The programs supported by the Ryan 
White Program provide the infrastructure in 
which people living with HIV/AIDS can take an 
anti‐HIV/AIDS drug regimen under proper 
ongoing medical supervision, including costly 

One in four people living with HIV in the 
U.S. receives their HIV medications 
through Ryan White Program‐funded 
AIDS Drug Assistance Programs (ADAP). 
Source: U.S. Department of Health and Human 
Services, Fiscal Year 2009, Justification of Estimates for 
Appropriations Committees, Health Resources and 
Services Administration. 

By 2006, 88.6% of Ryan White Program‐
funded primary medical care providers had 
implemented a quality management program. 
Source: U.S. Department of Health and Human Services, Fiscal 
Year 2009, Justification of Estimates for Appropriations 
Committees, Health Resources and Services Administration. 
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laboratory testing. Without the experience and expertise of these medical professionals––many of 
them trained through the Ryan White Program––the powerful drugs used to manage HIV/AIDS could 
easily be misused or insufficiently managed and result in serious consequences such as viral 
resistance, complications, including increased risk of heart disease, high cholesterol, anemia, 
diabetes, kidney and pancreatic and liver dysfunction; and treatment failure.  
 
Competing needs, such as food, nutrition services, and housing, and barriers to care, such as lack of 
transportation or childcare, limit access to HIV health care services. One study found that more than 
one‐third of people living with HIV in the health care system postponed or went without care during a 
six‐month period because of competing needs and barriers. These barriers were also associated with 
significantly greater odds for never receiving antiretroviral treatment. Others went without food, 
housing, and clothes in order to pay for their care.1 While the majority of Ryan Program funds 
support HIV treatment, a portion also provide key support services, such as food and transportation, 
as well as case management services to link people living with HIV/AIDS to medical care and support 
services. 
 
Addressing Disparities in Access to Care  

The Ryan White Program provides HIV/AIDS care and treatment services to a significantly higher 
proportion of racial/ethnic minorities and women than their representation among reported AIDS 
cases.   
 

Ryan White Clients Served Compared to Overall AID Cases

33%

24%

64%

72%

0% 10% 20% 30% 40% 50% 60% 70% 80%

Women 

Racial/ethnic
Minorities 

Proportion of all reported
AIDS cases 

Porportion of RW clients
served  

 
Source: U.S. Department of Health and Human Services, Fiscal Year 2009, Justification of Estimates for Appropriations 
Committees, Health Resources and Services Administration. 
 
 
 
Footnote 
1. Cunningham WE, Andersen RM, Katz MH, et al. The impact of competing subsistence needs and barriers on access to medical care for 
persons with human immunodeficiency virus receiving care in the United States. Medical Care. 1999;37(12):1270‐1281. 



  SUPPORT FUNDING FOR DOMESTIC HIV/AIDS PREVENTION, 
TREATMENT, AND RESEARCH 

This is a programmatic request. 

 
Dear Colleague: 

Amidst rising infection rates and shrinking state budgets, increased federal funding for 
HIV/AIDS programs is more vital than ever.  The HIV/AIDS epidemic remains a severe and 
worsening public health crisis in the United States, devastating communities nationwide. At least 
1.1 million Americans are living with HIV or AIDS, and another 56,000 are newly infected each 
year.  We are losing ground in the battle against HIV; while treatment efforts, funding levels, and 
governmental responses have not kept pace with the epidemic. 

As state and local government continue to make cuts to programs, it is more important than ever 
that the federal government help stabilize programs designed to prevent and treat HIV/AIDS so 
that we can effectively respond to the growing epidemic. We invite you to join us in sending 
the attached letter to the Appropriations Committee requesting the following 
appropriations for domestic HIV/AIDS activities: 

• $3.1 billion (+$810.3 million) for the Ryan White HIV/AIDS Programs 
• $1.6 billion (+$878 million) for CDC HIV Prevention Activities 
• $60.2 million (+$20 million) for the CDC Division of Adolescent and School Health’s 

HIV Prevention Education  
• $133.7 million (+$19.2 million) for Comprehensive Sex Education 
• Retention of the Syringe Exchange Language passed as part of the FY 2010 

appropriations which ensures federal funding cannot be used for the distribution of 
syringes in places that are deemed inappropriate by local public health or local law 
enforcement authorities 

• $610 million (+$207.1 million) for the Minority HIV/AIDS Initiative 
• +$400 million for HIV/AIDS research at the National Institutes of Health 
• $1.4 million for the implementation of the National HIV/AIDS Strategy 
• $410 million (+$75 million) for the for the Housing Opportunities for Persons with 

AIDS (HOPWA)  

If you have any questions or would like to sign on, please contact Mandy Spears 
(mandy.spears@mail.house.gov, 5-5751) in Congressman Pascrell’s office. 

Sincerely, 

/s  Bill Pascrell, Jr. 

/s Tammy Baldwin 



/s Michael Capuano 

/s Maxine Waters                 

 ------------------------ 

Dear Chairman Obey and Ranking Member Lewis:  

Amidst rising infection rates and shrinking state budgets, increased federal funding for HIV/AIDS programs is more 
vital than ever. The undersigned Members of Congress urge you to increase funding for domestic HIV/AIDS 
programs in the FY2011 Labor-HHS, Transportation/HUD, and Financial Services bills.    

While the President’s FY 2011 budget request proposed some increases for HIV/AIDS programs, they fall short of 
the true need facing our nation’s communities. The HIV/AIDS epidemic remains a severe and worsening public 
health crisis in the United States, devastating communities nationwide. An estimated 1.1 million adults, children, 
and adolescents are living with HIV in the United States. Of those estimated to be living with HIV, half do not have 
reliable access to care, including the 21 percent who are unaware of their HIV infection. The HIV epidemic 
continues to have a disproportionate impact among communities of color—African Americans, Latinos, Native 
Americans, and Asian Pacific Islanders; men who have sex with men; the incarcerated; and those living in poverty. 
We are losing ground in the battle against HIV; while treatment efforts, funding levels, and governmental responses 
have not kept pace with the epidemic. 

In the U.S., nearly half  of persons living with HIV/AIDS who are aware of their HIV status are not in regular 
medical care.  Early and reliable access to HIV care and treatment helps patients with HIV live relatively healthy 
and productive lives and is cost-effective.  One study from the Ryan White Part C Clinic at the University of 
Alabama at Birmingham found that patients treated at the later stages of HIV disease required 2.6 times more health 
care dollars annually than those receiving earlier treatment. 

Increased need for public HIV/AIDS programs coupled with chronic underfunding of HIV services at the state and 
federal level has created a burgeoning crisis. States, cities, and counties are currently experiencing record deficits 
and are consequently cutting funding for state and local health departments’ HIV, STD, TB, and viral hepatitis 
programs.  To compound this problem, these cuts come after at least two years of state and local cuts driven by 
budget deficits.  According to a December 2009 survey of states’ HIV/AIDS programs conducted by NASTAD, 
state HIV/AIDS funding reductions totaling more than $170 million occurred in 29 states during FY 2009.  The 
state budget outlook for FY2010 once again is dire, and health departments and community-based organizations 
(CBOs) continue to reduce staff and services.  Thirty-three percent of all programs reported in the NASTAD survey 
anticipate a decrease in state funding in FY2010.  HIV/AIDS clinics around the country continue to close and/or cut 
hours and services.   It is more important than ever that the federal government help stabilize these programs by 
funding them at the highest levels possible. 

HIV Prevention  

President Obama proposed an increase of $31 million for HIV prevention programs at the Centers for Disease 
Control and Prevention (CDC).  While we are grateful for this proposed increase during such difficult economic 
times, this amount is far from what is needed to reduce the number of new infections in the United States, which still 
stands at over 56,000 per year.  Currently only four percent of all federal HIV/AIDS funding is directed for 
prevention. State and local health departments and community-based organizations need increased resources to 
strengthen and expand outreach, education, HIV testing, and prevention programs targeting high-risk populations. 
We respectfully request $1.6 billion (+$878 million) CDC HIV prevention activities in FY 2011. 

With increased funding, other crucial prevention efforts can be augmented such as the delivery and evaluation of 
behavioral interventions, social marketing campaigns, surveillance, and other preventative education programs. 
Community based organizations and state and local health departments are all facing severe financial challenges. 



Through budget cuts, hiring freezes, layoffs, and furloughs, health departments across the nation continue to curtail 
core public health functions including those that prevent the spread of HIV and other infectious diseases.  Additional 
federal resources are absolutely necessary if we are to reverse the increase of new infections. Investing in HIV 
prevention will result in billions of dollars in reduced health care costs in the future.  Moreover, given the strong 
epidemiological link between HIV and other STDs, including high rates of co-infection among certain populations 
an increased investment in STD programs (through the Division of STD Prevention) is an essential component of 
scaling up HIV prevention efforts.  The cost of treating new cases of HIV each year that is attributable to 
Chlamydia, gonorrhea, syphilis, and genital herpes is over $1 billion per year.  

Recent estimates suggest that, 15 to 24 year-olds—which represent 25 percent of the sexually-active population—
acquire nearly half of all new STDs. Each year, one in four sexually-active teenagers contracts a sexually 
transmitted disease. In addition, nearly 15 percent of the 56,000 annual new cases of HIV infections in the United 
States occurred in youth ages 13 through 24 in 2006. This means that an average of one young person every hour of 
every day is infected with HIV in the United States. It is essential that we provide schools with the resources they 
require to build and strengthen their capacity to protect and improve child and adolescent health. We respectfully 
request $60.2 million (+$20 million) the CDC Division of Adolescent and School Health’s HIV Prevention 
Education. 

Comprehensive Sex Education 

We need to invest in programs that provide all of our young people with complete, accurate, and age-appropriate sex 
education that helps them reduce their risk of HIV, other STDs, and unintended pregnancy.  In these tight budget 
times, we are pleased that the President’s FY2011 budget increased funding for the new teen pregnancy prevention 
initiative. However, by focusing the funding on teen pregnancy prevention, and not including the equally important 
health issues of STDs and HIV, we think the Administration has missed an opportunity to provide true, 
comprehensive sex education that promotes healthy behaviors and relationships for all young people, including 
LGBT youth. So many negative health outcomes are inter-related and we need to strategically and systemically 
provide youth with the information and services they need to make responsible decisions about their sexual health. 
We respectfully request that the teen pregnancy prevention initiative be broadened to address HIV and other 
STDs, in addition to the prevention of unintended teen pregnancy, and fund it at least at the President’s 
requested level of $133.7 million (+$19.2 million). We are pleased that the President’s budget has once again 
included zero funding for failed abstinence-only-until-marriage programs and we encourage our colleagues not to 
include funding for these ineffective programs.  

Access to Sterile Syringes 

We urge the committee to continue the policy that allows local communities to retain control of local HIV and 
Hepatitis prevention efforts by retaining language that ensures federal funding shall not be used for distribution of 
syringes in places that are deemed inappropriate by local public health or local law enforcement authorities.  Sixteen 
percent of HIV/AIDS cases and more than 55 percent of hepatitis C cases have been attributed directly or indirectly 
related to injection drug use. Numerous studies have shown that syringe exchange programs are a cost-effective 
means to lower rates of HIV/AIDS and viral hepatitis, do not increase the use of illegal drugs and help connect 
people to medical treatment including substance abuse treatment.  

The Ryan White Program 

Ryan White HIV/AIDS Programs provide life extending medical care, mental health and drug treatment, and 
support services to approximately 577,000 low-income, uninsured and underinsured individuals and families 
affected by HIV/AIDS each year.  The President’s FY2011 budget requests $2.33 billion for the Ryan White 
Program, which is an increase of $39.5 million over FY 2010.  While it is a vote of confidence for the 
Administration to request increased funding for the Ryan White Program when recommending a domestic federal 
budget freeze, the requested funding increase is inadequate to maintain the comprehensive system of care the Ryan 
White Program provides.  This is especially true given the dramatic reductions in state and local contributions to this 
program.   As reported in the NASTAD survey for state programs receiving cuts in FY2009, 39 percent reported 



cuts to the Part B Program and 48 percent reported cuts to ADAP programs.  Part C programs continue to experience 
service reductions in 2010, including fewer clinic hours, staff cuts and service reductions for standard HIV/AIDS 
medical care and treatment.  Despite just a one percent increase in funding, Part D programs continue to provide 
HIV medical and social services to 55,000 women (including increasing numbers of pregnant women), children, 
youth and their families living with HIV/AIDS at an average cost of less than $1,500 per person.  The AIDS 
Education and TrainingCenters provide ongoing workforce development and cutting edge training to physicians, 
nurses, pharmacists and other members of the staff expanding treatment and care capacity for HIV positive people in 
an ever changing epidemic.  The Dental Reimbursement Program provides access to quality dental care to people 
living with HIV/AIDS while simultaneously providing educational and training opportunities to dental residents, 
dental students, and dental hygiene students who deliver the care.   

Part of providing access to HIV care and treatment is providing appropriate access to life-saving medications.  The 
AIDS Drug Assistance Programs are struggling to provide medications to all those in need.  During FY2009, 
ADAPs experienced an average monthly growth of 1,271 clients.  This is an unprecedented increase of 80 percent 
from FY2008 when ADAPs experienced an average monthly growth of 706 clients. ADAPs are increasingly 
implementing cost-containment measures such as reduced eligibility, eliminating drugs from formularies and 
enrollment caps.  As of February 5th, 472 individuals were on waiting lists in 11 states.  

Based on the community’s data-driven assessment, we respectfully request $3.101 billion (+$810.3 million) for 
the following Ryan White treatment programs: 

• Part A –  $905 million (+$225.9 million) for grants to 56 eligible metropolitan areas;  
• Part B Care – $474.7 million (+$55.9 million) for care grants to state, territories, and emerging 

communities;  
• Part B AIDS Drug Assistance Program (ADAP) – $1.205 billion (+$370.1 million) for AIDS drug and 

treatment assistance to states and territories;  
• Part C – $337.9 million (+$131 million) for early intervention services and capacity development grants;  
• Part D – $84.8 million (+$7 million) for services for women, infants, youth, and their families;  
• Part F AETCs –  $50 million (+$15.2 million) for AIDS Education and TrainingCenters; and  
• Part F Dental – $19 million (+$5.4 million) for Dental School Reimbursement Programs and the 

Community-Based Dental Partnership Program.  

Minority HIV/AIDS Initiative 

As the HIV/AIDS epidemic continues to impact communities of color at an alarming rate full funding of the 
Minority HIV/AIDS Initiative (MAI) is essential. According to the Centers for Disease Control and Prevention in 
2006 African Americans made up 13 percent of the United States population, but made up 46 percent of new HIV 
infections that year.  In the Latino, Asian Pacific Islander, and the Native American communities the numbers of 
HIV infection are just as startling.  We respectfully request $610 million (+$207.1 million) for the Minority 
AIDS Initiative in FY2011.  

HIV/AIDS Research at the National Institutes of Health 

If the United States is to remain the global leader in HIV/AIDS research for better drug therapies, evidence-based 
behavioral and biomedical prevention interventions, and vaccines, Congress must invest adequate resources into 
NIH’s mission and work. To date, AIDS research has contributed to research into effective treatments for other 
diseases, including cancers and Alzheimer’s disease.  We respectfully request the inclusion of a $400 million 
increase for HIV/AIDS research at the National Institutes of Health (NIH)  in FY 2011. 

Housing Opportunities for Persons with AIDS (HOPWA) 

For the more than 56,600 households coping with HIV/AIDS and expected to be assisted this year, the Housing 
Opportunities for Persons With AIDS program (HOPWA) is a critical source of housing and services that work to 



prevent the spread of the virus, facilitate improved health outcomes and save taxpayer dollars by reducing reliance 
on other systems such as hospitals, emergency rooms and shelters.  AIDS housing need has exploded in virtually 
every region of the country as other housing options available in the past through the continuum of low income 
housing programs and the Ryan White CARE Act disappear. Stable housing is irrefutably linked to positive health 
outcomes and this program is critical in maintaining the health of persons living with HIV/AIDS.  We respectfully 
request $410 million (+$75 million) for HOPWA in FY 2011.  

National HIV/AIDS Strategy 

The United States needs an outcomes-focused, comprehensive National HIV/AIDS Strategy to better address the 
HIV/AIDS epidemic at home.  The Office of National AIDS Policy (ONAP) has begun the process of developing 
this strategy with broad community and federal involvement. We respectfully request $1.4 million (no change 
from FY 2010) for the implementation of a National HIV/AIDS Strategy at the Office of National AIDS Policy 
(ONAP) in FY2011. 

Thank you for your time and consideration of our request.  We look forward to working with you to ensure 
sufficient funding to respond to the nation’s HIV/AIDS epidemic. 

Sincerely, 

  

 



February 22, 2010 

Support the Minority AIDS Initiative 

Deadline:  Thursday, March 11, Close of Business. 

List of Signers 2/25/10:  Maxine Waters, Ileana Ros-Lehtinen, Madeleine Bordallo, 
Donna Christensen, Lucille Roybal-Allard, Bill Pascrell, Clarke, Ellison, Grijalva, 
Gutiérrez, Hank Johnson, McDermott, Gwen Moore, Norton, Rangel, Towns, Waxman, 
Wu. 

Dear Colleague: 

        We urge you to join us in sending the attached letter to the Chairman and Ranking Member 
of the Subcommittee on Labor, Health and Human Services and Education Appropriations 
requesting $610 million for the Minority AIDS Initiative in fiscal year 2011.   

        Racial and ethnic minorities are severely and disproportionately impacted by the HIV/AIDS 
epidemic in the United States.  According to the Centers for Disease Control and Prevention 
(CDC), African Americans accounted for 51% of HIV/AIDS diagnoses in 2007, although only 
12% of the population is black.  Hispanics accounted for 18% of HIV/AIDS diagnoses, although 
only 15% of the population is Hispanic.  Asian Americans accounted for 1% of HIV/AIDS 
diagnoses, and American Indians/Alaska Natives and Native Hawaiians/Pacific Islanders each 
accounted for up to 1%.  Combined, minorities represented more than 70% of HIV/AIDS 
diagnoses in 2007. 

        These statistics demonstrate the tremendous importance of the Minority AIDS Initiative.  
This critical initiative provides funds to communitybased organizations and health care providers 
to help them address the HIV/AIDS epidemic within the minority populations they serve.  The 
Minority AIDS Initiative is designed to enable organizations and providers in minority 
communities to improve their capacity to deliver culturally and linguistically appropriate care 
and services.  Thus, it fills gaps in prevention, testing, treatment, surveillance, infrastructure, 
outreach and education across communities of color. 

        Please join us in supporting an appropriation of $610 million for the Minority AIDS 
Initiative in fiscal year 2011. The letter is attached. If you have any questions or would like to 
sign the letter, please contact Kathleen Sengstock of Congresswoman Waters’ staff at 52201. 

Sincerely, 

______________________________                  ______________________________ 

Maxine Waters                                           Ileana Ros-Lehtinen 

 



______________________________                  ______________________________ 

Madeleine Bordallo                                              Donna Christensen 

 

______________________________                  _____________________________ 

Lucille Roybal-Allard                                           Bill Pascrell, Jr. 

March __, 2010 

 

The Honorable David Obey 

Chairman 

Subcommittee on Labor, Health and Human Services and Education Appropriations 

2358 Rayburn Building 

The Honorable Todd Tiahrt 

Ranking Member 

Subcommittee on Labor, Health and Human Services and Education Appropriations 

1016 Longworth Building 

Dear  ________:  

        We write to request that you provide an appropriation of $610 million for the Minority 
AIDS Initiative in the Labor, Health and Human Services and Education Appropriations bill for 
fiscal year 2011.  We also request that you state clearly the amounts designated for each agency 
in this initiative, either in the bill itself or the accompanying report language. 

        Racial and ethnic minorities are severely and disproportionately impacted by the HIV/AIDS 
epidemic in the United States.  According to the Centers for Disease Control and Prevention 
(CDC), African Americans accounted for 51% of HIV/AIDS diagnoses in 2007, although only 
12% of the population is black.  Hispanics accounted for 18% of HIV/AIDS diagnoses, although 
only 15% of the population is Hispanic.  Asian Americans accounted for 1% of HIV/AIDS 
diagnoses, and American Indians/Alaska Natives and Native Hawaiians/Pacific Islanders each 
accounted for up to 1%.  Combined, minorities represented more than 70% of HIV/AIDS 
diagnoses in 2007. 



        These statistics demonstrate the tremendous importance of the Minority AIDS Initiative.  
This critical initiative provides funds to communitybased organizations and health care providers 
to help them address the HIV/AIDS epidemic within the minority populations they serve.  The 
Minority AIDS Initiative is designed to enable organizations and providers in minority 
communities to improve their capacity to deliver culturally and linguistically appropriate care 
and services.  Thus, it fills gaps in prevention, testing, treatment, surveillance, infrastructure, 
outreach and education across communities of color. 

        We urge you to provide $610 million for the Minority AIDS Initiative in fiscal year 2011. 
We thank you for your attention to our concerns, and we look forward to working with you to 
expand programs for the prevention and treatment of HIV/AIDS in minority communities 
throughout the United States. 

Sincerely, 

 



Dear President Obama: 
 
The undersigned organizations urge you to support an emergency Fiscal Year 2010 supplemental 
appropriation of $126 million for the AIDS Drug Assistance Program (ADAP). This emergency 
funding would allow states to provide lifesaving medications to low-income people living with 
HIV/AIDS for the remainder of the fiscal year. 
 
ADAPs are the safety net under other public programs, such as Medicare and Medicaid. Almost 
75% of ADAP clients earn less than 200 percent of the federal poverty level and 65% are people 
of color. The program is a lifeline for 166,000 people who would otherwise have no other way to 
access treatment. However, many state ADAPs are on the brink of the worst funding shortfall in 
many years, and there is a record number of people in need of ADAP services due to the 
economic downturn. Over 500 people in 11 states are on waiting lists for the program, and two 
states have been forced to remove people from their ADAP after reducing financial eligibility. 
Other states have been forced to remove vital drugs from their ADAP formulary. Many other 
states are reporting they will be unable to serve new individuals seeking ADAP services 
throughout the rest of the fiscal year.   
 
We greatly appreciate the $20 million increase for ADAP in the FY 2010 appropriations bill, and 
the proposed $20 million increase in your FY 2011 budget. However, these increases fall far 
short of what is needed to make sure that states can provide access to medications to those in 
need.  
 
As you continue to demonstrate great leadership in reforming the nation’s health care system to 
expand access to all Americans, it is vital that current safety net programs be protected. People 
with HIV are depending on you to make sure they have the treatment needed to stay alive, 
healthy, and productive. Please do everything you can to ensure that ADAP receives emergency 
fiscal relief. 
 
Thank you for your ongoing commitment to fighting the HIV/AIDS epidemic. If you have any 
questions, please contact Ann Lefert at (202) 434-7138 
 
Sincerely, (list in formation) 
 



 

1 
 

Dear Mr. President: 
 
We thank you for your leadership in advancing healthcare access in the United States.  As you 
know, people living with HIV/AIDS are among the tens of millions of individuals in the nation 
who struggle to achieve the healthcare and stability they need to stay alive and to thrive.  We 
look forward to the day when health reform provisions are actualized.  While the reforms under 
consideration are likely to improve access to care for many people with HIV/AIDS, they will not 
fully address the needs of people with HIV/AIDS, which is why we applaud your 
Administration’s efforts to develop and implement the first National HIV/AIDS Strategy and 
your ongoing support of the Ryan White Program.  This document offers targeted 
recommendations and strategies designed to increase the number of HIV-positive people who 
gain access to and benefit from HIV care, treatment, and support services in the U.S.  We ask 
that you integrate our recommendations into the National HIV/AIDS Strategy that your 
Administration develops and implements.  
 
PROCESS 
 
A diverse group of 34 stakeholders with expertise in HIV-related service provision, policy, and 
planning met in December 2009 to develop these HIV care and treatment recommendations for 
the National HIV/AIDS Strategy.  Subsequently, additional stakeholders gave input and agreed 
to endorse the recommendations in order to build a stronger federal response to the domestic 
HIV/AIDS epidemic.  While the December 2009 community consultation on care and treatment 
was sponsored by the Coalition for a National AIDS Strategy, the emerging recommendations 
represent only the views of the undersigned endorsers.    
 
VISION 
 
The U.S. will be the global leader in reducing the spread of HIV and in assisting people living 
with HIV to lead longer and more productive lives.  
  
The U.S. will maximize scarce public resources by using strategies of documented 
effectiveness—including voluntary testing, linkage to care activities, and care services; medical 
and non-medical interventions, such as housing, case management, harm reduction, substance 
abuse treatment, and mental health services; anti-discrimination strategies; and workforce 
development—scaled to increase the number of HIV-positive people who gain access to, remain 
in, and benefit from HIV care services and who achieve a high quality of life.   
 
Care efforts will target communities and populations disproportionately impacted by HIV such 
as all races/ethnicities of men who have sex with men, women of color, the homeless and 
unstably housed, people with mental illness, drug users, abandoned youth, female victims of 
partner violence, and those with a history of incarceration, among others. 
 
The capacity of community-based and minority providers to deliver high-quality HIV medical, 
essential non-medical, and supportive services in culturally competent, linguistically appropriate 
settings will be enhanced.   
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People with HIV in the U.S. will be encouraged and supported in the workforce.  We will make 
it easier for low-income workers to qualify for housing, healthcare, and other services; we will 
support small employers who hire people with HIV and other disabilities; and we will vigorously 
enforce anti-discrimination laws.   
  
The public health, ambulatory care, and support service systems in the U.S. will be effective, 
proactive, and trusted.   
 
The workforce will be supported, and careers in HIV care will be incentivized and encouraged. 
 
Federal guidelines will inform service provision, availability, and accessibility across all relevant 
agencies, departments, and programs. 
 
HIV infection will be de-stigmatized in the U.S.  Elimination of the stigma of HIV infection will 
require concurrent commitments to reduce homophobia, transphfobia, racism, homelessness, 
joblessness, and discrimination based on current or past drug use or a history of incarceration. 
 
RATIONALE 
 
Thanks to medical advances, life expectancy and future options for people with HIV are more 
hopeful than ever.  Improvements in anti-HIV treatments can render HIV infection into a 
chronic, manageable disease, but only for those who know their status, gain access to and remain 
in care, receive the psychosocial and supportive services they need to stabilize their lives, and 
address other life challenges associated with an HIV diagnosis. 
 
Ensuring that people with HIV gain access to early, comprehensive, and affordable care serves 
relevant public interests: people with HIV who are stabilized medically and emotionally remain 
productive, contributing members of society; affordable, accessible care reduces unnecessary and 
high-cost healthcare and hospitalizations to treat end-of-life or advanced disease; and effective 
HIV care results in reduced viral load and positive behavior changes, which decrease the 
likelihood of transmitting HIV to others. 
 
Despite these prospects, an estimated 500,000 people with HIV—half of all people infected in 
the U.S.—do not receive the HIV health care they need to improve their lives.  Half of all people 
with HIV live on less than $10,000 a year, and unemployment rates among people with HIV are 
ten times higher than the general population.  In many parts of the country, HIV medical care, 
treatment, and key non-medical services are in limited supply.  As a result, tens of thousands of 
people with HIV across the country do not have access to voluntary HIV testing, psychosocial 
support, case management, housing, transportation, healthcare, medication assistance, dental 
care, nutrition, harm reduction, drug treatment, and other services they desperately need. 
 
VALUES 
 
Disparities based on race/ethnicity, age, sexual orientation, sex, gender identity and expression, 
employment, history of drug and alcohol use, education, and economic class are eliminated. 
 



 

3 
 

HIV medical care and non-medical care services are widely available everywhere in the U.S.   
 
The U.S. promotes a social-justice approach in meeting its urgent HIV care and treatment needs. 
 
The U.S. harmonizes its approaches to domestic and international efforts against HIV/AIDS and 
sends a consistent message about optimal ways to combat the pandemic. 
 
The National HIV/AIDS Strategy sets ambitious goals and takes deliberate and transparent steps 
with regular reporting and clear accountability to meet them. 

 
The allocation of sufficient funds supports achievement of defined goals.  Funding must be 
distributed based on sensible, rational, and transparent criteria. 

 
Inter- and intra-agency integration sustains and incentivizes HIV specialty services and strives to 
develop more efficient and effective HIV care systems. Efforts toward greater integration are 
advanced at all levels (federal, state, local, and point of care) and between HIV care and 
prevention activities. 
 
The National HIV/AIDS Strategy engages consumers, service providers, allied health 
professionals, community-based organizations, community health centers, public health officials, 
advocates, and other non-governmental stakeholders in achieving its goals. 
 
AGENCIES 
 
To meet its care and treatment goals, the National HIV/AIDS Strategy must be implemented by 
several federal entities, including but not limited to: 
 
Centers for Disease Control and Prevention  
Centers for Medicare and Medicaid Services 
Department of Defense 
Department of Education 
Department of Housing and Urban Development 
Department of Justice 
Department of Labor 
Department of Veterans Affairs 
Health Resources and Services Administration 
National Institutes of Health  
Office of Minority Health 
Office of National Drug Policy 
Office of Women’s Health 
Substance Abuse and Mental Health Services Administration 
 
DISCUSSION 
 
Urgent action is needed to respond to the growing healthcare crises affecting people living with 
HIV/AIDS in the U.S.  Access to HIV medical care and critical non-medical services has been 
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severely compromised by underfunding.  Consider: 
 

• Unemployment and the prolonged economic downturn have forced individuals living 
with HIV to increasingly rely on publicly funded HIV services to maintain their access to 
HIV treatment and medical care.  Meanwhile states are responding to the economic 
recession with service reductions that further jeopardize access to HIV care and 
prevention services. 

• Across the country AIDS Drug Assistance Programs (ADAPs)—a lifeline for HIV-
positive people who have no other means to obtain their lifesaving HIV medications—are 
facing funding shortfalls as state and local funds are reduced and federal resources fail to 
keep pace with the growing need.  ADAP waiting lists are growing at an alarming rate, 
and many states are unable to provide needed medication assistance to their low-income, 
HIV-positive residents. 

• With virtually stagnant Ryan White funding and inadequate Medicaid and Medicare 
reimbursement rates, HIV medical providers are finding it difficult to keep their doors 
open.  Meanwhile the number of people needing HIV medical care increases daily. 

• As the payer of last resort, Ryan White cannot keep up with the unmet need for HIV 
medical and non-medical services, which have been fueled by increases in the number of 
uninsured individuals and limits on Medicaid and Medicare coverage.  Additionally, even 
if health care reform is implemented, current Ryan White funding levels will likely be 
insufficient to help low-income consumers meet premium and co-payment obligations 
that will remain significant for individuals struggling to meet the costs associated with 
the care and treatment of long-term chronic illness. 

• With medical providers increasingly asked to provide more services with fewer 
resources, people living with HIV/AIDS are at serious risk of having no medical 
providers to manage their care. 

• Essential services such as transportation, food, case management, dental care, mental 
health, substance abuse treatment services, and housing are in scarce supply.  Moreover, 
low-income, under/uninsured people with HIV who need to consult specialists in 
dermatology, hematology, cardiology, oncology, gynecology/obstetrics, neurology, 
pediatrics, gerontology, or other medical sub-specialties struggle to obtain needed care; 
finding a specialty provider with HIV expertise is even more challenging.  Without these 
and other services, low-income people with HIV are unlikely to achieve medical stability. 

• The systems of care in many jurisdictions provide clients too few opportunities to realize 
true independence and stability.  More must be done to help support able clients in 
preparing for and securing gainful employment without jeopardizing their health and 
other essential benefits. 
 

Clearly swift action and additional resources are urgently needed and must not wait for a 
National HIV/AIDS Strategy to go into effect.  Many of the urgent concerns identified above, 
such as ADAP shortfalls across the country, require an immediate, emergency response from the 
federal government.  Failure to do so will only hinder efforts to achieve the Strategy’s goals. 
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ACTION AGENDA 
 
The National HIV/AIDS Strategy must address the ongoing drivers of the epidemic, which 
include: 
 

• Stigma—both surrounding the disease and some of the populations at highest risk—
which may keep individuals from ascertaining their serostatus or entering or 
continuing care.  Poverty, homelessness, racism, homophobia, misogyny, and other 
forms of prejudice, including discrimination against former or active drug users, 
compound HIV-related stigma, discrimination, and isolation experienced by most people 
living with HIV/AIDS. 

• Lack of access to the most up-to-date information on HIV treatment, research, care, 
and prevention in communities most disproportionately impacted.  The lack of 
uniform distribution of accurate, user friendly, culturally competent, and linguistically 
appropriate information to individuals in various formats undermines national prevention, 
research, care, and treatment access and utilization efforts.   

• Inadequate support for organizations serving racial and ethnic communities of color 
disproportionately impacted by the HIV epidemic.  The lack of sufficient culturally 
competent materials and providers limits the effectiveness of efforts to encourage testing, 
care, and treatment. 

• Unequal medical and non-medical service infrastructure in some areas heavily 
impacted by HIV disease.  This lack of capacity results in grossly uneven distribution 
of resources and access to services, particularly in communities of color and non-urban 
areas, including areas that are geographically isolated or otherwise poorly served with 
transportation options. 

 
Only when these drivers are addressed we will achieve the goals of maximizing the number of 
people tested and in care and improving the quality of life for those affected by HIV/AIDS.  
 
RECOMMENDATIONS 
 
Ideas generated to address these ongoing drivers and to achieve our goals are described below.  
For each of the following recommendations, the National HIV/AIDS Strategy must seek to 
reduce HIV-related health disparities experienced by racial/ethnic minorities, gay and bisexual 
men, drug users, those recently released from jails or prisons, women including those who are or 
may become pregnant, homeless or unstably housed individuals, immigrants and the 
undocumented, young people, older adults, and those with co-occurring conditions such as 
sexually transmitted infections (STIs), viral hepatitis, and mental illness.  Geographic and 
income disparities must also be addressed.  The following recommendations are separated into 
three categories: testing, linkage to care, and provision of essential services. 
 
VOLUNTARY TESTING AS A PATHWAY TO HEALTH STABILITY FOR PEOPLE 
WITH HIV/AIDS. 
 
Efforts to fully expand voluntary HIV testing throughout the United States must be anchored in 
deliberate steps to link those diagnosed with HIV to readily available, accessible, affordable, and 
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high-quality healthcare, housing, and essential services.  Doing so will increase the number of 
people in care, maximize treatment potential, and minimize the impact of the disease.  Ultimately 
expanding HIV testing and ensuring reliable access to care will support HIV prevention efforts 
by increasing the number of HIV-positive people with a controlled viral load, which lowers their 
future risk of transmission, and by reducing the number of people who, unaware they are 
infected, unknowingly expose others to HIV.  A national goal should be set to ensure that no less 
than 85 percent of all people estimated to be living with HIV know their status by 2013 and no 
less than 95 percent remain aware of their serostatus by 2017. 
 
Steps to achieve these goals include: 
 
1. Mandate an offer of HIV, STI, and viral hepatitis testing as a standard of care and 

support medical associations and the Ryan White AIDS Education and Training Centers 
(AETCs) to promote the standard and train clinicians on the importance of the early 
identification of people with HIV through routine testing and linkage to care.  Create 
nationally recognized quality of medical care metrics for HIV/STI/hepatitis testing and 
publicly report these metric results. 

 
2. Launch a coordinated initiative (funded by multiple federal agencies) to provide integrated 

HIV, viral hepatitis, other STI, and other reproductive health services with expanded testing 
and linkage to comprehensive medical and non-medical care and treatment services in 
three dozen or more targeted communities of demonstrated need across the U.S. 

 
• The program must have leadership from a single federal official with authority to ensure 

there are common indicators, integrated approaches, and a singular vision to expanded 
testing, linkage, and care. 

• In all cases, the federal agencies investing in the initiative should simplify and integrate 
grants from multiple funding streams to both governments and community-based 
providers and standardize implementation and reporting requirements. 

• The initiative should utilize risk/behavior profiles and mapping strategies to identify 
priority communities for funding, infrastructure support, service-capacity development, 
testing expansion, and integrated linkage-to-care projects.  

 
3. Provide sufficient federal resources to ensure adequate reimbursement rates for HIV 

testing services through public systems and require, as some states have done, private payers 
to match those rates.  

 
4. Expand fixed-site, community-based, mobile, and healthcare-delivered voluntary HIV testing 

services with linkage to care. 
 
 
LINKAGE TO CARE: EXPANSION OF CARE AND TREATMENT PROVISION IN 
KEEPING WITH ESTABLISHED TREATMENT GUIDELINES 
 
As voluntary testing is increased, a coinciding focus must ensure that people living with HIV are 
linked with medical care and essential non-medical care services immediately upon learning their 
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status.  Once a person with HIV becomes aware of his or her status and acknowledges the need 
for care, such care must be readily accessible in a variety of ways. If the full spectrum of care 
and support services is not accessible, there is a great risk of people not adhering to treatment 
programs and leaving care. 
 
To improve linkage to care, the federal government should: 
 
5. Dedicate new resources to ensuring timely linkage to medical care, appropriate 

treatment, sexual and reproductive health services, and critical non-medical services 
with the goal of setting initial medical and service appointments at the point of diagnosis and 
achieving the first medical appointment as soon as possible.  
 

• Initial services should include peer navigation and bridge counseling to ensure that 
the medical appointment, treatment assessment, and other essential services are 
accessed. 

• Enhanced linkage activities must also serve individuals who are already aware of 
their HIV-positive status but are not currently in care. 

• Ensure that the continuum of care from diagnosis to provision of medical care, 
treatment assessment, and essential non-medical care services is as smooth as 
possible through a variety of strategies including co-location of HIV testing and 
comprehensive medical and non-medical services, where possible. 

 
6. Support the implementation of consistent treatment guidelines across federal departments, 

agencies, and programs, and provide adequate program and funding support to government 
and community-based providers to guarantee access to care and treatment in keeping with the 
federal standard of care for treating HIV disease. 

 
7. Mandate that public and private reimbursement rates reflect the true cost of care using 

methods such as prospective cost-based reimbursement and taking into account the 
increased requirement for “cognitive services”—clinician time to counsel patients and 
determine the best course of care. 

 
8. Commit to workforce development: 
 

• Develop a domestic HIV Work Corps for doctors, nurses, physician assistants, nurse 
practitioners, and other medical and non-medical service professionals with targeted loan 
forgiveness to incentivize HIV/infectious disease specialization and benefit protections 
for persons with HIV who work in peer outreach, testing, and care programs. 

• Develop medical and nursing school and AETC continuing education programs and 
opportunities for clinical training in HIV medicine to increase the pool of clinicians with 
the expertise necessary to effectively manage HIV care.  Work with HIV medical 
providers and AETCs to develop targets for training providers to ensure the HIV 
workforce can meet the demands of HIV care.  

• Ensure that medical and nursing school curricula include training to facilitate 
cultural competence needed to effectively serve people living with HIV/AIDS. 
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9. Prioritize funding in healthcare reform legislation for prevention, wellness, public health, 
health disparity, and clinical workforce development for chronic infectious diseases 
including HIV, viral hepatitis, and STI initiatives. 

 
10. Ensure that the Ryan White CARE Act is adequately funded.  Even if health insurance 

reform is passed and implemented, Ryan White services will be needed to wrap around 
healthcare reform to ensure access to necessary medical and non-medical care, treatment, and 
support services. 
 
• Ryan White funding must increase immediately to match the growth and complexity of 

care and emerging issues of a population that is thankfully surviving longer with HIV 
than ever before. 

• The ADAP funding crisis in states across the country warrants an emergency 
supplemental appropriation to prevent destabilizing treatment interruptions for tens of 
thousands of people with HIV in the U.S., and to address the needs of thousands of 
individuals seeking ADAP services for the first time. 

• Create a national standard for ADAP programs, using the Department of Veteran Affairs 
pricing, that provides a comprehensive, consistent benefits package regardless of 
geography and ensure that services are completely portable, including across state lines. 

• Invest in ADAP so that no person with HIV is ever on a waiting list to receive HIV 
medicines.  

• Reevaluate the Ryan White program’s 75/25 coverage in 2014 to redefine and 
potentially expand services included within the 75 percent for core services. 

 
11. Ensure that federal programs support the delivery of coordinated, comprehensive care 

through the patient-centered “health care home” service delivery model. 
 
12. Leverage community-health centers and dental schools to increase the supply of dental care 

and medical sub-specialty services for under/uninsured people with HIV/AIDS. 
 
 
TESTING IS NOT ENOUGH: PEOPLE WITH HIV MUST BE LINKED TO 
APPROPRIATE AND ESSENTIAL SERVICES AND BE SUPPORTED TO SUSTAIN 
ENGAGEMENT IN CARE. 
 
The National HIV/AIDS Strategy must make clear to all stakeholders that HIV care goes far 
beyond medical/medication treatment, and sufficient funding must be provided to address 
ongoing HIV-related stigma and discrimination and ensure adequate support for a range of 
critical services such as harm reduction services, legal assistance, substance abuse and mental 
health treatment, housing, transportation, child care, food/nutritional services, and discharge and 
re-entry services for people leaving corrections settings. 
 
The government must commit to providing essential care services for people who accept testing 
and are subsequently diagnosed with HIV.  Current service restrictions, including inadequate 
access to housing, peer support, medication assistance, sexual and reproductive health services, 
and other essential services, undermine testing and care expansion efforts.  Without adequate 
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care services available, public health risks identifying people with HIV who have no means to 
achieve better health outcomes because of lack of available services to meet their needs. 
 
13. Develop strong national anti-discrimination and confidentiality laws designed to protect 

people living with HIV/AIDS and ensure new anti-discrimination laws are adequately 
monitored and enforced. In particular, HIV transmission must be decriminalized, and 
antidiscrimination laws against race/ethnicity and sexual orientation must be strengthened.  
The federal government must regularly collect data from people with HIV who report stigma 
as a barrier to care access in order to take deliberate steps to decrease this indicator over time. 

 
14. To address persistent HIV misinformation the federal government must:  
 

• Expand comprehensive, culturally and linguistically competent, and age-appropriate 
sexual health education initiatives that include HIV/STI prevention.  

• Dramatically expand national social marketing campaigns to encourage testing and 
increase awareness of the benefits of testing and care. The campaign, which could be 
supported by non-governmental stakeholders, should showcase key leaders accepting 
testing and present positive images of people living with HIV/AIDS. 
 

15.   Acknowledge that adequate housing is inextricably linked with successful care, and 
support the development of housing programs to address this critical area of need. 

 
• Since the evidence for housing supports a shift in paradigm, federal officials should 

view housing as a core component of the HIV care and prevention continuum. 
• Require HRSA, SAMSHA, NIH, and CDC to document the housing status of clients 

who receive funded services so as to provide these agencies with better data to plan 
for ongoing initiatives to address homelessness and unstable housing as a structural 
driver of the HIV/AIDS epidemic. 

• The Housing Opportunities for People With AIDS (HOPWA) program funding 
must be significantly increased and new resources must be apportioned based on a 
living HIV/AIDS formula and consistent with the Ryan White funding formula. 

• Revise HUD’s definition of “homelessness” so that it does not exclude those being 
discharged from institutions including correctional facilities, long-term care, nursing 
homes, psychiatric facilities, etc.; eliminate exclusions from federally funded housing 
based on prior correctional or drug use history. Fund harm reduction or low 
threshold models of public housing to increase housing access to homeless people 
with HIV who may be active substance users and at high risk of loss to care. 

• Permanent housing restrictions and multiple (and often cumbersome) homeless and 
unstably housed definitions should be simplified to achieve greater access and lower 
barriers to housing services. 

• The federal regulation instituting a 24-month lifetime cap on temporary housing 
assistance in the Ryan White program must be lifted permanently.  Housing 
assistance is a proven, cost-effective structural intervention that has a direct, 
independent, and powerful impact on HIV incidence, outcomes, and disparities.  
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16.   Build capacity in rural and other geographically isolated settings to increase HIV 
medical care and non-medical care service integration with all other health care services and 
ensure that by 2013, 50 or more new service delivery sites are in underserved communities. 
These sites should: 

 
• Lower clients’ travel-times and increase care access and retention in their region of 

the state/territory or municipality. 
• Extend clinic hours to improve access for working people. 
• Ensure that the HIV medical and non-medical services are culturally competent and 

linguistically appropriate. 
• Encourage mentoring, traineeships, and task sharing to use existing resources better. 
• Increase the capacity of nurse practitioners, physician assistants, and other allied 

health professionals to support HIV ambulatory care provision. 
• Support individuals with HIV moving into careers in AIDS service organizations 

through adequate training and job placement and formalize the work of peers. 
 

17.   Maintaining full sensitivity toward confidentiality, transform and adequately fund 
surveillance activities to collect and utilize better data (particularly aggregate data) to 
inform patient management outcomes. 

 
18.   Simplification should occur across systems in order to facilitate entry into programs, grant 

funding, reporting, and evaluation. 
 

• Coordinated and common processes for application, collection of information, 
oversight, and reporting should be mandated. 

• Policies and procedures should be aligned for all programs, including the meaningful 
use of electronic records. 

 
19.   Support the development of comprehensive patient information on accessible services. 
 

• Recognize that AIDS service organizations are essential to achieving comprehensive 
care goals and support the integration of these organizations into the HIV care 
system. 

• Ensure that adequate focus is placed on retention in and adherence to care, so that 
by 2013, 75 percent of people with HIV are being maintained in care. 

 
 
RECOMMENDATIONS ENDORSED BY 160 ORGANIZATIONS AND 312 
INDIVIDUALS (as of March 3, 2010) 
 
Organization Name: City/Town: State: 
A Brave New Day Pearl MS 
A Family Affair Orangeburg SC 
aChurch4Me? Metropolitan Community Church Chicago IL 
ACT-UP Philadelphia Philadelphia PA 
Agape Global Outreach, Inc. Chicago IL 
AIDS Action Council Washington DC 
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AIDS Foundation of Chicago Chicago IL 
AIDS Legal Council of Chicago Chicago IL 
AIDS Legal Referral Panel San Francisco CA 
AIDS Project of Central Iowa Des Moines IA 
AIDS Project of Southern Vermont Bennington VT 
AIDS Services of Austin Austin TX 
Alaskan AIDS Assistance Association Anchorage AK 
All Souls Unitarian Universalist Church Kansas City, MO Lenexa KS 
Allies Linked for the Prevention of HIV and AIDS (a.l.p.h.a.) Boise ID 
Aniz Inc Atlanta GA 
Art AIDS Art Altadena CA 
Association of Nurses in AIDS Care Akron OH 
Asunté Inc. Bronx NY 
Beyond Care Inc. NFP Chicago IL 
Bienestar Southern California CA 
Black Men’s Health Project Atlanta GA 
Black Pride Society, Inc. Detroit MI 
Brandywine Counseling, Inc Ardmore PA 
Bridgeport Health Department Bridgeport CT 
Brothers and Sisters in Action (BASIA) San Bernardino CA 
Buddies of New Jersey, Inc. Jersey City NJ 
Buddies of New Jersey, Inc. Hillsdale NJ 
Carepoint Chicago IL 
Central City AIDS Network, Inc. Macon GA 
Change Happens formerly FUUSA Houston TX 
Chattanooga CARES-- Volunteer Chattanooga TN 
Chicago Childcare Society Chicago IL 
Chicago Women's AIDS Project Chicago IL 
Cidadao Global Brooklyn NY 
City of Hayward Hayward CA 
Coalition on AIDS in Passaic County, Inc. Paterson NJ 
Columbia Center for Youth Violence Prevention New York NY 
Communities Advocating Emergency AIDS Relief (CAEAR) Washington DC 
Communities United Health Care Plainfield NJ 
Community HIV/AIDS Mobilization Project (CHAMP) Cranston RI 
Community Information Center Portland OR 
Community of Hope UCC Tulsa OK 
Comprehensive Care Center Nashville TN 
Ruth M. Rothstein CORE Center Chicago IL 
Corporation for Supportive Housing - NJ Solebury PA 
Desert AIDS Project Palm Springs CA 
Dignity/USA Newark NJ 
EVVNA Orange NJ 
Face to Face/Sonoma County AIDS Network Santa Rosa CA 
Family Service of Chester County-Project ONE West Chester PA 
Fan Free Clinic Richmond VA 
Fresno County Department of Public Health Fresno CA 
Feminist Majority and Leadership Alliance-Armstrong Atlantic State 
University Savannah GA 
First Nations Community HealthSource Albuquerque NM 
Friends For Life Memphis TN 
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Fundacion Latino Americana Contra El Sida, Inc. (FLAS) Houston TX 
Georgia Equality Atlanta GA 
GIRL U CAN DO IT, INC. Philadelphia PA 
H.O.P.E. Ministry Plainfield NJ 
Hema Universal Life Community Services, Inc Gastonia NC 
Hi-Desert LGBT News Landers CA 
HIV Medicine Association Arlington VA 
HIV/AIDS Advocacy Network Albuquerque NM 
HIV/AIDS Services for African Americans in Alaska Anchorage AK 
Hope And Help Sanford FL 
HOPE AND HELP OF CENTRAL FL. ORLANDO FL 
Hope and Help of Central Florida Oviedo FL 
Horizon Health Center Jersey City NJ 
Housing Works Washington DC 
Hyacinth AIDS Foundation, NJ Somerset NJ 
IL ASAP Dixon IL 
International AIDS Empowerment El Paso TX 
Iowa HIV Community Planning Group Plainfield IA 
Juxtaposed Center for Transformation Newnan GA 
Kaiser Permanente  Oakland CA 
Kansas City Coalition for Welcoming Ministries Kansas City MO 
Kupona Strategic, LLC Chicago IL 
Lansing Area AIDS Network Lansing MI 
Latino Actino Action,Inc Mooresville IN 
Legacy Community Health Services, Inc. Houston TX 
Liberty Research Group Rochester NY 
LIGHT Health & Wellness Comprehensive Services, Inc Baltimore MD 
Lion Heart Network Advocates San Francisco CA 
Louisiana Latino Health Coalition for HIV/AIDS Awareness  Baton Rouge LA 
Lovelace Hospital Albuquerque NM 
MCCNY Homeless Youth Services New York NY 
Middlesex County Department of Human Services New Brunswick NJ 
Montana TwoSpirit Society Browning MT 
Mt. Sinai Hospital, Chicago IL Munster IN 
Mujeres Unidas Contra el SIDA San Antonio TX 
NAPWA Hyattsville MD 
Nashville CARES Nashville TN 
National Action Network, Inc. New York NY 
National Association of AIDS Education and Training Centers Washington DC 
National Association of People With AIDS (NAPWA) Washington DC 
National Working Positive Coalition San Francisco CA 
NCLR/CSULB Center for Latino Community Health Long Beach CA 
New Concepts CSS Brooklyn NY 
Ngohygie-Enwerem foundation Shasha-Lagos UT 
NMAS Albuquerque NM 
NMSU Las Cruces NM 
NO/AIDS Task Force Metairie LA 
NOFLAC N.W. FL AIDS/HIV CONSORTIUM P COLA FL 
North Carolina Harm Reduction Coalition Chapel Hill NC 
OHIO AIDS COALITION, CENTRAL OHIO HIV PLANNING 
ALLIANCE, TRAAG; THE REGIONAL AIDS ADVISORY GROUP Lancaster OH 
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Okaloosa AIDS Support and Informational Services, Inc. (OASIS) Panama City Beach FL 
Outcast Films New York NY 
Oxford House, Inc. Silver Spring MD 
Paterson Counseling Center, Inc. Paterson NJ 
PeterCares House Greenbelt MD 
Philadelphia FIGHY PHILADELPHIA PA 
Pilsen Wellness Center Chicago IL 
Planned Parenthood Vallejo CA 
Positive East Tennesseans Knoxville TN 
Positive Effect Upper Darby PA 
Prince of Peace Outreach and Deliverance Ministries Cleveland OH 
Program for LGBT Health Philadelphia PA 
Project Inform  San Francisco CA 
Project Link of South Florida, Inc. Wilton Manors FL 
Project PLASE, Inc Baltimore MD 
Proyecto Sol Phila PA 
PWA Coalition Colorado Denver CO 
PWA Coalition Tampa Bay Lutz FL 
Queer People's Health Collective Chicago IL 
Reaching Out Knoxville Maryville TN 
River Valley Counseling Center INC. Springfield MA 
Riverfund, Inc. Sebastian FL 
Ryan White Program Part-C Guayama PR 
Saving Our Sisters from HIV Oakland CA 
Serenity Augusta GA 
Servicios de La Raza, Inc. Denver CO 
San Francisco HIV Health Services Planning Council EMA San Francisco CA 
SisterLove, Inc. Atlanta GA 
South Carolina Campaign to End AIDS Columbia SC 
Southwestern PA AIDS Planning Coalition Beaver Falls PA 
Spirituality For Wellness  & Bridge Over Troubled Water SUPPORT 
GROUPS Philadelphia PA 
St. Vincent’s hospital Honolulu HI 
St.Stephen's AIDS Ministry Miami Shores FL 
START at Westminster Washington DC 
Student Global AIDS Campaign, Bowdoin College Chapter Brunswick ME 
TACTS-The Association of Clinical Trials Services Chicago IL 
Test Positive Aware Network Chicago Il 
The Friends of AIDS Foundation Long Beach CA 
The Living Room A Project of WestCare, CA Fresno CA 
The Ministry of Caring.org Wilmington DE 
Treatment Access Expansion Project (TAEP) Washington DC 
United Church of Christ Justice and Witness Ministries Cleveland OH 
United Methodist Church Dover Foxcroft ME 
University of the Witwatersrand, South Africa Traverse City MI 
U.S. Positive Women’s Network (PWN)                                               
Uptown People's Law Center Chicago IL 
Urban League of Hampton Roads, Inc. Portsmouth VA 
Walgreens Atlanta GA 
Wateree AIDS Task Force Sumter SC 
Weingart Center Association Los Angeles CA 
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What Would Jesus Do HIV/AIDS Education Ministry Stone Mountain GA 
Whitney M. Young Jr. Health Services Altamont NY 
Who's Positive Charlottesville VA 
Wilson Resource Center Arnolds Park IA 

  Women Organized to Respond to Life-threatening Diseases (WORLD)         Oakland                                    CA 
Women Together for Change St. Croix VI 

 
 
Individual Sign-on 
 
First Last City State 
Rafael Abadia Palm Beach Gardens FL 
Dawn Acero Philadelphia PA 
Joseph Alfano New York NY 
Randy Allgaier San Francisco CA 
Marc Andrews Portland OR 
Nerissa Aquino Nashville TN 
Gary Arbach Palm Springs CA 
Luiz Avina Oakland Park FL 
Lynettet Bagot Brooklyn NY 
Jonathan Baker Pittsburgh PA 
Bennie Joe Balderama Fresno CA 
Carmen Ball Washington DC 
Dominique Banks Memphis TN 
Michelle Barefield Fort Worth TX 
Kay Barker Byron GA 
Gilbert Barrett Moline IL 
Keith Bates Reidsville NC 
Dena Batrice New York NY 
Patrick Battani Bloomington IN 
John Beal Decatur GA 
Lauren Beatty Folsom PA 
Timothy Beauchamp Jay OK 
Robert Beck Waverly IA 
Wayne Beck Phoenix AZ 
Amanda Beck-Myers Cincinnati OH 
Ann Bell Augusta GA 
Ed Bender Rochester NY 
Richard Berkowitz NYC NY 
Cherie Blae Harriman NY 
Corinne Blum, MD Chicago IL 
Will Boemer San Rafael CA 
Anthony W Bolden  Irving TX 
Henry Bookout Riverhead NY 
John Boone Campbellsville KY 
Shirley Boughton Freeport FL 
Elizabeth Bowen Chicago IL 
Randy Boyle Los Angeles CA 
John Bradfield San Francisco CA 
David Brakebill Key West FL 
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Gregory Braxton McHenry IL 
Mario Brescio Trenton NJ 
James Bridle Pinehurst NC 
E Brown Chicago IL 
Hulda Brown San Francisco CA 
Malcolm Brown Alexandria VA 
Maryann Brown Philadelphia PA 
Jennifer Burke Ocala FL 
Jereld Cammack New Orleans LA 
Lisa Carpenito Portland OR 
Adele Carpenter San Francisco CA 
Philip Carver Coralville IA 
David Case MEMPHIS TN 
Paul Causey Vallejo CA 
Craig Chappelle Boise ID 
Hadiyah Charles Brooklyn NY 
Eric Christoff Chicago IL 
Edward Clarke Los Angeles CA 
Byron Cole Memphis TN 
Robert Cole Highland NY 
Janeva Coleman Brooklyn NY 
Chris Collins Washington DC 
Katherine Compitus New York NY 
John Conway Kansas City MO 
Ray Cook West Roxbury MA 
Elizabeth Copper Chicago IL 
Edwin Corbin-Gutiérrez Chicago IL 
Beanie Cudahy Knoxville TN 
James Curry Detroit MI 
Pamela Curry Dallas TX 
Robert Curry Albany NY 
John D'Ambra Butler NJ 
Kathleen Davis Roopville GA 
Kristine Davis Cedar Rapids IA 
Walter Davis Roopville GA 
Annet Davis-Vogel Philadelphia PA 
Claudia Debus Hayward CA 
Randolph Decker Tucson AZ 
Jasmin Delgado Fresno CA 
Penny DeNoble Denver CO 
Devra Densmore Kirkland WA 
Jose Diaz San Juan PR 
Anthony Dilorenzo Amesbury MA 
Michael Dobbs Austin TX 
Tim Doherty East Berne NY 
Laverne Doty Vero Beach FL 
Jackie Dozier Rochester NY 
Julie Ebin Cambridge MA 
Lee Edwards Mobile AL 
Eileen Ehlers Hooksett NH 
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Cris Elkins Greensboro NC 
Joy Episalla NY NY 
Stanley Estoll Denver CO 
Nathaniel Evans Brooklyn NY 
Scott Evans New York NY 
Lourdes Febus Elmhurst NY 
Julia Fedor Chicago IL 
Sharon Feigenbaum Redondo Beach CA 
Robert Ferguson Ann Arbor MI 
Robert Ferguson Ann Arbor MI 
Michael Flaherty Carlisle IA 
Michael Folger Newark NJ 
John Folliard Wheaton MD 
Katherine Forest Anchorage AK 
Charles Fotheringham Peabody MA 
Matthew Franck New Brunswick NJ 
Basillo Frusciante Staten island NY 
Robbin Garcia Albuquerque NM 
Silena Garner San Francisco CA 
Bruce Gascoine Valencia PA 
Robert Gibeling Jr. Atlanta GA 
Martin Gilbert Tenafly NJ 
Steven Gildea Belleville NJ 
Ann Gillard Springfield MA 
Harlene Golden Bloomfield NJ 
Elena Luz Gomez Chicago IL 
Rev. Zackariah Gonzales Boise ID 
Oscar Gonzalez Dallas TX 
Mary Goodspeed Buffalo NY 
Van Gosselin Wilton Manors FL 
Rev. N. Wayne Gowdy Danbury CT 
James Greco Colorado Springs CO 
Kathleen Griffith Peoria IL 
Catherine Grim Dover PA 
Michael Hacker London KY 
Derrick Hackett Brooklyn NY 
R J Hadley Chicago IL 
Isabella Haene Fairfax VA 
Nesha Haniff Ypsilanti MI 
Tameka Harris LaVergne TN 
Eric Hartman Lakewood CO 
David Haskins San Diego CA 
Khurram Hassan Atlanta GA 
Tami Haught Nashua IA 
Benjamin Hauschild Washington DC 
Robert Heimer New Haven CT 
Michael Hellman Pittsburgh PA 
Donald Henderson Vail AZ 
Rev. George Herendeen Mattoon IL 
Beth Herman Encinitas CA 
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Bobby Hill Crawford TN 
Jan Hill Memphis TN 
Dan Hoffman Indianapolis IN 
Steve Hoke Vero Beach FL 
Dennis Holly Hoboken NJ 
Michael  Horberg Massachusetts MA 
Jewell Hubbard Philadelphia PA 
Jessica Hulsen Oceanside NY 
Levern Jackson Bronx NY 
Mark Janowiak Brookfield WI 
Shana Janssen San Jose CA 
Robin Johnson Brooklyn NY 
Ronald Johnson San Francisco CA 
Thomas Johnson Milford OH 
Joseph Kennedy Bakersfield CA 
Gail Keyes Louisville KY 
Mark King Los Angeles CA 
Lily Kirsanow Rio Rancho NM 
Charles Klemm Macon GA 
Thomas Klocke Lawrence KS 
Ron Kolb Atlanta GA 
Alana Kolundzija New York NY 
Daniel Kopelson Chicago IL 
Robert Krier Anchorage AK 
Jennifer Kubic Boston MA 
Nellie Kuilan Springfield MA 
Charles Lacombe Dorchester MA 
Eric Langston Chicago IL 
Knoll Larkin Royal Oak MI 
Jim Lawser Minneapolis MN 
Cephus Lee Markham IL 
Lonny LeFever Conover OH 
Diedra Levi Little Rock AR 
Herb Light Santa Rosa CA 
Kevin Linam Vallejo, CA CA 
Marcelle Little Novato CA 
Annette Lizzul Lakewood NJ 
Rosario Lopez Edison NJ 
Francis Lorah Long Beach CA 
Robert Luebke Grand Rapids MI 
Cameron Mac Millian Aberdeem WA 
Bruce MacDougall Boston MA 
John Mack Evansville IN 
Heidi Madsen Columbus OH 
Susan Maki Springfield MA 
Andrea Malueg Knoxville TN 
Mark Manchen Claymont DE 
Marvin and Betty Mandell W. Roxbury MA 
Trey Mangum Jackson MS 
Charles A. Manto Lodi NJ 
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Derrick Mapp San Francisco CA 
LeeAnn Marino Plainville CT 
Robert Mason Roslindale MA 
Gina Mattivi Bronx NY 
Charles K. Mattson Bergenfield NJ 
Ben Francisco Maulbeck Brooklyn NY 
Catherine McCartin Denver CO 
Dennis McClain Palm Springs CA 
Debra McLaurin Houston TX 
Daniel McLean St Petersburg FL 
John McNesby Woodbury Heights NJ 
Paul McWilliams Chicago IL 
Paula Merecki St. Clair Shores MI 
Jim Merrell Chicago IL 
Sabrina Q. Mikan Mika Austin TX 
Gregory Miller Seattle WA 
Sonji Miller Chicago IL 
Greg Milward Madison WI 
Howard Mirsky Mt.Prospect IL 
Lynne Mock Chicago IL 
Erin Moers Mt. Pleasant MI 
Karen Moffitt Brooklyn NY 
Robert Monteiro Tulsa OK 
Annie Montgomery Groton MA 
Kory Montoya Albuquerque NM 
Terrell Moody Alma GA 
Heather Mooney Ann Arbor MI 
Barry Moore Montclair NJ 
Jeffrey Moore Cedar Rapids IA 
Frederick F. Mount Des Moines IA 
David Munroe New Orleans LA 
Lisa Murano Orlando FL 
Wilma E. Murphy-Miles Cleveland OH 
Bhavana Nancherla Jackson Heights NY 
Shenna Nawrot Chicago IL 
Ronald Neal Memphis TN 
John Nechman Humble TX 
Pamela Neely Brooklyn NY 
Rael Nidess, M.D. Marshall TX 
Rev. Sala Nolan Cleveland OH 
Ramon Nunez III Yonkers NY 
Kevin O'Brien Chicago IL 
Ronnie Odom Macon GA 
Kirsten Olson Wilmington DE 
Joshua O'Neal Seattle WA 
Conita Palmer Albuquerque NM 
Rex Parker Los Angeles CA 
Petrina Patterson Cleveland OH 
Roger Peduzzi Maynard MA 
John Peller Chicago IL 
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Elizabeth Perez Union City NJ 
Jeffery Perkey Minneapolis MN 
Cyrille Phipps Brooklyn NY 
Jim Pickett Chicago IL 
Stephen Pitts North Brunswick NJ 
Anitra Pivnick New rok NY 
Cynthia Poindexter Peekskill NY 
Tracy Polk Wilmington DE 
Kimberly Powell Washington DC 
Naomi Prochovnick San Francisco CA 
Don Pults Denver CO 
Lavina Pults Cortez CO 
Raymond Quattrochi Floral Park NY 
Kevin Quinn Boston MA 
Timothy Quinn San Francisco CA 
Stephen Raffanti Nashville TN 
Kenneth Renaud Lemay MO 
Christopher Renteria Englewood NJ 
Dorca Reynoso New York NY 
Tom Rocco Rockaway NJ 
Leslie Rodriguez Dallas TX 
Alyssa Rosa Springfield MA 
Robert Ross Rochester NH 
Michael Russo North Scituate RI 
Louis Salvas, Jr Warwick RI 
Rita Salvo Wilmington DE 
Thomas Salyer Martinsville VA 
Alexis Sanchez Dallas TX 
Guido Sanchez Jersey City NJ 
Jorge Sanchez Eugene OR 
Denise Saturna Macon GA 
Rick Sellen Minneapolis MN 
Minesh Shah Atlanta GA 
Nicholas Sharbo Roseville MI 
Diana Short Chicago IL 
Sarah Simmons Mpls MN 
Terese Smauldon Brooklyn NY 
Craig Smith Absecon NJ 
Mike Smith Macon GA 
Robert Smith Brooklyn NY 
virginia Solis Fontana CA 
Don Sousie Dryden MI 
Val Sowell Philadelphia PA 
Frederick F. Steinke Ft. Wayne, IN 
Ronnie Simone Stephens Austin TX 
Karen Stickney Auburn ME 
John Stimatz Seattle WA 
Ron Swanda Washington DC 
Tambo Tallman Boise ID 
Amelia Tanev Wilmington DE 
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Walter Tanks Newark NJ 
Gary Taylor Orlando FL 
Joseph Taylor Chicago IL 
Christine Telford Memphis TN 
Joseph Tompkins New York NY 
Phil Travers San Antonio TX 
Darrell Tucci Los Angeles CA 
Usungu Utshudi Bronx NY 
Leland Vann Buffalo NY 
Emanuel Vergis Pittsburgh PA 
Veronica Wade Miami FL 
Leland Wagner Denver CO 
Kenneth Wake Las Cruces NM 
Julene Weaver Seattle WA 
Andrea Weddle Washington DC 
David Whalen Forestville CA 
Carolyn Whiting Reading MA 
Mary Williams Williams Salt Lake City UT 
Will Wilson Chicago IL 
Douglas Wise Newark NJ 
Stephen Wulff Chicago IL 
Kassi Ydris Costa Mesa CA 
John Young New York NY 

 
 
 
Thank you again, Mr. President, for this opportunity to help inform the National HIV/AIDS 
Strategy. We look forward to the great changes that the Strategy will bring and to the day when 
all people living with HIV will be able to access the care and services needed to achieve the high 
quality of life they/we deserve.  If you have any questions or comments about our 
recommendations, please feel free to contact David Ernesto Munar at dmunar@aidschicago.org 
or 312-334-0933. 





Harlem United Community AIDS Center 
Health and Disability Advocates 
HIV Medicine Association 
HIVictorious, Inc. (Madison, Wisconsin) 
Housing Works 
Minnesota AIDS Project 
National Alliance of State and Territorial AIDS Directors 
National Association of People With AIDS 
National Health Law Program 
National Minority AIDS Council 
NO/AIDS Task Force (New Orleans, LA) 
Project Inform 
Ryan White Medical Providers Coalition 
San Francisco AIDS Foundation 
Sexuality Information and Education Council of the U.S. (SIECUS) 
Treatment Access Expansion Project 
U.S. Positive Women's Network (PWN) 
Victory Programs, Inc. (Boston, Massachusetts) 
Village Care of New York 
Women Organized to Respond to Life‐threatening Disease (WORLD) 
Women Together For Change (St. Croix, U.S. Virgin Islands) 



AIDS Action | AIDS Action Baltimore | AIDS Alliance for Children, Youth & Families | AIDS Foundation of Chicago 
The AIDS Institute | AIDS Project Los Angeles | AIDS Treatment Data Network | American Academy of HIV Medicine 
Broward House – Ft. Lauderdale | Community Access National Network | Community HIV/AIDS Mobilization Project   

Gay Men’s Health Crisis | Harlem United | Health and Disability Advocates | HIV Medicine Association | HIVictorious, Inc.   
Housing Works | National Alliance of State and Territorial AIDS Directors | National Association of People With AIDS 

National Minority AIDS Council | Place of Comfort – Orlando | Project Inform | San Francisco AIDS Foundation   
South Carolina Campaign to End AIDS | Treatment Access Expansion Project | Treatment Action Group 

HIV Health Care Access Working Group 
 
January 14, 2010 

Dear Majority Leader Reid, Speaker Pelosi, and Chairmen Rangel, Waxman, Miller, Baucus, Dodd and Harkin: 

On behalf of the HIV Health Care Access Working Group, thank you for your work to pass meaningful health 
care reform this year. The Working Group is a coalition of more than 100 national and community-based AIDS 
service organizations representing HIV medical providers, advocates and people living with HIV/AIDS and 
providing critical HIV-related health care and support services.  

As you work to negotiate a final health care reform bill, we urge you to address the following priorities: 

• Include HR 3962 §1721 to increase Medicaid reimbursement rates for primary care to Medicare 
levels. Current Medicaid rates are inadequate to cover the cost of providing HIV care. Addressing 
reimbursement rates is vital to achieving a meaningful expansion of health care coverage through Medicaid.  

• Ensure that infectious disease programs, including HIV, are eligible for new public health and 
prevention funding under HR 3962 §2301 and HR 3590 §4002. New funding under ARRA excluded 
infectious disease programs, making new investment in these programs a critical part of health care reform. 

• Include HR 3962 §2301's $34 billion in mandatory funding for community-based prevention 
programs over the next 10 years. Stabilizing the nation's public health system and expanding the delivery 
of HIV prevention programs are essential to reducing the number of new infections.  

• Retain HR 3962 §1731 to incentivize states to expand Medicaid to people living with HIV prior to the 
general Medicaid expansion. This provision will help low-income people with HIV receive the care and 
treatment they need to prevent disease progression and disability. 

• Include HR 3962 §§343, 344 regarding sliding scale-based premium and cost-sharing credits and 
annual cost-sharing caps. Cost sharing poses a significant barrier to health care for people with HIV and 
others with chronic conditions whose health relies on regular access to medical care and treatment. Health 
care will be much more affordable for the poorest individuals and families under the House bill.  

• Include HR 3590 §3314 and HR 3962 §1184 allowing state AIDS Drug Assistance Program and Indian 
Health Service payments to count toward individuals' Medicare Part D out-of-pocket spending requirement. 

• Include HR 3962 §2526, allocating $50 million for a "Healthy Teen Initiative" to provide state grants for 
evidence-based teen pregnancy and HIV and STI prevention programs, and remove HR 3590 §2954 
restoring state funding for abstinence-only programs. 

Thank you for considering our views and for your commitment to health care reform. For more information, 
please contact HHCAWG co-chairs Laura Hanen of the National Alliance of State and Territorial AIDS Directors 
at (202) 434-8091 or Robert Greenwald of the Treatment Access Expansion Project at (617) 390-2584. 

           With best regards, 
 

The HIV Health Care Access Working Group Steering Committee 



   
 
President Obama, on February 22, released a summary of his health care reform proposal, followed by a letter on  
March 2 to Congressional leaders with additional recommendations, which the White House says will attempt to "bridge 
the gap between the House and Senate bills." The Senate’s Patient Protection and Affordable Care Act (H.R. 3590) is the 
basis for the President’s plan with a set of changes that "reflect policies from the House-passed bill and the President's 
priorities," according to the White House.  The President contends that his plan includes several Republican policy 
priorities raised at the White House Summit on February 25.  The summary below highlights some of the key changes to 
the Senate bill.   
 
 

Key Policy Senate Reform Bill 
Passed December 24, 2009 

President’s Plan 
Released February 22, 2010 

Coverage Expansion Coverage is expanded to 94% of those “legally” 
residing in the United States by 2019 – 92% of all 
residing in the US. 
 
23 million individuals will remain without coverage (an 
increase of 31 million more individuals covered 
compared to 2010 levels). 

The White House claims 31 million will be covered, but the 
Congressional Budget Office (CBO) has not yet determined the 
actual coverage numbers.  
  

Individual Mandate Requires U.S. citizens and legal residents to have 
health coverage.  Those who elect to remain 
uninsured must make either a flat dollar payment or 
pay a percentage of their income, whichever is higher.  

Similar to the Senate bill, but the proposal would lower the flat 
dollar amount and raise the percent of income amounts.  

Premium Increases Establishes a process for reviewing increases in 
health plan premiums and requires plans to justify 
increases. 

Creates a Health Insurance Rate Authority charged with 
working with the states to conduct "rate reviews" to determine if 
insurance premium increases are reasonable and justified. The 
Authority would provide federal oversight of insurance market 
behaviors and help the states determine how rate review will be 
enforced. 
 

  

 
American Hospital Association 

Summary of Health Reform Legislation 
   

 



Key Policy Senate Reform Bill President’s Plan 
Other Insurance 
Requirements 

Requires guarantee issue and renewability and allows 
rating variation based only on age (limited to 3 to 1 
ratio), and premium rating area, family composition, 
and tobacco use (limited to 1.5. to 1 ratio) in the 
individual and the small group market and the 
Exchange.  Prohibits insurers from rescinding 
coverage, and prohibits the imposition of lifetime or 
annual limits on the dollar value of benefits. Requires 
risk adjustment in the individual and small group 
markets and in the Exchange. In addition, these 
immediate reforms would impose transparency and 
administrative simplification standards and 
requirements for insurance companies to establish an 
appeals process. ( Effective January 1, 2014) 
 

Requires "grandfathered" health plans to cover dependents up 
to age 26, prohibits plans from rescinding coverage, and 
revises the appeals process. Beginning in 2014, prohibits 
annual and lifetime limits; bans exclusions for pre-existing 
conditions. Beginning in 2018, requires "grandfathered" plans 
to cover proven preventive services at no cost. 

Medicaid Expansions Expands Medicaid eligibility to those at or below 133% 
of the federal poverty level. 
 
States would receive 100% federal funding for 2014 
through 2016 to finance the coverage for the newly 
expanded populations. Beginning in 2017, states 
would receive an enhanced federal medical 
assistance percentage (FMAP) that would vary 
depending on whether the state already expanded 
coverage to adults.  The exception is Nebraska which 
would receive 100 percent federal funds after 2017 for 
its newly eligible population.  

Same as Senate. 

Eliminates the Senate provision that would have fully funded 
Nebraska's Medicaid expansion and extends 100 percent 
assistance to all states from 2014 until 2017, 95 percent 
assistance from 2018-2019, and 90 percent assistance from 
2020 onward.  Increases Medicaid reimbursement to Medicare 
levels for physician primary care services.  

Public Plan Option No public plan; creates non-public, non-governmental 
health care co-operatives and non-public, multi-state 
health plans similar to FEHBP (administered through 
the federal Office of Personnel Management). 

Same as Senate. 

Employer Mandate Does not require employers to provide coverage, but 
does include “free rider” assessments on employers if 
their employees purchase health coverage from the 
Exchange with premium tax credit subsidies.   

Similar to the Senate with an increase in the “free rider” 
assessment, but a reduction in employee payment calculation.  

  



Key Policy Senate Reform Bill President’s Plan 
Medicaid 
Disproportionate Share 
Hospital Payments  

Reductions of $18.5 billion would be made against 
state DSH allotments with no reallocation criteria.  
States would be categorized based on whether they 
are a low-DSH state and how much of their previous 
DSH allotments they spent.  The allotment 
methodology would remain the same.  Reductions 
would be made by reducing the yearly allotment.  
Differs from the House in that it makes no changes in 
the distribution of DSH funds.   
 
A trigger on DSH cuts would be set at a 45% 
reduction in the uninsured within a state, and 
reductions could begin as soon as 2015. A DSH floor 
would be set limiting the reductions in state DSH 
allotments to 50 percent of 2012 allotments. 

Same as Senate. 

Medicare 
Disproportionate Share 
Hospital Payments 

In FY 2015 and beyond, DSH payments would be 
reduced to the “empirically justified” amount – 25% of 
the current amount.  However, a portion of the 
reduced DSH funds would be used to create a new 
payment stream to hospitals to reflect their continuing 
uncompensated care costs. Savings would equal 
$24.4 billion. 
 
The amount of money that would be available for the 
“new” payments for uncompensated care would be the 
amount of the reduction in DSH payments described 
above times one, minus the percent reduction in the 
uninsured for that year. 

Same as Senate. 

Hospital Payment 
Updates 
 

Reduces hospital payment updates by $102.7 billion 
over 10 years.  Reduces hospital updates by 0.25 
percentage point in 2010 and 2011.  Beginning in 
2012, market basket reduced by productivity 
adjustments and added reductions of 0.1 percentage 
point in 2012 and 2013 and 0.2 percentage point in 
2014 through 2019.    
 

Same as Senate. 

Bundling Beginning 2013, requires the Secretary to establish a 
national, voluntary, five year pilot program on bundling 
payments to providers around ten conditions.  If 
successful, the Secretary may expand the pilots after 
2015.   

Same as Senate. 

  



Key Policy Senate Reform Bill President’s Plan 
Readmissions Beginning FY 2013, imposes financial penalties on 

hospitals for so-called “excess” readmissions when 
compared to “expected” levels of readmissions.  
Performance would be based on the 30-day 
readmission measures for heart attack, heart failure 
and pneumonia that are currently part of the Medicare 
pay-for-reporting program.  Reductions would amount 
to $7.1 billion over 10 years.  Excludes critical access 
hospitals and post acute care providers. 

Same as Senate. 
 

Accountable Care 
Organizations (ACOs) 

Beginning in 2012, allows hospitals, in cooperation 
with physicians, to provide leadership in voluntary 
ACOs, which would be responsible for managing the 
care of certain beneficiaries, and allows the HHS 
Secretary to share some of the savings from improved 
care management with providers.  

Same as Senate. 
 

Value-Based 
Purchasing 

Establishes a VBP program for hospital payments 
beginning in FY 2013 based on hospitals’ 
performance in 2012 on measures that are part of the 
hospital quality reporting program.  The program is 
budget neutral, and 1 percent of payments would be 
allocated to VBP in FY 2013, 1.25 percent in 2014, 
1.5 percent in 2015, 1.75 percent in 2016 and  
2 percent in 2017 and beyond. 

Same as Senate. 

Physician Self-Referral Eliminates the exception for physician-owned 
hospitals under the Stark Law and grandfathers 
existing entities as of August 1, 2010. 

Same as Senate. 

Hospital-Acquired 
Conditions (HACs) 

Beginning in FY 2015, adds a 1 percent penalty to 
hospitals in the top quartile of rates of HACs, resulting 
in reductions of $1.5 billion over 10 years. 

Same as Senate. 
 

Independent Payment 
Advisory Board (IPAB) 
 
 
 

Creates a new Independent board that would make 
binding recommendations on Medicare payment 
policy, and make non-binding recommendations for 
changes in private payer payments to providers.  
Does not apply to hospitals through 2019. 

Same as Senate. 

Medicare Extenders Includes one-year extensions of certain Medicare 
provisions, including: 
• Section 508 wage index reclassifications. 
• Increasing the work geographic index to 1.0. 
• Grandfathering direct billing for anatomic pathology 

technical component services. 
• Add-on payment for ground ambulance. 
• Outpatient therapy caps. 
• 5% increase in physician payment for certain 

psychiatric therapeutic procedures. 

Same as Senate. 

  



Key Policy Senate Reform Bill President’s Plan 
Rural Hospital 
Provisions 

Sustains and improves access to care in rural areas 
through various improvements: 
• Outpatient hold-harmless payments for certain hospitals 

in rural areas. 
• Improves payments for low-volume hospitals. 
• Ensures that CAHs are paid 101% of costs for all 

outpatient services regardless of the billing methods 
elected. 

• Extends and expands the Rural Community Hospital 
Demonstration Program. 

• Extends the Medicare Dependent Hospital program for 
one year. 

• Extends the Medicare Rural Hospital Flexibility Program 
through 2012. 

• Extends reasonable cost reimbursement for laboratory 
services in small rural hospitals. 

Same as Senate. 

Community Health 
Center 

Invests $8.4 billion in community health centers over 
five years. 

Invests $11 billion over five years versus $8.5 billion in the 
Senate bill and $12 billion in the House bill 

340B Drug Program Expands access for existing 340B hospitals to cover 
inpatient drugs and adds to the inpatient and 
outpatient programs children’s, cancer and critical 
access hospitals as well as certain sole-community 
hospitals and rural referral centers. 

Same as Senate. 
 

Graduate Medical 
Education  

Contains no reductions in IME payments.  
Redistributes 65 percent of unused residency training 
positions as a way to encourage increased training of 
primary care physicians and general surgeons.  
Qualified hospitals would be able to request up to 75 
new slots. 

Same as Senate. 

Long-Term Care 
Hospitals (LTCHs) 

Extends for two years selected LTCH provisions in the 
Medicare, Medicaid and SCHIP Extension Act of 
2008.  Would further delay full implementation of the 
25% rule, the short-stay outlier cuts, and the one-time 
budget-neutrality adjustments planned by CMS.  
Extends current moratorium on new LTCH beds and 
facilities, with exceptions. 

Same as Senate. 

Liability Authorizes the HHS Secretary to award demonstration 
grants to states for alternatives to current tort litigation.  

Provides $50 million in appropriated funds for medical liability 
demonstrations. 

  



Key Policy Senate Reform Bill President’s Plan 
Fraud and Abuse Contains a number of provisions that increase funding 

to fight waste, fraud and abuse by $1.1 billion over 10 
years.   

• Establishes a Medicare and Medicaid sanctions database 
under the office of the Health Human Services Inspector 
General to allow a central location for law enforcement to 
access information on sanctions on health care providers, 
suppliers and related entities. 

• Tightens restrictions to ensure entities that bill Medicare on 
behalf of providers are in good standing and strengthens 
the Secretary's ability to exclude individuals from the 
program who knowingly have submitted false claims. 

• Allows quality control, peer review organizations and 
private plans that provide services reimbursed by federal 
health plans greater access to the Healthcare Integrity and 
Protection Data Bank; includes penalties for misuse.  

• Increases accountability for Medicare Administrative 
Contractors to ensure they deny payment to individuals or 
entities excluded from federal health programs.  

• Prevents fraudulent health care providers or suppliers from 
discharging overpayments due to HHS through filing for 
bankruptcy.  

• Creates a real-time system for analyzing claims and 
payment data for public programs.  

• Includes sanctions for individuals who knowingly and with 
intent to defraud "purchase, sell or distribute" Medicare 
beneficiary identification numbers or Medicare or Medicaid 
billing privileges.  

• Requires a report to Congress on the costs and benefits of 
using universal product numbers (UPNs) for select items 
and services under Medicare.  

• Grants the Federal Trade Commission authority to take 
action when a generic drugmaker receives "anything of 
value" from a brand-name drugmaker in return for limiting 
or foregoing research, development or other actions to 
delay a generic alternative. 

• Uses medical professionals to conduct random undercover 
investigations of health care providers that receive 
reimbursements from federal health programs. 

Medicare Advantage Includes a Medicare Advantage provision which 
provides transitional extra benefits for Florida and 
other states.  

Eliminated. 

  



Key Policy Senate Reform Bill President’s Plan 
HSAs No provision. Allows Health Savings Accounts to participate in the proposed 

insurance exchanges. 
Brand-Name 
Pharmaceutical 
Assessment 

No provision. Increases the fee by $10 billion to a total of $33 billion over 10 
years and delays implementation until 2011. 

Excise Tax on High-
Cost Health Plans 

Beginning in 2013, imposes an excise tax on insurers 
of employer-sponsored health plans with aggregate 
values that exceed $8,500 for individual coverage and 
$23,000 for family coverage. 

Delays the excise tax until 2018 for insurers of employer 
sponsored health plans and raises the threshold for the tax 
from $8,500 to $10,200 for an individual plan, and from 
$23,000 to $27,500 for a family plan. 

Medicare Payroll Tax Beginning January 1, 2013, raises the Medicare Part 
A (hospital insurance) tax rate on wages by 0.9% 
(from 1.45% to 2.35%) on earnings over $200,000 for 
individual taxpayers and $250,000 for married couples 
filing jointly; funds are dedicated to the Medicare Part 
A Trust Fund.  

Same as Senate on Medicare Part A tax.  

Imposes a new 2.9 percent assessment on unearned income 
such as interest, dividends and rents for individuals with 
incomes over $200,000 and couples making more than 
$250,000 (Effective January 1, 2013). 

Fee on Health Insurance 
Providers 

No provision. Includes an assessment of $67 billion over 10 years beginning 
in 2014. 

Medical Device Tax Charges an annual fee to medical device companies, 
beginning with $2 billion per year in FY 2011 and 
increasing to $3 billion per year in FY 2018 for a total 
savings of $20 billion over 10 years.  Fee would be 
assessed based on device manufacturers’ market 
share.   
 

Converts the Senate bill's medical device fee of $20 billion over 
10 years to an excise tax; tax would take effect in 2013. 

 
*Please note that this side-by-side is a summary of key issues. For information on other issues for which AHA is advocating, please refer to the 
AHA’s 27-page letter sent to congressional leaders on January 7, 2010 or our detailed summaries of the House and Senate bills.  To view a copy, 
visit www.aha.org. 
 
 



REAUTHORIZATION CONSULTATION MEETING 
RYAN WHITE HIV/AIDS TREATMENT EXTENSION ACT OF 2009 

FEBRUARY 8 & 9, 2010 
 

Hosted by the  
HIV/AIDS Bureau, Health Resources and Services Administration 

 
Hyatt Regency Bethesda 

One Bethesda Metro Center 
7400 Wisconsin Avenue 

Bethesda, MD 20814 
301-657-1234 

 
Purpose 

 
To explore implementation and implications of new reauthorization requirements related to the 
identification of individuals living with HIV/AIDS who are currently unaware of their HIV status. 

 
Agenda – Day 1 

 
9:00 Opening Statement – Dr. Deborah Parham-Hopson 
 
9:15 Introductions of Participants – Facilitator 
 
9:30 Overview of New Reauthorization Requirements - HAB 
 
10:00 Historical and Methodological Overview of Unmet Need & Possible Application of Unmet Need 
 to the HIV Infected, Unaware Population – Mosaica & Group Discussion 
 
11:00 Part A and B Grantee Perspectives on Addressing Those Unaware of Their HIV  Status 
 
12:00 Lunch Break 
 
1:30 National Estimates and Jurisdictional Application – Those Unaware of Their HIV Status – CDC 
 
2:00 HIV Testing Efforts and Data on HIV Testing (Public, Private, Lab Reporting, Medical Settings)  
 – CDC 
 
2:30 Communication and Sharing of HIV Testing Data – Facilitated Group Discussion 
 
3:30 Outreach, Referral and Linkage to Care – Documentation, Model Efforts and TA – HAB & CDC 
 
4:30 Reflections and Planning for Day 2 
 
4:35 Close 
 

Agenda – Day 2 
 

9:00 Future Action & Direction 
 
 What expectations should be delineated in guidance (Part A and B)? 
 What technical assistance will be required? 
 Does anything need to be developed to address our gaps or capacity in knowledge and/or data? 
 What should be addressed by grantees in applications to show how and how well they are 
 responding to this issue? 
 What are the criteria for success? 
 
10:00 Responsibilities and Follow-up – CDC & HRSA/HAB, Grantees 



 
11:00 Other Issues for Consideration, Summary Wrap-Up  
 
11:30 Close 
 

 
Framing Questions 

 
1.  How are jurisdictions to go about determining the size, demographics and needs of individuals with HIV 
who are unaware of their status? 
 
2.  How are jurisdictions to demonstrate, in their applications and plans, their efforts and successes in 
identifying those who are unaware, making them aware of their status and referring and linking them to 
care? 
 
3.  How do jurisdictions account for those activities which are supported outside of their Ryan White 
HIV/AIDS Program funding stream? 
 
4.  What are the parameters or criteria for success? 



Participants 
 
 

Part A and B Grantees 
 
Bill Blum – San Francisco 
Luiz Cruz – Charlotte 
Marty Galutia – Kansas City 
Charles Henley – Houston 
Coleman Terrell – Philadelphia 
 
Steven Bailey – Arizona 
Christine Gerhardt – New Hampshire 
Carmine Grasso – New Jersey 
Bob Holtkamp – Missouri 
Ann Robbins - Texas 
Michelle Roland - California 
 
National Organizations 
 
Beth Crutsinger-Perry – National Association of State & Territorial AIDS Directors 
Jim Friedman – American Academy of HIV Medicine 
Emily Gantz McKay – Mosaica  
Eugenia Handler – CAEAR Coalition 
Steve Havenner – National Association of People With AIDS 
Earnest Hopkins – CAEAR Coalition 
William McColl – AIDS Action Foundation 
Kathleen McNamara – National Association of Community Health Centers 
Michael Ruppal – AIDS Institute 
Javier Salazar – HealthHIV 
Carol Tobias – Peer Center at Boston University 
Carol Treston – AIDS Alliance for Children, Youth and Families 
Andrea Weddle - HIV Medicine Association and the Ryan White Medical Providers Coalition.  
Ronald Wilcox – National Association of AIDS Education & Training Centers 
 
CDC 
 
Jeffrey Bosshart 
Bernard Branson 
Samuel Dooley 
Bennie Ferro 
Lytt Gardner 
James Heffelfinger 
Patricia Sweeney 
 
HRSA/HAB 
 
Deborah Parham Hopson 
Laura Cheever 
Adan Cajina 
Gary Cook 
Hilda Douglas 
Michael Evanson 
Gregory Fant 
Margarita Figueroa-Gonzalez 
Sonya Hunt Gray 
Frances Hodge 
Sheila McCarthy 
Karen Mercer 
Johanne Messore 



Doug Morgan 
Sera Morgan 
Lynn Wegman 
Steven Young 



(4) DUTIES.—The planning council established or designated under paragraph (1) shall—  
(A) determine the size and demographics of the population of individuals with HIV/AIDS, as well as the 
size and demographics of the estimated population of individuals with HIV/AIDS who are unaware of their 
HIV status; 
 
(B) determine the needs of such population, with particular attention to—  
(i) individuals with HIV/AIDS who know their HIV status and are not receiving HIV-related services;  
(ii) disparities in access and services among affected subpopulations and historically underserved 
communities; and  
(iii) individuals with HIV/AIDS who do not know their HIV status; 
 
(D) develop a comprehensive plan for the organization and delivery of health and support services 
described in section 2604 that— (iv) includes a strategy, coordinated as appropriate with other community 
strategies and efforts, including discrete goals, a timetable, and appropriate funding, for identifying 
individuals with HIV/AIDS who do not know their HIV status, making such individuals aware of such 
status, and enabling such individuals to use the health and support services described in section 2604, with 
particular attention to reducing barriers to routine testing and disparities in access and services among 
affected subpopulations and historically underserved communities; 
 
(A) IN GENERAL.—The amount of each grant made for purposes of this subsection shall be determined 
by the Secretary based on a weighting of factors under paragraph (1), with demonstrated need under 
subparagraph (B) of such paragraph counting one-third, and demonstrated success in identifying 
individuals with HIV/AIDS who do not know their HIV status and making them aware of such status 
counting one-third. In making such determination, the Secretary shall consider—  
(i) the number of individuals who have been tested for HIV/AIDS;  
(ii) of those individuals described in clause (i), the number of individuals who tested for HIV/AIDS who are 
made aware of their status, including the number who test positive; and  
(iii) of those individuals described in clause (ii), the number who have been referred to appropriate 
treatment and care. 
 
APPLICATION.—An eligible area that desires to receive a grant under section 2603(b) shall prepare and 
submit to the Secretary an application, in accordance with subsection (c) regarding a single application and 
grant award, at such time, in such form, and containing such information as the Secretary shall require, 
including the information required under such subsection and information concerning—  
(1) the number of individuals to be served within the eligible area with assistance provided under the grant, 
including the identification of individuals with HIV/AIDS as described in clauses (i) through (iii) of section 
2603(b)(2)(A); 
 
 
(8) a comprehensive plan—  
(A) containing an identification of individuals with HIV/AIDS as described in clauses (i) through (iii) of 
section 2603(b)(2)(A) and the strategy required under section 2602(b)(4)(D)(iv);  
(B) describing the estimated number of individuals within the State with HIV/AIDS who do not know their 
status; 
(C) describing activities undertaken by the State to find the individuals described in subparagraph (A) and 
to make such individuals aware of their status;  
(D) describing the manner in which the State will provide undiagnosed individuals who are made aware of 
their status with access to medical treatment for their HIV/AIDS; and  
(E) describing efforts to remove legal barriers, including State laws and regulations, to routine testing. 
 
 
 



SEC. 2688. NATIONAL HIV/AIDS TESTING GOAL.  
(a) In general.—Not later than January 1, 2010, the Secretary shall establish a national HIV/AIDS testing 
goal of 5,000,000 tests for HIV/AIDS annually through federally-supported HIV/AIDS prevention, 
treatment, and care programs, including programs under this title and other programs administered by the 
Centers for Disease Control and Prevention.  
(b) Annual report.—Not later than January 1, 2011, and annually thereafter, the Secretary, acting through 
the Director of the Centers for Disease Control and Prevention, shall submit to Congress a report 
describing, with regard to the preceding 12-month reporting period—  
(1) whether the testing goal described in subsection (a) has been met;  
(2) the total number of individuals tested through federally-supported and other HIV/AIDS prevention, 
treatment, and care programs in each State;  
(3) the number of individuals who—  
(A) prior to such 12-month period, were unaware of their HIV status; and 
(B) through federally-supported and other HIV/AIDS prevention, treatment, and care programs, were 
diagnosed and referred into treatment and care during such period;  
(4) any barriers, including State laws and regulations, that the Secretary determines to be a barrier to 
meeting the testing goal described in subsection (a);  
(5) the amount of funding the Secretary determines necessary to meet the annual testing goal in the 
following 12 months and the amount of Federal funding expended to meet the testing goal in the prior 12-
month period; and  
(6) the most cost-effective strategies for identifying and diagnosing individuals who were unaware of their 
HIV status, including voluntary testing with pre-test counseling, routine screening including opt-out 
testing, partner counseling and referral services, and mass media campaigns.  
(c) Review of program effectiveness.—Not later than 1 year after the date of enactment of this section, the 
Secretary, in consultation with the Director of the Centers for Disease Control and Prevention, shall 
submit a report to Congress based on a comprehensive review of each of the programs and activities 
conducted by the Centers for Disease Control and Prevention as part of the Domestic HIV/AIDS 
Prevention Activities, including the following:  
(1) The amount of funding provided for each program or activity.  
(2) The primary purpose of each program or activity.  
(3) The annual goals for each program or activity.  
(4) The relative effectiveness of each program or activity with relation to the other programs and activities 
conducted by the Centers for Disease Control and Prevention, based on the—  
(A) number of previously undiagnosed individuals with HIV/AIDS made aware of their status and referred 
into the appropriate treatment;  
(B) amount of funding provided for each program or activity compared to the number of undiagnosed 
individuals with HIV/AIDS made aware of their status;  
(C) program’s contribution to the National HIV/AIDS testing goal; and  
(D) progress made toward the goals described in paragraph (3).  
(5) Recommendations if any to Congress on ways to allocate funding for domestic HIV/AIDS prevention 
activities and programs in order to achieve the National HIV/AIDS testing goal.  
(d) Coordination with other Federal activities.—In pursuing the National HIV/AIDS testing goal, the 
Secretary, where appropriate, shall consider and coordinate with other national strategies conducted by 
the Federal Government to address HIV/AIDS. 
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----------------------------------------------------------------------- 
 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 
Health Resources and Services Administration 
 
 
HIV/AIDS Bureau; Policy Notice 99-02 Amendment 1 
 
AGENCY: Health Resources and Services Administration (HRSA). 
 
ACTION: Notice of rescinded Policy Notice 99-02, Amendment 1. 
 
----------------------------------------------------------------------- 
 
SUMMARY: The HRSA HIV/AIDS Bureau (HAB) Policy Notice 99-02 established  
general policies regarding the use of Title XXVI of the Public Health  
Service (PHS) Act, Ryan White HIV/AIDS Program funds for housing  
referral services and short-term or emergency housing needs. Amendment  
1 to Policy Notice 99-02, effective March 27, 2008, modified  
Policy Notice 99-02 by imposing a 24-month cumulative cap on short-term  
and emergency housing assistance. HRSA's Administrator is undertaking a  
comprehensive review of the Housing Policy, and is therefore directing  
that Amendment 1 to Policy Notice 99-02 be rescinded,  
effective immediately. 
 
SUPPLEMENTARY INFORMATION: Following the rescission of Amendment  
1 to Policy Notice 99-02, Ryan White HIV/AIDS Program,  
grantees will not be required to enforce the amendment for  
beneficiaries that might be at or near the 24-month cumulative cap on  
short-term and emergency housing assistance. At the same time, grantees  
will benefit from general policy guidance with regard to the use of  
Ryan White HIV/AIDS Program funds for housing referral services and  
short-term or emergency housing needs. A comprehensive review of the  
Housing Policy will permit HRSA's Administrator time to evaluate  
completely all aspects of it. The Policy Notice is amended to address  
updated nomenclature, and is reprinted below for ease of reference. 
 
DATES: Amendment 1 to Policy Notice 99-02 is rescinded  
effective February 10, 2010. 
 
HRSA and HIV/AIDS Bureau (HAB) Policy Notice 99-02 
 
Document Title: The Use of Ryan White HIV/AIDS Program Funds for  
Housing Referral Services and Short-Term or Emergency Housing Needs 
 
    The following Policy establishes guidelines for allowable housing- 
related expenditures under the Ryan White HIV/AIDS Program. The purpose  
of all Ryan White HIV/AIDS Program funds is to ensure that eligible  



HIV-infected persons and families gain or maintain access to medical  
care. 
    A. Funds received under the Ryan White HIV/AIDS Program (Title XXVI  
of the PHS Act) may be used for the following housing expenditures: 
    i. Housing referral services defined as assessment, search,  
placement, and advocacy services must be provided by case managers or  
other professionals who possess a comprehensive 
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knowledge of local, State, and Federal housing programs and how they  
can be accessed; or 
    ii. Short-term or emergency housing defined as necessary to gain or  
maintain access to medical care and must be related to either: 
    a. Housing services that include some type of medical or supportive  
service: including, but not limited to, residential substance abuse or  
mental health services (not including facilities classified as an  
Institute of Mental Diseases under Medicaid), residential foster care,  
and assisted living residential services; or 
    b. Housing services that do not provide direct medical or  
supportive services, but are essential for an individual or family to  
gain or maintain access and compliance with HIV-related medical care  
and treatment. Necessity of housing services for purposes of medical  
care must be certified or documented. 
    B. Short-term or emergency assistance is understood as transitional  
in nature and for purposes of moving or maintaining an individual or  
family in a long-term, stable living situation. Thus, such assistance  
cannot be permanent and must be accompanied by a strategy to identify,  
relocate, and/or ensure the individual or family is moved to, or  
capable of maintaining, a long-term, stable living situation. 
    C. Housing funds cannot be in the form of direct cash payments to  
recipients for services and cannot be used for mortgage payments. 
    D. The Ryan White HIV/AIDS Program must be the payer of last  
resort. In addition, funds received under the Ryan White HIV/AIDS  
Program must be used to supplement, but not supplant funds currently  
being used from local, State, and Federal Agency programs. Grantees  
must be capable of providing HAB with documentation related to the use  
of funds as the payer of last resort and the coordination of such funds  
with other local, State, and Federal funds. 
    E. Housing-related expenses are limited to Parts A, B, and D of the  
Ryan White HIV/AIDS Program, and are not allowable expenses under Part  
C. 
 
    Dated: February 5, 2010. 
Mary K. Wakefield, 
Administrator. 
[FR Doc. 2010-2926 Filed 2-9-10; 8:45 am] 
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