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NORA 
The National Organizations Responding to AIDS (NORA) coalition is
comprised of over 175 health, labor, religious, professional, and advocacy
groups representing a broad consensus on HIV- and AIDS-related policy,
legislation, and funding. As it has each year since 1987, NORA offers an
alternative to the president’s budget, outlining the federal spending levels
needed to assure an appropriate federal response to HIV/AIDS. 

The following member organizations have endorsed the FY 2005 NORA
AIDS Appropriations Recommendations as of April 23, 2004:

Contents of the NORA Appropriations Request
Following are overviews of the federal programs that comprise the U.S.
response to AIDS. Some of the programs focus solely on HIV/AIDS services.
Other programs have larger missions, but serve a significant number of
people living with or at risk for HIV/AIDS, sometimes through targeted
services or initiatives. Along with a narrative explaining how each program
works and what its accomplishments are, is the NORA recommendation for
the program’s 2005 funding level and an explanation of how those new
funds can strengthen the nation’s response to HIV/AIDS. In some places,
these requests are not high enough to provide the level of resources the
agency or program requires to respond adequately to the identified level of
unmet need; rather, they represent a level of increase advocates believe
Congress can and must allocate in the coming fiscal year. 
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III

NORA Fiscal Year 2005 Appropriations Requests 
for Federal HIV/AIDS Programs

PROGRAM FY 2005 FY 2004 PRESIDENT’S FY CHANGE FY 2005 NORA CHANGE FROM

NEED1 APPROPRIATION1 2005 REQUEST FROM FY 2004 RECOMMENDATIONS FY 2004 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Minority HIV/ AIDS Initiative $855 mil $404 mil $407 mil +$3 mil $610 mil +$206.1 mil
(To be added across multiple HHS 
programs and included in FY 2005 
program totals as indicated) 

ACF: Runaway and Homeless Youth 
Act Programs $105 mil $105 mil +$0 $140 mil +$35 mil

Agency for Healthcare Research 
and Quality $303.7 mil $303.7 mil +$0 $443 mil2 +$139.3 mil

CDC: Total - HIV, STD, TB line $2 bil $1.141 bil $1.147 bil +$5.6 mil $1.93 bil +$789 mil

CDC: HIV Prevention and 
Surveillance $694.9 mil $695.9 mil +$.997 mil $1.3 bil +$693.6 mil

CDC: STD Prevention $167.9 mil $168.2 mil +$.241 mil $342.6 mil +$174.7 mil

CDC: TB Elimination $136.2 mil $136.4 mil +$.196 mil $284.6 mil +$148.4 mil

CDC: Viral Hepatitis $22.6 mil $22.6 mil +$.126 mil $100 mil +$77.3 mil
(Infectious Disease Control line)

CDC: DASH $62.4 mil $62.6 mil +$.168 mil $82.6 mil +$20.2 mil
(Chronic Disease Prevention and
Health Promotion line) 

FDA $1.386 bil $1.495 bil +$108.8 mil $1.538 bil +$152 mil

HRSA: Ryan White CARE Act Total $3.1 bil $2.045 bil3 $2.08 bil3 +$35 mil $2,445.4 mil +$428.6 mil

Title I $615 mil $615 mil $0 $702 mil +$87 mil

Title II: Care $337.1 mil $337.1 mil $0 $387.1 mil +$50 mil

Title II: ADAP $748.9 mil $783.9 mil +$35 mil $965.9 mil4 +$217 mil

Title III $197.2 mil $197.2 mil $0 $224.5 mil +$27.3 mil

Title IV $73.1 mil $73.1 mil $0 $101 mil +$27.9 mil

Part F: AETCs $35.3 mil $35.3 mil $0 $46 mil +$10.7 mil

Part F: Dental Reimbursement $13.3 mil $13.3 mil $0 $19 mil +$5.7 mil

HRSA: Consolidated Health Centers $1.617 bil $1.836 bil +$219 mil $2 bil +$383 mil

HRSA: Title V $729.8 mil $729.8 mil $0 $800 mil +$70.2 mil

HRSA: Title X $278.3 mil $278.3 mil $0 $350 mil +$71.7 mil

Indian Health Service: 
HIV/AIDS Programs $3.99 mil $4.1 mil +$.094 mil $10 mil +$6 mil

NIH Office of AIDS Research $3.327 bil $2.85 bil $2.93 bil +$80 mil $3.135 bil +$285 mil

$1 bil 
(non-Add)



IV

PROGRAM FY 2005 FY 2004 PRESIDENT’S FY CHANGE FY 2005 NORA CHANGE FROM

NEED APPROPRIATION 2005 REQUEST FROM FY 2004 RECOMMENDATIONS FY 2004 

Office of the Secretary: 
Office of HIV/AIDS Policy $5 mil $ 0 $0 +$0 $2 mil +$2 mil

SAMHSA: Center for Substance 
Abuse Treatment (CSAT) $2.198 bil $2.347 bil +$151 mil $2.448 bil +$250 mil
(including Block Grant) 5

SAMHSA: Mental Health Block Grant6 $434.7 mil $436 mil +$1.3 mil $489 mil +$54.3 mil

SAMHSA: Center for Substance Abuse
Prevention (CSAP)—discretionary7 $198 mil $196 mil (-$2 mil) $248 mil +$50 mil

SAMHSA: Center for Mental 
Health Services —discretionary $240.9 mil $271 mil +$31.1 mil $271 mil +$31.1 mil

SAMHSA: PATH $49.8 mil $55 mil +$5.2 mil $56 mil +$6.2 mil

DEPARTMENT OF EDUCATION 

Protection and Advocacy for Human 
Rights $ 16.8 mil $19.6 mil +$2.8 mil $22 mil +$5.2 mil

DEPARTMENT OF HOUSING AND URBAN DEVELOPMENT

HOPWA                                                       $2.1 bil8 $294.7 mil $294.8 mil +$3.3 mil $350 mil8 +$55.3 mil

McKinney-Vento Homelessness
Assistance Grant Program $1.260 bil $1.257 bil -$3 mil $1.8 bil +$543 mil

DEPARTMENT OF STATE 

President’s Emergency Plan for 
AIDS Relief (PEPFAR) $5.4 bil $2.4 bil $2.8 bil +$400 mil $3.6 bil +$1.2 bil

NOTE: All FY 2004 amounts include the .59 percent rescission applied to all non-defense discretionary spending.
1 For the first time, NORA makes recommendations on Need. The FY 2005 Need numbers express NORA’s estimates of funding adequate to

identify the full scope of individuals not in care and ensure that they receive necessary long term health care and medical support
services.

2 The number in this line includes $53,000,000 from Medicare prescription drug bill.
3 The cummulative total for the Ryan White CARE Act is higher than the sum of the Title allocations because the Health Resources &

Services Administration takes a $25 million “tap” off the total appropriation to use for evaluation purposes.
4 Documentation and recommendation, ADAP Working Group, April 9, 2004.
5 The numbers in this chart reflect the entire budget of SAMHSA for Substance Abuse Treatment. $120,518,000 of this total was for

HIV/AIDS programs in 2004. $121,937,000 has been requested for HIV/AIDS programs for 2005.
6 The numbers in this chart reflect the entire budget of SAMHSA for Mental Health Services. $10,436,000 of this total was for HIV/AIDS

programs in 2004. $10,492,000 has been requested for HIV/AIDS programs for 2005.
7 The numbers in this chart reflect the entire budget of SAMHSA for Substance Abuse Prevention. $39,564,000 of this total was for

HIV/AIDS programs in 2004. $39,564,000 has been requested for HIV/AIDS programs for 2005.
8 Documentation and recommendation, National AIDS Housing Coalition, January 9, 2004.  
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HIV/AIDS STATISTICS AT A GLANCE

UNITED STATES 

People living with HIV 850,000-950,000*

People living with AIDS 384,906**

People infected with HIV who 
do not know their HIV status 180,000-240,000*

People with HIV who know they are 
infected but are not receiving HIV-related care 300,000*

Annual rate of new HIV infections 40,000

GLOBAL

People living with HIV 34-46 million***

AIDS deaths to date 27 million***

Number of new infections in 2003 4.2 - 5.8 million***

Number of AIDS-related deaths in 2003 2.5-3.5 million***

* Fleming, P. L., et al., “HIV Prevalence in the United States, 2000,” 9th
Conference on Retroviruses and Opportunistic Infections, Oral Abstract, 2002.
** Centers for Disease Control and Prevention, HIV/AIDS Surveillance Report,
2003, Vol.15, No. 2. 
*** UNAIDS, AIDS Epidemic Update, December 2003



U.S. Must Build on
Successes in HIV/AIDS
The nation’s investment in HIV/AIDS prevention, research and care has
reaped huge dividends. Thousands of people are living longer, healthier lives
because of federally funded initiatives that have prevented new infections
and led to the development and delivery of effective medical treatments and
support services.

n After substantial investments in basic biomedical and clinical HIV
research, there are now 23 FDA-approved drugs to treat HIV
infection. HIV mortality rates in the U.S. declined approximately 70
percent between 1995 and 2002.1

n The annual rate of new infections dropped sharply from more than
100,000 throughout much of the 1980s to an estimated 40,000 new
infections in the 1990s after significant increases in federal HIV
prevention funding.2

n Transmission of HIV from pregnant women to their babies dropped
from an estimated 1,000-2,000 cases per year in the U.S., to
approximately 280-370 per year with the widespread availability of
anti-HIV medications to prevent transmission.3

2

THE IMPACT OF THE FEDERAL

INVESTMENT IN HIV/AIDS IN THE U.S.

n 70% Decline in HIV-related Mortality 

n 63-86% Decline in Mother-to-Child
Transmission 

n 60% Decline in Annual Rate of New
HIV Infections

RYAN WHITE CARE ACT SERVICES HAVE SIGNIFICANT IMPACT ON HEALTH OUTCOMES 

A study by HRSA-funded researchers at Columbia University examining the impact of CARE Act-funded services in

New York City found that among people with HIV/AIDS:

n those receiving primary medical care from a CARE Act-funded provider were 60-70 percent more likely to report

appropriate medical care and 40-50 percent more likely to report being on key anti-HIV medications than those

who received their primary medical care from a non-CARE-Act-funded provider;

n those receiving case management and/or client advocacy from a CARE Act-funded provider were 

80-90 percent more likely to report appropriate medical care and 70 percent more likely to be on antiretroviral

therapy than those who received case management and/or client advocacy from a non-CARE-Act-funded

provider; and

n those who received primary medical care from a non-CARE Act-funded provider were half as likely as clients of

CARE Act providers to report care that met minimum HIV practice guidelines.

 



3

n In communities across the country, strong, integrated systems of HIV/AIDS
care offer specialized medical care, medications, and a variety of life-
sustaining support services, including housing, food, and drug treatment.
Programs funded by the Ryan White CARE Act, a program administered by
the HIV/AIDS Bureau of the Health Resources and Services Administration
(HRSA), reach more than 500,000 people each year.4

Federal dollars invested in HIV/AIDS have been spent wisely and with
tremendous impact. 

Investment in Crucial Domestic HIV/AIDS Programs
Stagnant 

Unfortunately, HIV/AIDS funding levels in key prevention and care
programs have stagnated over the past few years. As a result, previous
decreases in the rates of new HIV infections have stopped. Waiting lists for
anti-HIV medications and specialized
medical care have increased—a snapshot
taken in February 2003 found 16 states
had restrictions on their federally
supported AIDS Drug Assistance Programs
(ADAP), a component of the Ryan White
CARE Act.5 Funding cuts are now forcing
the communities hardest hit by HIV to cut
medical and dental care, food delivery
programs, and substance abuse treatment.  

These cuts come as the needs continue to
grow. 

The Centers for Disease Control and
Prevention (CDC) estimate that 850,000-
950,000 people are living with HIV in the
U.S.6 Of those, over 384,000 were living
with AIDS at the end of 2002, more than
at any other time in the epidemic and an
increase of 6 percent over the past year.7

The CDC also estimates that 180,000-240,000 of people living with HIV do
not know they are infected, and 300,000 of those who do know their status
are not receiving HIV-related care.8

Results of the most comprehensive study of people living with HIV in the
care system found that: 

n 63 percent were unemployed; 

n 72 percent had annual household incomes of less than $25,000,
and 46 percent had incomes of less than $10,000; 
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n only 32 percent had private health insurance; and 

n 20 percent had no insurance at all, either public or private.9

The tremendous social disadvantages faced by many people with HIV have a
major impact on their access to care: fully forty percent of HIV-infected
people in the U.S. begin antiretroviral treatment later than is recommended
by the U.S. Public Health Service. As a result, five percent of all AIDS cases
are diagnosed within a month of a patient’s death.

Devastation in Communities of Color 
The devastation of AIDS is particularly evident in communities of color.
AIDS remains the leading killer of African Americans between the ages of
25-44 and the third leading cause of death among Latinos in this age
group.10 In communities of color, youth, men who have sex with men and
injection drug users are disproportionately impacted by HIV. African
American women are 23 times more likely to develop AIDS than white
women.11
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“I will remind them that
time is not on our side.
Every day of delay means
8,000 more AIDS deaths
in Africa and 14,000 more
infections -- every day,
14,000 more people will
be infected. “
President George W. Bush  

May 2003 on the signing of H.R. 1298, the U.S.

Leadership Against HIV/AIDS, Tuberculosis and

Malaria Act of 2003

“The national tragedy 
of AIDS cannot be
separated from another
tragedy: the stigma,
disenfranchisement, 
poor access to health
care, and lack of
economic opportunity
borne by minorities in 
the United States.”
U.S. Department of Health and Human 

Services, 2003
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Global Toll Soars as Pandemic
Claims Millions Each Year 
Globally, HIV/AIDS has reached pandemic proportions. Today, an estimated
34-46 million people are living with HIV/AIDS and HIV infects an additional
16,000 people every day.12 In 2003, HIV/AIDS claimed more than 3 million
lives, and an estimated 5 million people acquired the virus.13

Ninety-five percent of those infected live in the developing world and a
third are between the ages of 15 and 24.14 A total of 25 million people
worldwide have already died of HIV/AIDS. 2.3 million people died last year
in sub-Saharan Africa alone.15

Best current projections suggest that an additional 45 million people will
become infected with HIV in 126 low- and middle- income countries
between 2002 and 2006.

The impact of the epidemic on young people is tremendous—approximately
half of new HIV infections are among people aged 15–24 years, with women
below the age of 24 particularly vulnerable. In the hardest hit countries,
teenage girls are five to six times more likely to be infected than boys their
age.16

U.S. Programs Save Lives At Home
And Abroad 
Over the past 20 plus years, the U.S. has developed model prevention
programs proven to lower the rates of new HIV infections and care networks
that can effectively deliver life-prolonging health care and support services
when the resources are available to implement them. U.S. researchers have
made tremendous strides in understanding how HIV works and in
developing effective treatments against the virus and related infections.
Some of that research, such as the study that showed two simple doses of
the drug nevirapine can cut transmission of HIV from mother to child by 47
percent, has made a tremendous difference in resource-limited countries.  

Federal dollars invested in AIDS programs save lives. Scientists, public
health leaders, politicians, health care providers, and people living with
HIV/AIDS—and President Bush—have spoken this truth time and time again. 

“How would we react
tomorrow morning if we
picked up the newspaper
and learned that 20
Boeing 747s, fully loaded,
had crashed, killing
everyone on board? 

“And then the same thing
happened the next day
and the next day and the
next day.

“Well, that's what is
happening now with AIDS.
And estimates are that
without intervention, 100
million people will be dead
by 2020. This is beyond
being a health care issue.
This is a national security
issue, too.”
Ambassador Randall Tobias

U.S. Department of State

February 2004. 
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Future Success Depends On Increased
Investment
As the magnitude of the epidemic grows at home and abroad, so must the
nation’s commitment to preventing new infections and caring for those
already infected. The nation’s public health leaders have set forth important
new strategies that can only be effective if adequate resources are available. 

In April 2003, the CDC announced a major new initiative to help the
200,000 people in the U.S that are infected with HIV but do not know it,
learn their status so that they can take advantage of current treatment
options. It is the CDC’s goal to increase from 50 to 80 percent by 2005 the
number of people living with HIV that are linked to prevention, care, and
treatment services.

Meeting this target would translate into approximately 65,000 additional
people with HIV entering the care system each year. At an estimated cost of
$20,000 per person per year, meeting this goal requires an additional $1.3
billion each year.

Congress must rise to the challenges of HIV/AIDS at home and around the
world. Without substantial funding increases for the key HIV/AIDS
programs, the successes of the past two decades will be swept away by the
increasing tide of devastation in thousands of communities within and
outside of our borders.

“We have well over
800,000 people living
with HIV in our country,
but an estimated 200,000
of these people do not
know they are infected
and, tragically, are not
getting appropriate
treatment for their HIV
infection. This is an
intolerable situation…One
of the main themes of this
new initiative is 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.”

Julie Gerberding, M.D., M.P.H.

Director, Centers for Disease Control and

Prevention 

April 2003
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Department of Health and
Human Services (HHS)
Minority HIV/AIDS Initiative (MHAI)

CURRENT NEED: $855,000,000

FY 2005 NORA Recommendation $610,000,000

FY 2005 President’s Budget $406,950,000

FY 2004 Appropriation $403,950,000

Appropriations Bill: Labor/Health and Human Services/Education. 

(MHAI funds are included within specific program line items in the HHS
budget – see Funding Mechanism – and do not appear separately in the
budget documents.)

NOTE: The total NORA request for the MHAI is in addition to the NORA
requests for increases to the Centers for Disease Control and Prevention
(CDC), the Health Resources and Services Administration (HRSA), the
Substance Abuse and Mental Health Services Administration (SAMHSA), and
programs within the Office of the Secretary of Health and Human Services. 

Program Launched to Respond to State of Emergency
Congress established the MHAI in FY 1999 as the result of the advocacy of
the Congressional Black Caucus to address the growing proportion of
HIV/AIDS in the African American and Latino communities. The initiative
was expanded the following year to address the growing impact of the
epidemic on all ethnic and racial minorities in the U.S.

HHS distributes MHAI funds through its existing HIV/AIDS
programs and initiatives to community-based organizations,
faith-based organizations, research institutions, minority-
serving colleges and universities, health care centers, state
and local health departments, and correctional institutions.

Supporting a Diverse Range of Services
HHS uses various mechanisms (formula and direct grants)
to distribute MHAI funds through several of its agencies
and offices:

n HRSA: Ryan White CARE Act Title I, II, III, IV and
Part F: AIDS Education and Training Centers;

n CDC HIV Prevention: capacity building assistance,
directly funded minority and other community-
based organizations (including faith-based
programs), Advancing HIV Prevention initiative,
programs targeting men of color who have sex with
men, and other targeted programs and initiatives;

M I NO R IT Y H IV/AI DS I N IT IAT IVE

“In fiscal year 2003, 
The Minority AIDS
Initiative received $406
million in funding, but the
need is much greater,
given the fact that racial
minorities now represent
a majority of new AIDS
cases in the U.S. and a
majority of Americans
living with AIDS.”
—Representative Maxine Waters (D-Ca)

CDC
25%

HHS Office of the Secretary
13%

HRSA/CARE Act
32%

SAMHSA
27%

Distribution of MHAI Funds, FY 2003
Total Funds = $405 million

HHS Office of 
Minority Health
3%

Source: National Minority AIDS Council, “Minority HIV/AIDS Initiative (MHAI) 
Funding and Need Request.”
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n SAMHSA: organizational capacity building for minority
organizations through the Center for Mental Health Services,
Center for Substance Abuse Prevention, and the Center for
Substance Abuse Treatment;

n Office of Minority Health; and

n Office of the Secretary.

Impact of the Program on People Living With or At-Risk for HIV/AIDS
Following are examples of the MHAI’s contributions to HIV prevention and
care efforts. 

n Hard-hit urban areas have expanded HIV health care and support
services for vulnerable minority populations through increased
services under Title I of the Ryan White CARE Act. Examples include:

• Los Angeles County expanded health care and supportive
services for African Americans not in care with a special focus
on women, injection drug users, persons with other chemical
dependencies, individuals newly released from prison, the
homeless, persons with severe mental illness, and men who
have sex with men. In the first nine months of the program, a
sample of the clients served showed increased CD4 levels, a key
marker of improved health. In other programs, services were
expanded for Asian and Pacific Islanders and Hispanics not in
care. In the first nine months, data from a sample of these
clients showed notable increases in client CD4 levels. 

• Care providers in Detroit expanded services targeting African
Americans, focusing on women, the homeless, injection drug
users, others with chemical dependency, people with severe
mental illness, and those newly released from prison. In the
first nine months, 92 percent of those served had a decrease in
HIV viral load and increased CD4 counts, both markers for
improved health. All patients were screened for eligibility in
clinical research trials.

n CDC has launched a new initiative, Advancing HIV Prevention:
New Strategies for a Changing Epidemic, which emphasizes HIV
testing, in both medical and non-medical settings, to identify
infected persons who are not aware of their own infection and to
bring them into treatment and prevention services. The Advancing
HIV Prevention Initiative focuses on people at greatest risk for
transmitting HIV and their partners; members of racial and ethnic
minorities are disproportionately represented among these. CDC
funds awarded through the Minority AIDS Initiative will continue
to be used for programs targeted to communities of color. 

n CDC has increased the amount of funds to support minority
community-based organizations and capacity-building assistance
providers. These organizations provide a range of HIV prevention
interventions, technical assistance, and capacity-building

DO M E ST IC  AI DS PRO G RAMS

 



assistance to minority populations at high risk for HIV infection.
These services will:

• decrease the number of persons at high risk for acquiring and
transmitting HIV;

• increase the proportion of HIV-infected people who know
they are infected;

• increase the proportion of HIV-infected people who are linked
to appropriate prevention, care, and treatment services;

• strengthen the capacity to develop and implement effective
HIV prevention interventions; and

• strengthen the capacity nationwide to monitor the epidemic,
develop and implement effective HIV prevention interventions
and evaluate prevention programs.

Need for Services 
Disparities in HIV and AIDS health outcomes among ethnic and racial
minorities persist. While ethnic and racial minority groups make up just over
25 percent of the U.S. population, they represent 68 percent of new AIDS
cases, 62 percent of the estimated number of persons living with AIDS, and
74 percent of the estimated new HIV infections annually.17,18 On average,
African Americans and Latinos on Medicaid initiate antiretroviral treatment
later after their HIV diagnosis than do their white counterparts and African
Americans are more likely to discontinue treatment.19

Overview of Program’s Services and Initiatives
The MHAI expands and strengthens the capacity of Minority Community
Based Organizations (MCBOs) to deliver high-quality HIV health care and
supportive services, and to enhance and better target HIV prevention
programs to historically underserved groups. The MHAI addresses HIV-
related health disparities faced by racial and ethnic minorities by providing
targeted funding to:

n Create and improve HIV service capacity in minority communities:
The MHAI creates and improves existing infrastructure and service
capacity of MCBOs to provide HIV prevention interventions, health
care, treatment, and supportive services. The MHAI provides MCBOs
with capacity-building assistance and resources to help mount an
effective response to the epidemic within their own communities.

n Expand services in historically underserved minority communities
and ensure sustainability: The MHAI develops HIV/AIDS services
to complement existing HIV prevention and health care services in
historically underserved communities. These resources provide a
bridge to enable MCBOs to compete for and access broader federal
HIV/AIDS funding.

9M I NO R IT Y H IV/AI DS I N IT IAT IVE

AVERAGE NUMBER OF MONTHS
AFTER HIV DIAGNOSIS TO BEGIN
TREATMENT:

n Hispanics 17 months 

n African 
Americans 15 months

n Whites 7 months

Source: See endnote #29. 
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n Reduce persistent health disparities: Despite improvements in
HIV/AIDS care, ethnic and racial minorities continue to experience
poorer HIV/AIDS-related health outcomes. Doctors are less likely to
prescribe highly active antiretroviral therapy (HAART) to African
Americans and Latinos than they are to whites early in their disease
progression or at any time during their illness.20 The MHAI is
intended to close these health disparities by enabling MCBOs and
minority providers to deliver culturally competent and linguistically
appropriate health care and treatment services, as well as substance
abuse, mental health, prevention, and other supportive services. 

REQUESTED INCREASE:
NORA requests an additional $206.1 million for a total appropriation of
$610 million for the Minority HIV/AIDS Initiative to:

n sustain current efforts and expand programs to address growing
unmet service, infrastructure, and capacity needs in minority
communities; and 

n continue towards the goal of eliminating HIV-related health
disparities in ethnic and racial minority communities.

Administration for Children and
Families (ACF)
FAMILY AND YOUTH SERVICES BUREAU (FYSB)
RUNAWAY AND HOMELESS YOUTH ACT (RHYA) PROGRAMS

FY 2005 NORA Recommendation $140,000,000

FY 2005 President’s Budget $105,000,000

FY 2004 Appropriation $105,000,000

Appropriations Bill: Labor/Health and Human Services/Education

Impact of the Program on People Living With or At-Risk for HIV/AIDS
In FY 2003, RHYA Basic Center Program funds supported 361 grantees in all
50 states; Transitional Living Program (TLP) funds supported 180 grantees;
and Street Outreach Program funds supported 143 grantees.

All RHYA programs are responsible for assisting the young people they serve
in accessing health services, including HIV/AIDS services. RHYA programs
provide health promotion, pregnancy prevention, academic achievement,
and employment skill-building and job search assistance for youth in high-
risk situations. The Street Outreach Program ensures rapid engagement with
young people living on the street in an effort to prevent physical and sexual
abuse and assault, commercial sexual exploitation, disease, long-term
homelessness, and death. 

DO M E ST IC  AI DS PRO G RAMS
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Need for Services
While it is difficult to estimate the number of youth who experience
homelessness, evidence suggests that the size of the homeless youth
population is substantial and widespread. The U.S. Department of Justice
estimated that in 1999 nearly 1.7 million youth had a runaway/throwaway
episode. One out of every seven children will run away before the age of 18.
Each year, approximately 5,000 runaway and homeless youth die from
assault, illness, and suicide.21 Runaway and homeless youth are at significant
risk for HIV infections because of the prevalence of drug and alcohol use,
sexual assault, and violence in street life. For some young people,
exchanging sex for food, clothing, shelter, or protection is their only chance
for survival. 

Unmet Need
According to the federally administered Runaway and Homeless Youth
Management Information System (RHYMIS), during FY 2003, Transitional
Living Programs turned away 2,500 youth and Basic Center Programs turned
away 4,226 youth due to lack of resources. In order to meet the level of last
year’s demonstrated need, RHYA programs would require at least a $120
million increase for Basic Center and Transitional Living Programs and a $5
million increase for Street Outreach. At an average annual cost of $9,400
per youth in Transitional Living Programs, a $24 million increase would
allow community- and faith-based programs to serve the 2,500 youth who
did not receive RHYA services last year due to lack of public funding. A $3
million increase would allow programs to serve the 4,226 youth turned away
from Basic Center programs. 

The Street Outreach Program made 630,000 contacts in FY 2003, meeting
the needs of only one-third of the estimated 1.7 million youth having a
runaway/throwaway episode annually. As a result, approximately 1 million
runaway and homeless youth did not receive services that could prevent
involvement in costly public systems, such as the corrections system where
the average annual cost per youth is estimated at $40,000.  

Overview of Program’s Services and Initiatives 
Basic Center Program 
The program funds youth shelters that offer emergency shelter, food,
clothing, outreach services, and crisis intervention. The shelters also offer
services to help reunite youth with their families, whenever possible, or
arrange for placement in alternative supervised settings.

Transitional Living Program 
The program funds transitional housing and independent living services for
older homeless youth. TLP supports housing and a range of services for up
to 18 months for youth between the ages of 16 and 21 who are unable to
return to their homes. The program addresses the longer-term needs of older
homeless youth and assists them in developing skills and resources to
promote independence and prevent future dependency on social services. 

ADM I N I STRAT ION FO R CH I LDR E N A N D FAM I LI E S

 



Street Outreach Program
The program funds street-based outreach and education to prevent the
sexual abuse and exploitation of runaway, homeless, and street youth. 

Funding Mechanism
ACF disperses funds through a competitive grant process. States, local
governments, Native American tribes, and public or private agencies,
organizations, and institutions are eligible for five-year grants.

REQUESTED INCREASE
NORA requests an additional $35 million for a total appropriation of $140
million for the RHYA programs to enable more communities to develop
street outreach, emergency shelter, and transitional living services to help
more young people in runaway or homeless situations.

Agency for Healthcare Research 
and Quality (AHRQ)

FY 2005 NORA Recommendation $443,000,000 

FY 2005 President’s Budget $303,695,000 

FY 2004 Appropriation $303,695,000

Impact of the Program on People with HIV/AIDS 
AHRQ’s HIV-related research has provided important information to help
health care providers design and implement programs that improve the
quality and effectiveness of HIV care. AHRQ’s HIV Cost and Services
Utilization Study (HCSUS) was the first major research effort to collect
information on a nationally representative sample of HIV patients and
examined many aspects of care and quality of life for HIV patients. These
include access and costs of care, use of services, unmet needs for medical
and nonmedical services, social support, satisfaction with medical care, and
knowledge of HIV therapies. The following findings from HCSUS have
informed the health care system:

n With the introduction of antiretroviral therapy, overall spending
for HIV medical care dropped by almost 40 percent and costs of
hospital care alone went down by 16 percent. 

n People with HIV who have case managers to help them obtain and
coordinate care are more likely to be meeting their needs for
income assistance, home care, and emotional counseling. 

n HIV patients with case managers are also 1.5 times more likely
than those without this support to be following at least two HIV
drug regimens. 
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n Blacks are 65 percent less likely than whites to receive new
antiretroviral drug therapies even when the severity levels of HIV
disease are similar. 

Other key findings from AHRQ research:

n Intensive drug therapy is only half as successful in treating HIV at
a typical urban HIV clinic as it is in clinical trials. Patient failure
to keep clinic appointments is the principal reason. 

n Extended HIV clinic hours, availability of urgent care, and other
ways to make care more accessible reduce the chance of
hospitalization. 

n Patients with advanced HIV disease who use clinics with these
“user-friendly” accessibility features have nearly one-fourth lower
odds of being hospitalized. 

n Women are up to 16 percent less likely than men to receive life-
prolonging antiretroviral therapy for HIV/AIDS. 

n Women with AIDS can cut their risk of death by nearly one-half
when they get care at clinics that are highly experienced in
treating HIV-infected patients. 

Comprehensive Health Enhancement Support System (CHESS) is a computer-
based system developed with AHRQ support that gives people with HIV
access to information, expert advice, and support from other patients. Using
CHESS not only helps HIV patients keep track of their condition and alert
their doctors when they are having problems, but it also has helped lower
their average treatment costs by $400 a month.

Overview of Program’s Services and Initiatives 
AHRQ supports research on improving the quality of health care, reducing
costs, enhancing patient safety, and broadening access to and use of
essential services. AHRQ’s goal in studying HIV is to learn more about
access to health care for people living with the disease as well as the
benefits and risks of new treatments.

AHRQ’s mission in examining what works and what does not work in health
care includes not only translating research findings into better patient care
but also providing public policymakers and other health care leaders with
information needed in making critical health care decisions. By
disseminating the results of its research on HIV, AHRQ aims to assure that
health care needs of the diverse populations with HIV are effectively met.

Current HIV-related projects include:

HIV Research Network: AHRQ and three other DHHS agencies sponsor the
network, which collects information on persons with HIV disease from
providers who specialize in HIV care. The purpose of the data is to provide
policymakers and others with timely information about the cost, quality, and
access to care for persons with HIV. 
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Medication Errors in HIV Patients: Researchers at the University of Illinois at
Chicago are designing and testing a computerized system that integrates
genotype resistance test results with patients’ medication data. The goal is to
reduce antiretroviral prescribing errors and improve doctors’ selection of drugs. 

Quality of HIV Care: Most HIV patients now depend on outpatient clinics for
their medical services. AHRQ-supported researchers at Harvard University
are examining the quality of HIV care at these clinics and whether quality
improvement training and clinic policies and organization affect changes in
quality. 

Treatment Compliance: A study team at the Veterans Medical Research
Foundation is exploring why HIV patients do not follow antiretroviral
therapy regimens. Investigators are trying to determine whether patients’
preferences and beliefs about their prognosis influence their decision to stop
taking the drugs.

Funding Mechanism
Nearly 80 percent of AHRQ’s budget is awarded as grants and contracts to
researchers at universities and other research institutions across the country.

Requested Increase
NORA requests an $139 million increase for AHRQ for total funding of $443
million.

Centers for Disease Control and
Prevention (CDC)
NATIONAL CENTER FOR HIV, STD, AND TB
PREVENTION (NCHSTP)

CURRENT NEED $2,000,000,000

FY 2005 NORA Recommendation $1,930,000,000

FY 2005 President’s Budget $1,147,299,000

FY 2004 Appropriation $1,141,661,000

Appropriations Bill: Labor/Health and Human Services/Education

DO M E ST IC  AI DS PRO G RAMS

 



Leading the Nation’s HIV, STD, and TB Prevention Effort
The National Center for HIV, STD, and TB Prevention (NCHSTP) is
responsible for public health surveillance, prevention research, and programs
to prevent and control HIV/AIDS, other STDs, and TB. Center staff works in
collaboration with governmental and nongovernmental partners at
community, state, national, and international levels, applying well-integrated
multidisciplinary programs of research, surveillance, technical assistance,
and evaluation. The NCHSTP has four divisions, one each for HIV/AIDS,
STDs, TB, and global AIDS.

Without Vaccines, Education and Information Key to Prevention 
HIV/AIDS, STDs, and TB are among the most prevalent, preventable, and
costly infectious diseases in the U.S. Although these diseases can affect
anyone, they often hit hardest those populations least able to respond—the
poor, minorities, youth, immigrants, and the incarcerated. 

DIVISION OF HIV/AIDS PREVENTION (DHAP)

FY 2005 NORA Recommendation $1,300,000,000

FY 2005 President’s Budget $695,914,000

FY 2004 Appropriation $694,917,000

(Funding for DHAP is included in the CDC line item for “HIV/AIDS, STD
and TB prevention.”)

Impact of the Program on People With and At-risk for HIV
CDC’s HIV/AIDS prevention programs are working in every state and
territory to prevent new infections, link infected people to medical care, and
translate scientific research findings into practical prevention programs
available to all those at risk.

Overwhelming evidence proves that these HIV prevention efforts have saved
countless lives:

FY 2005 NORA FY 2005 FY 2004
RECOMMENDATION PRESIDENT’S APPROPRIATION

BUDGET

Division of HIV/
AIDS Prevention (DHAP): $1.3 billion $695.9 million $649.9 million

Division of STD 
Prevention (DSTDP): $342.6 million $168.2 million $167.9 million

Division of TB 
Elimination (DTBE): $284.6 million $136.4 million $136.2 million

Total $1,927 billion $1 billion $954 million
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INCREASED PREVENTION
RESOURCES LED TO DECREASES
IN NEW INFECTIONS IN THE 80s…

Throughout much of the 1980s, more
than 100,000 people in the U.S. were
infected with HIV annually. After
substantial increases in funding for
HIV prevention programs in the
1980s, the annual incidence of HIV
infection in the U.S. dropped sharply
and by the early 1990s the annual
rate declined to 40,000. 1.5 million
lives were saved as a result of HIV
prevention efforts.1

…PLATEAU IN NEW INFECTIONS
DURING THE 90s PARALLELED
FLAT PREVENTION FUNDING 

Between 1992 and 1999 as funding
for prevention flattened, the rate of
new infections stabilized at an annual
rate of 40,000.

Source: CDC, “HIV Prevention Saves Lives.”
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n Prevention efforts have helped slow the rate of new infections in
the U.S. from over 150,000 per year in the late 1980’s to 40,000
today.22

n HIV prevalence among young white men in the U.S. declined by
50 percent between 1988 and 1993.23 Occurring at a time of high
overall HIV prevalence, this decline marks a notable prevention
success.

n Prevention efforts in New York City contributed to a drop in HIV
prevalence among first-time testers in drug treatment programs
from almost 34 percent in 1990 to just over 4 percent in 1998.24

n The number of U.S. infants who acquire HIV through mother-to-
child transmission declined 73 percent from 1992 through 1998.25

Need for Services
As of December 2002, more than 859,000 persons in the U.S. have been
reported to have AIDS; over 474,000 of these individuals have died.26 The
number of HIV diagnoses increased by 8 percent from 1999 to 2001 in the
25 states that report such statistics. The number of diagnosed AIDS cases
also increased by 2 percent from 2001 to 2002, the first increase since
1993.27 CDC estimates that over 384,000 Americans were living with AIDS
by the end of 2002.28

Of the estimated 850,000-950,000 people now living with HIV infection, an
estimated one-third does not know it (180,000-280,000).29 Identifying those
who are positive and do not know their status is critical so that they can
protect others from infection and begin medical treatment when appropriate.
Forty percent of HIV-infected Americans begin antiretroviral treatment later
than is recommended by the U.S. Public Health Service. As a result, five
percent of all AIDS cases are diagnosed within a month of a patient’s death.30

African Americans and Latinos make up 50 and 19 percent of the 40,000
new HIV infections annually, while they only represent 12 and 13 percent of
the U.S. population respectively. CDC estimates that of new infections,
African American women make up 64 percent of infections in women and
African American men make up 43 percent of infections in men. Hispanic
women make up 17 percent of estimated new infections in women and
Hispanic men make up 20 percent of estimated new infections in men.31 The
AIDS incidence rate per 100,000 population (the number of new cases of a
disease that occur during a specific time period) among Hispanics in 1999
was 22, almost three times the rate for whites (6.6) but lower than the rate
for African Americans (58.1). African American women are 23 times more
likely to develop AIDS than white women.32

Unmet Need
Scientists estimate that providing access to community-level or small group
HIV prevention interventions to all those persons at risk for sexual
transmission of HIV in the U.S. would cost upwards of $1 billion annually.

DO M E ST IC  AI DS PRO G RAMS

AMERICANS SUPPORT HIV
PREVENTION PROGRAMS 

According to a Kaiser Family
Foundation survey, 86 percent of
Americans believe that AIDS
prevention and education should be a
very important priority and 97
percent believe that high school sex
education classes should include
information about how HIV and STDs
are spread and how to protect
against infection. 

Source: Kaiser Family Foundation, The AIDS

Epidemic at 20 Years, The View From America.

2001.

HIV PREVENTION SAVES LIVES…

Overwhelming evidence, including
extensive historical experience and
scores of scientific studies,
demonstrates that well-designed and
well-delivered HIV prevention
programs contribute to healthier
behaviors and substantially reduce
the number of new HIV infections.
The impact of these programs can be
seen across at-risk populations,
including gay men, injection drug
users, and youth. 

…AND MONEY 

Researchers estimate that the
discounted cost of lifetime treatment
for a person with HIV now averages
about $155,000. With 40,000 people
infected yearly, the U.S. faces an
additional annualized cost of more
than $6 billion every year. In
comparison, scientists estimate that
providing access to community-level
HIV prevention or small group
interventions to all those at risk for
sexual transmission of HIV and
providing prevention services to all
those at risk from injection-drug-
related HIV infection in the U.S.
would cost an estimated $1.423
billion annually.

Source: CDC, “HIV Prevention Saves Lives.”

 



Providing prevention services to all those at risk from injection-drug related
HIV infection in the U.S. would cost an estimated $423 million annually.
The combined total of $1.423 billion is more than double DHAP’s budget.33

Overview of Program’s Services and Initiatives
Funding at DHAP is broken down into three categories:

I. Prevention and Surveillance Cooperative Agreements with State and Local
Health Departments
Fifty states, six directly funded cities, and nine U.S. territories receive
funding for the following services:

n HIV/AIDS Community Planning: CDC requires grantees to involve
infected and affected communities in a planning process to
recommend priority populations and effective HIV education and
prevention interventions.

n Counseling, Testing, Partner Counseling, and Referral Services:
grantees provide HIV counseling, testing, and referral, as well as
partner counseling and referral services programs aimed at
ensuring that individuals learn their HIV serostatus, receive
counseling on behavior change to avoid infection or prevent
transmission, obtain referrals for prevention and care services, and
that their sexual or IDU partners also receive these services. This
includes specific initiatives to promote knowledge of serostatus
among specific populations, such as communities of color, men
who have sex with men, and women of childbearing age.

n Health Education/Risk Reduction: grantees support targeted
education and outreach activities for individual, group, and
community-level interventions, as well as street and community
outreach. These programs include such things as:

• services using indigenous community education and peer
opinion leaders, street outreach with homeless people and
injection drug users; 

• education programs for African-American religious leaders,
and skills-building on risk reduction;

• peer education in correctional facilities;

• education services to Spanish speaking populations; and

• in-service training for social service/AIDS service agencies.

n Capacity Building: grantees provide financial and technical
assistance to strengthen their own infrastructure and that of non-
governmental organizations they fund to deliver effective
prevention programs in their jurisdictions.
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n Prevention Research and Program Evaluation: grantees conduct
prevention research and program evaluation activities to monitor
progress, outcome, and impact of the programs they support, as
well as to assess needs and develop culturally appropriate services.

n Epidemiology and Surveillance: CDC awards grants through
surveillance cooperative agreements for surveillance,
serosurveillance incidence, and prevalence studies.

II. Directly-funded Community/National/Regional Organizations
The greater proportion of these activities are funded through the MHAI (see
sidebar on page 15).

III. Research, Surveillance, Analysis, Technical Assistance, and Program
Support 
CDC conducts epidemiologic and behavioral research and surveillance to
monitor trends and risk behaviors to provide a basis for targeting prevention
resources. CDC also conducts behavioral intervention and operations
research and evaluation, and it provides financial and technical assistance
for HIV prevention programs conducted by state, local, and territorial health
departments, national minority organizations, community-based
organizations, business, labor, religious organizations, and training agencies.

Funding Mechanisms 
CDC funds HIV prevention programs through agreements with:

n 65 state and local health departments;

n 27 national and regional minority organizations;

n 11 national business, labor, and faith partnerships; and 

n 214 community-based organizations.

REQUESTED INCREASE
NORA requests an additional $693.6 million for a total appropriation of $1.3
billion for the Division of HIV Prevention to help states and communities: 

n strengthen programs to target prevention interventions to HIV-
infected persons to support the adoption of behavior change to
avoid further transmission;

n expand faith-based initiatives;

n reach partners of people living with HIV and refer them into care;

n provide capacity building and technical assistance, especially for
administrative management, to community-based organizations; and 

n target outreach and HIV counseling and testing efforts that focus
on populations at high-risk of infection including highly-impacted
racial and ethnic minority communities, young men of color who
have sex with men, substance users, women, and youth in high-
risk situations. 
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CDC/HRSA CORRECTIONS
DEMONSTRATION PROJECT

Jointly funded with HRSA for $7
million, seven state health
departments (CA, FL, GA, IL, MA, NJ,
and NY) are implementing innovative
continuity-of-care programs for
HIV/STD/TB/hepatitis-infected
inmates soon-to-be-released from
prisons, jails, or juvenile detention
centers. 

Clients are identified inside the
correctional facility and placed in
intensive case management
programs, health education
programs, and medical care upon
release. For all programs, contractors
have been put in place, training of
staff has occurred, evaluation tools
have been developed, and aggregate
data collection is underway with
client-level data just beginning. Each
state is conducting their own
evaluation with certain variables
contributing to the national cross-site
evaluation (funded by HRSA). The
project period is through September
2004.



DIVISION OF STD PREVENTION (DSTD)

FY 2005 NORA Recommendation $342,600,000

FY 2005 President’s Budget $168,176,000

FY 2004 Appropriation $167,935,000

(Funding for DSTD is in the CDC line item for “HIV/AIDS, STD and TB
prevention.”)
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COMMUNITIES OF COLOR INITIATIVES 

The CDC currently supports a number of initiatives within the DHAP to address the HIV prevention needs of communities of color. Some of
these programs existed prior to the MHAI, and others are a direct result of funding sources made available through the MHAI. 

PROGRAMS INSTITUTED PRIOR TO THE MHAI:

n Minority and Other Directly Funded Community-Based Organizations: awards cooperative agreements to CBOs to provide highly
targeted HIV prevention interventions to populations at risk of acquiring or transmitting HIV infection. This program provides much-
needed resources to MCBOs responding to the epidemic in their communities.

n Capacity Building and Technical Assistance: provides resources to national and regional minority organizations (NRMOs) to provide
capacity building and technical assistance to strengthen the infrastructure and HIV prevention efforts of MCBOs and communities.
Assistance is provided in HIV prevention interventions, program evaluation, and organizational infrastructure development to MCBOs
and state and local health departments. The NRMOs are key partners in the national HIV/AIDS prevention strategy.

MHAI PROGRAMS

The MHAI provides much-needed resources for CDC programs specifically designed for and targeted to ethnic and racial minority
communities and MCBOs to expand and enhance effective prevention interventions for ethnic and racial minority groups highly impacted
by HIV. 

Examples of these programs include:

n Capacity Building  Assistance (CBA) provides financial assistance to national and regional non-governmental organizations to provide
CBA and technical assistance to community-based organizations (CBOs) and health departments providing HIV prevention services, and
to HIV prevention community planning groups (CPGs).

n HIV prevention projects program for community-based organizations, including faith-based organizations to: decrease the number of
persons at high risk for acquiring or transmitting HIV; increase the proportion of HIV-infected people who know they are infected;
increase the proportion of HIV-infected people who are linked to appropriate prevention, care and treatment services; and strengthen
the capacity to develop and implement effective HIV prevention interventions.

n HIV prevention projects support the development and implementation of community-based HIV prevention projects targeted to
populations at increased risk in Puerto Rico and the U.S. Virgin Islands.

n KNOW NOW! supports innovative communications and social marketing strategies to encourage HIV testing for target audiences at high-
risk for HIV/AIDS and increase the number of ethnic and racial minorities that know their serostatus. These initiatives are intended to
develop and sustain infrastructure within communities of color and complement existing programs. NORA emphasizes that these
targeted initiatives do not stand alone and cannot fully address the needs of communities of color experiencing the burden of a severe
and ongoing HIV epidemic. All of CDC’s HIV prevention activities are critical to our nation’s efforts to halt the growing number of
infections among ethnic and racial minority communities.

 



Impact of the Program 
U.S. syphilis rates have dropped to 2.4 per 100,000 since the last peak of
20.3 per 100,000 in 1990. Syphilis is extremely concentrated geographically;
half of all new cases in 2001 were reported from only 21 of the 3,115 U.S.
counties.34 CDC approximates that in FY 2002, 4.3 million gonorrhea tests
and over 6.5 million chlamydia tests were performed. It is estimated that in
FY 2001 these tests prevented 44,300 cases of gonorrhea and 234,700 cases
of chlamydia.

Need for Services
STDs remain at epidemic levels in the U.S. and the U.S. continues to record
the highest STD rates in the industrialized world.35 Currently, 65 million people
in the U.S. have an incurable STD.36 After a decade long decline, syphilis cases
in men are now increasing, jumping a staggering 27 percent between 2001
and 2002.37 CDC estimates 15 million new cases of non-HIV STDs (one-fourth
of them among teenagers) occur each year at an annual direct and indirect
cost of at least $10 billion.38,39 STDs cause substantial morbidity and mortality
and contribute to the spread of HIV. STDs often intersect with HIV, magnifying
the effects of both. Chlamydia and syphilis increase risk of HIV transmission
among adults at least three-to-five fold.40 Preventing STDs, therefore, is an
effective way to prevent the spread of HIV. Further, increases in STDs may
signal increases in unsafe behaviors associated with HIV transmission.
Screening HIV-infected persons for STDs and screening those with STDs for
HIV are important disease prevention strategies. Investment in STD
infrastructure benefits HIV-infected individuals through the co-location of
services and program integration at the client level. 

Overview of Program’s Services and Initiatives
The DSTD conducts surveillance; epidemiologic, behavioral, and operations
research; and program evaluation related to STDs, including syphilis,
gonorrhea, chlamydia, human papillomavirus (HPV), genital herpes, and
hepatitis B. DSTD also assists states and selected localities in reaching those
at risk for infection with STDs; works to prevent infertility and pelvic
inflammatory disease and its complications; and collaborates with other
agencies and groups, particularly community-based organizations, to
enhance STD prevention awareness. DSTD supports programs in developing
countries for surveillance, research, and prevention as well. 

State and local public health agencies administer both HIV and STD
prevention and care services. Because STDs pose serious health risks
themselves, they may increase the likelihood of HIV infection, and pose a
particular threat to people with HIV/AIDS. States have worked on
integration or collaboration of these programs to strengthen efforts in both
areas. Greater integration and coordination between STD and HIV programs
result in testing for HIV in STD-funded sites, testing for STDs in HIV-funded
sites, and referring infected persons into care once identified, maximizing
opportunities to reach those impacted by HIV.
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Chlamydia and syphilis increase risk
of HIV transmission among adults at
least three-to-five fold.

Source: See endnote #49.



Funding Mechanism
In FY 2002, CDC funded 65 state, territorial, and local health departments to
treat and reduce the spread of STDs and 35 syphilis elimination programs.

REQUESTED INCREASE 
NORA requests an additional $174.7 million for a total appropriation of
$342.6 million for the Division of STD Prevention to expand:

n infertility prevention,

n syphilis elimination, 

n STD treatment to enhance HIV prevention, 

n efforts to build a response to non-HIV viral STDs, 

n STD prevention for adolescents, and 

n surveillance, training, and partner services.

DIVISION OF TB ELIMINATION (DTBE)

FY 2005 NORA Recommendation $284,600,000

FY 2005 President’s Budget $136,401,000

FY 2004 Appropriation $136,205,000

(Funding for DTBE is in the CDC line item for “HIV/AIDS, STD and TB
prevention.”)

Need for Services
TB is particularly dangerous for people with HIV; TB is the leading cause of
death among people with HIV worldwide.41 Efforts to eliminate TB are
essential to reducing the global toll of HIV.

TB still afflicts about 15,000 people in the U.S. each year. An estimated 10-
15 million people in the U.S. are infected with TB bacteria and about 10
percent of infected individuals will develop TB at some point in their lives.42

The risk of developing TB disease is much greater for people with HIV/AIDS.
Because HIV infection so severely weakens the immune system, people
infected with both HIV and TB have a 100 times greater likelihood of
developing active TB disease and becoming infectious compared to those not
infected with HIV.43 CDC estimates that 10 percent of all TB cases and nearly
20 percent of cases among people ages 25 to 44 occur in people living with
HIV.44 This high level of risk underscores the critical need for targeted TB
screening and preventive treatment programs for people living with HIV and
those at greatest risk for HIV infection. 
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Overview of Program’s Services and Initiatives
CDC has set a goal to eliminate TB in the U.S. Central to this effort are
strategies to: strengthen domestic TB control programs to ensure prompt
identification of persons with TB and offer appropriate treatment; provide
examination and preventive therapy to individuals who have latent TB
infection and are at high-risk of developing active/infectious TB disease;
support development of improved tools for TB prevention, such as new
diagnostics and improved drugs; and work in partnership with the seven
countries that contribute most to TB morbidity in the U.S.

The DTBE funds support:

n identification of people with TB through active surveillance;

n programs to ensure that people who are identified with active TB
are provided with appropriate curative therapy and their close
contacts are evaluated for provision of therapy for latent infection;

n targeted testing and treatment for persons at high risk for latent
infection;

n directly observed therapy to ensure treatment completion by
patients; 

n on-site assistance with outbreak investigations and control efforts
in support of states and local areas; 

n strengthening laboratory activities; and 

n training in the proper diagnosis and treatment of TB through the
Model TB Centers. 

In addition, DTBE supports activities aimed at controlling TB along the U.S.-
Mexico border and collaborates with the Department of Veterans Affairs to
form a consortium for clinical trials research. DTBE also mobilized its teams
for outbreak and epidemiological investigations and provided preventive
therapy to 166,764 persons. This will prevent 13,692 cases of TB and 1,553
TB-related deaths.

Funding Mechanism
DTBE funds 68 cooperative agreements with state and local health
departments for TB prevention and control and also funded 15 programs for
targeted testing and seven sentinel surveillance sites to describe the
geographic distribution of TB types.

REQUESTED INCREASE
NORA requests an additional $148.4 million for a total appropriation of
$284.6 million for the Division of TB Prevention to expand:

n core TB elimination activities; 

n targeted TB screening and latent TB infection treatment; 
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People infected with both HIV and TB
have a 100 times greater risk of
developing active TB disease and
becoming infectious compared to
those not infected with HIV.

Source: see endnote #53
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n use of modern TB detection tools; 

n efforts to reduce health disparities along the U.S.-Mexico border; 

n research on new diagnostic techniques, clinical practice and
therapeutic techniques; 

n HIV screening and referral of patients at TB centers and TB testing
and referral of patients at HIV centers; 

n TB screening in foreign-born individuals; 

n TB screening and treatment in correctional facilities; and 

n efforts in reducing domestic and international multidrug-resistant
TB.

NATIONAL CENTER FOR CHRONIC DISEASE
PREVENTION AND HEALTH PROMOTION
(NCCDPHP)
DIVISION OF ADOLESCENT AND SCHOOL HEALTH (DASH) 

FY 2005 NORA Recommendation $82,600,000

FY 2005 President’s Budget $62,586,000

FY 2004 Appropriation $62,418,000

Appropriations Bill: Labor/Health and Human Services/Education 

(Funding for DASH is included within the school health line item of the
National Center for Chronic Disease Prevention and Health Promotion
appropriation. The school health line includes funds for HIV prevention, as
well as basic school health programs that address chronic disease.

Need for Services
People under 25 account for half of new HIV infections; the majority are
infected through sexual activity.45 Fifty-three million children and youth
attend nearly 117,000 schools every day in the U.S., making school health
programs one of the most efficient means of shaping the nation’s future
health and social well-being.46

The ability of school-based prevention programs to change behaviors is
clear. Between 1991 and 1999, the percentage of high school students
receiving HIV education in schools increased from 83 percent to 91
percent.47 During that same period, pregnancy rates among 15 to 17-year-old
young women decreased 20 percent, sexual initiation declined among high
school students and condom usage increased from 46 percent to 58 percent
among sexually active students.48, 49
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Unmet Need 
DASH has not received an increase in appropriations since 1991 despite a
16-percent increase (more than eight million) in the number of school-aged
young people (ages 5-19) in the U.S. over the past decade and dramatic rises
in HIV transmission among youth. In addition, DASH cannot fund seven of
the 25 school districts eligible for funds because of funding limitations. 

Overview of Program’s Services and Initiatives
DASH provides funds and technical assistance to help schools implement
effective HIV prevention education. Specific HIV curricula with well-
documented evidence of effectiveness in reducing risk behaviors among
young people include:

n Reducing the Risk: a 16-lesson program for students in grades
9–10 with interactive instructional strategies that address teenage
sexual risk-taking and HIV prevention;

n Get Real About AIDS, high school level, 2nd edition: a 14-lesson
HIV prevention program for students in grades 9–12 that addresses
their knowledge of various risk behaviors, perceptions of
vulnerability, and skills for avoiding risky behaviors;

n Be Proud! Be Responsible!: a five-hour program for urban youth
that stresses developing refusal, negotiation, and other skills that
reduce risky behaviors for HIV infection;

n Becoming a Responsible Teen: an eight-session program for
African-American young people 13 to 18 years-old that teaches
assertive communication skills, limit setting, and refusal and
negotiation skills for HIV prevention; and

n Focus on Kids: an eight-session program for African-American and
inner-city young people 9 to 15 years old that stresses values
clarification, communication, negotiation, and other skills for HIV
prevention.

DASH also includes an initiative to support coordinated school health
programs that can reduce chronic disease risk factors such as poor eating
habits, physical inactivity, and tobacco use. CDC currently supports
coordinated school health programs in 20 states. 

DASH’s Youth Risk Behavior Surveillance System (YRBSS) provides
information about the prevalence of health-risk behaviors among young
people. Developed by CDC in cooperation with federal, state, and private-
sector partners, this voluntary system includes a national survey of about
15,000 students and smaller surveys conducted by state and local education
agencies.
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DASH cannot fund seven of the 25
school districts eligible for funds
because there is not enough money.

 



Funding Mechanism
Funds are distributed to all 50 states, six territories, and 18 large-city
education agencies based on formulas tied to student enrollment and on a
competitive basis to eligible urban school districts.

REQUESTED INCREASES 
NORA requests an $20.2 million increase for a total appropriation of $82.6
million in DASH funding to: 

n expand funding for HIV prevention for school-aged youth;

n integrate HIV prevention messages into STD and teen pregnancy
prevention education;

n expand targeted education to gay, lesbian, bisexual, transgender,
and questioning (GLBTQ) youth who are at high risk of HIV
infection; and

n expand involvement of young people in the development and
dissemination of effective prevention interventions.

NATIONAL CENTER FOR INFECTIOUS DISEASES
(NCID)
DIVISION OF VIRAL HEPATITIS

FY 2005 NORA Recommendation: $100,000,000

FY 2005 President’s Budget: $22,722,000 

FY 2004 Appropriation: $22,596,000 

Appropriations Bill: Labor/Health and Human Services/Education 
(Funding for Division of Viral Hepatitis is in the CDC line item for
“Infectious Disease Control.”) 

Need for Services
Prevention programs developed in response to the HIV/AIDS epidemic have
identified large numbers of people at risk for HIV, hepatitis A virus (HAV),
hepatitis B virus (HBV), and hepatitis C virus (HCV) infection. HIV, HCV,
and/or HBV co-infection is a serious problem, particularly among injection
drug users and hemophiliacs treated with clotting factor concentrates before
the availability of processes to inactivate those viruses in blood products.
The proportion of cases of hepatitis A associated with men who have sex
with men (MSM) has been increasing, even though the overall incidence has
been decreasing.50
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Deaths from hepatitis C end-stage liver disease among HIV co-infected
patients are expected to increase as antiretroviral therapy for HIV extends
the lifespan of these patients.51 In addition, the liver toxicity from some
antiretroviral drugs makes management of co-infected patients more
complex and requires specialists with experience in treating both infections. 

HAV
Hepatitis A remains one of the most frequently reported vaccine preventable
diseases in the U.S. Every year in the U.S., HAV infects approximately
180,000 individuals. Eleven to 22 percent of those infected are hospitalized
and approximately 100 cases result in death.52

HBV
Between 140,000 and 320,000 people were infected each year in the past
decade, and an estimated 5,000 deaths from acute or chronic hepatitis B
occur annually.53, 54 An estimated $658 million (in 1992 dollars) in medical
cost and lost wages result from HBV infections annually.55 Almost 75 percent
of newly acquired cases occur among adults in groups for which hepatitis B
vaccination is recommended.56

HCV
HCV infection is the most common chronic blood-borne viral infection in the
U.S. One percent of the non-institutionalized, civilian population in the U.S.
(2.7 million people) are chronically infected with HCV and many are not
aware of their infection and are not clinically ill.57 Current or past injection
drug use accounts for the largest number of infected persons.58 Of persons
injecting drugs for five years, 60 to 80 percent are infected with HCV.59

Cirrhosis of the liver develops in 10 to 20 percent of persons with chronic
HCV over a period of 20-30 years, and liver cancer in one to five percent.60

Nearly 15,000 deaths annually are due to complications of chronic HBV or
HCV infections.61

Unmet Need 
A recent survey of local health officers shows that while 87 percent of city
and county health departments provide education about HIV/AIDS and 77
percent provide HIV counseling, less than 50 percent provide hepatitis C
counseling and only 23 percent provide HCV testing.62

Despite clear recommendations for high-risk adults to be vaccinated against
HAV and HBV and to be counseled and tested for HCV infection,
implementation has been limited. Full integration of hepatitis prevention
services for high-risk adults must overcome gaps in services, which include
1) lack of infrastructure to administer vaccine or provide testing; 2) lack of
resources to purchase vaccine for high-risk adults; and 3) lack of referral
mechanisms or sources of care for persons identified with chronic hepatitis
infection.
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Overview of the Program’s Services and Initiatives: 
The Division of Viral Hepatitis provides the scientific and programmatic
foundation for the prevention, control, and elimination of hepatitis virus
infections in the U.S. and assists the international public health community
in these activities. 

The National Hepatitis C Prevention Strategy integrates hepatitis prevention
services such as vaccinations against HAV and HBV and counseling and
testing for HCV infection into existing public health programs (such as STD
and IDU treatment and HIV counseling programs) serving individuals at high
risk for HIV, HCV, and HBV infection. 

Specific programs and responsibilities of the division include:

n determining and monitoring rates of viral hepatitis in the U.S.; 

n providing epidemiologic assistance for outbreaks of viral hepatitis; 

n conducting epidemiologic studies to define risk factors for
acquisition of acute and chronic viral hepatitis, defining the
natural history of these infections, and determining their impact
on the health of the nation; 

n further characterizing known hepatitis viruses and developing new
diagnostic methods and prevention methods, vaccines, and
treatments; 

n characterizing the pathogenesis of infections with hepatitis viruses; 

n assisting the international community in the development and
evaluation of strategies to prevent viral hepatitis and serve as a
WHO Collaborating Center for Reference and Research on Viral
Hepatitis; 

n developing and evaluating recommendations to prevent and
control infections and disease associated with hepatitis viruses;
and 

n providing technical assistance to state and local health
departments, and the international community for implementation
of prevention activities.

Funding Mechanism
Funds are distributed to state and local health departments and to non-
governmental organizations through cooperative agreements. No formulas
are used.

REQUESTED INCREASE
NORA requests an additional $77.3 million for a total appropriation of $100
million for the Division of Viral Hepatitis to increase the ability of state and
local health departments to integrate hepatitis prevention programs with
HIV/AIDS prevention programs. 
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BUILDING A STRONGER
INFRASTRUCTURE 

Some key accomplishments of the
Division of Viral Hepatitis include
establishing:

n hepatitis C prevention coordinators
in a total of 50 state and city
health departments;

n demonstration projects at 22 sites
to determine the most effective
approaches to integrate hepatitis
prevention services into existing
public health programs; 

n partnerships with 12 non-profit
organizations to assess available
hepatitis prevention messages,
develop messages to reach
underserved populations,
disseminate educational materials,
and develop training for health
professionals;

n the National Viral Hepatitis
Information Center, which
distributes more than one million
pieces of educational information
annually; 

n a surveillance plan to include
collection and reporting of persons
with chronic HBV or HCV infections,
including new case definitions for
these conditions; 

n demonstration sites to evaluate
state-based strategies for
implementation of chronic viral
hepatitis infection surveillance;
and

n published guidelines on the
prevention and control of viral
hepatitis in correctional settings.

Only 23 percent of city and county
health departments offer HCV testing.

Source: see endnote #72

Chronic liver disease is the tenth
leading cause of death among adults
in the U.S and an estimated 40 to 60
percent of chronic liver disease is due
to HCV.

Source: see endnote #70

 



Food and Drug Administration (FDA)
FY 2005 NORA Recommendation $1,538,169,000

FY 2005 President’s Budget $1,494,517,000 

FY 2004 Appropriation $1,385,738,000

Appropriations Bill: Labor/Health and Human Services/Education

Impact of the Program on People Living With HIV/AIDS 
To date, the FDA has approved 48 drugs for treatment of HIV/AIDS and
AIDS-related conditions. Over the course of the epidemic, AIDS advocates
have worked closely with the FDA and the pharmaceutical industry to
develop new mechanisms designed to speed access to promising treatments
while further clinical research is conducted to determine the long-term
safety and effectiveness of these products. Manufacturers developing new
products to treat other serious or life-threatening diseases have also used
these mechanisms, including accelerated approval and treatment
Investigational New Drug (IND) protocols.

FDA is continuing its efforts to identify new ways to make the drug
discovery, development, and approval process more efficient and effective. 

Need Services
Medications play a crucial role in the management of HIV and its related
infections. Before companies market drugs to people living with HIV, it is
important that clinical data be analyzed to determine safety and
effectiveness. 

Unmet Need
In recent years, increases in funding for the FDA have not kept pace with
other health-related agencies, even as the number of potentially life-saving
drugs needing review by the FDA has grown.

The passage of the FDA Modernization Act of 1997 and new initiatives on
food safety, pediatric labeling, and safety monitoring continue to place
additional resource-intensive responsibilities on the FDA. It is critical that
Congress provide the FDA with appropriated funds to meet all of its existing
responsibilities. The agency should not be forced to fund new responsibilities
at the expense of existing ones.

Overview of Agency’s Services and Initiatives
The FDA has a congressional mandate to ensure the safety and effectiveness
of drugs, biologics, and medical devices used in the U.S. The AIDS epidemic
highlighted the FDA’s role in the development, evaluation, and approval of
new medical products and tested the agency’s ability to respond to a public
health emergency. With the increasing practice of importing drugs from
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Canada and other countries, as well as the use of the Internet to acquire
medications, the FDA is facing new pressures to inspect imports and enforce
counterfeit drug laws.

The FDA’s drug approval process has improved significantly in recent years
largely due to the Prescription Drug User Fee Act (PDUFA), passed in 1992,
and reauthorized in 1997 and 2000. Under PDUFA, companies submitting
New Drug Applications (NDAs) pay a user fee to the FDA to pay for
enhancements in the FDA drug approval process. While user fees are an
appropriate mechanism to provide enhancements to the FDA process, the
FDA’s core functions need to be supported through appropriated funds. The
agency cannot be expected to collect additional user fees that have not been
authorized through legislation.

The FDA is also responsible for inspecting a significant portion of the U.S.
food supply, including imports. Food-borne illnesses affect more than 76
million Americans each year, resulting in approximately 5,000 deaths. For
those with compromised immune systems, such as people living with
HIV/AIDS, the threat of food-borne illness is very serious. FDA’s inspection
responsibilities continue to grow substantially, but its budget to meet those
responsibilities has not kept pace. 

REQUESTED INCREASE
Due to continuing concern over the FDA’s increased responsibilities, NORA
is making an agency-wide request for FDA funds in FY 2005. NORA requests
an additional $152 million for a total appropriation of $1.538 billion to
provide the FDA with the resources it needs to meet its full congressional
mandate. The FDA must have the resources it needs to continue to deliver
the highest standards of drug approval and safety monitoring without
shifting resources from other public health responsibilities. 
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Health Resources and Services
Administration (HRSA) 
HIV/AIDS BUREAU 
RYAN WHITE COMPREHENSIVE AIDS RESOURCES
EMERGENCY (CARE) ACT

CURRENT NEED $3,100,000,000

FY 2005 NORA Recommendation $2,547,600,000

FY 2005 President’s Budget $2,079,967,030 

FY 2004 Appropriation $2,044,697,459

Appropriations Bill: Labor/Health and Human Services/Education

CARE Act Central to Nation’s Response to AIDS 
The Ryan White CARE Act, the largest discretionary investment in the care
of people with HIV/AIDS in the U.S., funds primary health care and support
services for people with HIV/AIDS who lack health insurance and financial
resources for their care. 

FY 2005 FY 2005 FY 2004
NORA PRESIDENT’S APPROPRIATION
RECOMMENDATION BUDGET

Title I $702.0 m $615.0 m $615.0 m
(+$87 m) (-$3.86 m) (includes $43.8 m 

in MHAI funds)

Title II: Care $ 387.1 m $337.1 m $337.1 m
(+$50 m) (-$3.29 m) (includes $7 m 

in MHAI funds)

Title II: ADAP $965.9 m* $783.9 m $748.9 m
(+$217 m) (+$35 m)

Title III $224.5 m $197.2m $197.2 m
(+$27.3 m) (-$5.69 m) (includes $53.4  m 

in MHAI funds)

Title IV $101 m $73.1 m $73.1 m
(+$27.9 m) ($0 m) (includes $18.5 m 

in MHAI funds)

Part F: AETCs $46 m $35.3 m $35.3 m
(10.7 m) (-$0.3 m) (includes $8.5 m 

in MHAI funds)

Part F: Dental $ 19 m $13.3 m $13.3 m
Reimbursement (+$ 5.7 m) (+$0.04 m)

Ryan White $2,445.4 m $2,079.0 m $2,019.9 m
CARE Act Total (+$428.6 m) (+$16.6 m) (includes $131.2 m 

in MHAI funds)
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Each year, CARE Act programs reach more than 533,000 individuals with or
at risk for HIV in all 50 states, the District of Columbia, Puerto Rico, and the
U.S. territories. Congress enacted the CARE Act in 1990 and, based on the
CARE Act’s strong record of delivering care to those in need, reauthorized
the act in 1996 and again in 2000. The CARE Act will be up for
reauthorization in 2005. 

Title I (Part A)
Provides emergency relief through funding for health care and support
services to the 51 U.S. eligible metropolitan areas (EMAs) disproportionately
affected by HIV/AIDS. 

Title II (Part B)
Assists states and territories in improving the quality, availability, and
organization of health care and support services for individuals and families
with HIV disease, and provides access to pharmaceuticals through the AIDS
Drug Assistance Program (ADAP).

Title III (Part C)
Provides support directly to community-based providers for early
intervention and primary care services for people living with HIV/AIDS.

Title IV (Part D)
Enhances access to comprehensive care and research of potential clinical
benefit for children, youth, women, and their families with or at risk for HIV. 

Special Projects of National Significance (SPNS) 
Supports the development of innovative HIV/AIDS service delivery models
that have potential for replication in other areas. 

AIDS Education and Training Centers (AETCS) (Part F) 
Supports training for health care providers to identify, counsel, diagnose,
treat, and manage individuals with HIV infection and to help prevent high-
risk behaviors that lead to infection.

Dental Reimbursement Program (Part F)
Provides support to dental schools, postdoctoral dental education programs,
and dental hygiene programs for non-reimbursed care provided to persons
with HIV/AIDS.

Need for Services 
An estimated 850,000-950,000 people are living with HIV disease in the
U.S.; at the end of 2002 over 384,000 of those people were living with
AIDS.63, 64 Some rely on CARE Act resources for all of their medical and
support services. Others depend on the CARE Act for just a few, or perhaps
only one, of the services they need.

On average, people living with HIV/AIDS are economically poorer than
general population, and those using services funded by the CARE Act are
poorer still. According to the HIV Cost and Services Utilization Study,
individuals in care for HIV disease, when compared to the general
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CARE ACT HELPS PEOPLE LIVING
WITH HIV ACCESS THERAPIES
EARLY IN THEIR DISEASE

The CARE Act fills a crucial gap in the
delivery of HIV-related medical care,
including anti-HIV medications. The
Medicaid and Medicare entitlement
programs are typically not an option
for people living with HIV who have
not yet been diagnosed with AIDS. 

Currently, in most cases, individuals
with HIV must become disabled by
AIDS and meet strict income and
asset criteria in order to receive
Medicaid coverage. The CARE Act
serves the thousands of low-income,
uninsured and underinsured people
with HIV disease who are not served
by Medicaid and Medicare and who
seek care to prevent future life-
threatening and costly infections, and
to delay progression to full-blown
AIDS. 
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population “were about half as likely to be employed, to have household
income above the 25th percentile, or to have private insurance.” Only 32
percent have private health insurance and fully 20 percent have no
insurance at all, either public or private. The CARE Act exists because so
many people with HIV lack the insurance and financial resources to pay for
care. They also may not have the social and familial support that is essential
for coping with a debilitating and stigmatized disease. Even those with
private health insurance may depend on the CARE Act for essential support
services. Women and minorities make up significant portions of the CARE
Act client base, which is not surprising, because both groups are at a
disproportionate risk for poverty and lack of insurance.

Effective HIV treatment is expensive and requires extensive medical
monitoring. The annual cost of medical care, including highly active
antiretroviral therapy (HAART), for a person with early-stage HIV disease is
$15,404 per year; the cost is $30,261 per year for those with late-stage
AIDS.65

Compounding the rise in direct costs is the increasing complexity and cost
of effective HIV/AIDS treatment. While new treatments have helped extend
the lives of some people with HIV/AIDS, the drug regimens are expensive
and have complex dosing schedules, often requiring extensive case
management and support services to promote adherence to treatment
regimens and increase efficacy. CARE Act services provide health care,
medications, and related support services, such as substance abuse
treatment, case management, transportation, and home-delivered meals that
allow people with HIV/AIDS to access treatment options.

In addition, a significant number of people face the possibility that their HIV
treatment will become complicated by drug-resistant strains. Data from a
recent study showed that 78 percent of those with a detectable virus carried
a strain resistant to at least one drug. The treatment of drug-resistant strains
generally requires more expertise, patience, time, and money than treating
strains that respond to drugs.66 

Unmet Need
Between 180,000 and 240,000 people living with HIV are unaware of their
status, and over 300,000 people with HIV who do know their status are not
receiving HIV-related care. In 2003 the CDC launched a new initiative
designed 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, if not most, of those diagnosed with HIV under
the new CDC initiative will turn to health care providers funded through the
CARE Act for their HIV-related care. 

Fully 40 percent of HIV-infected people in the U.S. begin antiretroviral
treatment later than is recommended by the U.S. Public Health Service.67

Often, competing needs, such as food and housing, and barriers, such as lack
of transportation or childcare, limit access to care. One study found that
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Forty percent of people living with
HIV in the U.S. begin antiretroviral
treatment later than is recommended
by the U.S. Public Health Service.

Source: See endnote #77.]

SIDE EFFECTS OF HAART
(Partial List)

Anorexia (loss of appetite or aversion
to food) 

Asthenia (weakness or debility)

Cough 

Diarrhea

Fever 

Headache

Insomnia

Lipodystrophy

Malaise

Nausea, vomiting

Pancreatitis

Peripheral neuropathy (numbness in
the extremities)

Stomalitis (inflammation of the
mouth)

Rash
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more than one-third of people living with HIV in care postponed or went
without care during a six-month period because of these competing needs
and barriers, which were also associated with significantly greater odds for
never receiving antiretroviral treatment and visiting an emergency room
without hospitalization. Others went without food, housing, and clothes in
order to pay for their care.68

With rising unemployment increasing the ranks of the uninsured, rapidly
shrinking state healthcare budgets, and restrictions and cutbacks in state
Medicaid programs, CARE Act programs are experiencing an increase in
those seeking treatment with no other options in health care coverage.

A recent national survey of frontline AIDS service providers across the U.S.
found that over 30 percent were unable to accommodate the service needs
of the growing number of clients seeking care and treatment. The agencies
have seen an increase in direct costs associated with providing health care
services. Fifty-four percent of agencies surveyed indicated an increase in
direct costs, including an overall 30 percent increase in use of services and a
20 percent increase in health insurance costs.69

The CARE Act Works
CARE Act-funded services have:

n reduced AIDS mortality by 70 percent; 

n curbed mother-to-child transmission of HIV by 70 percent; and

n reduced HIV-related hospital admissions 30 percent nationally and
up to 75 percent in some locales.

A study by HRSA-funded researchers at Columbia University found that
CARE Act services have a significant impact on the health outcomes of
people with HIV/AIDS.70 Examining the impact of services funded through
all CARE Act titles in New York City, the researchers found that among
people with HIV/AIDS in the study:

n those receiving primary medical care from a CARE Act-funded
provider were 60-70 percent more likely to report appropriate
medical care and 40-50 percent more likely to report being on
HAART than those who received their primary medical care from a
non-CARE-Act-funded provider;

n those receiving case management and/or client advocacy from a
CARE Act-funded provider were 80-90 percent more likely to
report appropriate medical care and 70 percent more likely to be
on antiretroviral therapy than those who received case
management and/or client advocacy from a non-CARE-Act-funded
provider; and

n those who received primary medical care from a non-CARE Act-
funded provider were half as likely as clients of CARE Act
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CARE ACT TITLES WORK
TOGETHER

The CARE Act continuum of care
depends on all parts of the program
to effectively serve people living with
HIV, as the services funded by one
title often support the services
funded by another. A patient who
receives drugs through a state ADAP
program may see a provider funded
by one of the other titles for the
medical care and monitoring needed
to get and stay on a treatment
regimen. If the patient is a woman,
adolescent, or a child the patient may
well rely on a Title IV provider for that
medical care. The patient may also
rely on Title I- or Title II-funded
services for the food to take with pills
or the transportation to doctor’s
appointments. Many of the patients
also receive dental care funded
through Part F of the CARE Act, and
care providers across all titles receive
specialized training through CARE-
Act-supported AIDS Education and
Training Centers. 

Working together, the titles form a
community-based continuum of care
that allows people with HIV and AIDS
to stabilize their lives, receive
medical care, and successfully get
and stay on anti-HIV drug regimens. 

THE CARE ACT AND MEDICAID 

In FY 2002, total federal and state
Medicaid expenditures were
estimated at $7.7 billion––four times
the CARE Act FY 2002 budget of $1.9
billion. Yet, CARE Act services
reached an estimated 533,000
people, compared with the 212,000
served by Medicaid. 

 



providers to report care that met minimum HIV practice guidelines. 

These findings mirror previous data from other studies. One of these studies
found that having a case manager is associated with decreased unmet need
for some critical services and that the level of unmet need decreased as the
number of contacts with a case manager increased.71

TITLE I (PART A) 

FY 2005 NORA Recommendation $702,000,000

FY 2005 President’s Budget $615,047,711

FY 2004 Appropriation $615,047,711

Appropriations Bill: Labor/Health and Human Services/Education

Impact of the Program on People Living With HIV/AIDS 
Title I serves an estimated 200,000 people living with HIV each year,
providing nearly three million health-care-related visits (primary, medical,
dental, mental health, substance abuse, and rehabilitation). About two-thirds
of Title I clients are people of color and 30 percent are women. Over 74
percent of people with HIV/AIDS live in a metropolitan area served by Title I. 

Overview of Program’s Services and Initiatives
Title I-funded services are the major safety net for thousands of low-income
persons living with HIV/AIDS who are ineligible for entitlement programs and
would not otherwise receive HIV/AIDS treatment and care. Title I funds
provide a continuum of care for persons living with HIV services that include:

n outpatient and ambulatory health services, including substance
abuse, mental health treatment, and nutrition counseling;

n early intervention including outreach, counseling and testing, and
referral services designed to identify HIV-infected individuals who
know their HIV status;

n outpatient and ambulatory support services, including case
management, to the extent that these services facilitate, enhance,
support, or sustain delivery, continuity, or benefits of health
services; and

n inpatient case management services that expedite discharge and
prevent unnecessary hospitalization.

Funding Mechanism
Title I of the CARE Act provides emergency assistance to EMAs that have
reported at least 2,000 AIDS cases during the previous five years and have a
population of at least 500,000. There are 51 EMAs in 21 states, Puerto Rico,
and the District of Columbia.
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51 CARE ACT TITLE I EMAS

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

 



EMA geographic boundaries are based on the U.S.
Census and range in size from one city or county to
more than 26 different political entities; some span
more than one state. Grants are awarded to the Chief
Elected Official (CEO) of the city or county that
provides health care services to the greatest number
of people living with AIDS in the EMA.

Each EMA has a planning council that determines
service priorities and allocates Title I resources to
those priorities. Typically, service contracts are
awarded competitively within the EMA and always
in accordance with the planning council’s priorities.
Councils, however, may not be involved in selecting
the entities that receive Title I funding, or in
administering contracts with providers. These are
grantee responsibilities.

Planning council membership must be reflective of
the local epidemic and include representatives from a variety of specific
groups, such as health care agencies and community-based providers. One
third of voting members must be people living with HIV disease who
collectively reflect the demographics of the AIDS cases in the jurisdictions.

Title I funding to EMAs includes formula and supplemental components, as
well as MHAI funds targeted for services to minority populations. Formula
grants are based on the estimated number of living cases of AIDS over the
most recent 10-year period. HRSA awards supplemental grants competitively
based on demonstration of severe need and other criteria. 

REQUESTED INCREASE
NORA requests an increase of $87 million for a total appropriation of $702
million for CARE Act Title I to: 

n serve people living with HIV who enter the CARE system after
learning their HIV status under the CDC’s new “Advancing HIV
Prevention” initiative;

n address the increasing costs of providing primary health care
services to more than 200,000 individuals already receiving
primary medical care through Title I programs; 

n meet the new CARE Act requirements to reach out and serve
people living with HIV/AIDS who are coming into care for the first
time;

n address the increasing complexity and cost of delivering quality
HIV medical care and diagnostic testing, including new genotype
and phenotype testing of HIV at $500 per client per year; 

n expand access to specialty medical care for patients in treatment
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Health Care
52%

Case 
Management

11%

Patient
Support Services

25%

Service-related Capacity
Development/Planning Council 

Supporting Other Priorities
5%

Grantee Quality Management
2%

Grantee Administration
4%

FY2002 Title I Allocations

Source: Health Resources and Services Administration, HIV/AIDS Bureau.
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who face side effects directly related to their HIV treatments like
diabetes, heart disease, neuropathy, hypertension, renal and liver
failure, and certain cancers; 

n provide local community-based organizations serving underserved
and isolated communities of color with increased infrastructure
support and expanded service capacity to meet the needs of the
increasing number of people of color living with HIV/AIDS; and

n address the disparity in outcomes, access, and utilization of care
and treatment by people of color living with HIV/AIDS.

TITLE II (PART B)

FY 2005 NORA Recommendation Title II Core: $387,060,000 
ADAP: $965,900,000*

FY 2005 President’s Budget Title II Core: $337,066,504
ADAP: $783,872,000

FY 2004 Appropriation Title II Core: $337,066,504
ADAP: $748,872,430

Impact of the Program on People Living With HIV/AIDS 
As of June 2003, state AIDS Drug Assistance Programs (ADAPs) were
annually serving over 125,000 people living with HIV, including nearly
7,000 new clients per year. Over 63 percent of those served by ADAP are
people of color and over 80 percent have incomes at or below 200 percent
of the federal poverty level, with half at or below 100 percent. In 2002, Title
II-funded providers served 517,679 duplicated clients.
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AIDS Drug 
Assistance Program

70%HIV Care Consortia
Services

16%

MAI Funds for Outreach
and Education

1%

Health Insurance Continuation
1%

Home & Communiy-based Care
1%

State Direct Services
4%

Grantee Planning and Evaluation
2%

Grantee Administration
4%

Grantee Quality Management
1%

FY2002 Title II Comprehensive Award Allocations 

Source: HIV/AIDS Bureau, HRSA, “Planned Title II FY 2001 Allocation, Program Allocations by Service Type. "

DEMAND FOR ADAP SERVICES
RISING 

Current data indicates that both the
number of clients seeking ADAP
services and ADAP drug expenditures
will continue to increase, as they
have for the last six years. Level
funding of HIV care programs—
ADAPs in particular—will result in
more states being forced to curtail
ADAP services and to deny low-
income, uninsured individuals access
to life saving HIV treatments. Fifteen
state and territorial ADAPs—
including Alabama, Alaska, Arkansas,
Colorado, Idaho, Indiana, Kentucky,
Montana, North Carolina, Oklahoma,
Oregon, South Dakota, Washington,
West Virginia, and Wyoming—
currently have access restrictions
limiting enrollment in the program or
cutting back on the availability of
critical HIV treatments. These
restrictions are in place to maintain
the fiscal viability of the programs in
the face of continuing increases in
the number of clients seeking
services, soaring program
expenditures on pharmaceutical
treatments, and federal funding in FY
2002, FY 2003 and FY 2004 that was
significantly less than identified
needs. There are nearly 800 persons
currently on ADAP waiting lists, and
eight more states anticipate placing
restrictions on their programs during
FY 2004. 

Source: National Alliance of State and Territorial

AIDS Directors

*Documentation and recommendation, ADAP Working Group, April 9, 2004.
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Overview of Program’s Services and Initiatives
Title II-funded services include: 

n HIV/AIDS-related medications;

n ambulatory/primary health care; 

n cost-effective home-based health care; 

n support services (transportation, case management, etc.); 

n outreach to HIV-positive individuals who know their HIV status
but are not receiving care services;

n outreach to communities of color to get them enrolled in ADAP;

n early intervention services (HIV counseling, testing, and referral to
care); 

n treatment adherence and support; 

n health insurance coverage with prescription drug benefits; and

n HIV Care Consortia, which assess local needs and contract for
services (Consortia services often include many of the services
listed above).

States and territories receiving Title II funds have focused additional efforts
on identifying underserved—particularly minority—populations and linking
them with HIV care and treatment services. States/territories are also
beginning to implement new, broad provisions contained in the CARE Act
amendments of 2000. Among these are developing and/or expanding quality
management programs for clinical and supportive services, and working
with providers and the community to assess unmet HIV service needs.

Funding Mechanisms
HRSA distributes base Title II grants and ADAP grants to all 50 states, the
District of Columbia, and the eight territories using a formula based on
reported living AIDS cases over the last ten years. Many of the territories
receive a minimum grant of $50,000. States use core Title II dollars to
coordinate care across their entire jurisdictions, including providing some
funding to local HIV consortia, which then contract for services at the local
level. States may also use core funding to pay directly for critical primary
care and supportive services. Providers funded by Title II may include public
or nonprofit entities. For-profit entities are eligible only if they are the sole
available providers of quality HIV care in the area.

States with more than one percent of total U.S. AIDS cases reported during
the previous two years must contribute a match with their own resources.
Three percent of the ADAP earmark is reserved for supplemental grants to
states and territories with severe need for medication assistance.

Title II also funds grants to states for emerging communities—those reporting
between 500 and 1,999 AIDS cases over the most recent five years. In FY
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EMERGING COMMUNITIES 

Under a provision included in the
2000 reauthorization of the CARE Act,
Title II provides supplemental grants
to states to support HIV services in
emerging communities—cities
reporting between 500 and 1,999
reported AIDS cases in the most
recent five years. ECs receiving
funding in FY2004 are the following: 

n Baton Rouge, LA
n Birmingham, AL
n Buffalo-Niagra Falls, NV
n Charleston, SC 
n Charlotte-Gastonia-

Rock Hill, NC-SC 
n Cincinnati, OH
n Columbia, SC 
n Columbus, OH 
n Daytona Beach, FL
n Fort Pierce-Fort St. Lucie, FL
n Greensboro/Winston-Salem/

High Point, NC 
n Greenville-Spartanburg-Anderson,

SC
n Indianapolis, IN
n Jackson, MS 
n Louisville, KY-IN 
n Memphis, TN-AR-MS 
n Milwaukee-Waukesha, WI 
n Monmouth-Ocean, NJ
n Nashville, TN 
n Oklahoma City, OK 
n Pittsburgh, PA 
n Providence-Warwick, RI 
n Raleigh-Durham-Chapel Hill, NC 
n Richmond-Petersburg, VA 
n Rochester, NY 
n Salt Lake City-Ogden, UT
n Sarasota-Bradenton, FL
n Springfield, MA 
n Wilmington-Newark, DE-MD 
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2004, 29 emerging communities received grants. Title II also supports $7
million for the Minority HIV/AIDS Initiative to increase minority
participation in ADAPs and to provide linkages to other HIV care services.

REQUESTED INCREASE
NORA requests a $50 million increase for a total appropriation of $387
million for Title II Core programs to: 

n identify and link persons of color and people residing in rural
areas with HIV into care;

n enhance linkages between HIV prevention and care systems
through the integration of HIV counseling, testing, and referral
services into care settings;

n implement quality management programs and enhance need
assessments as required by the CARE Act Amendments of 2000;

n enhance the coordination and provision of care and treatment
services for those co-infected with HIV and HCV;

n enhance the coordination, continuity, and provision of care and
treatment services for incarcerated populations; 

n enhance access to HIV care and substance abuse treatment and
mental health services for people with HIV; and

n provide basic HIV care and treatment services to the increasing
number of individuals living with HIV/AIDS who are not yet
enrolled in care services.

NORA requests a $319 million increase for a total appropriation of $1.067
billion for state ADAPs to:

n provide services to expanding caseloads; 

n prevent caps on services; 

n cover the increased costs of medications; 

n prevent reductions in or elimination of services; and

n establish a federal minimum formulary.

TITLE III (PART C)

FY 2005 NORA Recommendation $224,500,000

FY 2005 President’s Budget $197,203,593

FY 2004 Appropriation $197,203,593

Appropriations Bill: Labor/Health and Human Services/Education
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State ADAPs use every means
necessary to reduce pharmaceutical
costs, including participation in the
federal 340B drug discount program
and the development of innovative
cost-saving alternatives such as
insurance purchasing programs.

 



Impact of the Program on People With and At-Risk for HIV/AIDS 
Title III-funded services reached over 150,000 people with HIV/AIDS in
2001, including over 35,000 new patients. Two-thirds were people of color
and 30 percent were female. In addition, Title III clinics provided HIV
counseling and testing to more than 415,000 people.72

Overview of Program’s Services and Initiatives
Title III provides direct grants to 310 community-based primary health
clinics and public health providers in 36 states, Puerto Rico, and the District
of Columbia. It is the primary means for targeting HIV-related medical
services to otherwise underserved communities of color and in rural areas.
The program also funds planning grants, which help organizations
strengthen their capacity to deliver care to HIV-positive individuals.

Title III-funded services include: 

n risk-reduction counseling on prevention, antibody testing, medical
evaluation, and clinical care;

n antiretroviral therapies, protection against opportunistic infections,
and ongoing medical, oral health, nutritional, psychosocial, and
other care services;

n case management to ensure access to services and continuity of
care for HIV-infected clients; and

n attention to other health problems that occur frequently with 
HIV infection, including tuberculosis, substance abuse, and
malnutrition.

Funding Mechanism
HRSA distributes Title III funds through competitive grants directly to
service providers. The following types of organizations are eligible for Title
III grants:

n Federally Qualified Health Centers as defined under Section
1905(1)(2)(b) of the Social Security Act, including Community,
Migrant, and Health Care for the Homeless health centers funded
under section 330 of the Public Health Service (PHS) Act; 

n family planning grantees (other than states) funded under Section
1001 of the PHS Act;

n Comprehensive Hemophilia Diagnostic and Treatment Centers;

n current public or private not-for-profit providers of comprehensive
primary care for populations at risk for HIV.
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Sixty-one percent of new patients
served by Title III in 2001 had
incomes equal to or below the federal
poverty level and 42 percent had no
health insurance.

Source: See Endnote #82

 



REQUESTED INCREASE
NORA requests an increase of $27.3 million for a total appropriation of
$224.5 million for Title III to:

n serve people living with HIV who enter the CARE system after
learning their HIV status under the CDC’s new “Advancing HIV
Prevention” initiative;

n address the increasing costs of providing primary health care
services to more than 150,000 individuals;

n provide continued outreach to people of color, women, youth and
other underserved communities who have historically lacked access
to the health care system and who are not currently receiving HIV
care and treatment for their disease;

n offer HIV prevention counseling and provide HIV testing to the
almost one-half million individuals in communities at highest risk
for HIV, thereby helping those who are HIV positive to access
treatment early and stay healthier longer;

n provide early intervention medical care service grants to those
community-based organizations that were given planning grants in
2001 in an effort to stabilize infrastructures, expand service
delivery capacity, and increase the quality of care to underserved
communities of color;

n expand access to both on-site and referral specialty medical care
for patients in care who face side effects directly related to their
HIV treatments, including diabetes, heart disease, neuropathy,
hypertension, renal and liver failure, and certain cancers; and

n address the increasing costs of providing social support services
such as case management necessitated by the need to assist with
adherence, housing shortages and persistent disability. 

TITLE IV (PART D) 

FY 2005 NORA Recommendation $101,000,000

FY 2005 President’s Budget $73,117,049

FY 2004 Appropriation $73,117,049

Impact of the Program on People With And At-risk for HIV/AIDS 
Title IV programs serve over 49,000 children, youth, women, and families at
several hundred clinical sites utilizing over 600 support services programs
and community-based organizations. HIV testing and prenatal care programs
supported by Title IV have helped to dramatically reduce the rate of mother-
to-child HIV transmission in the U.S. In some localities, the rate has been
reduced to zero. 
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It is estimated that 6,000 women
with HIV give birth each year.
Adequate funding to maintain and
expand medical care for these
women is essential to further
reductions in mother-to-child
transmission of HIV.

Source: New York Times, “Women Now Look

Beyond HIV/AIDS, to Children and

Grandchildren,” August 7, 2001.

Half of all new HIV infections in the
U.S. occur in youth under 25. Two
young people become infected every
hour. Youth of color are over-
represented among youth with AIDS.
African Americans and Latino/as
accounted for 69 percent of AIDS
cases among 13-19 year olds in 2000.
Homeless, runaway, gay and bisexual
youth are at high risk for HIV.

Source: Youth and HIV/AIDS 2000: A New

American Agenda, The White House.

 



Overview of Program’s Services and Initiatives
Title IV funds family-centered, comprehensive, culturally appropriate
medical and social support services and access to research for children,
youth, women, and families affected by HIV/AIDS. Funded programs are
located in 37 states, the District of Columbia, and Puerto Rico. Title IV-
funded outreach programs locate pregnant women and offer prenatal care
and HIV testing. Early testing and linkage to family-centered health care is
critical to prevent transmission of HIV from mother to child. Title IV
funding increases have not kept pace with the growth in the populations
served by Title IV-funded programs. Title IV programs serve an essential
coordinating function for other funds, including other CARE Act titles,
Medicaid and other federal, state, and local dollars—leveraging these funds
to create coordinated, family-centered, comprehensive systems of care.

Services provided by Title IV programs include: 

n primary medical care;

n specialty medical care (such as OB/GYN, dermatology, and
radiology) and specialty HIV care;

n supportive services;

n case management;

n transportation;

n child care;

n family advocacy;

n support services (including support groups);

n mental health services;

n substance abuse treatment; 

n translation services;

n access to research;

n client education on research;

n linkage to clinical trials;

n consumer involvement in care and services;

n consumer education;

n peer support; and

n treatment information.

In 1998, Title IV launched an Adolescent Initiative to address the rising
epidemic among youth. The adolescent programs fund community-based
programs that recruit and retain youth with HIV into primary medical care
and support services. 
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The number of women living with
AIDS more than doubled between
1994 and 2000. 

Source: CDC, HIV/AIDS Surveillance Report,

2001, Vol. 13, No. 1.
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Funding Mechanism
HRSA administers Title IV funds through a competitive grant application
process and directly funds approved programs in three-year cycles. In FY
2001, Title IV funded 71 grantees, including 11 that were newly funded.
Grantees include community and faith-based organizations, medical schools,
children’s hospitals, and state and county health departments.

REQUESTED INCREASE
NORA requests a $27.9 million increase for a total appropriation of $101
million for Title IV services to:

n expand services at existing programs to underserved populations;

n fund new programs in areas with the greatest unmet need; and

n expand the Adolescent Initiative to recruit, serve, and retain more
youth (ages 16-24) with HIV.

PART F: AIDS EDUCATION AND TRAINING CENTERS (AETCS) 

FY 2005 NORA recommendation $46,000,000 

FY 2005 President’s Budget $35,339,261

FY 2004 Appropriation $35,339,261

Impact of the Program on
People Living With and At
Risk for HIV/AIDS 
The AETC program has
trained more than 1,000,000
HIV/AIDS providers,
including those serving inner
city, urban, rural and other
hard-to-reach individuals
who are most in need of care.
Providers trained by the
AETCs are more competent
with regard to HIV issues and
more willing to treat persons
living with HIV than other
primary care providers.

Overview of Program’s
Services and Initiatives
The AETCs offer specialized
clinical education and
consultation covering
essential up-to-date
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AETC SERVICES NATIONWIDE 

The AETC program supports 12 regional
centers with more than 70 local performance
sites serving all 50 states, the District of
Columbia, Puerto Rico, and the territories. The
centers are located at:

Regional Centers
n Delta Region AETC (Arkansas, Louisiana,

Mississippi), Louisiana State University,
Health Services Center, New Orleans 

n Florida/Caribbean AETC (Florida, Puerto
Rico, Virgin Islands), University of South
Florida, Tampa 

n Midwest AETC (Illinois, Indiana, Iowa,
Michigan, Minnesota, Missouri, Wisconsin),
University of Illinois at Chicago 

n Mountain-Plains AETC (North Dakota, South
Dakota, Utah, Colorado, New Mexico,
Nebraska, Kansas, Wyoming), University of
Colorado, Denver 

n New England AETC (Connecticut, Maine,
Vermont, New Hampshire, Massachusetts,
Rhode Island), University of Massachusetts,
Boston

n New York/New Jersey AETC (New York, New
Jersey), Columbia University, New York

n Northwest AETC (Washington, Alaska,
Montana, Idaho, Oregon), University of
Washington, Seattle 

n Pacific AETC (California, Arizona, Nevada,
Hawaii, 6 US Affiliated Pacific Jurisdictions),
University of California, San Francisco 

n Pennsylvania/Mid-Atlantic AETC
(Pennsylvania, Delaware, Maryland, Ohio,
Virginia, West Virginia, District of
Columbia), University of Pittsburgh 

n Southeast AETC (Alabama, Georgia,
Kentucky, North Carolina, South Carolina,
Tennessee) Emory University, Atlanta 

n Texas/Oklahoma AETC (Texas,
Oklahoma)Parkland Health and Hospital
System, Dallas 

National Centers 
n National Clinician Consultation Center,

University of California at San Francisco 
n National Evaluation Center
n National Minority AETC, Howard University,

Washington, DC
n National Resource Center, University of

Medicine & Dentistry of New Jersey, Newark

 



information on the transmission, treatment, and prevention of HIV/AIDS to
front-line healthcare providers including physicians, nurses, physician
assistants, dentists and pharmacists. 

The AETCS provide education in a variety of formats including skills
building workshops, hands-on preceptorships and mini-residencies, on-site
training, and technical assistance. Clinical faculty also provide timely
clinical consultation in person, or via the telephone or internet. Based in
leading academic centers across the country, the AETCs use nationally
recognized faculty and HIV researchers in the development, implementation,
and evaluation of the education and training offered.

The AETC program consists of 11 university-based programs with a
nationwide network of over 70 local training sites at universities and
associated organizations serving all 50 states, Puerto Rico, the District of
Columbia, and the territories. 

The AETC Program includes four national centers: the National Resource
Center, the National Evaluation Center, the National Minority AETC and the
National Clinician Consultation Center.

Funding Mechanism
HRSA awards AETC funds through competitive applications. The grant
period is for one year while the project period is for up to three years. 

REQUESTED INCREASE
NORA requests an increase of $10.7 million for a total appropriation of $46
million for the AETCs.

PART F: DENTAL REIMBURSEMENT PROGRAM

FY 2005 NORA recommendation $19,000,000 

FY 2005 President’s Budget $13,325,911

FY 2004 Appropriation $13,325,911 

Impact of the Program on People Living With HIV/AIDS 
In 2003, 64 grantees received $9.8 million to help dental education
programs defray the costs of providing oral health services to people living
with HIV/AIDS. In 2002, 66 grantees received funding and $3.5 million was
awarded to the Community-Based Dental Partnership Program established
under the reauthorized CARE Act in 2000.

Unmet Need
Many people living with HIV/AIDS who require dental services cannot
afford routine dental care, even at the reduced fee schedules available at
dental schools and dental education clinics in teaching hospitals.
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EDUCATING PROVIDERS IN
COMMUNITIES OF COLOR

Approximately 20 percent of regional
AETC funding comes from Minority
HIV/AIDS Initiative funds to build
capacity for HIV care and treatment in
communities of color. AETC programs
that fall within this initiative include:

n expanding ability for HIV care and
training for minority clinics
including urban and rural areas
and the US-Mexico border

n offering targeted training for
minority providers and those who
serve minorities

n developing training programs in
concert with community based
programs to build capacity within
medically underserved areas 

BUILDING CLINICAL CAPACITY TO
INCREASE ACCESS TO CARE

n Providing training, clinical
consultation, and technical
assistance to Ryan White funded
clinics and programs to build
capacity to provided state-of-the
–art clinical treatment and support
services

n Building clinical capacity within
other programs to increase access
to care, such as, community and
migrant health centers, healthcare
for the homeless, and other
community based programs. 

n Supporting treating clinicians
within these programs through
longitudinal training and
mentoring to increase the number
of clinicians with the clinical
competency to care for persons
with HIV disease.

 



Program’s HIV/AIDS Services and Initiatives
The HIV/AIDS Dental Reimbursement supports access to oral health care for
individuals with HIV infection by reimbursing dental education programs for
non-reimbursed costs incurred in providing such care. This care includes
diagnostic, preventive, oral health education and health promotion,
restorative, periodontal, prosthodontic, endodontic, oral surgery, and oral
medicine services. By offsetting the costs of non-reimbursed HIV care in
dental education institutions, the Dental Reimbursement Program addresses
the dual goals of improving access to oral health care and training new
generations of dental and dental hygiene students, and dental residents to
manage the oral health care of persons with HIV. 

The Community-Based Dental Partnership Program funds eligible entities in
their efforts to increase access to oral health service delivery and provider
training in community settings. Programs funded by the program are to be
collaborative efforts between the eligible entities and community-based
dental providers that propose to:

n provide oral health services for individuals with HIV;

n establish and manage clinical rotations for students and residents
in community-based settings;

n collaborate and coordinate between the dental education programs
and the community-based partners in the delivery of oral health
services;

n collect, manage, and report data that will access/describe the
service delivery and educational components of the funded
programs; and

n ensure patient confidentiality and the establishment and review of
a system for control of records of HIV positive patients.

Funding Mechanism 
Institutions eligible for reimbursement are dental schools, post-doctoral
dental education programs such as hospital-based residencies, and dental
hygiene education programs that are accredited by the Commission on
Dental Accreditation and have documented non-reimbursed costs incurred in
providing oral health care to HIV-positive persons.

REQUESTED INCREASE
NORA requests an increase of $5.7 million for a total appropriation of $19
million for the Dental Reimbursement Program to address the unmet oral
health care needs of people with HIV/AIDS by encouraging partnerships
between dental schools and communities without a dental education
program. In these partnerships dental students or residents could provide
treatment for HIV/AIDS patients in underserved communities under the
direction of a community-based dentist who would become adjunct faculty.
Encouraging dental educational institutions to partner with community-
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based providers will help to address the unmet need in areas without a
dental school. As a result of the extended eligibility for Dental
Reimbursement funding to dental hygiene education programs additional
funding is needed to ensure that all dental programs under the CARE Act are
adequately funded.

SPECIAL PROJECTS OF NATIONAL SIGNIFICANCE 

The Special Projects of National Significance (SPNS) program is funded
through a capped percentage of other CARE Act provisions (see below), so
NORA has no request for additional funds. 

Overview of Program’s Services and Initiatives
The SPNS Program is the research and development arm of the CARE Act;
SPNS advances knowledge and skills in the delivery of HIV-related health
and support services to underserved populations. SPNS grants fund
innovative models of care, support the development of effective HIV care
delivery systems, provide the mechanism to assess the effectiveness of
particular models of care, and promote replication of effective models. In
order to meet program goals, funded organizations necessarily contain a
strong evaluation component and disseminate information necessary for
effective replication. 

SPNS projects target the delivery of services to historically underserved
populations, including:

n individuals and families living in rural communities;

n adolescents with HIV disease;

n Native American individuals and families with
HIV disease;

n homeless individuals and families with HIV
disease;

n hemophiliacs with HIV disease; and

n incarcerated individuals with HIV disease.

SPNS provides grants for the development of model
approaches such as those that:

n support family-based care networks and
programs that build organization capacity critical
to the delivery of care in minority communities;

n prepare AIDS service organizations and other
grantees for the changing health care
environment (e.g., delivery of HIV services
within managed care.);
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DENTAL NEEDS CHANGE AS
PEOPLE WITH HIV LIVE LONGER

As a result of immune system
breakdown, people with HIV/AIDS
are more susceptible to oral diseases
such as oral lesions that cause
significant pain and oral infection
leading to fevers, weight loss, and
difficulty in eating, speaking, or
taking medication. Many of the first
physical manifestations of HIV
infection are found in the oral cavity,
and a dentist is often the first health
care professional to diagnose these
patients.

University Clinics
29%

Community Clinics
26%

Misc./Non-Profits
6%

CBOs
7%

Local or State 
Health Dept.

15%

Evaluation
Centers

17%

Ryan White CARE Act SPNS Site by Organization
(n=72)



n integrate the delivery of mental health and substance abuse
treatment with HIV services;

n assess existing treatment education and adherence efforts; 

n support U.S./Mexico border health efforts; and

n assess primary prevention strategies for individuals living with HIV
disease.

Funding Mechanism
SPNS is funded through a percentage tap of the amounts appropriated to
Title I, Core Title II, Title III, and Title IV of the CARE Act. SPNS funding is
capped at $25 million per year. 

HRSA distributes SPNS funds through competitive grants to individual
organizations and collaborative projects. Grantees include: 

n community-based organizations and service providers; 

n academic institutions;

n state and local health departments; 

n state-wide HIV/AIDS organizations; and

n hospitals and other public health entities. 

NORA recognizes the vital role that the SPNS program plays in providing
ongoing availability and continuity of services for underserved populations
through the development and dissemination of innovative programs and
models. NORA, therefore, continues to support setting aside a percentage of
the SPNS budget to support programs for HIV case management and the
integration of HIV health and supportive services for American Indians,
Alaska Natives, and Native Hawaiians.

BUREAU OF PRIMARY HEALTH CARE
CONSOLIDATED HEALTH CENTERS PROGRAM

FY 2005 NORA Recommendation $2,000,000,000

FY 2005 President’s Budget $1,836,000,000

FY 2004 Appropriation $1,617,000,000

Appropriations Bill: Labor/Health and Human Services/Education

Impact of the Program on People Living With HIV/AIDS 
In 2002, community health centers provided 317,699 medical visits for 63,256
people living with HIV and provided 312,000 HIV antibody tests.
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Developing innovative models for the
delivery of HIV services to reach
underserved populations is critical as
the epidemic moves deeper into
communities of color and other
underserved populations. SPNS plays
the critical role of serving as the
evaluation arm of the CARE Act-
funded programs.

 



Need for Services
Federal law requires health centers to be located in federally designated
Medically Underserved Areas (MUAs). The MUAs contain a total population
of 53 million. In 2002, 38.9 percent of all health center patients were
uninsured, 35.5 percent depended on Medicaid and the State Children’s
Health Insurance Program (SCHIP), and only 15.2 percent had private
insurance. Health centers serve patients who face additional barriers to care,
including homeless individuals, individuals in public housing, and migrant
and seasonal farmworkers. Those with HIV depend on health centers for
risk-reduction and care and treatment services 

Unmet Need
There are 43 million uninsured individuals in America in need of health care
coverage. It is estimated that one in five people with HIV is uninsured.73

Overview of Programs Services and Initiatives
Health centers are private, not-for-profit health care providers that deliver
high quality, cost-effective, and comprehensive primary and preventive care
to 14 million people each year, nearly 5 million of whom are uninsured.
Currently, 1,000 health centers serve more than 3,400 urban and rural
communities across the country.

Nearly three-quarters of health centers provide a wide array of services to
persons living with HIV/AIDS in collaborations with local health care
providers and facilities. These services include: 

n primary medical care;

n specialty medical care including referrals;

n outpatient and residential substance abuse treatment and
counseling;

n referrals to clinical trials;

n mental health counseling; 

n oral health care;

n outpatient and ambulatory support services; and 

n case management.

Numerous studies have shown the positive impact of health centers on their
communities. Health center patients have lower hospital admission rates,
shorter lengths of stay, and make more appropriate use of emergency room
services. Health centers have significantly increased the use of preventive
health services such as Pap smears, mammograms, and glaucoma screening
services among the populations they serve, and have increased substantially
the number and proportion of children who are immunized. Communities
served by health centers have been shown to have infant mortality rates
between 10 and 40 percent lower than communities not served by health
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centers. The provision of health center services has also been linked to
improvements in the use of prenatal care and reductions in the incidence of
low birth weight. 

FUNDING MECHANISM
HRSA distributes funding to individual facilities based on performance. In
2002, health centers received over $5.2 billion in revenue:

n 25.3 percent from federal grants;
n 10.2 percent from state and local grants and contracts;
n 3 percent from private sources;
n 34.7 percent from Medicaid;
n 5.7 percent from Medicare;
n 2.5 percent from other public insurance;
n 6.3 percent from private insurance;
n 5.8 percent from patient payments; and
n 6.5 percent from other sources. 

REQUESTED INCREASE 
NORA requests an additional $383 million for a total appropriation of $2
billion for the Consolidated Health Centers in order to work towards the goal
of doubling the number of individuals served by health centers by 2006.

BUREAU OF MATERNAL AND CHILD HEALTH 
TITLE V (MATERNAL AND CHILD HEALTH SERVICES 
BLOCK GRANT)

FY 2005 NORA Recommendation $800,000,000 

FY 2005 President’s Budget Request $729,817,000 

FY 2004 Appropriation $729,817,000 

Appropriations Bill: Labor/Health and Human Services/Education

Impact of the Program on Women and Children
Services funded by the Maternal and Child Health (MCH) Block Services
Grant reached:

PREGNANT INFANTS CHILDREN CHILDREN OTHER TOTAL
WOMEN LESS THAN 1 TO 22 WITH SPECIAL

1 YEAR YEARS HEALTH 
CARE NEEDS

2,223,588 3,793,747 17,793,416 1,010,732 2,257,003 27,078,486
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Need for Services
The proportion of all AIDS cases reported among
adult and adolescent women has more than tripled,
from seven percent in 1985 to 25 percent in 2001.
The epidemic has increased most dramatically
among women of color. African American and
Hispanic women together represent less than one-
fourth of all U.S. women, yet they account for
more than 78 percent of AIDS cases reported to
date among U.S. women.74 In addition, 8.5 million
or 11.6 percent of all children were uninsured in
2000. 

Unmet Need
More than half the states reported in their most
recent MCH Block Grant application a need to
increase the percent of women having access to
and receiving adequate prenatal care including
increasing the number of pregnant women
counseled for HIV testing. Lack of access to
prenatal care or inadequate use of care is a critical
obstacle to maximum reduction of perinatal
transmission, especially among women who use
illicit drugs. Seventy-five percent of states also
identified the need to improve pregnancy and birth
outcomes, including reducing STD rates among
pregnant women and HIV infection of infants.

Overview of Program’s Services and Initiatives
Title V requires states to provide ongoing access to
comprehensive perinatal care for women, including
preventative and child care services, which, based
on state discretion, can include family planning
and HIV counseling and testing for pregnant
women. Over 2 million women received Title V
supported services in 2001, 49 percent of whom
were covered by Medicaid, and 9 percent who were
uninsured. Special projects target underserved
urban and rural areas with efforts at the
community level that promote collaboration
between public and private sector professionals,
leaders, and health care providers. These services
are particularly important due to increases in the
incidence of HIV among adolescents and hard-to-
reach populations, as well as increases in rural
areas. Title V is often the health safety net for
those who have little or no access to health care.
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EXAMPLES OF STATE TITLE V MCH PROGRAMS HIV /AIDS
EFFORTS

Since 2000, 10 state MCH-headed teams have participated in Action
Learning Labs (ALL) that brought together public and private
stakeholders to create state-specific strategies designed to
eliminate perinatal HIV transmission. Highlights from the effort
include:

District of Columbia
The District of Columbia ALL team worked to develop an integrated
approach to perinatal HIV prevention that included strengthening
internal Department of Health partnerships, building community
capacity and conducting social marketing campaigns. 

In 2002, the DC ALL team collaborated with nine other agencies and
reached an estimated 9,000 individuals through their efforts
(includes social marketing activities, HIV counseling and testing and
provider training and workshops).

The DC ALL team met its goals through the following activities.

n Establishing an interagency workgroup and executing interagency
agreements focusing on improving referral procedures that
resulted in co-locating staff to better meet the needs of women at-
risk;

n Building capacity through provider trainings and community
workshops to raise the awareness of the importance of counseling
and testing and treatment needs of pregnant women; and

n Conducting social marketing campaigns to educate the community
about the need to offer HIV counseling and testing to pregnant
women and women of childbearing age.

Florida
The Florida ALL team chose to work with strategic partners to
increase knowledge among providers and clients regarding the
availability of resources as they relate to HIV/AIDS prevention-
specifically for pregnant women. In 2002, the team worked with over
130 organizations and estimates that they reached over 750
individuals.

The Florida ALL team met its goal through the creation of:

n Stronger links and systems among agencies to facilitate effective
client referrals and the sharing of information to track clients,
including the creation of a standardized Client Consent to the
Release of Information form to facilitate client interagency
referrals;

n A pilot collaborative project with the Women, Infants and Children
(WIC) Program office to establish an HIV test site; and 

n Brochures for pregnant women and doctors of pregnant women to
explain the importance of HIV counseling and testing. The
Florida/Caribbean AETC developed the brochures for the Bureau of
HIV/AIDS. The Healthy Start Coalition distributes the brochures to
physicians’ offices-along with other items carrying a perinatal HIV
message.



The Abstinence Education Program under Title V (formula block grants to
the states) funds abstinence education programs, and, at the option of the
state, mentoring and counseling to promote abstinence from sexual activity.
The program focuses on those groups most likely to bear children out-of-
wedlock. 

Funding Mechanism
The Title V Maternal and Child Health Services Block Grant Program has
three components: 

Formula Block Grants 
Fifty-nine states and other political jurisdictions receive block grants. The
program requires that recipients match every $4 of federal money by at least
$3 of state and local funds. This results in the availability of more than $3.7
billion dollars for maternal and child health programs annually. The
program also requires that a minimum of 30 percent of the federal funds be
used to support services for children with special health care needs and that
a minimum of 30 percent be used to provide preventive and primary care
services for children.

Special Projects of Regional and National Significance 
By statute, 15 percent of the block grant stays at the federal level to fund
Special Projects of Regional and National Significance (SPRANS).

Community Integrated Service Systems (CISS) Grants
HRSA retains 12.75 percent of the amount appropriated to the block grant
that exceeds $600 million for Community Integrated Service Systems (CISS)
projects. The CISS program seeks to reduce infant mortality and improve the
health of mothers and children by funding projects for the development and
expansion of integrated services at the community level.

REQUESTED INCREASES 
NORA requests an increase of $70.2 million for a total appropriation of $800
million for Title V in order to: 

n provide services for more of the 12 million children with special
health care needs who do not have comprehensive insurance,
adequate access to specialty care, or family support services;

n recruit and retain health care providers in underserved urban and
rural communities to strengthen the safety net;

n establish demonstration projects that would enable states and
communities to demonstrate public-private partnership projects to
improve access to dental care for uninsured children as well as
SCHIP and Medicaid beneficiaries; and

n develop education and screening programs at elementary and
secondary schools.
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SUPPLEMENTAL PROGRAMS
TITLE X (FAMILY PLANNING)*

FY 2005 NORA Recommendation $350,000,000

FY 2005 President’s Budget $278,300,000

FY 2004 Appropriation $278,300,000 

Appropriations Bill: Labor/Health and Human Services/Education (*Although
the Title X budget line is located within HRSA, the funds are administered
by the Office of Family Planning within the Office of Population Affairs in
the Office of Public Health and Science.)

Impact of the Program on people with or at-risk for HIV/AIDS 
Title X-funded clinics provide reproductive health services to approximately
5 million people per year and serve a population that matches the
demographics of the women most at risk for HIV. Clients served at clinics
funded by Title X are often uninsured, have low incomes (90 percent of
clients have incomes under 200 percent of the federal poverty level), are
primarily young (60 percent are under age 25), and are minority (nearly
one-third).75 African American and Latina women comprise 80 percent of the
AIDS cases in women and 50 percent of all new HIV cases occur in young
people under age 25.76 Many of these people are poor and uninsured. In
2002, Title X performed 5.2 million STD tests and 495,622 HIV tests. Each
year, one in three women of reproductive age who obtains testing or
treatment for STDs does so at a family planning clinic.77 Having an STD 
can increase risk of HIV infection two to five times.78

Need for Services
Title X-funded clinics primarily serve low-income clients. Sixty-five percent
of the clients at Title X clinics have incomes at or below the federal poverty
level and 92 percent have incomes below 250 percent of the poverty level.
The vast majority are uninsured and do not qualify for Medicaid.79

Unmet Need
Over one million women with incomes under 250 percent of federal poverty
level have made no recent family planning visit and 12 million women of
reproductive age are uninsured.80

Although basic HIV prevention education services are required in all Title X-
funded clinics, due to budgetary constraints, not all clinics are able to
provide on-site HIV testing and related individual counseling or, if they do,
those services may only available on a limited basis.

Overview of Program’s Services and Initiatives
The Title X program provides the framework for family planning service
delivery throughout the U.S., while recognizing the need for local flexibility.
Title X supports a nationwide network of more than 4,600 clinics providing
services that prevent unintended pregnancies; reduce the number of
abortions; lower rates of STDs, including HIV; and improve men’s and
women’s health. 
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Clinics receiving Title X funds must provide a range of preventive health
services, including 

n contraceptive services;
n gynecological exams;
n pregnancy testing; 
n screening for cervical and breast cancer;
n screening for high blood pressure, anemia, and diabetes; 
n screening for STDs, including HIV; 
n basic infertility services;
n health education; and 
n referrals for other health and social services.

Title X-funded clinics play a critical role in addressing the prevention of
HIV by providing confidential HIV prevention education and counseling,
screening, and referral for treatment. Eighty-five percent of family planning
agencies test for HIV, while 35 percent provide treatment services.81

Title X-funded clinics are more likely than other providers to offer special
programs for teenagers, including initiatives aimed at encouraging
adolescents to postpone sexual activity and improving communication
between parents and their children.82

Funding Mechanism
Federal funds flow through approximately 85 regional grantees that then
determine which local providers will receive funding. Funds are allocated to
the Department of Health and Human Services’ ten regional offices, which in
turn manage the competitive review process, make grant awards, and
monitor program performance. 

In FY 2002, Title X provided federal funds for service delivery grants to 89
public and private organizations to support the provision of comprehensive
family planning services and information. Services are delivered through a
network of community-based clinics that include state and local health
departments, hospitals, university health centers, Planned Parenthood
affiliates, independent clinics, and public and non-profit agencies. 

REQUESTED INCREASE
NORA requests a $71.7 million increase for a total appropriation of $350
million for Title X. Additional Title X funds will:

n allow providers to better meet the increasing cost of family
planning and STD-related services, reach out to new populations,
and serve the growing population of U.S. residents uninsured as a
result of the economic downturn and the financial squeeze on state
Medicaid budgets;

n expand availability of and better integrate HIV counseling testing
and referral services into the family planning system; and

n increase outreach and services to males—currently, reported male
clients represent only three percent of all users of Title X family
planning services. 
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Indian Health Service 
HIV/AIDS PROGRAM 

FY 2005 NORA Recommendation: $10 million 

FY2005 President’s Budget: N/A*

Appropriations Bill: Labor/Health and Human Services/Education 
*The budget for the IHS AIDS Program is allocated by the IHS from their overall budget and not by Congress. 

Overview of Program’s Services and Initiatives
IHS operates a health service delivery system for approximately 1.6 million
of the estimated 2.6 million American Indians and Alaska Natives in the U.S.
Services are provided directly and through tribally contracted and operated
health programs. The federal system consists of 36 hospitals, 63 health
centers, 44 health stations, five residential treatment centers, and 34 urban
health projects. American Indian tribes and Alaska Native corporations
administer 13 hospitals, 158 health centers, 28 residential treatment centers,
76 health stations and 170 Alaska village clinics. 

The IHS HIV/AIDS program supports HIV risk assessment, education and
prevention programs in American Indian/Alaska Native (AI/AN)
communities, and treatment for those living with HIV/AIDS. To date,
however, the program has played only a minor role in funding HIV/AIDS
projects for Native Americans. The IHS HIV Center for Excellence is a
clinically based center for HIV care, treatment, research, and intervention
located at the Phoenix Indian Medical Center and serving area tribal and
IHS facilities. 

Need for Services 
As of December 2002, there were an estimated 2,875 cumulative cases of
AIDS among Native peoples, an increase of 13.3 percent over 2001,
including the 206 new cases reported in 2002. There were an additional
1,260 reported cases of HIV infection. Among males, 55 percent were
infected through male-to-male sexual contact and 12 percent through
injection drug use, while 13 percent had both risk factors. Six percent were
infected through heterosexual contact and the rest are unknown. Native
males are more than twice as likely as any other racial/ethnic group to
report infection through the combined risk factors of male-to-male sex and
injection drug use. Among Native females, heterosexual contact accounts for
42 percent of cases, injection drug use for 33 percent and sex with an
injection drug user for 16 percent, while the risk factor for the remaining
cases is unknown. 

However, the available data on HIV/AIDS among Native populations is
hindered by a number of system and community-level issues, including
racial misclassification––both accidental and intentional (to protect
identity)––stigmatization, lack of culturally-specific or relevant services and

53I N DIA N H E A LTH S E RVICE

 



programs for Native peoples, lack of personalization of risk, and
unwillingness to discuss HIV and related issues at the community level.
Because of racial misclassification and migration between reservation and
urban settings, Native providers and researchers have determined that
collected statistics must be multiplied by at least 3.5 to arrive at a
reasonable estimation of the burden of HIV/AIDS on Native communities.
Given the small population size of Native America, the reported numbers of
HIV/ AIDS cases among Native people are especially alarming. Even worse,
current data is conservative and does not reflect the true burden of
HIV/AIDS on the Native community. In 1999, the results of a national
survey indicated that most tribes were not reporting HIV/AIDS, nor was the
Indian Health Service asking for these reports. In addition, when areas begin
to implement HIV reporting, it takes about four to five years to collect and
verify data on cases of HIV that have not been previously reported;
outbreaks in Native communities (which have reportedly occurred in past
year) will not be documented. 

AI/AN communities are also affected disproportionately by a number of
social factors, including poverty and use of alcohol and illicit drugs, that
increase their risk for HIV infection. According to the 2000 Census, 26
percent of Native individuals and 22 percent of Native family units
(compared to the national average of 9 percent) were living below the
poverty level. Native peoples were 8 percent of the nation’s homeless
population, though they represent just 1.5 percent of the entire U.S.
population. The National Household Survey on Drug Abuse found that
between 1999 and 2001, Native Americans were more likely than any other
racial/ethnic group to have used an illicit drug in the past month and had a
higher rate of dependence or abuse of illicit drugs in the previous year. 

Unmet Need 
Native Americans receive less funding per capita than any other group for
which the federal government has health care responsibilities, including
Medicaid/Medicare recipients, veterans, and the incarcerated. Several other
key factors hinder the ability of Natives to access appropriate care services,
including concerns over confidentiality, inadequate HIV/AIDS surveillance,
the invisibility of Native Americans within the AIDS community, the
complexities of jurisdictional issues, and the lack of coordination among
federal, state, and tribal governments. 

IHS has many significant responsibilities, including clinical care, preventive
health care, facility construction and maintenance, health professional
development, and community sanitation improvement, but is so fiscally
constrained that it cannot provide basic health care to its service population,
much less address the specific and critical health needs of native
communities. 
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Funding Mechanism 
A portion of IHS’ annual appropriation is allocated through tribal shares. All
HIV/AIDS funds are allocated through tribal shares. 

Requested Increase
NORA supports a $10 million allocation from within the IHS to support their
HIV/AIDS program, including:

n improved HIV/AIDS surveillance systems in tribal communities;

n salaried HIV/AIDS coordinators at IHS facilities; and 

n comprehensive HIV/AIDS care and treatment at IHS facilities. 

National Institutes of Health (NIH)
OFFICE OF AIDS RESEARCH (OAR)

FY 2005 NORA Recommendation: $3,135,000,000 

FY 2005 President’s Budget: $2,930,397,000 

FY 2004 Appropriation: $2,849,952,000 

Appropriations Bill: Labor/Health and Human Services/Education

Impact of the Program on People Living With and At-risk for HIV/AIDS 
NIH-supported AIDS research has:

n dramatically increased survival time and improved quality of life
for people living with HIV and AIDS;

n helped develop the 24 FDA-approved drugs for the treatment of
HIV infection, which are largely responsible for recent declines in
AIDS-related mortality by 67 percent in the U.S.; 

n led to tremendous advances in the treatment and prevention of
AIDS-related opportunistic infections (OIs) and greatly reduced the
incidence of OIs by over 67 percent;

n demonstrated that antiretroviral drugs dramatically reduce HIV
transmission from mother to fetus leading to nationwide
reductions in perinatal HIV transmission of 90-95 percent; 

n demonstrated that combinations of protease inhibitors and other
anti-HIV drugs can reduce the amount of virus in patients to
undetectable levels; and 

n demonstrated through the pivotal HIVNET 012 study that two
simple doses of the drug nevirapine (one to the mother at the onset
of labor and one to the infant within 72 hours of delivery) can cut
transmission of HIV from mother to child by 47 percent. This study
has led to effective programs to prevent mother-to-child
transmission in resource-limited countries. 
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BROAD-BASED BENEFITS OF AIDS
RESEARCH

AIDS research enhances and
stimulates research in other fields,
with broad implications for other
diseases such as cancer, heart
disease, Alzheimer’s disease, and
others.

n Approximately one-third of NIH
AIDS research funding is used for
basic science research with broad
implications across scientific
disciplines.

n AIDS research has accelerated
study of the human immune
system. NIH AIDS research is one
of the main sources of funds for
immunological research.

n Several drugs that first received
approval for the treatment of AIDS-
related conditions, including
fluconazole and clarithromycin,
have important uses in cancer and
organ transplant patients.

n NIH AIDS research has accelerated
investigation into viruses,
particularly retroviruses.
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Need for Services 
Forty million people worldwide are infected with HIV, five million of them
newly infected in 2003.83 Worldwide, over 27 million people have died of
AIDS since the beginning of the epidemic. Approximately three million
people died of AIDS in 2003.84

The Centers for Disease Control and Prevention (CDC) estimates that there are
850,000–950,000 people in the U.S. living with HIV/AIDS and the rate of new
HIV infections has been constant at approximately 40,000 new cases each
year since 1990, meaning that the overall epidemic is continuing to expand.

Unmet Need
Basic Biomedical Research 
Basic research in virology, immunology, infectious diseases and cancer
provides insights into the life cycle of HIV, its interactions with its host cells,
the immune response to the virus, the immune dysfunction associated with
HIV disease and the pathogenesis of AIDS-related opportunistic infections
and neoplasms. An increase in funding in this area is critical for opening
new doors of understanding that will pave the way for better treatments, an
effective vaccine, microbicides, and a cure for AIDS, as well as for other
immune, infectious, and neoplastic diseases.

Behavioral and Social Science Research
Behavioral research is a vital part of a comprehensive national HIV
prevention strategy. Behavioral research at NIH has provided a greater
understanding of the behaviors that put people at risk of HIV infection and
the interventions best suited to prevent HIV transmission. Furthermore,
behavioral and social science research into the factors that influence
adherence to the powerful, but complex treatment regimens is essential to
ensure that people with HIV/AIDS get the most out of these drugs and avoid
developing resistance. Funds for behavioral and social science research
should be approved without restrictions in the content of materials
developed or issues studied.

Therapeutic Research to Treat Those Already Infected 
Highly active antiretroviral therapy (HAART) has not eradicated HIV, even in
those people in whom it is effective. In addition, over 50 percent of those on
HAART have experienced treatment failure and over 50 percent have
developed intolerance to at least one of these drugs or combination of
drugs.93 Some patients find it difficult or impossible to comply with arduous
treatment regimens, develop toxicities or side effects, or cannot afford the
high cost of approximately $12,000 per year. A growing number of
treatment failures are linked to the increasing emergence of drug-resistant
HIV. All of this underscores the need for simpler, less toxic and cheaper
drugs and drug regimens to treat HIV infection and its associated OIs. There
is a great need to develop drugs active against new HIV proteins, drugs
active against drug-resistant strains of HIV, and drugs with reduced toxicity
and improved pharmacokinetics, and ease-of-use. Additional therapeutics
research priorities include:
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RESEARCH TARGETING THE
DISPROPORTIONATE IMPACT OF
AIDS ON MINORITY POPULATIONS
IN THE U.S. 

NIH is directing increased resources
to new interventions that will have
the greatest impact on these groups.
These include interventions that
address the co-occurrence of other
STDs, hepatitis, substance abuse,
and mental illness; and consider the
role of culture, family, and other
social factors in the transmission and
prevention of these disorders in
minority communities. In response to
the MHAI, the NIH Office of AIDS
Research (OAR) provided additional
funds to projects aimed at: increasing
the number of minority investigators
conducting behavioral and clinical
research; targeting the links between
substance abuse, sexual behaviors,
and HIV infection; increasing
outreach education programs
targeting minority physicians and at-
risk populations; and expanding their
portfolio of population-based
research.



n development of simpler and more potent regimens to inhibit
mother-to-child transmission (MTCT) and safer treatments for
pregnant women, both in the United States and abroad;

n novel immune-based therapies;

n studies to better define treatment strategy questions such as when
to start, switch, sequence, or interrupt therapy;

n studies on long-term effectiveness of HIV treatments;

n new and expanded research on HIV coinfections such as hepatitis
B and C infection and tuberculosis;

n expanded research on implementing prophylaxis and treatment for
opportunistic infections (OIs) and coinfections – as well as on
implementing HAART – in developing countries;

n the public health impact of HAART in both developed and
developing countries; 

n clinical research to refine the Public Health Service (PHS) standard
of care guidelines for antiretroviral therapy, MTCT, OI prophylaxis
and treatment, pregnancy, pediatrics, and nutrition; and

n clinical nutrition research to identify optimum combinations of
nutrition interventions, pharmacological approaches, and exercise
that will maximize nutrition status and clinical outcomes, and
minimize treatment side effects. 

Vaccine and Microbicide Development 
Better biomedical interventions are needed to help prevent the nearly five
million new HIV infections occurring annually worldwide. Vaccines and
microbicides will be essential for containing the HIV pandemic. Increased
funding is necessary for targeted research and product development to fast
track and optimize new vaccine and microbicide technologies. NIH needs to
expand its HIV vaccine research partnerships with academic institutions and
industry. Increased access by researchers to primates for animal trials of HIV
vaccines is essential. Initiation of clinical trials must be expedited for candidate
vaccines demonstrating safety and promising immunogenicity. As more HIV
vaccine candidates enter the pipeline, significantly increased investment in
clinical trials infrastructure in the U.S. and abroad is necessary. Additional
funding would support operational costs, staff training, supplies, epidemiology,
surveillance and other trial-related needs. Trial sites are a valuable, ongoing
resource in the fight against AIDS, and funds must be available to maintain
sites and staff expertise between trials. NIH also needs to use HIV vaccine trials
as opportunities to expand AIDS treatment and prevention access for trial
participants and, ideally, whole communities participating in trials. 

Research on topical microbicides also needs to be substantially accelerated.
Recent research estimates that a microbicide that is 60 percent efficacious
could avert 2.5 million HIV infections over three years.85 This finding has
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Recent research estimates that a
microbicide that is 60 percent
efficacious could avert 2.5 million
HIV infections over three years.

Source: See endnote #95
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particular importance for women, in the U.S. and developing countries alike,
since the most rapid growth in new infections worldwide is occurring among
women through heterosexual sex, often in circumstances where condom use
cannot be assured. Significant under-investment in these urgently needed
technologies requires substantial and immediate funding increases so NIH
can implement its microbicide research plan with maximum speed.
Substantial increases in the numbers of microbicide candidates is already
requiring greater resources for the clinical trials to determine which of these
are most likely to be effective. Since such trials must include large numbers
of participants, they are costly and resource-intensive, and there is already a
shortfall in available funding for impending late-stage clinical trials.

Epidemiology and Natural History
Research in this area is essential in tracking the changing demographics of
HIV infection and the course of disease progression in different groups
affected by HIV, including women, children, and people of color. Natural
history studies are also important in assessing the pathogenesis of HIV
infection and related opportunistic diseases over time.

International Research Priorities
More research is needed on crucial issues that could have a major impact on
the worldwide pandemic, including the prevention of mother-to-child
transmission and challenges associated with breastfeeding, antiretroviral
therapy for people with HIV/AIDS in resource-poor setting, and international
training programs and initiatives that help to build infrastructure and
laboratory capacity in developing countries.

Overview of Program’s Services and Initiatives
Each NIH institute and center supports HIV/AIDS-related research activities
consistent with its individual mission. HHS established the Office of AIDS
Research (OAR) in 1988 to coordinate the AIDS research effort across NIH
and serve as a focal point for AIDS policy and budget development. The NIH
Revitalization Act of 1993 gave the OAR broad new authority. The OAR’s
legislative mandate is to “plan, coordinate and evaluate research and other
activities conducted or supported by” NIH. OAR is responsible for the annual
comprehensive planning and budgeting process for all NIH AIDS research
and for preparation of a presidential bypass budget. The act also requires
OAR to periodically evaluate the AIDS activities of each of the institutes and
centers. 

NIH AIDS research is divided into 12 areas of emphasis:

n Natural History and Epidemiology: NIH conducts studies to examine the
transmission of HIV and the progression of HIV-related disease.
Such studies examine the effects of viral factors, host factors, and
cofactors on the risk of infection and disease progression. Cohorts
of HIV-infected individuals and HIV-uninfected individuals at risk
of infection are followed in clinical epidemiology studies at
domestic and international sites. 
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n Etiology and Pathogenesis: NIH-
sponsored investigations have
facilitated the identification of HIV
as the causative agent of AIDS and
the development of a highly
sensitive diagnostic test for HIV
infection. Ongoing studies focus
on elucidating the role of the
structural and regulatory genes of
HIV, the delineation of the
mechanisms of the HIV-induced
cytopathicity, and the
immunopathogenesis of HIV
disease. 

n Therapeutics: The NIH supports two
major approaches in the area of
drug development, screening and
rational (targeted) drug programs
to develop agents targeted at
inhibiting specific steps in the HIV
life cycle. In addition, the NIH supports approximately 100 sites
nationwide to conduct clinical trials of candidate drugs and agents. 

n Vaccines: In working towards stimulating a protective immune
response against HIV infection, NIH supports a broad program
including basic, preclinical, and clinical vaccine research on
candidate vaccine products. NIH also supports research on risk
factors and other preventive interventions that will form an
essential foundation for vaccine trials. 

n Behavioral and Social Science: The NIH sponsors behavioral and social
science research related to: developing, implementing, and
evaluating behavioral and social interventions to reduce HIV
transmission; understanding determinants, trends, and processes of
HIV-related risk behaviors and the consequences of HIV infection;
developing and evaluating behavioral strategies for preventing or
ameliorating the negative consequences of HIV infection; and
improving the research methodologies employed in behavioral and
social science research. 

n Microbicides: An evolving focus of current NIH HIV prevention
research is the development of safe, acceptable, and accessible
chemical barriers, known as microbicides, to prevent HIV
transmission during sexual intercourse. To enhance and stimulate
research in this area, OAR sponsored the first international
conference on microbicides, and provided support for the second
international conference. NIH also supports basic research and
trials of various topical microbicides.
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n HIV Prevention Research: NIH supports a comprehensive approach to
HIV prevention research that includes contributions from the
biomedical, behavioral, and social sciences. The OAR prevention
science research agenda targets interventions to both infected and
uninfected, at-risk individuals to reduce HIV transmission.

n Racial and Ethnic Minorities: Research to address the disproportionate
impact of the HIV/AIDS epidemic on U.S. racial and ethnic minority
communities continues to be a high priority. OAR has established
the Ad Hoc Working Group on Minority Research to provide advice
on the scientific priorities in this critical research area.

n Women and Girls and HIV/AIDS: The impact of HIV infection is
experienced in many different ways by women and girls
throughout the world. Some effects are chiefly biological, and
others are more psychosocial or social.

n International Research: To address the increasing urgency of the
global AIDS pandemic. NIH has a Global AIDS Research Initiative
and Strategic Plan that significantly increases research in the
international arena. The plan emphasizes the establishment of
research infrastructure in developing countries, the enhancement
of training activities and operations for the treatment of HIV and
associated OIs to address needs in developing countries, where 95
percent of HIV cases occur. NIH supports a growing portfolio of
research conducted in collaboration with investigators in
developing countries. NIH’s Fogarty International Center is part of
this effort.

n Training and Infrastructure: The NIH supports several research resource
programs. Included in these programs are grants for training AIDS
researchers, support of animal facilities for animal model research,
and constructing or improving existing facilities and equipment for
AIDS-related research.

n Information Dissemination: The NIH has responsibility for obtaining
and disseminating information to support research, treatment, and
prevention related to HIV/AIDS. Progress in these areas depends
upon the transfer of information to audiences with varying needs
for information in a manner that is understandable and useable. 

Funding Mechanisms
NIH AIDS funds are distributed across 24 institutes and centers within the
NIH. Those funds are then used for both extramural and intramural research.
Approximately 80-85 percent of the overall NIH budget goes to extramural
research—grants and contracts in support of biomedical and behavioral and
research training by more than 50,000 scientists in more than 2,000 research
institutions throughout all 50 states and abroad. Approximately 10 percent
of the budget goes to NIH’s Intramural Research Programs. Federally
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employed scientists within NIH laboratories on or near the NIH campus
conduct more than 2,000 intramural research projects. About eight percent
of the budget goes to both intramural and extramural research support costs
(research management and support).

REQUESTED INCREASE
NORA supports a budget of $3.135 billion for the Office of AIDS Research at
NIH. 

Increased investments in AIDS research are justified because:

n effective interventions that reduce HIV transmission have a
multiplier effect on disease incidence, compared to non-
transmissible diseases;

n significant interventions within reach scientifically include
vaccines, drugs, microbicides, blood tests, perinatal transmission
prevention, needle exchange, and behavioral interventions;
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AIDS FUNDING DISTRIBUTED TO NIH INSTITUTES AND CENTERS 
FY 2004 Estimate

National Institute of Allergy and Infectious Diseases (NIAID) $1,407,356,000 
National Institute on Drug Abuse (NIDA) 315,011,000 
National Cancer Institute (NCI) 269,615,000
National Institute of Mental Health (NIMH) 182,390,000
National Center for Research Resources (NCRR) 153,464,000
National Institute of Child Health and Human Development (NICHD) 131,133,000
National Heart, Lung, and Blood Institute (NHLBI) 75,524,000
Office of the Director 60,942,000
National Institute of General Medical Sciences (NIGMS) 54,894,000
National Institute of Neurological Disorders and Stroke (NINDS) 47,456,000
National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK) 31,024,000
National Institute on Alcohol Abuse and Alcoholism (NIAAA) 26,944,000
National Institute of Dental and Craniofacial Research (NIDCR) 25,357,000
John E. Fogarty International Center (FIC) 22,740,000
National Eye Institute (NEI) 12,746,000
National Institute of Nursing Research (NINR) 12,155,000
National Institute of Environmental Health Sciences (NIEHS) 8,789,000
National Library of Medicine (NLM) 7,477,000
National Human Genome Research Institute (NHGRI) 6,925,000
National Institute of Arthritis and Musculoskeletal and Skin Diseases (NIAMS) 6,759,000
National Institute on Aging (NIA) 5,519,000
National Center for Complementary and Alternative Medicine (NCCAM) 2,818,000
National Institute on Deafness and Other Communication Disorders (NIDCD) 1,758,000
National Institute of Biomedical Imaging and Bioengineering (NIBIB) 1,062,000 

$2,869,858,000 
Source: OAR FY 2004 Congressional Budget Justification
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n new products, once developed, provide long-term benefits;

n transmission of HIV in the U.S. is not decreasing and may be
increasing in certain high-risk populations. Globally, HIV is
infecting 5 million people per year. Three million people around
the world died last year. These numbers will only go up until we
have better prevention, better treatments or a cure, and a safe,
effective widely deployed vaccine; and

n NIH AIDS research has been a driving force in the emerging
biotechnology industry. 

Office of the Secretary (OS)
OFFICE OF PUBLIC HEALTH AND SCIENCE (OPHS)
OFFICE OF HIV/AIDS POLICY (OHAP)

CURRENT NEED $5,000,000,000

FY 2005 NORA Recommendation $2,000,000

FY 2005 President’s Budget $ 0*

FY 2004 Appropriation $ 0*

Appropriations Bill: Labor/Health and Human Services/Education.
*Currently, there is no appropriation for this office, they receive their funds
from the office of public health and science.

Need for Services
The Department of Health and Human Services is responsible for over $5.5
billion of HIV/AIDS-specific funding, as well as substantial other funds for
HIV/AIDS-related services within other HHS programs. HHS requires a
strong, well-resourced central HIV/AIDS office to develop policies and
priorities and serve as a focal point for HIV/AIDS issues within HHS. 

Overview of Program’s Services and Initiatives 
OHAP’s major functions include:

n advising senior HHS officials on HIV/AIDS budget development;

n advising HHS health agencies on HIV/AIDS priorities for
prevention, research, care and treatment services, training,
information, and structural organization;

n promoting coordination and collaboration among HHS health
agencies on HIV/AIDS activities to improve program efficiency and
progress in the areas of research, surveillance and prevention, and
care and treatment; and

n liaising with other Federal departments and agencies to inform and
advise on appropriate measures for addressing HIV/AIDS issues.
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HELPING HARD-HIT COMMUNITIES
RESPOND

Managed by the Office of HIV/AIDS
Policy (OHAP) in partnership with the
Office of Minority Health, the Rapid
Assessment, Response, and
Evaluation (RARE) Project is a
technical assistance to help
communities conduct assessments
regarding HIV/AIDS needs and
develop community-based
interventions and services needs.
RARE targets communities in which
the impact of HIV on people of color
is significant and severe and uses
qualitative, scientific, evidence-based
approaches to develop community-
owned data. Multi-disciplinary teams
work in partnership with local
community officials, public health
personnel and community leaders to:

n understand the changing dynamics
of the HIV/AIDS epidemic,
specifically in high-risk groups and
highly affected neighborhoods; 

n utilize this knowledge to identify
strategies to enhance prevention
efforts; and 

n tailor programs to encourage HIV-
infected individuals to enter and
remain in care and treatment
services.

RARE projects have been initiated
and/or completed in 22 cities: 

n Atlantic City, NJ
n Baltimore, MD
n Baton Rouge, LA
n Bergen-Passaic, NJ (EMA)
n Buffalo, NY
n Charleston, SC
n Charlotte, NC
n Cincinnati, OH
n Cleveland, OH
n Hartford, CT
n Los Angeles, CA
n New Orleans, LA
n Orlando, FL
n Rochester, NY
n San Diego, CA
n San Jose, CA
n Seattle, WA
n Trenton, NJ
n Tucson, AZ
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REQUESTED INCREASE
NORA requests $2 million be directly budgeted to OHAP so that the office
can:

n evaluate HHS agencies activities as it impacts the HIV/AIDS
epidemic;

n educate local communities about how HHS operates and
appropriate funding opportunities for their programs; 

n conduct site visits of community initiatives and programs; 

n enter into more dialogue at the local, regional, and national levels
about community needs, service gaps, and model services; 

n expand recruitment of local experts to participate in grant reviews;

n provide training and support on grant writing;

n expand opportunities to conduct education about HIV/AIDS and
coordinate HIV/AIDS initiatives within HHS; and 

n participate in national, regional, and local conferences.

Substance Abuse and Mental Health
Services Administration (SAMHSA)
CENTER FOR SUBSTANCE ABUSE TREATMENT (CSAT)

FY 2005 NORA Recommendation $2,448,000,000

FY 2005 President’s Budget $2,347,000,000

FY 2004 Appropriation $2,198,000,000

CENTER FOR SUBSTANCE ABUSE PREVENTION (CSAP)

(Program of Regional and National Significance)

FY 2005 NORA Recommendation $248,000,000

FY 2005 President’s Budget $196,000,000

FY 2004 Appropriation $198,000,000

Appropriations Bill: Labor/Health and Human Services/Education

Impact on People Living With and At-Risk for HIV/AIDS 
Federally funded alcohol and drug treatment and prevention services help
reduce the spread of HIV/AIDS and are cost-effective. Reducing alcohol and
drug use plays an important part in the fight against HIV/AIDS by reducing
injection drug use, decreasing risky sexual behavior, and enhancing
HIV/AIDS disease management through the reduction of alcohol and drug
use. A study of publicly funded substance abuse treatment services found
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that treatment decreased the percentage of
persons who had sex for money or drugs by
56 percent, and decreased the number who
had sex with an injection drug user by 51
percent. The study also found that primary
drug use decreased by 48 percent,
alcohol/drug-related medical visits declined
by 53 percent, and criminal activity
decreased by as much as 80 percent.86 In
addition, publicly-funded treatment services
are cost-effective: each dollar invested in
alcohol and drug treatment saves taxpayers
seven dollars.87 Prevention services are also
cost-effective, yielding 15 dollars in savings
for every dollar spent on drug prevention.88

Need for Services
Over one-third of adult AIDS cases and over
one-half of pediatric AIDS cases in the U.S.
are linked to injection drug use—through

sharing needles, having sex with an injection drug user, or having a mother
infected through these behaviors. Since the epidemic began, 57 percent of all
cases among women have been attributed to injection drug use or sex with
partners who inject drugs. 

A large number of Americans use illicit drugs that are administered
intravenously. Helping these individuals avoid future IV drug use is an
important element of the fight against the HIV/AIDS epidemic. In 2002, an
estimated 19.5 million Americans aged 12 or older were current illicit drug
users, with 166,000 people in the U.S. using heroin and 2 million using
cocaine.89

Reducing alcohol and drug use has been shown to decrease the likelihood
that people will engage in behaviors that put them at risk for HIV/AIDS
infection.90 Similarly, prevention services supported by the Center for
Substance Abuse Prevention and the Substance Abuse Prevention and
Treatment Block Grant help large numbers of people avoid drug and alcohol
problems and the increased risk for HIV/AIDS.

Unmet Need 
While 22 million people needed treatment for alcohol and drug problems in
2002, less than 18 percent received care.91

Overview of Programs’ Services and Initiatives
Center for Substance Abuse Treatment and Substance Abuse Prevention and
Treatment Block Grant 
One of CSAT’s critical functions is to administer the Substance Abuse
Prevention and Treatment Block Grant program, which is the cornerstone of
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the nation’s drug treatment and prevention system. The program supports
treatment services for individuals whose health insurance does not cover
alcohol and drug services or who have no insurance and are unable to pay
for those services themselves. Overall, public funding—federal, state, and
local—accounts for 64.3 percent of annual spending for alcohol and drug
treatment.92 The block grant represents the foundation of this support,
providing about 47 percent of all public funding for these services. The
block grant program provides funding to over 7,000 community-based
organizations. The prevention services supported by the block grant help
large numbers of people avoid alcohol and drug problems and the increased
risk for HIV/AIDS. Given significant funding shortfalls at the state and local
levels, the importance of the block grant program increases dramatically.
The funding it provides helps states maintain the services infrastructure they
have in place in order to provide critically needed drug and alcohol
treatment and prevention services. 

CSAT also plays a crucial leadership role in steering resources to
underserved populations and meeting emerging needs through its Targeted
Capacity Expansion (TCE) program. Through TCE, CSAT helps extend
services to underserved populations, such as people with HIV/AIDS, women,
adolescents, communities of color, and homeless individuals. The TCE
program’s HIV/AIDS component expands and enhances the capability of
alcohol and drug treatment programs to provide services to people with
HIV/AIDS. During FY 1999-2002, the program supported 169 HIV/AIDS-
specific grants that served over 13,000 clients nationwide. Grantees have
measured improved client outcomes, including improved employment status,
more stable housing situations, improved health status, and abstinence from
alcohol and drug use. Additionally, during FY 1999-2002, CSAT supported
an active HIV/AIDS Outreach Program, through which over 700,000
individuals received counseling, HIV testing, and referral to treatment. 

CSAT is planning to continue a number of programs to expand and improve
services provided to people with HIV/AIDS. In FY 2004, CSAT plans to spend
additional funding for HIV/AIDS grants and related technical assistance
through TCE. These activities will expand drug and alcohol treatment
capacity for individuals with HIV/AIDS, with an emphasis on expanding
services for minority populations. In addition, CSAT plans to continue to
collect services data useful for quality assurance. 

A third program, the drug treatment voucher initiative, called Access to
Recovery, will provide funding to states to support innovative voucher
programs to expand access to drug and alcohol treatment services, increase
consumer choice among providers, and measure service effectiveness. The
program will complement the existing treatment funding mechanisms of the
block grant and Target Community Expansion grants to ensure continued
growth and service expansion. 

Center for Substance Abuse Prevention
TCE programs at CSAP address current and anticipated gaps in the
availability of drug and alcohol prevention services, seeking to ensure that
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every community has the ability to implement effective prevention. For
example, CSAP has implemented a State Incentive Grant program
nationwide to help those states to better manage and target their prevention
resources. In 2003, CSAP supported approximately 2,795 programs that
reached more than 1.2 million people.

CSAP is also building the capacity of community-based organizations to
address HIV/AIDS and alcohol and drug problems in their communities. In
FY 2004, CSAP plans to invest additional funding into these efforts,
targeting minority communities with high rates of HIV infection. As a part
of the program, CSAP will help community-based organizations become
more familiar with science-based prevention models and better prepared to
replicate successful programs that address HIV/AIDS and alcohol and drug
problems. In FY 2002, this approach resulted in an increase from 1 to 47 in
the number of prevention programs integrating substance abuse and HIV
prevention services. 

Financing Mechanism
Center for Substance Abuse Treatment
CSAT administers the Substance Abuse Prevention and Treatment Block
Grant, the Targeted Capacity Expansion (TCE) program, and the Access to
Recovery, or treatment voucher, Program. The block grant distributes funds
by a congressionally mandated allocation formula to all 50 states, the District
of Columbia, Puerto Rico, and the territories. Most states, in turn, contract
directly with nonprofit and for-profit providers or with local governments to
provide services under this program. Block grant allocations include a 20-
percent set-aside for prevention services and a set-aside for women’s services.
The block grant also mandates priority access to treatment for injection drug
users and pregnant women and requires that states spend 2-5 percent of their
block grant funds on early intervention services for HIV disease. 

TCE grants to states, local governments, and service providers fund
programs that expand the reach of treatment services and to implement new
science-based service models. 

The Access to Recovery program provides grants to states to fund voucher
programs to expand access to treatment services, increase consumer choice,
and measure service effectiveness. 

Center for Substance Abuse Prevention
CSAP provides grants to states, local governments, and service providers to
fund programs that expand the reach of treatment services and to implement
new science-based service models. 

REQUESTED INCREASE 
NORA requests an additional $250 million for a total appropriation of
$2.448 billion for the Center for Substance Abuse Treatment, which includes
funding for the Substance Abuse Prevention and Treatment Block Grant, the
TCE and Access to Recovery programs under the Center for Substance Abuse

66 DO M E ST IC  AI DS PRO G RAMS

 



Treatment, and $50 million for a total appropriation of $248 million for the
Center for Substance Abuse Prevention. Additional funds provided to all of
these programs will significantly expand the capacity of alcohol and drug
treatment and prevention services to fight the HIV/AIDS epidemic by
reducing injection drug use, decreasing risky sexual behavior associated with
drug and alcohol use, and enhancing HIV/AIDS disease management
through the reduction of alcohol and drug use. 

Additional funding will also help to improve the quality of alcohol and drug
treatment and prevention services across the nation by helping service
providers adopt evidence-based best practices.

MENTAL HEALTH SERVICES BLOCK GRANT 

FY 2005 NORA Recommendation $489,600,000

FY 2005 President’s Budget $436,000,000

FY 2004 Appropriation $434,700,000

CENTER FOR MENTAL HEALTH SERVICES (CMHS)

(Program of Regional and National Significance)

FY 2005 NORA Recommendation $271,000,000

FY 2005 President’s Budget $271,000,000

FY 2004 Appropriation $240,900,000

Appropriations Bill: Labor/Health and Human Services/Education

Need for Services
Mental illness affects almost 50 million adults in the U.S. in any given year,
and more than five million adults and children are diagnosed each year with
a severe mental illness, such as schizophrenia, bipolar disorder, or severe
depression. HIV is a significant problem among people with serious mental
illness. A study of Medicaid-insured patients living with HIV in New Jersey
found that six percent suffered from schizophrenia and seven percent from a
major affective disorder, such as a major depressive or bipolar disorder. In
comparison, schizophrenia affects only one percent of the general
population.93 A group of studies in New York City found HIV rates among
psychiatric inpatients between four percent and 23 percent.94

Overview of Programs’ Services and Initiatives
The Community Mental Health Services Block Grant supports
comprehensive, community-based care for adults with serious mental
illnesses and children with serious emotional disorders. The program is the
cornerstone of the federal partnership with states to plan and deliver state-
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of-the-art, community-based mental health services through outreach,
mental and other health care services, individualized supports, rehabilitation,
employment, housing, and education.

CMHS is developing programs to provide mental health services for
individuals, their families, and others who may experience severe
psychological distress as a result of their diagnosis and to identify models of
effective mental health services delivery for people with HIV/AIDS. 

CMHS trains mental health providers to identify and treat people with
mental illnesses who may be at increased risk for HIV/AIDS. It also trains
primary health care and support services providers to recognize, refer, and
treat people with emotional trauma, depression, anxiety, severe mental
disorders, and dementia associated with HIV/AIDS.

One CMHS HIV-specific initiative is the Minority HIV/AIDS Initiative, which
is providing direct services for mental health disorders related to HIV,
including dementia, depression, and the chronic, progressive neurological
disabilities that often accompany HIV disease. The initiative began offering
direct services for the first time in 2002 at 21 sites around the country, and
each site is required to provide services to at least 100 clients during the year.

Funding Mechanism
CMHS awards Community Mental Health Services Block Grants to states and
territories based on a legislated formula. CMHS awards discretionary funds
on a competitive basis.

REQUESTED INCREASE 
NORA requests a total appropriation of $489.6 million for the Mental Health
Services Block Grants, and an additional $31.1 million for a total
appropriation of $271 million for the CMHS Programs of Regional and
National Significance.

CENTER FOR MENTAL HEALTH SERVICES (CMHS) AND
CENTER FOR SUBSTANCE ABUSE TREATMENT (CSAT)

GRANTS FOR THE BENEFIT OF HOMELESS INDIVIDUALS (GBHI)*

FY 2005 NORA Recommendation: $100,000,000

(*GBHI funds come from both the CMHS and CSAT budgets; CSAT manages
the program.)

PROJECTS FOR ASSISTANCE IN TRANSITION FROM
HOMELESSNESS (PATH)**

FY 2005 NORA Recommendation $56,000,000
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FY 2005 President’s Budget $55,000,000

FY 2004 Appropriation: $49,800,000

Appropriations Bill: Labor/Health and Human Services/Education

(**PATH has a separate line in the SAMHSA budget. CMHS manages the
program.) 

Impact of Programs on People With or At-Risk for HIV/AIDS
In FY 2001, 399 PATH-funded providers from all 50 states and the territories
served 62,298 people.

Need for Services
On any given night, upwards of 600,000 persons in the U.S. are homeless.
As many as half of all homeless adults have histories of alcohol abuse or
dependence and one-third have histories of drug abuse. About one-third of
individuals who are homeless suffer from mental illnesses.95 It is estimated
that one-third to one-half of the people living with AIDS are either homeless
or at risk of being homeless.96

In 2001, 36 percent of new AIDS cases were related to injection drug use.
HIV infection is three times higher in the homeless population than in the
general population. 

It is extremely difficult for people experiencing mental illnesses to perform
the essential aspects of daily life, such as self-care and household
management, or successfully develop interpersonal relationships. In addition,
people with mental illnesses encounter more barriers to employment and
housing and tend to have complicated health conditions.

Unmet Need 
The need for GBHI grants far surpasses their availability—in the first GBHI
grant cycle, only 17 out of 88 qualified applicants received awards. 

Overview of Programs’ Services and Initiatives
GBHI
The GBHI program provides access to addiction and mental health services
to people experiencing homelessness, who may also have HIV/AIDS. Many
mainstream addiction and mental health service providers are not equipped
to handle complex social and health conditions of the homeless population.
As a result, people experiencing homelessness face major barriers to
accessing, utilizing, and succeeding in mainstream addiction and mental
health services. In addition, many service providers are not typically linked
to the full range of health, housing, social, and maintenance services that
homeless people with addictions and mental illnesses require for recovery
and residential stability. GBHI received its first funding in FY 2001.

PATH
The PATH program makes funds available to states to assist them in
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providing outreach, screening and diagnosis, habilitation and rehabilitation,
community mental health services, addiction treatment (for people with co-
occurring addictions and mental illnesses), case management, residential
supervision, and housing services for homeless people with serious mental
illness. States select the services that best respond to local needs.

Funding Mechanism
GBHI
The GBHI program requires the HHS Secretary to make grant awards of up
to five years duration directly to community-based public or nonprofit
organizations to provide addiction and mental health services to people
experiencing homelessness. The Secretary is required to give preference to
entities that: provide integrated primary health, addiction, and mental health
services; demonstrate expertise in providing addiction or mental health
services to homeless people; demonstrate expertise in providing supportive
housing for homeless people in treatment for, or in recovery, from addiction
or mental illness; have expertise serving runaway and homeless youth; and
have expertise in serving homeless veterans.

PATH 
The PATH program requires SAMHSA to allocate funds on a formula basis to
all 50 states, the District of Columbia, Puerto Rico, and the territories that
submit applications for funds. In FY 2001, PATH funds were allocated to 399
grantees. The statute guarantees each state at least $300,000 annually. States
with larger populations receive additional amounts. States are required to
match at least one dollar for every three federal dollars as a condition for
receiving the federal funds. States use funds to make awards to community-
based organizations for service delivery. Community-based organizations, in
turn, are required to provide outreach, screening and diagnosis, habilitation
and rehabilitation, community mental health, addiction treatment (for people
with co-occurring addictions and mental illnesses), case management,
residential supervision, and limited housing services for homeless people
with serious mental illnesses.

REQUESTED INCREASE 
NORA requests a total appropriation of $100 million for GBHI and an
increase of $6.2 million for a total appropriation of $56 million for PATH to
expand the capacity of communities nationwide to provide much-needed
mental health and substance abuse addiction services to persons
experiencing homelessness.
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Department of Education 
Office of Special Education and
Rehabilitative Services (OSERS)
REHABILITATION SERVICES ADMINISTRATION
(RSA)
PROTECTION & ADVOCACY FOR INDIVIDUAL RIGHTS (PAIR)

FY 2005 NORA Recommendation $22,000,000

FY 2005 President’s Budget $19,600,000

FY 2004 Appropriation $16,800,000

Appropriation Bill: Labor/Health and Human Services/Education

Impact of the Program on People Living With HIV/AIDS 
In FY 2003, PAIR provided legal assistance to approximately 14,529
individuals, including 215 people living with HIV/AIDS in all 50 states, the
District of Columbia, Puerto Rico, the territories, and the Native American
consortium. 

Need for Services
As people with HIV/AIDS live longer, they must deal with an increasing
number of legal issues, including discrimination in the areas of housing,
employment, and access to health services. PAIR provides the only
comprehensive legal advocacy network for people living with HIV
throughout the country. The need for these services is reinforced by recent
research that found that one in four people in the U.S. still believe that
“people who get AIDS have gotten what they deserve,” and one in five is
afraid of people with AIDS, while one in six is “disgusted” by them.97 

Unmet Need
PAIR programs must serve the full range of people with disabilities and, as a
result, must set priorities that eliminate many persons with legitimate needs
from receiving services. Despite a critical need for legal advocacy service,
people with HIV/AIDS may fall outside of those program priorities in some
jurisdictions. 

Overview of Program’s Services and Initiatives 
The Rehabilitation Act of 1992 established the PAIR program to serve people
with disabilities who were ineligible for other federal legal programs. PAIR
provides legal support services for people with disabilities, including those
with HIV. Among the funded services are information and referral to
counseling and negotiation, representation in administrative proceedings,
individual legal advocacy, and class action litigation.
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Funding Mechanisms
PAIR funding is distributed through a formula grant program to the 57
Protection and Advocacy programs throughout the country.

REQUESTED INCREASE
NORA requests a $5.2 million increase for a total appropriation of $22
million for PAIR to:

n assure that all people living with HIV/AIDS are able to receive
PAIR services;

n assure that the full range of legal services are available to people
living with HIV/AIDS; and

n provide legal services to people living with HIV/AIDS where there
are no established HIV/AIDS service programs.

Department of Housing and
Urban Development (HUD)
OFFICE OF COMMUNITY PLANNING AND
DEVELOPMENT (OCPD)
HOUSING OPPORTUNITIES FOR PEOPLE WITH AIDS (HOPWA)

CURRENT NEED $2,100,000,000*

FY 2005 NORA Recommendation $350,000,000*

FY 2005 President’s Budget $294,800,000

FY 2004 Appropriation $294,750,650

Appropriations Bill: Veterans Affairs, HUD, and Independent Agencies

Impact of the Program on People Living With HIV/AIDS 
In FY 2003, HOPWA provided housing assistance to low-income people 
with HIV/AIDS and their families in 111 jurisdictions (36 states and 75
metropolitan areas). Three new jurisdictions are expected to become eligible
for formula funding in FY 2004. In the 2001 program year, 76,248 units of
housing were supported and funding leveraged to assist an additional 51,717
households in coordination with HOPWA.

Need for Services
Recent studies confirm that persons living with HIV/AIDS must have stable
housing to access comprehensive health care and adhere to complex HIV/AIDS
drug therapies.98 More than one-half of people living with HIV/AIDS are likely
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91% of all HOPWA clients were
persons or households with monthly
incomes less than $1,000. A majority
of those households earned less than
$12,000 per year.

Source: Federal Housing Programs for Persons

with HIV AIDS, Office of AIDS Housing, June

2001

*Documentation and recommendation, National AIDS Housing Coalition, January 9, 2004.



to need housing assistance at some point in their illness.99

Even though stable housing has been shown to be a necessary link to
medical and supportive services (see sidebar), accessing housing is difficult
as the wait for affordable housing increases in many communities across the
country. Compounding the problem of waiting lists is the need to serve the
increasing number of persons living not only with HIV/AIDS but also with
histories of homelessness, mental illness, and substance abuse. 

Unmet Need
HOPWA grantees across the nation report that the need for services far
outweighs available resources, as evidenced by the extensive waiting lists
for services. In Connecticut in 2002, 62 percent of the 1,082 requests for
HOPWA assistance were denied due to lack of space. In Los Angeles, only 26
percent of people living with HIV accessed HOPWA in 2001. Other
jurisdictions across the U.S. report extensive waiting lists for HOPWA-funded
housing assistance. Examples of waiting lists include: 

Massachusetts 2,000 people living with HIV
St. Louis 468 people living with HIV
Dallas 475 people living with HIV

Overview of Program’s Services and Initiatives 
The only federal program dedicated to the housing needs of persons living
with HIV/AIDS and their families, HOPWA provides housing assistance and
related services for low-income people with HIV/AIDS and their families. 

HOPWA funds are used for a wide range of housing, social services, program
planning, and development costs, including the acquisition, rehabilitation, or
construction of housing units; costs for facility operations; rental assistance;
and short-term payments to prevent homelessness. HOPWA funds also may
be used for health care and mental health services, chemical dependency
treatment, nutritional services, case management, assistance with daily
living, and other supportive services. 

Funding Mechanisms
HOPWA funds are dispersed through three mechanisms: 

n The HOPWA Formula Program allocates 90 percent of HOPWA
funds to states and cities with populations of more than 500,000
and 1,500 cumulative AIDS cases.

n The HOPWA Competitive Program is a national competition to
select model projects or programs in areas that do not receive
formula funds.

n The HOPWA National Technical Assistance Funding awards are
provided to strengthen the management, operation, and capacity of
HOPWA grantees, project sponsors, and potential applicants of
HOPWA funding.
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HOMELESS WITH HIV/AIDS HAVE
DIFFICULTY ACCESSING CARE 

One national survey found that only
17 percent of homeless people living
with HIV/AIDS who would benefit
from anti-retroviral drugs were taking
them, as compared to 51 percent of
housed people.

A study in Boston found that
homeless people living with AIDS had
three times more difficulty accessing
care than those with stable housing.

Source: AIDS Housing of Washington,

Homelessness & HIV/AIDS Fact Sheet. Fall

2000.

EVALUATION FINDS
HOPWA SERVING THOSE IN
GREATEST NEED

Key findings of HUD’s evaluation of
HOPWA found that:

n HOPWA predominantly serves
extremely low-income and very
low-income people with HIV/AIDS,
including many with additional
burdens;

n HOPWA’s flexibility helps meet
clients’ housing needs and
preferences;

n HOPWA appears to enhance
clients’ housing stability;

n clients report a high level of
satisfaction with the housing they
are receiving; and

n on average, each dollar used for
HOPWA housing assistance is
being combined with a dollar for
housing assistance from other
government and private sources. 

Source: ICF Consulting for HUD. National

Evaluation of the Housing Opportunities for

Persons with AIDS Program (HOPWA). December

2000.



Local Control and Coordination
HOPWA provides maximum flexibility to states and communities to
implement strategies that respond to local housing needs and shortfalls.
HOPWA resources are coordinated with other federal, state, local, and
private funds through a community’s Consolidated Plan. Grant recipients are
also encouraged to develop community-wide comprehensive strategies and
to form partnerships with area non-profit organizations, including faith-
based organizations, to provide housing assistance and related services for
eligible people with HIV/AIDS.

REQUESTED INCREASE
NORA requests a $55.3 million increase for a total appropriation of $350
million for HOPWA to:

n reduce waiting lists for HOPWA-funded housing;

n increase the capacity of communities to develop new housing for
poor individuals with HIV/AIDS and their families;

n provide housing voucher support; and

n provide a minimal level of social services to keep people in their
housing and supplement care available through other sources.

MCKINNEY-VENTO HOMELESS ASSISTANCE GRANTS 

FY 2005 NORA Recommendation: $1,800,000,000

FY 2005 Presidents Budget: $1,257,000,000

FY 2004 Appropriation: $1,260,000,000

Appropriations Bill: Veterans Affairs/HUD/Independent Agencies

Impact of the Program on People Living With HIV/AIDS 
The HUD McKinney-Vento Homeless Assistance Grants fund services for
almost 230,000 homeless people in the U.S. at any given time. The services
provide a place to sleep for nearly 70,000 people each night, including
nearly 30,000 who have left homelessness and have permanent housing. 

Need for Services
A survey of people living with HIV/AIDS found that 36 percent had
experienced homelessness since learning their HIV status.100 HOPWA alone
cannot meet the chronic housing needs of people with HIV/AIDS, especially
those who live in communities that do not qualify for HOPWA formula grants.
The most conservative estimates are that three percent of homeless people are
living with HIV, a much higher rate than the population in general. 

On any given night, upwards of 600,000 persons in the U.S. are homeless.
As many as half of all homeless adults have histories of alcohol abuse or
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A survey of people living with
HIV/AIDS showed that 36 percent
had experienced homelessness since
learning their HIV status.

Source: G. Robbins and N. Frasier, Looking for a

Place to Be: A Report on AIDS Housing in

America, 1996.



dependence and one-third have histories of drug abuse. About one-third of
individuals who are homeless suffer from mental illnesses.101

Unmet Need
Hundreds of thousands of Americans are homeless each night but do not
receive services from these programs. Approximately 200,000 Americans are
homeless for long periods of time without any permanent housing option.102

Overview of Program’s Services and Initiatives
The McKinney–Vento programs provide shelter, temporary housing, and
permanent housing, which are key to improving the health of homeless
people with HIV/AIDS. The programs use federal money to leverage other
funds to build and staff temporary and permanent housing for homeless
people with disabilities and operate programs that provide employment
assistance, mental health care, substance abuse treatment, case management,
and other services that move people out of homelessness. 

Funding Mechanism 
HUD grants funds to state and local governments and nonprofit
organizations on a competitive basis. The criteria for awarding funds
prioritize broad geographic distribution. HUD encourages each local
community to undertake a planning process that brings together agencies
that are applying for funding and ranks applications from that community
based on locally-developed priorities.

REQUESTED INCREASE
NORA requests an increase of $540 million for a total appropriation of $1.8
billion for the McKinney-Vento Homeless Assistance Grants Program.
Additional funds will be used for a range of needs based on locally
identified priorities, but are likely to focus largely on providing permanent
housing for people who have been homeless for the longest periods of time.
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Department of State 
President’s Emergency Plan 
for AIDS Relief (PEPFAR)

CURRENT NEED $ 5,400,000,000

FY 2005 NORA Recommendation: $ 3,600,000,000

FY 2005 President’s Budget: $ 2,800,000,000

FY 2004 Appropriation: $ 2,400,000,000

Appropriations Bill: Foreign Operations, Export Financing, and Related
Programs

Background
Globally, HIV/AIDS has reached pandemic proportions. Today, an estimated
34-46 million people are living with HIV/AIDS and HIV infects an additional
16,000 every day.103, 104 In 2003, HIV/AIDS claimed more than 3 million lives,
and an estimated 5 million people acquired the virus. 

Ninety-five percent of those infected live in the developing world and a
third are between the ages of 15 and 24.105, 106 A total of 25 million people
worldwide have already died of HIV/AIDS.107 2.3 million people died last year
in sub-Saharan Africa alone.108

Best current projections suggest that an additional 45 million people will
become infected with HIV in 126 low- and middle-income countries between
2002 and 2006.

The impact of the epidemic on young people is tremendous—approximately
half of new HIV infections are among people aged 15–24 years, with women
below the age of 24 particularly vulnerable. In the hardest hit countries,
teenage girls are five to six times more likely to be infected than boys their
age.109

Sub-Saharan Africa has been devastated. One-third of the adults in
Botswana, Lesotho, Swaziland and Zimbabwe are HIV-infected.110 In South
Africa, one adult in five is infected.111 Thirteen million African children have
been orphaned due to AIDS, a figure that may exceed 40 million by the end
of the decade.112 The number of children orphaned by AIDS in Asia is poised
to grow dramatically. HIV/AIDS is not just a health concern—it has much to
do with development, and affects each person on social, economic, and
political levels. Life expectancy in four African countries has already
dropped below 40 years of age due largely to the AIDS pandemic.113 AIDS is
affecting the economic fabric of many countries as well. In some sub-
Saharan countries, gross domestic products will be reduced by as much as
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“These appalling
statistics only begin to
measure the magnitude
of the destruction. HIV
doesn't just destroy
immune systems; it also
undermines the social,
economic and political
systems that underpin
entire nations and
regions. And the disease
spreads fastest in places
under stress, weakening
already fragile support
systems beyond the
breaking point, causing
whole societies to begin
to shudder and reach the
edge of collapse.”
Colin Powell, 

US Secretary of State

 



25 percent over the next twenty years.114

Infection rates in parts of the Caribbean are the second highest in the
world.115 In Haiti and the Dominican Republic, for example, HIV testing
suggests that more than one adult in 12 is living with the virus.116

The rate of increase in HIV infections is the highest in Russia and the
republics of the former Soviet Union. In Russia, the number of cases rose
from just under 11,000 in 1998 to 147,000 by late 2003.117 Prevalence is also
increasing in Asia. In India, some 4 million people are infected with the
virus; one Indian is getting infected every minute, making India the second
largest HIV infected country in the world after South Africa.118

In developing nations: 

n HIV prevention programs reach only 10 to 20 percent of the
population;

n Only six to 10 percent of HIV-infected people are receiving
treatment for HIV-related opportunistic infections; and 

n Less than one percent is receiving antiretroviral treatment.119

If those figures are not alarming enough, additional facts further highlight
just how much more needs to be done to lower global infection rates:

n Only a fraction of AIDS orphans have access to basic care and
educational opportunities.

n Recent surveys in 17 countries on three continents found that
more than half the adolescents questioned could not name a single
method for protecting themselves against HIV/AIDS.120

n Less than one percent of pregnant women in sub-Saharan Africa
have access to interventions to reduce mother-to-child
transmissions.

n Estimates place the annual number of condoms distributed
worldwide at six billion, but many more (some estimates are as
high as 24 billion) are needed
to protect populations from
HIV and other sexually
transmitted diseases.121

Estimates on the level of response
needed vary. UNAIDS estimates that in
order to mount a comprehensive and
successful response to HIV/AIDS, an
overall annual expenditure target of
$10.5 - 15 billion in low- and middle-
income countries must be reached by
2007.122 The need for resources to fight
tuberculosis and malaria stands at
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People With HIV Worldwide

Total: 34-46 Million

North America
790,000 - 1.2 million

Caribbean
350,000 - 590,000

Latin America
1.3 - 1.9 million

Western Europe
520,000 - 680,000

North Africa and 
Middle East

470,000 - 730,000

Sub-Saharan Africa
25.0 - 28.2 million

Eastern Europe
& Central Asia

1.2 - 1.8 million
East Asia & Pacific

700,000 - 1.3 million
South &  

South-East Asia
4.6 - 8.2 million

Australia &
New Zealand

12,000 - 18,000

Source: UNAIDS, AIDS Epidemic Update, December 2003.



about $4.8 billion a year.

The WHO Commission on Macroeconomics and Health (CMH) estimates that
the cost of mounting an effective global response to HIV/AIDS could reach
$14 billion by 2007. This figure includes programs for prevention and care
and treatment, with some investments to improve and expand existing
infrastructure. According to the commission, this annual investment would
result in the following provision of AIDS services in affected countries:

n Prevention education could reach 70 percent of the population
outside of the health sector;

n Prevention education and services could reach 40 percent of the
population within the health sector;

n 45 percent of the population could be reached with programs to
address opportunistic infections; and 

n 40 percent of the population could be reached through HIV
treatment programs, including antiretrovirals.123

Overview of Programs, Services and Initiatives
Since the late 1990s, the U.S. has been expanding its efforts to tackle the
global HIV crisis. Sadly, these efforts remain woefully inadequate and there
is a tremendous need for the U.S. to significantly increase its contributions
toward addressing the world-wide plague. 

In his 2003 State of the Union address, President Bush highlighted the need
to combat the global AIDS pandemic and unveiled the President’s
Emergency Plan for AIDS Relief (PEPFAR). The plan commits $15 billion in
resources to the global HIV/AIDS fight over the next five years, including
$10 billion in new resources. Funding would start at $2.4 billion in FY 2004
and ramp up in future fiscal years. 

According to the Administration, this initiative is intended to:

n prevent 7 million new infections;

n provide antiretroviral drugs to 2 million HIV-infected people; and

n care for 10 million HIV-infected individuals and orphans.

The president’s focus on global AIDS in the 2003 State of the Union was an
important development, but under the president’s plan only a limited amount
of the money will be made available immediately, with most pledged to
future fiscal years, and only $1 billion of the initiative ($200 million per
year) designated for the Global Fund to Fight AIDS, Tuberculosis and Malaria.
In addition, while the president pledged $2.8 billion in funds in FY 2005
towards global AIDS programs, that number included several funding streams
that are not direct HIV care and prevention programs, such as tuberculosis
and malaria funding, as well as HIV research. Overall, the president’s
proposed FY 2005 budget includes about $2.2 billion for bilateral global
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AIDS care and prevention programs, far short of the resources needed.

A significant part of President Bush’s focus on global HIV programs is the
new initiative which focuses on fourteen key countries in Africa and the
Caribbean: Botswana, Cote d’Ivoire, Ethiopia, Guyana, Haiti, Kenya,
Mozambique, Namibia, Nigeria, Rwanda, South Africa, Tanzania, Uganda,
and Zambia. 

In each of these countries, the U.S. will work with private groups and
willing governments to develop a comprehensive system for AIDS diagnosis,
prevention, and treatment. This new initiative will be coordinated through a
new, ambassador-level position at the Department of State. This coordinator
will evaluate the federal government’s global AIDS programs across all
departments and then direct funding to programs believed to have the
greatest impact. 

PEPFAR also supports the Global Fund and programs at the U.S. Agency for
International Development and the Centers for Disease Control and
Prevention, as described below.

GLOBAL FUND TO FIGHT AIDS, TUBERCULOSIS, AND MALARIA

The Global Fund to Fight AIDS, Tuberculosis, and Malaria is an innovative
funding mechanism designed to attract, manage, and disburse resources
through a new public-private partnership. The fund’s purpose is to make a
sustainable and significant contribution to the reduction of infections,
illness, and death, thereby mitigating the impact caused by HIV/AIDS,
tuberculosis, and malaria in countries in need. 

In 2002, the fund developed its administrative structure and in 2003
reviewed and approved $883 million in grants in over 60 countries. The
fund does not replace existing mechanisms for financing programs targeting
HIV/AIDS, TB, and/or malaria. Nor is it intended to supplant developing
countries’ own investments to control these diseases.

The fund provides an opportunity to leverage private sector resources to the
fight against HIV/AIDS because it relieves them of responsibility of the grant
making process. To date public and private parties have pledged over $4
billion to the Fund. 

The fund, designed to fill the gaps in current services in the areas of HIV,
TB, and malaria, promotes an integrated approach to the three diseases.
Project funds are geared at strengthening and expanding existing
development processes rather than designing new projects.

The fund supports technically sound and cost-effective interventions for the
prevention, treatment, care, and support of the infected and directly affected. 

The types of activities that may be supported, for example, are: 

n increased access to health services; 
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“For there to be any
hope of success in fight
against HIV/AIDS, the
world must join together
in a great global
alliance.”
Kofi Annan, Secretary General 

United Nations Declaration of Commitment

"Joining an international
campaign against AIDS
and other infectious
diseases is not only the
humanitarian thing to
do: It also serves our
government's broader
interests of peace and
stability in the world." 
St. Petersburg Times editorial, January 9, 2002

 



n provision of critical health products including drugs; 

n prevention of mother-to-child HIV transmission; 

n training of personnel and community health workers; 

n behavior change and outreach; and community-based programs,
including care for the sick and orphans; and

n gender equality and the empowerment of women. 

The fund requires that any funded projects are able to show clear and
measurable results.

The fund makes grants to country-level programs, but funding within the
grants will be given to private entities, NGOs, private voluntary
organizations, and government departments. There can be an exception for
programs that focus on countries where there is not a strong central
government and countries that are in conflict. 

Countries submitting proposals must develop them collaboratively with non-
governmental and private voluntary organizations and the private sector
must be represented at any planning meetings and their input must be
included in the final proposal.

The fund selects proposals to fund through a competitive process based on
many different criteria but greatest priority will be given to areas that have
the greatest burden of disease, while giving due attention to areas where
there are growing epidemics.

All country governments make contributions to the fund and grants are
approved following the review of proposals by a technical review panel. The
U.S. currently chairs the fund’s board and has significant input into final
grant decisions. 

U.S. AGENCY FOR INTERNATIONAL DEVELOPMENT (USAID)

USAID is currently working intensively in approximately 50 countries, the
majority being in Africa. Examples of USAID’s accomplishments include: 

n In the past five years through work with host country governments
and community groups, USAID provided intensive AIDS education
to over 25 million vulnerable men and women, helping them to
reduce their risk of HIV infection. To accomplish this task, USAID
trained over 180,000 new counselors and educators. 

n In Uganda, USAID’s support was instrumental in reducing the
prevalence of HIV in 15-24 year olds in urban areas by 50 percent
and nationally by one-third. 

n In Senegal, Philippines, and Indonesia, early, comprehensive HIV
intervention programs supported by USAID and other donors
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USAID’S CRUCIAL ROLE IN
DEVELOPING MICROBICIDES…

Women between the ages of 15–24
are one of the most vulnerable
populations and more must be done
to develop female-controlled
methods of prevention. The U.S.
Congress recognized this need and
asked U.S. agencies to redouble their
efforts to produce a safe and
effective microbicide. For the last two
years, the U.S. Agency for
International Development has spent
close to $15 million annually to get a
microbicide on the market, The
commitment to support microbicides
research and development must be
continued in the coming year.

….AND VACCINES

Without a cure, vaccines are a major
source of hope. While research is
most appropriately done through NIH
funds and private industry, USAID can
play a valuable role by making sure
its field operations integrate vaccine
awareness, education, and
preparedness into their work,
especially in countries where vaccine
trials are underway or being
contemplated.
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helped prevent a major epidemic, keeping the prevalence rate to
less than two percent.

n In Uganda, Dominican Republic, and Thailand, intensive HIV/AIDS
programs launched after major epidemics had erupted were
instrumental in reductions in the numbers of new infections.

n In 18 countries, USAID is helping children orphaned by AIDS stay
in their communities by supporting extended and foster families. 

n USAID is improving STD control programs in Cote d’Ivoire, Ghana,
Nigeria, Rwanda, and Zambia. In South Africa, USAID support was
instrumental in reducing the prevalence of STIs by 40 percent
among vulnerable mineworkers over a nine-month period.

USAID response to HIV/AIDS worldwide has four main programmatic
cornerstones:

n Targeted Prevention: As the cornerstone of USAID’s HIV/AIDS
strategy, prevention efforts give individuals the information, skills,
and services they need to protect themselves from HIV infection.
Most of these efforts are focused on young people, the population
group most affected at this point. 

USAID is currently involved in mother-to-child prevention
activities in the following countries: Kenya, South Africa, Uganda,
Zambia, Ghana, Malawi, Rwanda, Haiti, Jamaica, and Romania.

DE PA RTM E NT OF STATE

INTERNATIONAL MOTHER-TO-CHILD PREVENTION INITIATIVE

On June 19, 2002, President Bush announced a $500 million initiative to prevent mother-to-child transmission (MTCT) of HIV in 14
nations in Africa and the Caribbean. In addition to preventing MTCT, the initiative will also support safer breastfeeding practices,
improve health care delivery, and, where capacity allows, provide care and treatment to families. Through a combination of improving
care and drug treatment and building healthcare delivery capacity, this new effort is expected to reach up to one million women
annually and reduce mother-to-child transmission by forty percent within five years or less in the 14 countries. Initiative countries
include Botswana, Cote d'Ivoire, Ethiopia, Kenya, Mozambique, Rwanda, South Africa, Uganda, Namibia, Nigeria, Tanzania, Zambia,
Guyana, and Haiti. 

Over 800,000 children–more than 2,000 each day-–are infected with HIV every year. The majority are infected through MTCT, which can
occur during pregnancy, during labor and delivery, and through breast milk. 

Reducing MTCT of HIV is vital, particularly in areas of the world most affected such as sub-Saharan Africa, where up to 40 percent of
pregnant women are infected with HIV and 25-35 percent of their children will be born infected. Less than one percent of pregnant
women in sub-Saharan Africa have access to interventions to reduce transmission of this disease. But with the provision of simple low-
cost drug interventions like nevirapine, transmission rates from mother to child can be reduced by nearly 50 percent, preventing HIV
infection in tens of thousands of newborns. 

MTCT sites also provide an effective platform for expanded care and treatment services to family members, including the provision of
life-saving antiretroviral therapies and medicines to treat opportunistic infections. 

Funding Mechanism 
In the President’s FY 2005 budget, the funds for this initiative have been moved to the Office of Global AIDS Coordinator, within the
State Department. The money will then go to fund MTCT programs at USAID and the CDC’s Global AIDS Program.

NORA supports the president’s requested budget for bilateral programs and is supporting efforts to assure that an appropriate portion
of these global AIDS funds are used to support the president’s mother-to-child initiative.

 



Voluntary counseling and testing is critical because research has
shown that those who know their status are more likely to protect
themselves and others. In the Dominican Republic, for example,
USAID funds groups of infected people who support 5,000 others
who have the disease, as well as 19 self-help groups.

n Expanding care, treatment and support: USAID focuses care
interventions to reach the most vulnerable populations, with the
aim of improving the quality of life of infected individuals.
Treating opportunistic infections such as tuberculosis is critical and
USAID is working with countries to improve the health care
systems and infrastructure to prepare them for the provision of
ARVs. In Cambodia, USAID funds an organization of government
nurses and staff from NGOs who provide home-based care.

USAID continues to provide grants through the Communities
Responding to the HIV/AIDS Epidemic (CORE) Initiative. These
grants are provided to small, community- and faith-based
organizations and fund HIV prevention programs, as well as care
for people living with HIV/AIDS and their families. As USAID
continues to expands its work in care and support for people living
with HIV/AIDS, community and faith-based organizations will be
essential partners in providing voluntary counseling and testing,
home care, clinical services, and delivering advanced treatment.

n Supporting orphans and vulnerable children: USAID helps orphans and
other vulnerable children draw upon community resources to
develop programs and solutions. There are now 60 projects in 22
countries that provide these children food, shelter, clothing, school
fees, counseling, psychological support, and community care.
USAID is sponsoring a modern pediatric AIDS Center that gives
HIV-infected children and families care, support, and counseling in
Romania. In coordination with the Nelson Mandela Children’s
Fund, USAID is providing microfinance loans and community
initiatives to support orphans and vulnerable children. This targets
250,000 affected children. NORA recommends that $300 million be
targeted to efforts to assist orphans and vulnerable children from
all sources of US government support. 

n Increasing surveillance capacity to track the epidemic: USAID supports
programs to monitor the status of the epidemic, measure the
impact of prevention, treatment, and care programs, coordinate
donor and other partner activities, and use resources most
effectively. In addition, USAID is working with CDC to follow the
virological changes that are happening as the pandemic progresses. 

For several years, USAID has provided funding to the Joint United
Nations Program on AIDS (UNAIDS). UNAIDS assists hard-hit
countries in developing and implementing national strategic action
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