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PROGRAM: The Housing Opportunities for 
Persons with AIDS (HOPWA) program provides 
housing assistance and supponive services for low­
inc:.ome persons wim HIVIAIDS and their families . 

. Grants are provided: (1) by formula allocations to 
States and· metropolitan areas w.ith the largest 
num~er of cases and incidence of AIDS; and (2) 
by selection through a national competition of 
projects proposed by State and local governmentS 
and nonprofit organizations. Grantees are 
encouraged to develop community-wide 
comprehensive strategies and fonn partnerships 
with area nonprofit organizations \ [0 pr9vi"e 
housing assistance and supportive serviceS for 
eligible persons. 

CONSOLmA TED PLANNING: HOPWA 
formula grants are available as part of the area's 
Consolidated Plan, which also includes the 
Community Development Block Grant. HOME 
and Emergency Shelter Grants. Plans are 
developed through a public process that assesses 
area needs, creares a multiple-year strategy and 
proposes an action plan for use of Federal funds 
and other communiry resources in a coordinated 
and comprehensive maMer.Ninry percem of the 
appropriation is alfocated by formula [0 eligible 
communities. 

F~~._A W ~S:Itn-fX-r9~7:~_a_toial:-o! 
$116.~.mil1ionis-being,alJoc~ted ,by formulfto me) 
[qualifying- 'chI~s _-for-53 - eligible~ metropo[ftan; 
statisticalareas,(EMSAs) and lo-1TeligibleSta~~$ 
lfor3I'e~ Q'u¥siae~oC~MSAs! Eligible fomnl}a 
areas have at least 1.500 cumulalive reported cases 
of AIDS. as of March 31. and metropolitan areas 
have a population of at. least SOO,OOO. The 
formula uses AIDS statistics from (he Centers for 
Disease Control and Prevention for cumulative 

cases and area incidence in allocating funds to 

eligible jurisdictions. 


COMPETITIVE GRANTS: Ten percent of the 

appropriated funds are awarded by competition. 

During fiscal year 1997, S19.6 million will be 

made available on a competitive basis pursuant to 

a Notice of Funds Availability (NOFA) to be 

issued. In 1996, the NOFA was published in the 

Federal Register on February 28, 1996 (61 FR· 

7664) and HUD selected 19 applications on 

August 23, 1996 for $17.1 million in awards. A 


... notice was publishecion OCtober 23, -1996 (61 fR 

55009) for: 

(1) nine grants for Spedal Projects of National 

Sign.ific:ance (SPNS) which, due to their 

innovative narure or meir potential for replication, 

are likely to serve as effective. models in 

addressing the needs of eJigible persons; and 


(2) eight grants under the mv Multiple 
Diagnoses Initiative (MDI) wbich target 
assistance to homeJess persons living with 
HIVIAIDS who also have chronic alcohol and/or 
other drug abuse problems and/of serious mental 
illness. Applications for these two categories can 
be submitted by States, units of general local 
government and nonprofit organizations. In 
addition, awards were made for a third 
component: 

. (3) two grants in non-formula ueas for Projects . 
which are part of Long-term Comprebmsiv~ \ 
Strategies for providing housing 8l'Id services for 
eligible persons; applications for this category can 
be submitted by Slates and local governments in· 
areas that did not qualify for formula allocadons 
durin~ that fiscal year. 

orr..,,, "f nrViAlOs H"IJ~.nr: 
Qf"ftc.c; 0" C:('I'''UJ\\l'''~ PI~"flin¥ _l'MJ Uc;"'cIQtPmCI"t;. HUD 

Pl'Oir:1"" ""scriprion 
Dl:ccmbcr 11. 1996 
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,	'PROCRAM USES: . HOPW A funds have helped 
communides escablish strategic planS, bener 
coordinate loc:.al and private efforts. fill gaps in 

. local systems of care, and create model programs. 
HOPW A funds may be used for a wide-array of 
housing, social services and program planning and 
development costs. Eligible activities include, but 
not limited to, the acquisition. rehabilitation or 
new constrUction of housing unitS, costs for the 
operation and' maintenance of fafilities an~ 
community residences, rental assistance and short­
term payments to prevent homelessness. HOPWA 
may also support services. such as health care and 
mental health services, drug and alcohol abuse 
treatment and counseling, intensive care when 
required, nutritional services, casemana:ement, 
assistance with daily living. housing information 
and placement assistance and other services. The 
rule at 574.300(b) provides for eligible activities~ 
subject (0 certain standards and limitations. 

EMSA APPLICANTS: The City that is the 
largest unit of general local government in an 
EMSA' will serve as the applicant for rhe 
metropolitan area's formula allocation. .. The ' 
planned activities are coordinated with orher local 
governments to provide assistance to eligible 

. persons who reside in that area. 

COALS: As stated by rhe National Commission 
on AIDS in Housing and the HIVIAIDS Epidemic, 
issued in June 1992, ~liereis·~fre.quenlly:~e.sperat~ 

QWea--Jor "'safe ., sj'ael~f·-ihaLprovldes· . not _o.py 
(prolection ~(r.cOrh(Q:rt:J~(lt:aJso .a..baSe~lnwhlcb 
Land)r.om_·wlilch'to jcic.eiye sei'vices. :car~an.d 
:~\l~p~r(.:·J Additionally, the program is authorized 
by statute "to provide States and localities with the 
resources and incentives to devise )ong·term 
comprehensive strategies fOr meeting ,.the housing~ 
needs of persons with acquired iminunodeficiency \ 
syndrome and families of such persons," 

AUTHORIZATION: AIDS Housing Opponunity 
Act (42 U.S.C, 12901) as amended by the 
Housing and Community Development Act of 
1992 (Pub. L. 102·550, approved October 28, 
1992). Funds were appropriated in FY 1992 and 
for subsequent years. The Deparunent's 
appropriation for Fiscal Year 1997 provides $171 
million under a HOPWA line item and an 
additional $25 million that may become available 
during the year from recaputured funds. 

REGULATIONS: The program is governed by 
the HOPWA Final Rule, 24 CFR Pm 574, as 
amended, and the Consolidated Submissions for 
CommunicyPla.nn.ing and Development Programs, 
Final Rule, 24 CFR Pan 91. as amended. 

For More Infomiation 

Contact the HUD State or area Office or the 

Office ofHIV/AIDS Housing. U.S. Department of 

Housing and Urban Development, 4S 1 Sevenrh 

Street. S.W., Room 7154, Washington, D.C . 


. 20410, or phone (202) 708·1934; TTY 1-800-877­
8339, FAX: (202) 708-1744. 

Information is available on HOPWA, incJuding 
descriptions of the 1996 competitive grants and' 
area consolidated plans and other related topics on 
the HUD HOME Page on the World Wide Web at 
hrrp:I/www.hud.govlhome.hrml, 

Technical assistance, information and other 
support is available under a National Technical 
Assistance Program operated by AIDS Housing of 
Washington and can be reached at (206) 448·5242 

. or by email at: HN3836@ha1'ldmet.org. 
\ 

Office of HN/AIDS HOI/sing PtOgram Dcscriprion 

Office of COll11lluniry Planning and Developmellt, HOO De~ember 11. 1996 


http:HN3836@ha1'ldmet.org
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In 1994, Department of Housing and Urban 
Development (HUD) Secre~ryJ Henry Cisneros~ 
established the Office of HIVIAIDS Housing to 
administer programs and advocate within HUD 
in order to eliminate barriers [0 providing 
housing assistance for persons living with 
HIV/AIDS and their families, . As part of dle 
Office of Conununity Planning and 
Development, the Office of HIVIAIDS Housing 
is the focal point for the Department ~n housing. 
and related HUD initiadvesdeveloped to serve 
this population. The Office provides a ' 
coordil'Wing link with other Federal agencies 
and the White House HIVIAIDS initiatives. 

Specifically. the office is responsible for: 

• 	, developing responsive HIVIAlDS policies 
and related programs; 

• 	 maintaining ~terac[ive coinrnunicatio:ns and 
outreach with clients. advocates, hOllsing 
providers and orher interested parties; , 

• 	 establishing and .maimaining effective 
liaison to other Federal offices and 
programs. including tbe National AIDS 
Policy Office in the White House; 

• 	 providing technical assistance to improve 
access to agency programs; \ . 

• 	 managing the Housing OpportUnities for 
Persons with AIDS (HOPWA) program and 
other assigned initiatives; and 

• 	 evaluating the effectiveness of current 
programs in addressing the housing and 

. supportive services needs of this population. 

For More Information 

Contact [he HUD State or area Office or the 
Offi1:e of HIV/AIDS Housing. U.S. Department 
of Housing and Urban Development. 4S 1 
Seventh Street. S.W., Room 7154, Washington, 
D.C. 20410. or phone (202) 708-1934; TTY 1­
8()()"877·8339, FAX: (202) 708-1744. 

Information is available on' HOPWA,including , 
descriptions of tbe 1996 competitive grants, area \ 
consolidated plans and other related topics on the 
HUD HOME Page on the World Wide Web at 
http;//wWw.hud.gov/home.hrml. 

Technical assistance, infonnation and other 
suppon is available through a HUD-funded 
National Technical Assistance Program operated 
by AIDS Housing of Washington (AHW). 
AHW can be reached at (206) 448-5242 or by 
email at: HN3836@handsnet.org. 

Office of HIV/AIDS Housing U.S. Depel'tl1'leRt of Housing and Urban DevelopUlCllt 

Office of COlMluftiry PI~Mill8 and Developmen(. Hun Dct;emher l2. 1996 


mailto:HN3836@handsnet.org
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Date: Wednesday, July 24, 1996 

FOR IMMEDIATE RELEASE , " 

Contact: Dorothy Bailey (301)443-3376 


AIDS Drug Assistance Program 

The AIDS Drug Assistance Program ( "ADAP" ) provides medications and treatment to low income 
individuals with HIV disease, who are not protected by Medicaid or private health insurance prescription 
programs. ADAP is part of the Ryan White CARE Act, which provides emergency services to private 
and public nonprofit entities in areas most deeply affected by the AIDS epidemic. 

Why is ADAP Needed? " 

ADAP makes it possible for low income individuals with HIV disease and without other health 
insurance to have access to therapies they could not otherwise afford. Promising new drug therapies like 
protease inhibitors have significantly reduced the progression of disease in infected individuals, but 
these drugs are very expensive. Three of these drugs -- Ritonavir, Indinavir, and Saquinavir --are 
estimated to cost $6,500, $6,000, and $7,200 per year, respectively. 

How Many States Have ADAPs? 

"" 

All 50 states, the District of Colilmbia, and Puerto Rico, have ADAP programs, although five states 
" currently use no federal funding. 

What Are The Funding Sources, And What Has The Federal Government Contributed To ADAP? 

ADAP is generally funded by combined state and federal contributions. States generally are required to 
contribute one dollar for every two federal ADAP dollars received. The federal government contributed 
over $105 million to ADAPs in 1995, an increase of$24 million over the previous year. During the first 
seven months of calendar 1996, the federal government contributed $115 million to ADAPs. For FY 
1997, President Clinton has increased his ADAP budget request to $196 million. 

How Many People Are Served By ADAP? 

In 1995, over69,000 people were served by ADAP. 

I of 1" 08/01/9716:11:16 

http://www.hhs.gov/news/press/1996pres/960724.html
http:1996.07.24
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AIDS Drug Assistance ProUrams 
~ 
N Table 3.11. Program Characterfstfcs: Stale and U.s.. Totals 
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Table 3.b, Annual Funding and Expenditures: Stat. and U~S. Tota1s 
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AIQS Drug Assistance Programs 
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The Ryan White CARE Act 


AIDS Drug Assistance Programs 

The Health Resources and Services Administra- greatly challenged In responding /to the increased 

tion (HRSA), an agency of the Department of Health client demand. 
and Human Services, administers the Ryan White Even before the expensive new drugs became 
Comprehensive AIDS Resources Emergency (CARE) available, many ADAPs were experIencing strains. 
Act. Enacted in 1990 and reauthorized in May 1996, The rapid growth of the HIV epidemIc among poor and 
the CARE Act is the largest source of Federal funding . historically underserved populations; and evolvingtreat­
specifically directed to provide primary care and sup- .ment standards Which involve more than one antiviral 
port services for persons living with HIV disease. drug, contributed to these strains. In addition, the 

UnderTitle II of the CARE Act. formula grants are number of people seeking and receiving treatment for 
awarded to the States and. other" "eligible areas to HIV and AIDS continues to increase on a monthly basis. 
improve the quality, availability, and organization of ADAP funding has increased dramatically in re­
HIV health care and support services. In addition to cent years. In fiscal year (FY) 1996, $52 million in Title 
other specific service programs, Title II funds AIDS II CARE Act supplemental funds was appropriated 
Drug Assistance Programs (ADAPs). ADAPs provide specifically for ADAPs. This was in addition to the $53 
medications to low-income Individuals with HIV dis- million that States had already committed from their 
ease, who have limited or no coverage from private base Title II awards. In FV 1997, $167 million }N8S 
insurance or Medicaid, in aliSO States, the District of ... earmarkedforADAPs.Fiscalyear1998appropriatiqns 
Columbia. Puerto Rico, the Virgin Islands, and Guam. have not yet been finalized. . 

In 1996, ADAPs served almost 83,000 persons 
with HIV disease who had limited or no coverage from State Roles In Managing AoAPs 
private Insurance or Medicaid. At anyone time, ADAPs States have the authority to establish income and 
were serving about 40,000 individuals. medical eligibility criteria and to determine how drugs 

Title I I requires that: "A State shall use a portion will be pu'rchased and distributed to clients. States also 
.. of the amounts provided to establish a program... to determine which drugs to Include on their formularIes. 
provide therapeutiQs to treat HIV disease or prevent States covering 25 or more drugs. 
serious deterioration of health arising from HIVdisease 

in eligible indIviduals, including measures for the pre­

vention and treatment of opportunistic Infections. N 


ADAPs have served clients since 1967 (see 

box), but recent treatment advances have focused 


. increasing attention on the prograrn. The newest 
class of HIV drugs, protease inhIbitors (Pis), have 
proven to be very effective when used in combinatIon 
with two or three other medications. As a result, 
demand for the promising new combination t!,!erapy " 
has grown rapldly- not only. among individuals al­
ready in care but also among those who had not 
previously sought treatment. Because the cost of 
combination therapy with PIs Is very.h1gh-between 
$10,000 and $12,000 a year per person-ADAPs are 

The ADAPbegan 10Y8Srs ago. In March 1987, z/dovudine 
- betterknown as AZT- became the first drug approVfJd 
by the Food and Drug Administration (FDA) to tl'Bat HIV 
disease. However, the annual cost of AZT' per person, 
about $10,000, pl8ced It our of reach for many people. 
Congressrespond8d(amonthlarer) InApn71987, byspproving 

. $30 miffIon In funding undera public hElfJlth emergencyprovi­
sion, and latar enacted PubliC Law 1()O.71 authorizing the 
establishment ofanADAP program nationlNfde. 
As HIV treatment advances occurred and as I'8scurcS$ 
permitted. SUites expanded the program to cover drugs in 
adr1itiofl to AZT: In 1990, when ADAP became psrt of the 
newly enacted CARE Act sr$res had the option to covsr 
any FDA-approved OrlJg rhar could prolong lIfe orpreVfJnf 
deteriorarlon of health. \ 
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Covered Drugs 
As the number of FDA-approved HIV treatments, 

has increased, States added some or all of the newer 
drugs within the limits of available resources. The avail­
ability of new. effective drugs, combined with the greatly 
increased cost of new medications, has affected the 
expansion ,of formularies. Today, there is considerable 
variation in the number of drugs on ADAP fOrrr1ularies, 
ranging from ,5 to more than 100, with one-ha" of the 
States covering 25 or more drugs. 

Criteria as Percent of 
. Federal Poverty Level (FPL) 

Number of 

States/Grantees 

100% or below FPL , AOAP 
100 to 200% FPL 20ADAPs 
200 to 300% FPL 18 AOAPa 

Over 300% FPL 10 ADAPs 

Three Stateil use some other criteria not related 
to Federal Poverty Level. \ 

'. 

1997 F9dsral Povsrry Levslle $7,8901yeaf per IndMdusl.Purchase and Distribution of 
Pharmaceuticals 

Most ADAPs were established to operate under a ' income individuals with HIVdisease. Itmustbenotedthat 
pharmacy reimbursement model similar, to Medicaid. 
This allows patients to go to a partiCipating pharmacy, 
show their ADAP cards and have their prescriptions filled. 

The pharmacy then bills ADAP. 
Afew States with asystem of pharmaCies attached 

to anetwork of public health clinICs have opted to use that 
system to purchase and distribute drugs forADAP clients. 
Only afew ADAPs directlypurchase drugs and mail them 
to clients. 

Cost-Containment Measures 
With the sIgnificant growth In clients seeking treat­

mant, dramatiC Increases in the cost of new treatments, 
and rapidly changing standards of care, ADAPs are 
challenged to contain costs at the same time they are 
asked to expand access. As a reSUlt, ADAPs have taken 

even in States with more generous income eligibility 
standards, the overwhelming majority of enrolled Indi­
vidusls have Incomes below 200 percent ot FPL. 

Medical Eligibility 
All States require individuals who meet income 

threshold criteria simply to provide proof of their HIV 
status. Fourteen States also require a laboratory test 
showing aCD4 count of 500 or less (indicating significant 
damageto the immune system).' For individuals to obtain 
access to protease inhibitors andlor antiretrovirals, 17 
States have additional specific criteria. 
ADAPs In Context 

A number of factors affect key State decisions 
regarding ADAPs. The ADAP is Just one of multiple 

a number of steps to stretch dollars. These include. important sources of public and private funding forHIV 
changing the system used to purchase/distribute drugs; 
seeklnglargerpricediscounts(e.g.,byparticipatinginthe 
Office of Drug Pricing Program administeredby HRSA. or 
negotia1lng voluntary manufacturers' rebates); tightening 
income eligibility criteria; deletlng some drugs from State 
formularies; setting caps on ADAP benefits; and/orestab-
Iishing guiqellnes for prescribing drugs. 

Vncome Eligibility 
Because Title II gIves States the authority to set 

income and medical eligibility criteria for ADAPs. there is 
wide variation among States. The table below summa­
rizes income eligibility criteria. 

The variation in eligibility generally reflects the type 
.and availability of other ~ealth care· resources for low-

treatment. Medlcaid,is by far the largest payer, providing 
treatment to an estimated 60 percent of persons With 
AIDS nationwide. . 

However, State Medica1d plans vary widely. In 
terms ofeligibility and covered services. Stateswith more 
restrictive Medloaid eligibility, limited prescription ben­
efits, andlor no optional coverage for medically needy 
populatIons. plaoe specIal challenges on ADAPs. Too 
often, however. these are also states with limited or no 
Stateoontributlonstotheprogram. Thoseconstraintsare 
most often reflected in restrictive financial eligibility crite­
ria and limited formularies. Other factors include the 
availability of affordable pr.ivate insurance, insurance risk 
pools, and whether or not the State limits the extent to 
Which private ,nsurers may cap prescription benefits: 

~ 
\ 

I 

I 
I 
I 

I 
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. STATEl\IlENT BY 

WILLIAM E. PAUL, M.D. 


DIRECTOR, NIH OFFICE OF AIDS RESEARCH 


Gooq. afternoon. I am pleased to be here today to highlight AIDS research activities of the 

National Institutes of Health (NIH). To combat the devastating impact of HIV infection and 

AIDS, the nation has made a finn commitment to research on a1l aspects of this dread disease 
. . 

and has expressed support through resources the Congress has made available to the National 

. Institutes ofHea!th. This commitment is now reaping rewards in the form of new and more 

effective therapies. But these therapies are not a panacea. HlV infection still poses a major 

threat to our nation and to people everywhere in the wodd. Within the United States, our 

minority communities, panicularly African-Americans and Hispanics, have borne a 

disproportionate share of this impact. 

In my remarks today, [ wish to highlight the progress we have made. speak to the challenges we 

face and particularly to address the issue of how our research effon recognizes and responds to 

the needs of those in our minority communities affected·with this disease or at risk of infection. 

As the members of the Congressional Black Caucus are well aware, a new class of an[l-HIV 

drugs have been introduced. Used in combination with previously available drugs, the resulting 

highly active anti-retroviral treatment has been shown to remarkably reduce the amount of virus 

in an 
. . 

infected individual! to have a major impact on diminishing AIDS·defining events, and on helping 
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to restore inunune function. These drugs, coupled Vlith the availability of new techniques to 

measure the level of virus in the ptasma and to characterize the virus. allow physicians to tailor 

better treatments for ti:teir patients and allow them to monitor the benefits of these therapies. 

This accomplishment has been based on a combination of fundamental research supported by 

NIH and drugs and assay technology developed by our pharmaceutical and biotechnology 

industrie's in one of the best examples of public/private partnership that can be cited. 

The Department of Health and Human Services has recently released for public comment two 

imponant docwnents • the Report of the NIH Panel w Define Principles of Therapy for HlV 

Infection and the Guidelines for the Use of Antiretroviral Agents in HIV ~Infected Adults and 
'. '. 

Adolescents. These tW~ d?cUments provide doctors and their patients withthe most up-to-date 

advice on how to use the new combinations of drugs, inclu~ing when to pegin:therapy; when and . 
. . 

how to switch t1:lerapies;how [0 monitor the course of the disease; which drugs to use in 
r • • . 

combination. 

Previous NIH-supported research has shown thal zidovudine can dramatically reduce the risk. of 

tr3Jlsmission of HIV infection from a pregnant women to her child. Because of our progress in . 

the treatment of HIV, a panel was recently convened to update the guidelines for the use of AlT 

.in pregnant women. These new guidelines have recently been released for public co rrune nt. This 

subject is of panicular importance for our minority community since the great majority of women 
. . 

urith AIDS and of HIV• infected infants are members of this community. The progress [hat has 
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been made, as exemplified in these guidelines, should continue to have a major benet it for our 

minority population and for all women at risk of transmitting HIV to their infants. 

In view of the disproportionate impact ofHIV on African-Americans and Hispanics; it is 
. . 

essential that the clirucal tri~s that NIH SUppOl1S have adequate representatlon of these 

individuals in programs. I am pleased to. repOI1 that in both of the maj or clinical, trials net\l.torks, . 
. . 

the adult AIDS Clinical Trials Group (ACrO) and the Community Program for Clinical 

Research on AIDS (CPCRA). African Americans and Hispanics make up more than 40% of the 

panicipants inthei~ trials, a proportion that quite well mirrors the fraction of [Ctal cases that 

occur in these two groups. Indeed, both to be cerrain that there has been adequate outreach to 

minority communities and to aid in the development ofcapacity for minority institutions to make 

a major contribution to progress against this disease. the adult ACTa has units in three minority 

institutions. In addition) the CPCRAis based on the philosophy of establishing units in 

community settings where the patients who are infected seek their primary care. 

Other programs that have beeno'rganizedin such a way as to obtain information of paniCular 

importance for the impact of HIV lnfection on members of our minority groups are the Women's 

Interagency HIV Study and the Women and Infant Transmission StlJdy. Minorities represent 

over 

g2~o of the participants in these rwo important studies. 

The NIH recognizes the value of the contributions made by African American health 
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professionals to the conduct of research and research training. A numberof Nlli programs 

and policies are specifically desigocdro recruit individuals fr?m underrepresented racial and 

, :', 	eth.:ilic gr,oups inco research caree~s. These,programs provide training ,and research 

opportunities across the continuum from high school students to independent investigators, 

with the goal of increasing the diversity of the labor pool in all segments of health related 

research. 

'. 	 . ' . 
For example, for individuals at the high school, college, graduate, postdoctoral, and 

investigator levels, me NIH offers Research Supplements for Underrepresented Minorities. 

Using this program, the principal investigator on a currently funded res,earch project can' 

request an administrative supple,ment [0 suppon the salary of an individual from an 

underrepresented group who wishe$ to participate in 'the ongoing research. 

The NIH ba~ ll.nplemented a number of programs to enhance panicipation of minority clinical 

investigators. for example, the AIDS Loan Repaymem Program. the loan repaymem program 

for individuals from disadvantaged backgroun4s, the Howard Hughes Medical Instirute 
. 	 " 

(HHM:n training program for early recrulunem ~mo clinical research. careers. and the Minoriry , 

Clinical Associate Physician (MCAP) Program at the NIH National Cerite"r for Research 
I 	 .• •• ' 

Resources. 

I wish to clos'e my comments'on an issue thai is of special concern to all who are at risk of 

contr~cting this infection. Today, in the 'United States, as I have al;eady-st~ted, that is 

disproportionately a population ofminorilY gr:oup members. However, HIV infection t~es an 

, even greater toll throughout the world. Its impact in subSaharan Africa has been truly 
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devastating, with mean life expectancies in many of these nations being reduced by twenty years 

or more. Themosl important advance that could be made would be to fli1d safe and effective 

means of preventing transmission. NIH has emphasized many aspects of prevention research, In 

its behavioral research program, it has laid particular'stress on the need' for culturally sensitive, 

approaches. 

, But perhaps the most effective and most durable contribution that could be made would be the . . ., 

development of a truly effective preventive vaccine. President Clinton has challenged us to 

develop such a vaccine within the next decade. To meet this chaHengeand to meet the 

recommendations of outside ex.perts who have recently reviewed the NIH 'AlDS research 

program, we have taken three major steps. We have increased the proportion of our resources 
. " 

that are devoted to vaccine resear~h: In the period bet\Veen 1996 and the budget the President 

submitted for 1998,AIDS vaccine funding win haveincreased by more than 33%.. 

, 	 Dr. David Baltimore, a Nobel laureate and Presidem-designaieof Cal Tech, has been recruited to 

provide leadership for the restructuring and reinvigoration of the AIDS vaccine research program 
, . . 	 . 

through his role as chair of the AIDS Vaccine Research Corruninee. . 	 . .. 

The President also announced the creation of the Vaccine Research Center on the NIH campus to 

mobilize the very considerable scientific resources of this premier medical research instinltion to 

the development of an AIDS, vacCine,'paiticularly through the development of entirely new and 

novel. approaches to this end. 

Much' has been accomplished but much more remains to be:! done:' We are grateful fo~r the support 
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of the Congress and particularly for the thoughtful and enlightened backing that members of the 

Black Caucus have given to this research program. It is our intention that these resource be used 
. , 

as well as possible to confront this disease and particularly to grapple with its impact in our. 
, . 

minority conununity. 

I will be happy to answer any questions you may have. 
. ,~- . 
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CDC's Role in H-IV Prevention 


Research and Support for Community Action 

The Centers for Disease Control and Prevention 

(CDC) is the lead federal government agency for HIV 

prevention in the United States. CDC works with 

states and communities to provide the information and 

tools needed to design and implement effective local 

prevention programs. Each community faces unique 

prevention challenges, and programs must be locally 

relevant and workable. HIV prevention works best if 

designed and implemented by those closest to the 

problem, with input from the individuals and groups 

for whom programs are designed. 

New Emphasis on Community-Based Prevention 

In December 1993, CDC initiated a new process to 

put more of the decisions about prevention programs 

in the hands of the communities affected. The 

process, HIV Prevention Community Planning, repre­

sents a significant step forward in planning culturally 

competent and scientifically sound HIV prevention 

services that specifically address unique 

community needs. 

The Science to Guide Prevention 

HIV is still a relatively new epidemic, and continues 

to evolve. Prevention programs must keep pace with 

the epidemic, and lessons learned in one community 

should be applied in others, with local modifications 

as needed. CDC's role is to provide the science to 

guide prevention. To fulfill this role, CDC has several 

responsibi I i ties, including: 

Tracking the Epidemic: 

Since the epidemic began, CDC has worked with state and local 

communities to track the course of HIV and AIDS, CDC has 

numerous surveillance programs and is constantly working to pro­

vide communities the most complete and timely information pos­

sible on ongoing and emerging trends, 

Prevention Research: 

CDC researchers continuously work to evaluate new tools and 

techniques for preventing HIV transmission. Both biomedical and 

behavioral interventions are examined, as well as promising inte­

grations of the two approaches. For example, as AIDS increasing­

ly affects women, it is critical that prevention methods be devel­

oped that are easily within women's control. CDC researchers are 

working with scientists worldwide to evaluate the effectiveness of 

female condoms and to develop effective microbicides that can 

kill HIV and tbe pathogens that cause other STDs. As with any 

new tool for prevention, scientists must also determine what influ­

ences people's willingness and ability to use these methods. CDC 

behavioral scientists are simultaneously working to evaluate the 

factors that will contribute to women's use of these products and 

how these new prevention methods can and should be balanced 

with existing prevention options. 

Evaluating What Works in HIV Prevention: 

CDC scientists also work with communities to determine the 

impact of HIV prevention programs and how programs may be 

improved, By distributing these findings broadly, successful inter­

ventions can be built upon nationally and adapted by other com­

munities. It is critical that communities experiencing later waves 

of HIV infection and AIDS not struggle to develop, implement, 

and evaluate prevention programs as larger U.S, cities, like New 

York and San Francisco, had to do early on, Fifteen years into the 

epidemic in America. information is available that allows second­

and third-wave communities to put prevention programs into place 

quickly, before HIV is firmly established and can be aggressively 

contained, 
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A MESSAGE FROM DR. HELENE GAYLE ... 

HIV Trends Indicate Prevention Works 

For more than a decade we have traveled from near and far to attend the 
International Conference on AIDS and shared the excitement and optimism 
around new developments and the frustration at what often times appears to 
be the slow pace of progress. ' 

This year, though, the drum beat of optimism started early and it's been 
getting louder as we've gotten closer to Vancouver. There is certainly cause 
for optimism at this conference--both in terms of treatment and prevention. 
Trends in the HIV epidemic in the United States demonstrate that we have 
made progress in preventing the spread of HIV. The number of new AIDS 
diagnoses each year in the United States is slowing and has leveled off to the 
current rate of 3 to 5 percent increase in new cases per year from more than 85 
percent per year at the beginning of the epidemic. Positive signs are being 
seen in diverse areas of prevention. Evidence of behavior change in high-risk 
populations indicates that HIV prevention efforts are having an impact. 
Condom use is increasing among some sexually-active young people, 
perinatal transmission is decreasing, injecting drug users (lDUs) are adopting 
safer behaviors, and behavior changes by gay men have contributed to 
decreasing AIDS incidence in this group. 

Prevention research, both in the U.s. and internationally, has documented 
additional biomedical opportunities for reducing the spread of HIV. Studies 
have confirmed the benefits of voluntary HIV counseling and testing of 
pregnant women and treatment of infected mothers and their infants with 
zidovudine (ZDV). The U.S. Public Health Service (PHS) issued guidelines 
last year recommending this approach. Studies are already showing a 10 
percent reduction in: the number of children born with HIV because of these 
prevention advances. More widespread adherence to these guidelines 
coupled with changes in obstetric practice identified as high risk of perinatal 
transmission will allow us to reduce new infections even further. 



We have also seen exciting new evidence of the role STD control can play in 
HIV prevention. A community-level randomized trial in rural Tanzania that 
focused solely on the treatment of symptomatic STDs demonstrated a 40 
percent reduction in new HIV infections in the intervention communities 
compared with the rate in control communities. We must continue to explore 
the relationship between HIV and other sexually transmitted diseases and 
promote a more integrated response to both conditions. 

This research while significant, points to the huge amount of work that 
remains, and the challenges that must be addressed as new technology 
emerges. We have always known in public health that prevention is not a 
one-shot proposition. Exciting new advancements in the treatment of HIV 
disease, namely combination therapy, appear to increase the quality of and 
prolong life for people with HIV infection. But we must remember that 
prevention remains our best and most cost-effective tool for saving lives and 
bringing the epidemic under control. We cannot lose sight of the ultimate 
goal of preventing infection, so that people don't have to undergo complex 
and costly treatment regimens. 

Sustained, targeted biomedical and behavioral interventions are necessary to 
reduce the likelihood of HIV infection and to support individual behavior 
changes necessary to avoid or reduce risk. Individuals at risk for HIV must 
be provided the information and tools necessary to protect themselves. 
While continuing to emphasize biomedical and behavioral soluijons, we 
cannot overlook the importance of developing new tools, including vaccines 
and female-controlled barrier methods such as microbicides. And we must 
integrate behavioral research in our quest for these news advances in 
technology to ensure that we understand motivations that will determine 
whether or not individuals will take advantage of new developments. For 
any medical advancement or new prevention tool to impact prevention, 
people have to be willing to use them. 

We must also maintain a flexible response, as the HIV epidemic continues to 
evolve. Shifts in the epidemic call for us to expand our efforts as new at-risk 
populations emerge. Rates of AIDS cases are increasing among women, 
younger gay men, minorities and heterosexuals. To address these challenges 
we must research and develop strategies for promoting behavior change 
among these populations. 



In the coming years CDC's most challenging role will be to provide 
leadership and technical assistance as interventions become more localized to 
better reach at-risk populations. CDC's Community Planning Initiative has 
served to strengthen ties and build relationships at the local, state and 
national level. It empowers communities to determine priorities and 
strategies and to target HIV prevention efforts based on the local epidemic. 
In many communities across the United States, this process has improved 
service coordination and optimized the use of resources. 

By bringing together diverse groups of people, all with a stake in HIV 
prevention, the process can result in enhanced collaboration and cooperation, 
a rich sharing of ideas, and a science based approach to priority setting and 
intervention selection. CDC will continue to work in partnership with 
communities and involve representatives of at-risk populations in the 
development, implementation and evaluation of HIV prevention efforts. 

Our goal at the CDC is to make sure we get adequate resources and 
appropriate technical information to communities and to the groups that 
need it the most, such as men who have sex with men, injecting drug users, 
women and youth at risk. The evidence now supports that by changing 
individual and collective behaviors, enhancing community prevention 
involvement and through the development and application of biomedical 
solutions and technology we can reduce the spread of HIV. 

When we gather together at the next International AIDS Conference two 
years from now, I am confident that the developments reported will be even 
more promising. In prevention, there will be no "magic bullet", and the . 
day-to-day victories may be small, but to the person who begins using 
condoms, delays initiation of sexual activity or makes sure they use a clean 
needle and syringe every time, it can be the difference between life and death. 
As we go home to continue our efforts, let us remember that we will stop the 
spread of this disease one person at a time. When next we get together, it 
will be with the knowledge that many people have remained uninfected as a 
result of the prevention efforts and advances discussed here in Vancouver 
this week. . 

By Helene Gayle, MD, MPH 
Director, National Center for HIV, SID and IB Prevention 
U.5. Centers for Disease Control and Prevention 


