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• ... CAROL RASCO 

DOMESTIC POLICY DIHECTOR 

WHITE HOUSE 


• WASHINGTON DC 20500 • 

• 
I TAKE 'THE LIBERTY OF WRITING YOti'CONCERNING THE POSITION OF "AIDS 

CZAR" WHOSE APPOIN~[,MENT APPEARS IMMINENT. 


I FEEL THAT THE ISSUE OF THE CZAR SHOULD BE. MADE INDEPENDENTLY OF 
WHAT MAY BE PERCEIVED AS POLITICAL PRESSURE DUE TO THE UPCOMING 
MARCH ON WASHINGTON. 

I URGE YOU TO CARE1~ULLY CONSIDER AIDS EXPERIENCE AND KNOWLEDGE OF 
THE FEDERAL GOVERNMENT, INCLUDING THE STANDING SUCH A PERSON SHOULD 
HAVE IN THE PUBLIC EYE, AS CRITERIA FOR AN AIDS CZAR. 

AMFAR IS WILLING TO HELP IDENTIFY POSSIBLE· CANDIDATES AND WOULD BE . 
AVAILABLE AT. ANY TIME TO DISCUSS THESE MATTERS WITH YOU. 

THANK YOU FOR YOUR CONSIDERATION. 

SINCERELY, 

MATHILDE KRIM, PH~D. 
FOUNDING COCHAIR AND CHAIRMAN OF THE BOARD • 
AMERICAN FOUNDATION .FOR AIDS RESEARCH 

1828 L ST NORTHW:e:ST SUITE 802 

WASHINGTON DC 20036 

(202) 331-8600 

14959 

22:13 EST 
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To reply b'Y Mailgram Message, see r~ve~se side for Western Union's toll-free numbers. 
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TO REPLY BY MAILGRAM MESSAGE, PHONE WEST.ERN UNION ANYTIME, DAY OR NIGHT: 


FOR YOUR LOCAL NUMBER, SEE THE WHITE PAGES 


OF YOUR LOCAL TELEPHONE DIRECTORY 


• 
OR 

•DIAL (TOLL-FREE) 800-325-6000 



I 

.... j,,: ~:': ?~~:~: 
. ',~ iMEM-o~A"JDUMi; .. :.. :~.', :~{ 

.:.. :.... 

'. 
·1 

'i'O.F:'¢ji'l:.[;i~·:·;; ,i>:,' ';'~,: " , PrevIous editions usable I 
"\1" ,', 

. I 

o P"" 0 AUTOVON 

J~,=,l;:IILL CALL AGAIN [J IS WAITING TO SEE YOU 

.@~ETUHNED YOUR CALL 0 WISHES AN APPOIN'TMENT 

ME::;SAGE' 

'. "., .. ,... 

,: 
. , 

-

~ 
E, 

···OS 
STANOAR FORM 63 (Rev: 8·81). 

.. Presc(ioed by GSA,: { '. 
FPMR (41 CFRH01'"'"1l.6: 

. ~ :.1, " . 7 • 

. .~ 

':"', 

P6/(b)(6)

P6/(b)(6)



~7f- NOj8:h Olc/iv' 
/) ­

'ttaa.- CLL~vcJ 
/hlacLL. )-(.) 

mOl\1AS HICGINS )}L'1. }jtwir!A') 
c{~ftlce- 'I?u~y 

.. j;/I'; c.-(Irx:z;k6:/~ Q.6t: .
<t~/!{ /n[h~e _R-tu;tv" 


(410) 998-547CI (office) 	 12e1'/~/ 7.Jt{.~tl e,~ 

PRQFESSJ,!H1AL EXf!ERfENCt: 

September. 1990 Blue Cross and Blue Shield of Maryland 
to 

Present 	 Senior Vice Presjdent 

Responsihle for Divisions including Information Technology, Provider 
Relations, Mc:.diwJ Poliq-. Human Resources., aDd New Business 
DevclopmenL AddJtional responsibility for negoliatillg merger and 
acquisition actwity for subsidiary ~ompanies. 

Vke President 

Responsible for Divisions including Strategy Plannitl8. Public Policy, 
Government AfiaiB, O>mmunity Rela1ions. 

September, 1985 Co-Founder and Edilor-In.Chief, HealthWeek Pnblications 
to 

July. 1990 	 Co--Founder of HeaJthWeek, the only natioDal newspaper covering 
America's health industry. Newspaper commenced publication in July 1987 
as a Join( vemurewith CMP Publicatioos. Fony-fivc c:mployce:i, 100,000 
circu laUon., $1 million annuaJ revenue&.. Second newspaper, Managed 
HeaJthCsrc, taullcDc4 in July 1989 with 30.000 d.rcukltion.. 

:Mgjor Ao;Qmplishment - With my partner, toak HealthWeek from idea 
stage to dominance in the market as the standard sourte of business oe...s 
about the health industry. PstahHdaed Manag.ed Healthcare fur s:imiJar 
position in its market niche. CMP exercised its option to buyout our 
inte~r afrer profitabilitY was achieved. 

P6/(b)(6)
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February. 1984 
to 

September, 1985 

february, 1981 
to 

February, 1984 

August, 1~t80 
10 

January, )t~81 

President and Publisher, The Businrss Jourmt 

Founding publisher of a weekly newspaper. which covers tbe economic 
nC'1A', of the greater Portland area.. Forty-one employees, 17,000 circulation, 
52 million plus annual revenues. 

M~ior ACCQIDJ,'!'jsblM.Qt - Created a very successful newspaper, which has 
tx:comc tin influential resource for the commt.nity. The nev.rspaper is the 
S(;!vt'tllh largest of i[s k.ind in [00 counrry. It III owned by Americ.a.n Cit)' 
Ull~UlCSS Journals. which purchased my in:erest after profitability was 
achieved. 

()h'cctor. MultIlOtu<l" County DcpDrfmcml of Uuman Servires 

Was responsible (or the overall direcdon or a department. which 
encompassed 3S programs, 700 employees and a budget of approximately 
$40 million. Proerams included: community health scrvia::s, menta! health, 
health care financing, public health protection, alcoholism treatment, and 
s(lt.~ial :too rehabilitative service.s (or aging, mentaUy retarded and 
developmenlalJy disabJ~ populations. 

Major Accomplishment - Created several model programs of national 
si~nificance. including a primary health care network and an innovative de­
ins[iltl1ionalizarion projcct for (he mentaJly ill. Organized successful 
community-wide strategies [0 deal with health care COSI containment and 
h\lmafl services advocacy. Establl$l\ed severn.! new private 8aeuclcs 8$ 
alternate delivery systems. 

Deputy Secretary to the Cabinet or President Carter 
Senior Slarr, Tbt: While lJouse 

Mal1a~¢d a wide ran&c of project. and aC:liv'fi~ for the Presidenl of the 

Uoirctl States, including problems related to the Cuban/Haitlan influx, 

l'Iatur.ol di.sD.SIers, governmetlt-wide coordination of special projects. elc. 

Served also as a principle link between {he nation I ~ govemors. mayors, 

other" elected off'let:als: and The Wbite House on the mosa sensitive 

inlt:rgO\'emmcntal problems. Coonveyed the President's directions to Cabinet 

melnhers on lhese maUers . 

• ,11111'.00;1110111 
III!!l,,) 
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January. 1980 A:tt;ocince Commi!&oner, Social Security Admlnh,1rnlion 
rn ~dministrator) U.S. Family Assistance Administnllion 

AuguSl. ~980 
Managed rhe Family "ssi~tance Programs of the Federal Government. 
including AfOC. Lo\ll~[neome Energy Asslsumcc:. Budgel ~xooedcd $14 
billtoll. line management responsibility for 350 employees. Served as a 
member of the Executive CUlIlmlttec: for Social Security Administration, 
ad.·ising the Commissioner on wide range of issues facing SSA. 

Maim Accomplishment· Set up the Low-Income ,Energy Assistance 
Pru~rC!.1\I ~ assist needy individuals. Responsible for creating tbe 
adl~\inistraI1\1e structure, writing the regulations. 'Working with Congress and 
I1l;gotiatinlJ department's policy and procedures. Also, c~tablished a new 
procc~s for error rate reduction and appeals in the A~DC Program. 

September, 19n 	R~ional Diredor 0' HEW, Region VII 
tt\ 

December, 1979 	 CI)Ordinated the department·s activities in the four-stale area (Kansas, . 
Missouri, Nebraska and Jowa). Une management over ISO people and 
runctional sUp.eJVision OYer programs employing S,5OO. Chief 
intergo\,cmmenlal and p~b1ic: affajrs represen'lAli...e. as well u ciiredor of 
admitlislrativc support and evaluation of HEW's progr.uns. 

Major Accompllshmenl • Significanllyadvanuxllhe department', priorities 
in health care. Stimulated HMO developmenl. state Jegislation for health 
phmlliug and community action for cost oontainment. 

Junc, 197!~ (Actinc) Re&ional J)iredgr 01 HEW, Reg~n VI • Dallas 
to 

December, 1979 	 M:.'Ijor Accomplishment - At tht: Secretary's reques!. assumed direction of 
an oftke plagued by row mora1e and mismanagement; within six months 
rrorg:mi ...ed opeu.lions and restored sense of mission. Worked successfully 
wilh 5U,!es (0 resolve a numl>er or uUlstanding djsplJ~ in the human services 
area. 

",rll'I'JI)IoII 
Vlll'N~ 
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January, 19173 
ro 

September. 19n 

January. 1971 
to 

January, 1973 

Augun. 19ti9 
to 

Novc:mber. J978 

Summer. 1~168 

Summer, l~tlS1 

EPUCAD~Hi 

1967 - J069 

1961 

Member. Iowa House of Representatives 
Chairman. Humiln Resources Committee 

A~lthor of a wide range of important legislation in the area. Frequent 

5pokcsmnn for National Conference of State Legislarures. DireCled . 


commiuee staff. Member of Appropriations. Education. and Judiciary 

Commiuces. 

Maim Accomplishmenl • Authored and passed successfully some of the most 

sweeping reforms In the: l1ulTlan st:rvices art:4 in the $latCt,s history. Juvenile 

Justic..:: Code is regarded as a national model. Also passed adoption reform. 

STate HUllsing Authority, lIIi:1jor hl2.lth planning Jaw, Communit), 

Corr~cljons Act. etc. 


EXftufivc Director. Quint Cities Drug Abuse Council 

Managed a Multi·faceted substance abuse treatment and rehabilitation 
program in ~he Metr~litan .-\rea o~SO?0Q9. 

Maj(lr Accomplishment - Started the agency and buill i[ to one of the most 
sllccessrul of its kind in the Midwcs.t. Led it into United Way. got federal 
and \;(ated funding and used it as a tmc for successful commWlity organizing 
in health and criminal justice marters. It still exists as a successful agency. 

Campaign Manager. Gannon for (iovemor 
Press S«~tary. FuUon (or Go\'emor 

Repurter, Quad City1i.nes 

Rcpor1cr, JUinoie; StAte Register 

rowa ~t(\(e University. Graduate StudY. Political Science 

Sr. Ambrose College. B.A.• Political Science Cum laude 

A;nrl.ll.S\:l4t 
P!t:TIII) 
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Carnegie Foundation. Family forum, Fellowship. July, 1983 
Aspen Institute Execlltive Seminar. fellowship, March 1983 
Europeatl CommunilY's Visitor's Program. Fellowship, September, 1982 
Secretal'}"s Special Commendation. 1979 . 
Who's Who in GOvt'rnmenl; in Polilics; in the Mid""c:st~ (n Commerce. 1975 - 1989 
Ourstanding Towa Let!islator • Human Resources Coalition. 1976 
Ours1:al1dtng Young Men of Amt!rica, ]974 
Sludcnt fJody President. Sl. Ambrose, 1961 

Americorn Technology. Atlanta, Georgia, 19R3 - 1986 
Health C1~. loc .• r·t1rrland. Oreg<ln. 19R4· Presenl 
BeslCant HMO. Portland, Oresonl984 
He.althWc:e1c Publications. Jnc.• 1987 - 1990 
GreooSpring Mental Health Set\rices. inc., 1991 - Present 
Managed HeallhCare ~ws Editorial Board, 1991 • Present 

COMMUNITY SF...R\'ICFS AND ACUVITIES 

fQRTI..A@ 

Board of j[)lltttOrs, The Civic Theatre 
Board of Governors, The Ciry Club 
Board of IDirectors, United Way 
Commissioner, MC:lrop"'ican Arb Commission 
Member. 'The World Affairs Couneil 
Member, ROW')' Club af Pord:1.Rd 
Adjunct Associate Prol~sror. Portland State University 
"oare! gf I)irectors. Janis Youfh Prt»gl'2ms 
Member. Central City and Downtown Planning Committee. City 1)( PonJand 
Board of Directors. A fUllla Icc 
Faculty Affiliate. University of Ore~on Health Sciences Cenrer, 1984 
Presirlent. Board of Tru~(ees. Keith Martin Dance Company, 1981 • 1984 
Board of [)irecrors. Northwest Oregon Health Systems Agency, 1981 • 1982 
Director. ~l1te Cascade Conference. 1981 

",:TUIL't'r.d! 
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Mel'nber, Metropolilan Business Association. J984 
Board of IDir~tors. OTC1?Ofl ACLU. 1984 
Board of !:>irccton. Oregon Council on Alcoholism, 1984 

KANSt\S..crn: 

130ard of l>irccrors. lJnHOO Way of Kansas City 
Board of Uegents, Com::r.plion College 
Boatd of ()irector~. Sl. Augustine Neighborhood Rcvif2.1iution Pt'llgr~Jn 

IOWA 

Commiasku"Ic:r. 'E:astcrn JOW<.l Crirne C(lmmission 

Board of t)irectors. Iuwa Chapler, ACLU 


BAVARI~ 

Board of1~ruStees, SI. Luke's Hospital Foundation 
Pre~ident. Board of DiTtcton. Conlinuum HIV Services 
Communily Advisory floord, Alia-Bates Hospital 

BALTIMORE 

Board of Din::c:tor. l1CAS 

Public Policy Commiuee. (lBC 

Science and Technology Commiltc::e. OBC 

Advi$Ol")' l:k>ard. C~nlcr for National Policy 

Principal. Council fur Excellence in Government 


.._-­
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DEC _ I REC'O 

To: Kris Gebbie, Carol-::~Rasco.~ 
cc: M.ackM~Lar.y, Bruce Lindsey, Phil Lader, Jan Piercy 

Fr: John Emerso 
Dt: Decembe~ll 993 . 
Re:~ Adv1sory Boa~ 

Or. Scot.t Hitt, of Los Angeles, has been recommended as a 
member of the, AIDS Advisory Board. He may also be appropriate 
for your task force on drug treatment·, announced in this 
morning's papers. 

I know you have received letters of support regarding Scott, 
who runs one of the largest AIDS treatment clinics in Southern 
California. He was also an early and active supporter of the 
President, and is a consensus choice of the gay and lesbian 
community for a slot on the Board. While others have been openly 
critical of ·the President on gays in the military, for instance, 
Scott has kept quiet. He has the expertise and the political 
support to make him a valuable member of the Board. I cannot 
understate how damaging it would be for our relationship with the 
moderate gay community if Scott were not to be appointed. 
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BOARD OF DIRECTORS 

Offlcers 

Lee C. Smith 
Corporate Vice President 

Levi·Strauss & Co, 

Chair 

David N. Sundwall, M.D. 
Vice President & Medical Direcror 
AmHS Institute 

Vice Chair ' 


Michael Pollard, Esq. 

. Partner 


Mjch~els & Wishner 
Treasurer 

B. J. Stiles 

President 


Members 

Dushan (Dude)'Angius, Ed.D. 

Lawson-Hllwks Insurance AssOci~{es 
Rotary AJDS Project, Inc, 

Gwynn C. Akin, Ph.D. 

Symex (U.S.A.) Inc. 


Jordan Borab 

The American Federation of Sr:ne, 
County & Municipal Employees 

William H. Baumhauer . 

DAKA International, Inc, 


Nora Kizer Bell, Ph.D. 
Univershr of South Carolina 

Erline Belron 

The Lyceum Group 


Bill Borwegen, M.P,H. 

Service Emp10}'L"es International UnIon 

Jerald A. Breitman 
Burroughs WeUcome Co. 

Sharon Canner 
National AsSOciation of Manufacturers 

Debra W. Haffner MPH 

Sex Inform::nio~ & -Edu~ati~n 

Council of the U.S. 

Glenn E. Haughie, M.D. 

International BUSiness Machines Corp. 

James. Hawes, III 
US West Comm'unlcations, Inc. 

Stanley G. Karson 

Cemcr for Corporate Public Involvement 

Larry J. Kessler 

AIDS ACTJON Committee of Massachusetts 

Bryan L Knapp 
Shemson Lehman Brothers 

Michael l.auber 

Tusco Display Company 


Bryan Lawton, Ph.D. 

. w~ns F:lrgo Bank 


Jose L Lozano 

La Opinion 


Jonathan Mann, M.o', M.P.H. 

Harvard School of Public lie:llth 


L. Jay Marshall 

Colgate/Palmolive 


Brenda R. Moon 

American F:ederation of l.abor & 

Congress of Industrial Organizafions 


Stephen T. Moskey 


Aema Ufe & Casualty 


Enoch J. Prow 

NationsB~nk CorpOration 


Paul A. Ross, Ed.D. 

Digital Equipment Corporation 


Mervyn Silverman, M.D., M,P,H. 
AmericJn Foundation for AlDS.Research 

John R. Taylor 
The Principal Financial Group 

The Rt. Rev. Douglas E. Theuner 
Bishop, Diocese of New Hampshire 
of the Episcopal Church 

NATIONAL 

LEADERSHIP 

COALITION 

ON A I OS May 5, 1993 

. Ca,ro 1 Rasco 
As'sistant to. the President 

for Domestic Policy 
The White House· 
West Wing, 2nd Floor 
Washington, D. C. '20.500 

Dear Ms. Ras.co: 

I am pleased that our paths are converging finally; and 
10iJk forward to our meeting tomorrow at 10. 

In the interest of trying to use the limited time we 
have together most productively, I thought it may be 
uSl3ful for you to have· in advance of· our meeting the 
eni~losed document. In it., I have tried to highlight and 
stiite succinctly a number of my perspectives. These are 
no1: prescriptive, obviously, and I am providing them in 
ad'Tance of our discussion as one additional way of 
fo(:~using on the decisions at hand. 

AsI presume you know, I share with many others a strong 
beJ,.ief and hope that the voices on AIDS during the 
Clinton Administration will be those of the President 
hinlself, and those' key officials in HHS ahd the White 
House charged. to manage HIV / AIDS as a part of the 
nation's health programs and services. My sole interest 
is ,to enable those voices be strong, consistent, and 
ef1;:ective, toward bringing this terrible tragedy to an 
end. 

I look forward to our meeting, and the opportunity to 
consider how best to involve the nation's business and 
labor leaders in 'a more effective national AIDS 
edu.cation and prevention'effort. 

·.tCr;z 
. Lee C•. Smi.th 

LCS/dc 
Enc. 

J 730 M Street, NW 

Suite 905 


Washington, DC 20036' 

202/429-0930 


FAX: 202/872-1977 




HIV/AIDS .... A Perspective 

May 1993 


The HIV/AIDS Problem 

The scope and pace of the HIV pandemic in the United states of America have 
outstripped the discretionary resources made available to fight it. Throughout the 
first decade of our struggle there have never been sufficient moral, financial, 
medical, or human resources to adequately meet the ever expanding challenges of 
the disease. 

HIV disease feeds on our weaknesses--discrimination, gender inequality; poverty, 
the crying imldequacies of our health and social systems. The tragedy is that HIV 
disease has spread so far; the hope is that so many are still uninfected. 

The Facts 

• 	 It took nearly ten years for the first 100,000 deaths from AIDS to occur among 
Americans, but the next 100,000 will occur in only two years. 

• 	 One in 2EiO Americans, 1 million in total, are living with HIV disease. 

• 	 People with HIV disease and AIDS often suffer severe discrimination and hatred 
that eme'rge from lack of understanding about the disease and how it is 
transmitted. 

• 	 The cost of treatment is projected to increase each year to 1995 when an 
estimated $15.2 billion will be spent on care for those infected. 

• 	 HIV disease is preventable, it is treatable, and it is increasingly manageable. 

• 	 Each statistic, every horrible number, represents a life, a son, a mother, a child, 
an employee or a colleague. 

The Twin Goals 

We must mElrshal the collective resources of our nation to prevent the spread of HIV 
disease and to provide appropriate care for those who are already infected. We are 
not helpless. We must choose life over death. 

Some Obstacles 

The obstacli~s to the success we seek in effective prevention and treatment are 
numerous and can be daunting. For instance, they are ignorance, fear, judgment, 
discriminati.on and evasion. 

We should r;lOt accept the fingerpointing and labeling that comprise our past 
discussions about this terrible national tragedy. Too much of our "war" against 

http:discriminati.on


AlDS has beEln a battle oflanguage, accusations, and caricaturing of others. Politics 
and self interest have penetrated the very core of our current efforts against this 
disease. 

HIV disease is currently winning the war because, at times, we have forgotten that 
the virus is our enemy, not each other. 

The Prioritie~! 

Given the cOIilbined challenges of HIV disease it is imperative to simultaneously 
expand resources for Prevention (CDC's primary responsibility), Research (NIH's 
primary respC:msibility), and Care (HRSA's primary responsibility). This "triple 
tracking" is essential in order to achieve our twin goals of stopping the spread of the 
disease and providing care for those already infected. 

• 	 Our best hope of halting further HIV transmission is by mounting a 
compreh€msive, targeted approach to AlDS prevention throughout this nation. 
The educational effort must be culturally and linguistically relevant, frank, non­
judgmental and accessible. 

• 	 Ultimately biomedical and behavioral research will provide the critical answers 
for prevention and treatment of HIV disease. Without an enhanced and 
coordinate:d commitment to a strategic research plan we will fail to stem the tide 
of the pandemic. 

• 	 Economics and discrimination are two of several blocks to health care access for 
those alrei3.dy infected with HIV disease. We must insure that they receive all 
needed and appropriate care within the context of the emerging health care 
reform plan. 

ANational Strategic Plan 

The critical fii~st action must be to put in place the best organizational framework to 
enable us to achieve our twin goals and at the same time optimize the federal 
government's overall HIV response. Ultimate success, to a large extent, turns on 
this pivotal question. 

There are sew~ral models to look at. The "drug czar" was first established in 1988 
and was: 

--to be the central organization to coordinate the anti-drug work of 
agencies through out government, reining in rivalries, eliminating 
duplication, 

--to OVElrsee others, urging them to be more effective, 

-·never to have budgetary authority. 
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It was deternlined recently by President Clinton that this model was not able to 
bring it's influence to bear on other agencies. Accordingly he recently decided to 
reduce staffin.g, increase authority, and move the director to the cabinet level. The 
nation's drug effort will now focus on education, treatment, and local/state law 
enforcement. 

Two other models, the National Security Council and the National Economic Council 
may prove beneficial in looking at the most effective response for our nation to HIV 
disease. 

The organizational model that is ultimately chosen must not invite jurisdictional or 
turf wars beb~een the persons primarily responsible for HIV disease and the various 
Cabinet Secr€:taries with resultant, potentially paralytic delay, misuse of scarce 
resources and further deaths. 

One person is not enough, a collaborative effort of massive proportions is required. 
One person aC:ting outside the health care reform debate will not achieve the twin 
goals. This m'odern plague cannot be permitted to be separated from the rest of 
public health which has dealt with other plagues in the past very successfully. 
Broad, consistent, clear, and continuous leadership and commitment from the 
President, key Cabinet officials, and the Surgeon General are essential. 

The Investment 

While large m'onetary sums have been invested in HIV disease thus far, most now 
agree that more is required. With a $2.1 billion current annual level of federal 
investment for. AIDS prevention and research we must be absolutely certain that 
the funds are applied strategically to achieve the best possible returns. This is a 
highly complicated economics model and we need to carefully and efficiently allocate 
the scarce res()urces of money and human talent in order to achieve our twin goals. 

Global Opportunities 

In his inaugutal address, President Clinton said "We earn our livelihood in peaceful 
competition with people all across the Earth." Why not harness the power and 
resources available to us worldwide and initiate a global, coordinated, peaceful 
collaboration to find a cure for HIV disease? 

The objective would be to create a consortium of internationally recognized leaders 
and organizations drawn from the relevant scientific disciplines. 

Their purpose would be to provide informed guidance in the development of 
therapeutic programs for the medical management of HIV disease, to focus research 
on vaccinelimrnune modulator protocols that can restore the immune system, to 
place more emphasis on the prevention of opportunistic infections, to work toward 
preventing oVE~rlap in the scientific explorations around the world, and to point the 
way toward a breakthrough that will lead to the reversal of the disease process 
entirely. ' 
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The World B~mk's 1993 World Development Report is due to be published in June. 
It will identif;y and assess the global impact and costs of health care. Perhaps this 
initiative can set the stage for a truly global response from the world leaders. 

We know that the World Health Organization estimates that 10 to 12 million people 
worldwide are now infected with HIV, the virus that causes AIDS, and that as many 
as 30 to 40 million will be infected by the year 2000. Seventy-five percent of all new 
infections will occur in developing countries where HIV transmission occurs 
principally through sexual intercourse. In the absence of effective medical 
treatments, lllOst if not all of those infected will eventually develop AIDS and die 
prematurely. 

Some early signs of renewed collaboration and cooperation are evident and it would 
be regrettablE~ to let these opportunities lapse. Two initiatives emerge as examples. 

First, President Clinton has received a letter dated January 8, 1993 form Professor 
Luc Montagnier of Intitut Pasteur in France. As one of the researchers known for 
his discoveries in AIDS, he asked for President Clinton's help and support in a new 
worldwide action against the epidemic. He appears willing to let the dispute 
between his illstitution and NIH be set aside for new international collaboration in 
AIDS research. 

Further, Dr.Montagnier and Dr. Robert Gallo, another preeminent researcher in the 
U.S., have rec:ently met and have said they can work together to help find the 
answer to HIV disease. While the two have had some harsh words in the past they 
felt they shou1ld forget about their feud and collaborate actively. Both gentlemen 
now care most about a more intense, more cooperative international research effort 
to find a cure for AIDS. 

The second example of interest surrounding a global approach comes from Japan 
and is an outcome of a collaborative effort between the National Leadership 
Coalition on PJDS (in the U.S.) and a group of Japanese business and industrial 
leaders who have just launched their own war on AIDS. 

One of the lea'ders of that group, Mr. Kazuo Kamiya, Chairman, Council for 
Countering A[DS, the Tokyo Chamber of Commerce & Industry has corresponded 
with our Chai,r in order to develop the idea of a new international effort to promote 
research and development of HIV disease. Their objective is to get this topic on the 
agenda for the upcoming G7 summit in Tokyo in July. 

Supposedly Pl:ime Minister Miyazawa has been approached regarding this 
borderless coqperative development for an AIDS vaccine and both he and his 
Cabinet wouIcl commit to it if the United States would also join in the effort. 
Allegedly, at im official pre-conference meeting in Hong Kong recently, "the response 
of the Americim officials was very negative." 
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Summary 

It's time to cal}} a halt to the disgraceful effort to pit one disease against another. It 
is unseemly to hold one segment of HI V disease hostage to another. We should not 
accept the leveraging of those who may be spared from AIDS in the future against 
those wHo are already infected. Ifwe cannot achieve this at a time when 
international tensions have eased, our borders may remain secure but humankind 
will be increasingly imperiled. 

The history of the HIV pandemic thus far is a compilation of stories about disease 
progression, early and painful deaths, heroic responses from a steadily growing 
army of dedicilted people and fragmented stabs of leadership, Our collective 
presence and actions today can alter, for all time, how the next chapters develop. 

Lee C. Smith 
Chair, The N a'tional Leadership Coalition on AIDS 
Former President, Levi Strauss International 

117 Hacienda Drive 
Tiburon, CA 9~4920 
(415) 435-2318 Tel/fax 

5 




1,'IDS FORM MARKS THE FILE LOCATION OF ITEM NUMBER ~ 
LISTED IN THE WITHDRAWAL SHEET AT TREFRONT OF TIDS FOLDER. . ' 

· ,. 

.J 

= 



MAY-05-1993 01 ~ r!.l;! FROM DEP SEC HHS TO 94562878 P.01 
....# ..,.' ..... t./.. 

"'.... ...... DEPARTMENT OF UEALTH .. 81JMAN SERVICES aiel' of' Stall' 

!!•11 
~+'.a 

-:--------------------------------------------~w........ D.C. 20201 


FIlCSlltllLB 

DATE May 5" 1993 

TO: (NAME, ORGANIZATION, CITY/STATE AND PHONE NUMBER) : 

Carol Rasco 
A'ssistant to the President 

for Domestic lolicy 

45e-ZZ16 

FROM: (NAME, ORGANIZATlON, CITY/STATE AND PHONE NUMBER.) : 

K.l!vin Thurm 
Chief of Staff 

690-6133 

) -456-2876 

NUMBER OF P,\08S TO SEND (INCLUDING COVER SHEET) : 

COMMENTS: 



__ THIS FORM MARKS THE FILE LOCATION OF ITEM NUMBER_3 _ 
LISTED IN THE WITHDRAWAL SHEET AT THE FRONT OF THIS FOLDER. 



, \' 

,"
, , 

; 

TIDS FORM MARKS THE FILE LOCATION OF ITEM NUMBER L{" •. 
LISTED IN THE WITHDRAWAL SHEET AT THE FRONT OF THIS FOLDER. 

1l:IB FOLLOWING PAGE.fLAS HAD MATERIAL REDACTED. CONsuLT THE 
WITHDRAWAL SHEET AT THE FR0NT OF TInS FOL DERFORFURTImR 
INFORMATION. 

" 



02 

4566541" 202 690 6154:# 2 

: ~.~, . 

" 

RW JOHNSON FDN 

DJle.9S 

P.O. ·bc 2116 
PrinOa~cn, New JerSey 
(609) 243-'5911 

Bi~iC!l 
Biophysics
:810logy-0lBn1St.rY

(da.Ible msjor) 
i . 

), 
I;~

"~. _~~~,__ . _____ ••• ·······-···-····i·-·····--·········--·~~ ... ~-.--~-.- ..
;_tfj~ lin 18-J1U1th leave of ~ £rem Jan. 

~.. . . 

, 

i, . "''''';", 

P 

'llle Jrb=rt W:x;dU'obroa= I'OWldation 
< 

08543-2316 

Ph.D. Mu:ah 19'9 
M.B. June 1964 
I.A. June 1960 

sept. 1966- OCt.. 19 
Sept.. 1961 - Jan. 19 

~ ~ 
is'';;!!) to sePt. 1966. 

•.~ ..~~ .•...• :.; ""-;----,'''1r'0'''''''''' 'I ,.:..,:.,. 

P6/(b)(6)



4566547'" 202 690 6154:# 3 

:5Rw JOHNSON FeN P. 

tMnig; P::"9:ma Officer 
'n"A Iobert Wo01 JOhnSal Fr:1mda.tion 

Director, COntent newlc;mme, HQIlth Show 
P7:cj~t

Chil~'D 'releviaian Woi1a!hop~ iUtun Works 
Divil~ot1 

PcIItdcc~onU. b~ AsSOI!iAte 
Dr!'. J .!<1l. Sturtevant, Yale t7niverB:!.ty

j. i 
, 'i'.;j··. 1US, II~ wi.t:.ant tor Life am rarth Sciunces,
.~1963 . YIl. rq:eign St\.ldcnt Inatitul:.4t· 

;'!I' . ~ '~.~ U60, II1!loD.~ M811tant foz: PhyaiCII, Anatctr¥ and.. 
~iPlO3Y, and. atclO3Y, ~ Ccllegt!

:'" 5 j ••·'1958 
, , ,. ,, . " ~ I.Il:x»:a.~ l:rlI1tn\ctor in Qeneral ~!t:y,1959 Atlantlil! advenity 

~tOx.y 'rechnic:itm 
Dr. H.P. carter, ~ FcUndatic:Il, 
r.IU8kegeie lzlItitubt 

, ... ! 
: ~~c Pa:nnt.arw in ~ RNUa..8 Systanlf 

.~.; D::. P.M. lidw:ds i 
t: . Dr. J.M. St\1.tt~

:1 
,;1 
" idl~ . ~". 

~~ . ,:' 

.~:: 
. ! . 

.. • I . 

" 
',"- ,~." . , 

http:Inatitul:.4t


',! 
I'; 

',j. 
1 

i 
, 1 

: r 
: ..~. . 

:':1 
, I' 

J~~I: 
... I!i . 

I

•'j: I 

202 690 6154:# 4 

RW JOHNSQN ,.ON P. 

j' 

Intllie.a.r.1a'1S tor lilB11atrics It I 

1991. 

; 
, I 

I ',~ I·"~'I 
,ii 
'1' f:' , ~" 

I : : .,'
,[ 1 I 

, ',I. 
': ';~'~-, ',-,-:-,--,': ,i,I',~ ",'.,:'":,,,', , ..' .:1'· ..... -,__.-._,. , ..... __ .... 

~, '-·I---...·.~-··~~--"~~1">" 



.. ·...11 
, .1' 
. ::~ . , 
. ! 

". ~ 

. j: 

: I. 
: ,'1· 

, .,1' 

:10:39AM 

RW JOHNSON fDN 

· , ~'I' . ."f f~teel,.· ~ M!dical 00l1~, Nubville, 'IN 
I . ..' . 

~~~,!7.:t~:~ci1c AIIag:iatial (1982­ ) 

~'~.'lWla:~~ M:diclne. Nltianal Acadsly ot Sciences 

~::~..~, ta:tn'OUth Mldica.l SohQ01,HanCVer, NK 
· . ';;'/.' 

, 'I '~IScamd.Pion en the P\1t\l%'e ~ Child HWth in N~ yOI1c City (1987 • 
. :.~:~' i 

. ,'emn1ttlie tQ the Director, Naciccal Inatitutu of Health, 
"W·~';ton, IX: (1989· 1;;2) 1 

, 

.I'Il11I...~Jlili4';Q:imcil of Life ~ I INStH Boart1 o1! Dirac:~ {1990 • 
. ~,;;: I 

· ~ a::elition Q'l Adolesc.n.t 'l¥th (1~90 -

--..... ..;.;0'. ;;mincttllW, Grant:rraJcem in HSaJith, NY (1990
I'.. . 1 • 

~~IU;.: ~. ~.tions RMarch Ctm\it~ee (1990 

· 
I. (' 

· 
, .. 

lIil'id 
j 

. '.... 

':~tt_ 
· I.' ~t'. 

~~~i:1I:I' .....'; o~ 

: I 

! i 

•· ..,1.
i' 

. ,j 
., •. 1, 

":1. 

,..........~,~ 


4566547~ 202 690 6154:# 5 

P, S 

(1976 • ) 

(1981 • 1986) 

(1982 - ) 

(1986 • 

l~B~) 

) 


- ) . 


- ) 


.i:;~ en the lfutUft of QUl~ aM. lI'amiliH (l990 • 


,~ty ~Iygr'B IdviIQtY CD.Inc:il! 
. 

CZ1 QoJld Health (1990 • 


e~~ ACluiao%y CXlJnCil, W. T. ~t ~ticn (1990) 
:ttoe ell. Mole.cente ~ HIV , 

d.~I.':a:,_:ar 1a<\IlIlleo'- ~ttee (1991 • 1 

*tj.~'Ill':X~.a~:y Panel • IlWutut. fcl- Relearch on waren aD! ~!' 
' Ulivet1l1ty (1991· -Y 

- O:zmur1itt Anti-~ c:slit:icna of I!rer1ca • 

~ AdviaoIY Ccuncil i(1992 • ) 


M:tality c:anN-""ian (i99:l1. ) 
·'. :.~Q allJ.1van, Slc:retAtY 0: HI=alth 

.I ..':, 

,I ','.• :.':-.. ' ...--.---.. ' ...._-_._. ._.-_._.... . -_... .. .... 
 .:-_.';'..... _­

~ 

. . :"--.~ ..;
t.·~.I~.: ...---.. ~ 



1 

202' 690 6154:# 6 


:1 
~.) I 

I 
i~, ,! 
I::. 

" 

" 
: ' 

" 

" '", 

4566547­

." ~ ··~·-··--·7:'···~··-' .-.,~, 

P. 

11/19/ 

...........,.~., ... ,.~-- .. 

P6/(b)(6)



4566547­

: ,'! 

RW JOHN!)ON FDN 

" - Ie l,h.P. 1. 0 vie. preo14ent of The aoboZ'~ WODel 
liIIDIn;n.u:,IID'~ owulatloft, ~a larvolt health "a1:8 philanthropy in tha 

",~. 'Iltllil~ The l'oun4at1on ha. award.d over
,.,.i, funt,. clinea it. ln~8Ptlon .1 • 
,:):I)t. H~~l'ft hal had tl'le Jila 
~~,.m davalopaant of ln1t ativ•• in .atarnal, intant an4 

,: ...,lth1f 'AID8, .'U.tanc=a aWlo and ainority .a~Uoal 
I"~O*'It,.. I."" Heuft Z'aoa'yael ~liJr IC. S • a1'l4 Ph.D. 

,~~ f~o. Yala Vft1var.1tYian4 11 • ;raduate of Skidmore 
'..,,:': Sh~1l reoently VI••l.c:~ad. • 

lc«nMl'CC1on. lb. "I've. on the ,4,,180ry C!clU\it.t:.a. to the d.iract 
';;••t.10.,a1 111.''1:.1t.uta. of, Haalth: 18 I,.\e ot ••4ie1n8, ••t1on'1:ror~ on ~e 
~li"J tha BOlr4 of Diteetorl for Council 01'\ rou1'\d.atloftll, 

_ ~..A, (ccaunl'ty Aft1:1-Ji)rug c;ol11tlonl ot AlDel"lca) 
".r1I••.3:~.t··1 l>rug Mv1.ory Council and 
~-..:t.\i. of "'II BoareS of Dir.c~o:rD tor the 1995 spacial Olympi 

:, '_er Ga". 1ft coftJlacn:lc~t. 
i, ~.: : 

" 

, , 
,;' 

, ~.. 

, " 

. 7,' 

11 ~il11on dol1a. I 
notioftlll philanthropy i 

or :ra.ponllbl11t.y fOr' ovarl19ht. 

aavraa. in 

Fello,," of tba Vala 
r 

JIlIUI\l:Jar of the 
Future of Children 

.erv•• on the Ixeoutive 
• 

I 
. '.' :. r 

; i ~. 

, i 
c'l 

I , 

'. 
0, 

, I 

I 


I < ,~ 

.. <; .. 
:1~·· 

, i' 



JEFFREY LEVI 


AIDS Action Foundation . Residence: 
1875 Connecticut Ave. NW, Suite 700 
Washington, DC 20009 
(202) 986-1300, ext. 17; fax: 986-1345 

POLITICAL AND PUBLIC POLICY EXPERIENCE: 

AIDS Action Foundation 
. Washington,· DC 
Director of Public Policy and Program Development, 1993­

Direct policy analysis and development for related foundation to AIDS Action Council; major 
policy areas under study now include development of alternative structures for federally 
funded AIDS prevention programs, assessment of Ryan White CARE Act programs, analysis 
of health care reform proposals as they affect people with HIV infection, and development of 

. model early intervention programs for people with HN infection. 

AIDS Action Council 
Washington, DC 
Director of Government Mfairs, March 1991-1993 

Chief public policy officer for national advocacy organization representing community based 
organizations responding to AIDS epidemic. Design every aspect of agency's AIDS public 
policy agenda, from research and drug development/regulation issues to health care fmancing 
and public health responses. Oversee lobbying, policy analysis, research. and grassroots 
organizing functions of five-person department; founding co-chair of 150-member coalition 
National Organi2:ations Responding to AIDS; extensive media work on various AIDS issues . 

. (Previously one of incorporators and early board members of the Council.) 

Health Policy Consu1tant . 
Self-employed 
Washington, DC 
August 1989­

Consulting services provided to a number of organizations. including U.S. Congress Office of 
Technology Assessment, two committees of the National Academy of ScienceslInstitute of 
Medicine (lOM), Robert Wood Johnson Foundation, AIDS Action Council. and Gay Men's 
Health Crisis. Member of advisory panel to OTA study on Government Policies and 
Pharmaceutical Research and Development (1990-). 10M projects included organizing a 
two-day public hearing of constituency groups for the committee studying the AIDS research 
program of the National Institutes of Health and preparation of a paper on the decision to 
permit early release of the drug ddl, an AIDS therapy, before all clinical trials were 
completed for The Committee to Study Decision Making Regarding Biomedical Innovation in 
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a Pluralistic Society, which is examining a range of issues from' the decision to cover end- . 
stage renal disease under Medicare to the decision to ban importation of RU486 (1989-90). 
Several site visits perfonned for the Robert Wood Johnson Foundation AIDS Prevention and·· 
Service Program (1990-). Work with the AIDS Action Council and GMHC included .. 
preparation of the alternative AIDS appropriations recommendations for the coalition National 
Organizations Responding to AIDS (NORA) and representation on drug development and . . 

access issues (1989-91). 

National Gay anell Lesbian Task Force 
Washington, DC 
Executive Director, 1986-1989 
Director of Governmental & Political Affairs, 1985-86 
Washington Representative, 1983-85 

Chief spokesperson and administrator for the nation's oldest gayflesbian civil rights advocacy 
organization (fomlerIy the National Gay Task Force). Oversaw lobbying, education, and 
community organizing efforts related to the civil rights and other concerns of the nation's 
gayflesbian community -- from AIDS to antigay/lesbian violence. Represented the gay 
community to Congress, the federal bureaucracy, state and local officials, and other interest 
and advocacy groiJPs. Co-founder of now 150-member coalition National Organizations 
Responding to AIDS (NORA). Extensive media appearances (including the ABC Nightline 
Town Meeting on AIDS in June 1987 and This Week with David Brinkley in August 1985) 
and speaking engagements; presenter at numerous professional conferences on AIDS and 
other issues; participant in numerous consensus meetings on AIDS policy issues sponsored by 
the Centers for Disease Control, the Association of State and Territorial Health Officials and 
others. Considerable travel and speaking among gayflesbian community organizations around 
the nation. During tenure as executive director, NGLTF membership, budget, and staff more 
than doubled and crippling debt erased. 

Gay Activists Alliance of Washington, DC 
President, 1981-83 
Vice President, 1'981 
Secretary 1980-81 

Oldest nonpartisan gay political organization in the District of Columbia. Lobbies city 
government, both legislative and executive on civil rights and AIDS issues. (Now Gay and 
Lesbian Activists Alliance.) 

Jim Smith for Congress 
Lynn, Massachu~:etts 
Issues Director, Jl978 

Prepared issue papers, speech writing for congressional primary campaign. 
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OTHER PROfESSIONAL EXPERIENCE: 

National Clearinghouse for Bilingual Education 

Newsletter Editor, 1981-83 

Washington, DC 


Carrollton Press 

Editor, 1976-77, 1980-81 

Washington, DC 


. Frontier Press 
Editor 
Columbus, OH 

EDUCATION: 

Cornell University 
M.A. in Government, 1976 

Ithaca, NY 


Oberlin College 
B.A. with Honors in Government, 1975 

Oberlin,OH 


High School of Music & Art, 1972 

New York, NY 


SELECTED PUBLICATIONS AND PAPERS: 

"Homophobia and AIDS Public Policy," in Homophobia: How We All Pay the Price by 

Warren J. Blumenfeld, Beacon Press, (1992). 


"Unproven AIDS Therapies: The Food and Drug Administration and ddI," in Biomedical 

Politics, National Academy of Sciences Press, (1991). 


"HIV Testing and Access to Health Insurance," presentation at American Bar Association 

meeting, Toronto, Canada, August 1988. . 


"The Watkins Report: Where Do we Go from Here?," lecture as part of Institute for Policy 

Studies Winning America series, Washington, DC, July 27,.1988. . 


Roundtable presentation on "The Use of HIV Antibody Testing as Part ofan AIDS Control 

Program," Fourth International Conference on AIDS. Stockholm, Sweden, June 1988. 
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.: ' .... '"Access to Care Issues and AIDS," closing plenary speaker, American Public Health . 

Association annual meeting, October 1987. . 


'. ' . ~ ....• ' ""', . 

"What's Ahead for the Gay and Lesbian Rights Movement," National Press Club-Moriring : ........ _ .""..:.'.~~~-
.. Newsmakers Series, October 9, 1987. 

"Access Issues Associated with AIDS: Discrimination, Services, Care," panel organizer, Third 

International Conference on AIDS, Washington, DC, Iune 1987. 


"Public Health and the Gay Perspective: Creating a Basis for Trust," in AIDS: Facts and 

Issues, edited by Victor Gong and Norman Rudnick, Rutgers University Press, 1986 . 


. "The Politics of AIDS," paper presented at 'American Public Health Association'annual 

meeting, October 1986 .. 


"The Invisible Minority: Guaranteeing GaylLesbian Rights," Urban Resources, Spring 1985. 



MEMORANDUM 

To: Inu!rested parties 

From: Jeff Levi 

Re: Pre:vention blueprint 

Date: ~,1arch 31, 1993 

1875 

Connecticut Ave NW 

Suite 700 

Washington DC 

20009 

Fax 2029861345 

Tel 202 986 1300 

Attach(!d is a copy of the latest (third) draft of the prevention 
blueprint. As you can tell, it is significantly different from the 
previous version you may have seen -- a result of considerable 
consultation and input from a very diverse group of individuals and 
organizations. , 

I hope you will consider the substance and the options considerably 
improved over the last version. Those improvements could not have 
occurred without your assistance. Please review this document and 
forward to me -- either in writing (mail or fax) or by phone (I am 
extension 17) -- your comments and suggestions as soon as possible. 
We hope to complete this phase of commenting by April 15th. 

Thanks again for all your time and assistance. 
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Executive Summary 

A. Context ()if CDC Prevention Programming 

The two key elements of successful HIV prevention in the United States 

should delineate the top· and the bottom of a pyramid: the base of the pyramid is 

active community involvement in the planning and implementation of 

programming, while the top of the pyramid is strong and courageous national 

leadership. Thus, the power· should "bubble up" from the community level 

rather than Ittrickling down" from·the top. 

The leadership must begin with acknowledgement by the President of the 

seriousness of the HIV epidemic and clear articulation of the specific behavior 

changes that can stop the spread of HIV. The President's messages must be 

reinforced by tht~ Surgeon General, the Special Ad~isor to the President (Czar), 

the Secretary of Health and Human Services, Assistant Secretary for Health, the 

Director of the CDC, and the AIDS Director within the CDC. Whenever a new 

situation or crisis arises that raises public concern, these leaders must 

aggressively respond with consistent, uncompromising messages that can then be 

reinforced by grass· roots HIV prevention workers at the community level. 

. Active cOlnmunity involvement must be sought at every level of HIV 

prevention, . beginning with a strong community advisory capacity at the Federal 

administrative level. People from all communities affected by HIV as well as 

from community-based organizations (CBOs) involved in implementing HIV 

prevention programming must be represented in all HIV planning, policy 

development andl oversight activities. Specifically, the voice of the community 

should inform the development of the national AIDS plan, through full 

. participation and representation of communities who are at risk of HIV 

infection. 
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There should be representation by people at risk for HN on a Comtnunity 

Advisory Board of the President's Special Advisor for AIDS. The 
;1 

Intergovernmental Task Force on AIDS, convened by the President' s Spe~ial 
~I 

Advisor for AIDS, should have aPrevention Working Group that iSheaviJy 


representative of people at risk of acquiring HN infection. 


B. Overview 

CDC HN prevention programming currently occurs in two CDC c~nters 


and the Office of the Deputy Director for HNIAIDS. Most funding is ~! 

. ,I 

concentrated within the National Center for Prevention Services (NCPS). i! 
. . 'i 

Funding targeting adolescents occurs within the Center for Chronic Dise~e 


Prevention and Health Promotion (CCDPHP), in the Division of Adolesct~t and 

. "" 

d 

School Health. Funding 'of programs targeting the general public occurs iyithin 
. r " 

the Office of the Deputy Director for HN/AIDS. (See Diagram One for ,~e 
. I 

HN Prevention Programming within each Center.) The Blueprint focuse~ . 

:! 

primarily on one section of the NCPS program: Health EducationlRisk :j 
. 1 

Reduction (HEJRR) and Counseling, Testing, Referral and Partner Notification 
:1 

. :1 
(CTRPN). :i 

" .1 

AIDS prevention experts accept that the most effective HN preven;tion is 
,i 

accomplished by targeting at-risk individuals within their own communitiJs. 
. - I! 

H· 
Therefore,. the largest proportion of HN prevention programming should .pe 

implemented at the community level. This should be done by putting a rituch 

. . . .1 

higher proportion of HN prevention funds into the cooperative agreements to 


states under the existing category of Health Education and Risk Reductio~ 

I 

(HERR). These funds should be contracted almost entirely to agencies (C:rOs. 


and, to a lesser degree, local health departments) functioning in communi:pes at 


risk. 


ti ., 

;1 
1 

1
'I 
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Although NCPS also has a highly regarded program to contract funding 

directly to CBO~;, this federal-to-Iocal ievel approach is technically untenable on 

a large scale. Tberefore the Blueprint specifies mechanisms to assure that the 

HEIRR CfRPN Cooperative Agreements indeed reach the community. 

C. Characteiistics of Revised HEIRR and CTRPN Programming 

The revisions recommended in section three of this document will change 

. HEIRR and CTRPN programs to incorporate the following characteristics: 

1. HIV preve:ntion programming in each state is guided by a statewide 

prevention plan based on regional needs assessments and prevention plans. The 

plans specify the proportion of funding to be targeted to each population at risk. 

2. The propo~rtion of funding for each population at risk is determined not 

only according to distribution of AIDS cases, but also taking into consideration 

the estimated pre:sent and projected distribution of HIV infection. This is based 

on an analysis of available HIV surveillance data (not aggregated voluntary HIV 

test data but bast~d on prevalence and incidence data from population studies), 
.. 

and other indicators as determined by the SPPC to be appropriate for the state 

(for example, teen pregnancy rates, SID rates, socioeconomic data for various 

populations). 

3. All affected commuliities participate at the local, state and federal levels 

in planning, implementation and evaluation of HIV prevention programming. 

Specific mechanisms for participation include representation on State Prevention 

Planning Council[s (SPPC) and Regional Prevention Planning Councils (RPPC). 

4. Affected communities are represented in proportion to relative risk of HIV 

in each community. This is determined not only according to AIDS case rates, 

but also according estimated distribution of HIV infection, as described in 2 

above. 
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:1 

5. CBOs are the primary recipients of money for performing targeted 	:!, 
. 	 . I 

outreach to populations at high risk for HN infection. 	 il 
"'1 

'i 

6. Anonymous HN testing is available to all people, particularly thos¢ at 
':1 

high risk of HN. :i 
, 	 1" 

7. 	 Both local health departments (LHDs) and community-based organi~ations 
a 

(CBOs) provide Counseling, Testing, Referral and Partner Notification ' 

(CTRPN). 

8. Administration of the CTRPNIHERR cooperative agreements or gr~ts 
'i, 

stipulates that there be: )1 

It
I 

)1 

• timely allocation of money to CBOs and LHDs; 
. 	 ';i. ' 

• . coordination of programming with prevention and treatment servi~s; 

• an expedited appeals process regarding state administration of futi:mng; 
?t 

• in the event of inappropriate administration of funds by a state heatth 
.' '. 	 1: 

department, appointment by CDC of an alternative administrator for the 
~ 

fu~; ~, 

'. no content restrictions on educational materials; 	 il 
'I 

. 	 . ~J 

• technical assistance and timely dissemination of new information 'to 
Ii 

~~. 	 ~ 
d 

il 
!i 
I 

II. BACKGROUND 

II 
A. Development of the Blueprint ' 	 . i! 

. ' 	 !I 
This Blueprint, based on two years of background work and resear9h, is a 

': 
series of recommendations to improve the effectiveness of the HIV prev~rtion 

programming administered by the Centers for, Disease Control and PreveQtion 
Ii 

(CDC). The Blueprint recommends changes in how the funding is impleptented 

~ 
I[ 
:! 
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at federal, state and local levels. 

In 1991, the AIDS Action Foundation (AAF) implemented a study of 

CDC HIV prevention funding. The study concluded that while the CDC staff 

had good intenti<'>Ds, the CDC HN prevention program had several serious 

flaws. These inc:lude:· an inadequate proportion of funding targeted to the 

population most infected with HN, men having sex with men; lack of attention 

to the socioecom)mic issues that face people of color and women who are at 

risk; failure to evaluate the impact of behavioral interventions, particularly 

Counseling, Testing, Referral and Partner Notification (CTRPN); lack of 

collaboration andl cooperation among federal agencies involved in HIV 

prevention activides; allocation of an inappropriately large proportion of HIV 

prevention funds to CTRPN. 

As a result of the 1991 study, AAF determined to develop a blueprint for 

effective HIV pn~vention. Accepting that the most effective HIV prevention is 

targeted to high lisk populations at the community level, AAF wanted in 

particular to identify mechanisms that would ensure that funding reaches 

community-basedl organizations (CBOs) that function within populations who are 

at risk for HIV. In 1992, through structured interviews ·and focus groups, a 

consultant gathel'l~d and synthesized the collective wisdom of public health 

professionals wOI;'king in HIV prevention education and administrators of . 

agencies that do HIV prevention at the community level. A strong mandate 

emerged for community level involvement at all levels in the planning and 

implementing of federally funded HN prevention programming. 

The Decerrlber 1992 draft of the Blueprint was circulated to federal 

officials, health departments, CBOs and HIV policy and prevention experts 

throughout the country, and in early 1993, revisions were made based on 

reactions and resl)onses to the 1992 draft. The current iteration of the blueprint 
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presents options for mv prevention th~t take into consideration this wid¢ array
II 

of input. it 
" 

. . 'I 
Ie 

Ii 
il 
'I 
'I 

~ i 
q 
'I 

;1 

~ 
:1 
I: 
l> 

'1 

if 
;1 

il 
:1 
II 
il 
II 
'II 
II 
II 
:1 

II
I, 
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IlL Health EducationlRisk Reduction (HEIRR) 


H,nd Counseling, Testing, Referral and Partner 


Notification (CTRPN) Programming 


A. Summary 

HEIRR ami CTRPN funds should continue to be apportioned through 

cooperative agree:ments to state and territorial health departments and designated 

city health departments. (From now on these state, territorial and local health 

departm~nts all will be referred to as SHD. The designated city health 

departments will be discussed under Options A and B below.) The funding 

should be apportioned to the SHDs through a combination of formula (80%) 

funding and qualitative (20%) review. The formula should not be based solely 

on number of diagnosed AIDS cases, but should be devised to take into 

consideration the shifting foci of new infections. A combination of. indicators 

should be used, including: estimated prevalence and incidence rates based on 

HIV sentinel surveillance surveys (not aggregated voluntary HIV test data) and 

other indicators, such as' SID and poverty rates, as determined by the CDC to 

be appropriate on a national level. 

Within each state, territory or municipal area, theHERRlCTRPN funds 

are to be allocated according to a Prevention Plan developed by a state-wide 

prevention planni][lg council (SPPC) representative of the various at-risk 

communities in a stare. 

The plan specifies the proportion of funding to be targeted to each 

population at risk in the state. This proportion is determined by the SPPC based 

on arialysis of a combination of indicators,besides AIDS case reports, including: 

estimates of prevalence and incidence rates based on my sentinel surveillance 



'I 
,) 
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surveys (not aggregated voluntary HIV test data), and other indicators as il 
. 	 ,[ 


:1 


determined by the SPPC to be appropriate for the state (teen pregnancy r~tes, 
. 	 I! 

SID rates, socioeconomic data for various minority populations). This should 
. 	 , 1 

.... 	 ': 

concentrate programming within subpopulations such as minority men ha~ing 
'1 

sex with men and women who are sexual partners of injecting drug users These
ij 

funds should then to be contracted out by the SHD to community-based if 

II 
organizations and local (city and county) health departments for actual Ii 

,I 

implementation of prevention programming. .. ~ 
There are two levels of Prevention Planning Councils within most states: . 
') 

the Regional Prevention Planning Council (RPPC) and the Statewide Pre~ention 
I 

Planning Council (SPPC). (The exception is small states and the local he:alth 
:1 

departments receiving funds directly from. the CDC, in which there is a single . 
; 'I 

Prevention Planning Council with the consolidated responsibilities of the l~.pPC 
il 

and the SPPC.) The SHD divides the sta~. into geographic regions,' eaCh~With 
its own Regional Prevention Planning C~uncil (RPPC). (See Diagram Two) 

The RPPC broadly represents all communities at risk of HIV, agencies if 

I,'I 
providing prevention interventions, local health departments, and other 	HlV and 

. 	 '. 'I. 

public health experts and epidemiologists. At least fifty percent of the sehts are 
.' 	 II 

filled by people representative of at-risk populations within the region.0be 
'I 

proportion of representation, should not be based solely on AIDS case rep;orts, 
Ii 
.1 

but also take into consideration factors such as described above.) Members of 
:1 

the Regional Prevention Planning Council may be selected by the local hfalth 
I, 

departments but not by any elected political official. In some communitijfs, the 

Title I Planning Council may fulfill these criteria, or may be the basis fof a 
. 	 :1 

!\ 
prevention planning body. The Planning Council may be convened by o*e. of 

I 

the local health departments in the region. However, the decisionmaking) 
II 

process of the RPPC should be participatory and democratic. . . ;: 
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Each RPPC implements a needs assessment for the region. Based on this 

. information, the RPPC develops a regional prevention plan which is submitted 

to the SPPC. A key element of the plan is the delineation of what proportion of 

funding should be targeted to each population at risk. This must be based on an 

analysis of HIV serosurveillance data, including seroprevalence and comparative 

recent incidence rates in various popUlations, and indicators that can be used as 

surrogate marke:rs for risk of HIV transmission, such as teenage pregnancy rates, 

SID rates, and measures of poverty. Each regional analysis should take into 

consideration its unique set of sociodemographic factors. Technical assistance 

in needs assessment and planning may be provided by the local or state health 

department, age11cies with appropriate expertise, and/or national organizations. 

The State,~ide Prevention Planning Council is composed of designated 

members from each of the Regional Prevention Planning Councils. The SPPC 

functions closely with the SHD according to Option A or Option B below. 

B. Option A 

Under Opljon A, the SHDs include all state and territorial health 

departments and the city health departments that already receive direct funding 

from CDC (Chicago, Houston, Los Angeles, Miami, New York, San Francisco, 

and Washington DC). In the six cities, prevention money is not passed through 

the state but allocated through cooperative agreement directly to the city health 

department, whic;h functions in the same way as the SHD. 

Under Option A, allocation of resources is based on the recommendations 

of a Statewide pjrevention Planning Council (SPPC) to the SHD. The SHD 

convenes the SP]PC whose composition is described in Part A above. Together 

the SHD and the SPPC review the regional prevention plans and, taking into· 

consideration the overall needs of the various regions of the state, develop a 
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State Prevention Plan. 
, 

The SHD develops a budget for implementation of the Prevention Rlan. 
, ~ 

If the budget diverges from the Prevention Plan, the SHD must provide sO,und 
;' 

justification for the divergence. However, the SHD can diverge from the,l plan 
, J 

in administration of the funds if it has strong rationale. The SHD then submits 

the' budget to the CDC for consideration for funding as a cooperative agr~~ment.
. ' Ii 

If the SPPC does not agree with the budget, its recourse is to submit an appeal 
.j 

to the' CDC, which'should have in,place an expedited review process for d,irect 
. \! 

appeal with a heavy bias toward SPPC recommendations. When the m04ey is 
'I 

, awarded to the SHD, the SHD disburses the money through an RFP pro~ss by 
, Ii 

which contracts are awarded to LHDs and CBOs throughout the state. TQe 
, 

contracts should target various communities according to the priorities :!
!1 

jl 

articulated in the Statewide Prevention Plan. The SHD' provides contract ii 
.i 

oversight as well as technical assistan~ to contractors in implementationFd 


process/formative evaluation of programming on an ongoing basis. :! 

" 

A complete'listing of the contract awards is made available to the :! ,
d . jl 

Regional Planning Councils, who provide the regional mechanism for assUring 
, Ii 

cooperation and coordination among local contractors in implementation qf 
• ' • II

prevention programnung. 'i 

One advantage of Option A is that the, SHDs are directly involved i'n all 
, ' ~ 

levels of needs assessment, planning, implementation and evaluation of local 
, ~ 

programming. Another advantage is that SHD involvement assures better: 
v. ' ~! 

integration of prevention programming with existing public health services at the 
, . ~ 

community level. A third advantage of Option A is that it can be immedjately 

achieved administratively' through changes in the cooperative agreement ii
;! 

structure rather than requiring legislative changes. ;j', 
A disadvantage of Option A is that it does not give full control ol 
'. " II 

:1 
:1 
': 
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programming to the community. A second disadvantage is that the failsafe 

mechanism for <:ommunity grievance is dependent upon the CDC exercising 

strong oversight' in relation to the states, which it has not done in' the past. 

C. Option B 

Under Option B, the CDC' would' fund grants or cooperative agreements 

with all state and. territorial SHDs as well as all the city health departments 

receiving Ryan 'Nhite Care Act Title I funding. The Ryan White cities would 

function as SHDs in the description below, without the requirement for regional 

planning .councils. 

Under Option B, the SPPC holds ultimate decisionmaking authority over 

the Statewide Pn!vention Plan and the SHD must administer the plan exactly as 
. . ,.' 

written. The SHD also convenes a Statewide Prevention Planning Council 

(SPPC) whose composition is discussed in Part A above. The SPPC 

independently reviews the regional plans, and, taking into consideration the . 

overall needs of the various regions of the state, develops a State Prevention 

Plan.' Each Ryalll White City would be a regional planning council for state 

planning purposes. They would sit on the SPPC to assure coordination of 

programs. 

This plan is submitted to the SHO, which develops a budget for the plan, 

subject to the approval of the SPPC. The SHD budget must reflect the plan 

developed by the SPPC. This budget is then submitted to the CDC for funding 
. I 

as a ~t or cooperative agreement. The SHD then administers the funds, 

which are contrac:ted through an RFP process to LHDs and CBOs. If the SPPC 

does not feel the SHDo, has complied with the State Prevention Plan, its recourse 

is to submit an appeal to the CDC, which should have in place an expedited 

review process for direct appeal with a heavy bias toward SPPC 
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recommendations. 
.1 

An advantage of Option B is that it provides more direct community! 

control of prevention programming through representation on strong regiO~ 
and state prevention planning councils. 

A disadvantage of Option B' is that it disempowers state health , 
. 1 

. departments. Another disadvantage is that implementation of the plan woqld 
'i 

. require legislation, because it departs from the traditional relationship berw:een 
,I 

the federal government and the states, meaning that implementation would'! not 

occur until FY 1995.' 

D. Other Stipulations 

1. CBO and LHD Programming il 
" , " ~ 

In principle, CfRPN funds should be contracted partly to CBOs anel 
. - .! 

partly to LHDs (except in states with low seroprevalence, where it may ~ 
,: 

more 

cost-effective for ,the state to maintain this function). The proportions shohld be 
'I 

determined in the Statewide Prevention Plan by the SPPC with input fronil each 
I 

RPPC during the needs assessment. il 
:1 

The primary mv prevention function of LHDs should be CfRPN, ;! 
. ,I 

t 

particularly within SID and primary care delivery systems. The' Regio~ 
. • ,i 

" Planning Council may decide, whether other types of prevention progr~ng 
'I 

are appropriate for the LHD, but for the most part, CBOs should be awarded 
. ' ,i 

HlYRR funding, even if the programming is within health department fac,~ties. 

~ implementation of HlYRR-funded contracts, the selection of app~opriate 

prevention interventions should be determined by the CBO seeking fundin,g, and 
:t 

should be based on needs assessments, know ledge of the target audience,:; , 

sociodemographic information and the expertise, characteristics and perso~ty . 
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of the CBO. 

2. Coordination with other services 

The applicant for funds must be required to demonstrate effective 

coordination of CTRPN services with other resources for at-risk individuals such 

as SID services, family planning and perinatal s~rvices, substance abuse 

treatment progniLms and other services. At a maximum this may involve full 

prevention case management, or at a minimum it may involve referral 

mechanisms with these programs. The result in either .case should be a 

comprehensive I'ange of services to assist clients coping with the socioeconomic 

and culniral problems,~;2.p1!!gf~!i~g to risk taking. The provision of incentives is 

an acceptable mceans of obtaining client participation in prevention programs. 

In addition, applicants must be required to demonstrate effective 

coordination of l)rogramming with services for HIV -infected in<Uviduals, 

including early intervention services. 

3. Anonymous testing 

The OptiO[l of anonymous testing must be acce,ssible to all residents of 

every state, in a form readily available to populations at high risk for HIV. 

4. Specific target populations 

,Categories of risk . which are used for needs assessment. and planning 

should be based ,on local seroprevalence and incidence data and other relevant 

indicators and should include specific categories when appropriate, particularly' 

to define populations not reached by more generic categories. For example: 1) 

men who have se:x with men but do not identify as gay or bisexual; 2) African 

American men having sex with men; 3) women having sex with male injecting 
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drug users; 4) female injecting drug users; 5) Latino injecting drug users; 6) 
;1 

high-risk youth; 7) high-risk gay male youth. :1 

When CBOs (or local health departments) are funded to target ;1 

subcommunities with whom they may be unfamiliar (specific populations ~ithin 
, 	 . Ii 

a larger cultural group, such as African American men having sex with m~n), 
'I 

potential cultural biases in the agency towards the targeted subcommunitie~ . 	 q 

should be addressed by the SHD, both during contract negotiations and 11 

throughout the life of the contract. 	
I[ 
:i 

il 
II 

'I 
I' 

5. Monitoring SHDs 	 II 
" 

Mechanisms must be in place for the CDC to monitor SHDs to ass~ that 

prevention programming is being implemented in aC,cordance with, accepte~ 
. 	 ':1 

public health principles and in accordance with the stipulations of the gran,t or 
" 
" 

cooperative agreement. Mechanisms should include an established griev~ce 

procedure for Planning Councils, agencies and individuals within a' state t8 
. 	

Ii 
,! 

appeal to the CDC. The appeals process must be expedited within a specified, 
. 	 . ' I 

:1 

reasonable time frame. If a SHD is found to be administering funds :i 
II 

inappropriately, (whether because of ineptitude, legislative mandate or loc~ 
, 	 . I,

'., 

community pressure), CDC must appoint an alternative administrator for the 

funds. 
:! 
I', 

6. Other Stipulations in the Cooperative Agreements 	 if 
\ 	 ;1 

Disbursement of money to CBOs and local health departments mus~ be 
ii 

mandated to occur in a timely fashion, according to a specific timeline. -ptere 

must be no changing of reporting requirementS during the contract year. ii, 
, 

SHDs must be required to provide detailed information to the conupunity 
. 	 1 

regarding funds that are allocated, deliverables that are required of contra~tors 
. 	 ,I 


!: 


-:1 
II 
'I 
Ii 
I) 

11 
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(CBOs and local health departments) and the outcomes that ar~ to be produced. 


The reports submitted by contractors to the state and by states. to the CDC 


should be easily accessible to other contractors. and to the public. 


7. Educational Content Restrictions 

For educiltional materials developed with CDC funds, there should be no 

content restrictions and requirements for review by the Office of Management 

and Budget (OMB). 

8. Technical Assistance 

The CDC should allocate prevention capacity enhancement funds to 

appropriate. conltractors or agencies to provide technical assistance to CBOs, 

This should not be a function implemented directly by the CDC, 

Effective mechanisms must be established for large-scale, up-to-the­

'minute, and ongoing information dissemination and te~hnology transfer of 

research findings by CBOs, CDC, NIDA, NIMH and universities to state and 

local health departments and CBOs, especially regarding effective prevention 

strategies. Various suggestions and existing systems that could be amplified 

(within this and other CDC prevention programming) include computer-based 

information exchange, and conferences. There is a continued need for technical 

assistance to small CBOs in areas such as grant writing and program planning 

and evaluation. 

9. Roles of the SHD 

, The primary mv prevention roles of SHDs should be to coordinate state 

prevention activities, administer funds to CBOs and LHDs, and to provide them 

with technical assistance in needs assessment, in analysis of mv seroprevalence 
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and sociodemographic data for planning, in implementation of prevention 

programs, and in process/formative evaluation. 
'I-, 

"\ 
I 

I
10. 	 Small CBOs ~ 

I,'I 

Large and small agencies should be measured by different yardsticks: I 
il" 

rather than being expected to demonstrate the same capabilities; a pool of :1 


money should be maintained for supplementing small CBO costs such as :1 


overhead and proposal-writing costs, which are more easily absorbed by I~ge 

agencies. Assuring small CBOs sufficient funding for operating costs is :: 


, 	 II 

problematic, particularly in low prevalence states which have small prevention 
, 

budgets and which must target not only several discrete populations at risk:'for 
" 	 I 

HIV but also rural areas. However, it is imperative to maintain grass-roots! HIV 
. . Ii 

prevention programming. Funding of CBOs to do HIV prevention should pe 
, sufficient to enable the agencies to provide their staff with competitive wa~es 

" 	 :1 

and benefits packages. In addil;ion, in many states funding should take intq 
, 	 i 

consideration the higher health insurance rates charged to agencies with mown 

HIV infected people on staff. ; 

11. 	 Evaluation 


For the purposes of this blueprint, we will separate evaluation into~o 

I 

broad categories: process/fonnative evaluation, which should be included in the 

LHD or CBO contract; and outcome evaluation, which should not be incl~hed in 
II 	 ' -	 ' i 

the. HE/RR-crRPN cooperative agreements or grants at all. 	 ,) 

Process evaluation determines whether the project was implemented I;as 

planned and usually involves easily measurable objectives such as training!! of a 

certain number of people and improvement of pre- to post~test scores by ~!' ,
" :i 

specific amount. If the investigation involves rapid feedback to the projedf staff 
'I 



Prevention Bluepiint··Draft 3-.Page 17 

so that changes. can be made in the program to better achieve the objectives, the 

term formative evaluation is used. 

In the contracts granted by SHDs, process evaluation should be enhanced 

by formative evaluation, and technical assistance should be provided to enable 

CBOs to imple:ment both. Process indicators should not be defined in the RFP 

but should be determined jointly by the CBO and the funding agency during the 

process of contract negotiations. This type of evaluation should at most require 

a small amount of additional staff time for documentation and monitoring, and 

thus does not rc~quire large amounts of additional funds. 

Outcome evaluation identifies consequences of· an intervention or project 

and establishes that consequences are attributable to the intervention or project. 

This type of eVialuation must be carefully designed and implemented" usually by 

experts in evalulation research, and it is expensive and takes time. It needs to be 

built into programming during the planning stages. The CDC has been 

criticized for doing insufficient outcome research on mv prevention 

interventions and has received extensive recommendations from the National 

Research Coundl on how to implement proper outconie research. The NCPS 

Community DeiDonstration Projects comprise the existing evaluation research 

being done on lIIV prevention interventions. (See Item IVB Below) 

Targeted community-based interventions should be a priority for 

evaluation, but jin general priorities should be determined only with strong input 

from a representative community advisory group. For the most part outcome 

evaluation shou1ld examine prevention interventions rather than specific 

prevention progJrams, and thus can be done across sites. The source of funds for 

outcome evaluation should be a separate budget item from the mv prevention 

programming it.c;elf (for example, the funds for CTRPN or HEJRR) and should 

not exceed 5% of the overall prevention budget. Evaluation activities should be 
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contracted out to agencies with evaluation expertise, not implemented by CDC
" ,. ,i 

staff. !! 

CTRPN receives nearly one quarter of all CDC HN prevention fund~ 
': 

although it has not been determined to be an effective prevention interventi~:>D. 
, , " 

An expert panel which includes behavioral scientists should examine all th~ 
, :1 

research that has been done on the effectiveness of CfRPN as a preventiori l 
;1 

intervention, including the NCPS Community Demonstration Projects. The;
lj 

report of these findings should be presented to Congress as it considers thei[1995 ' 
, 'I 

budget for HN prevention to assist in determination of appropriate allocati9n of 
:i 


prevention funds. I: 


il 
I 
:j 

, , ' ~ 
IV~ OTHER HIV PROGRAMMING IMPLEMENTED BY CDqi 

!I 
J 
it 
l' 
'IA. National A~S Information and Education Program (NAIEP) 
,I 

As a program administered directly out of the CDC AIDS Office, ~iAIEP 
I 

should exhibit leadership in the dissemination of accUrate, up-to-date and Ii 
I. 

forthright information, both to the general public and to on-the-ground AI:I:?S 
" 

prevention programs who require access to constantly updated resources. i;bis 

,office must not bow to political pressure by withholding or watering downilvital 
, " 

HN prevention information. NAIEP should set the standard and the pace i,or 
, 'II 

community prevention programs: they need support in addressing local "I 
:\ 

community resistance to accurate mv information. 
,I 

The single most important campaign that NAIEP must mount is con~om 

social marketing. This should encompass both an information campaign ;1 
, " I. 

directed to the general' public and technical assistance to community HN :: ' 
I, 

prevention programs (both local health departments and CBOs) in how to !: 
, 

I. 
, ~ 

implement locally based, community-appropriate condom social rnarketing.! 
1\ 
II 
'I 
l\ 

" 
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The National Hotline should remain in place as' a 24-hour number 

available to persons in crisis and to those' seeking infonnation and local 

resources. The program should be directly accountable to a community advisory 

group representative of communities at high risk of HIV infection. More 

effective quality control mechanisms need to be in place to assure that hotline 

callers receive consistently accUrate responses from Hotline staff. The National 

Hotline could be a source of technical assistance to local hotlines, many of 

which have problems maintaining accurate information, up-to-date referrals, and 

counseling skills. 

The National Cleannghouse should also be accountable to a community. 

advisory board to assist it in restructuring its programming to meet the needs of 

programs targeting a diversity of populations at risk for HIV infection. 

B. Community Demonstration Projects 

The current Community Demonstration Projects should receive funding 

until their completion in 1994 with three stipulations. First, each Project site 

should participate in the planning process in its city and communicate with other 

CBOs and the LHD regarding its activities. Second, early findings should be 

provided to local communities and should also be communicated to HIV . 

prevention programs throughout the country through conferences, reports, and 

other established mechanisms for technology transfer. Third, a principle 

outcome of each project should be evaluation reports, and if the interventions 

are found to be ,effective, technical assistance manuals and model educational 

materials should be. developed and made easily available to enable CBOs and 

LHDs to adapt amd replicate these projects. 

A strong community advisory component should be utilized in 

detennining whe:ther and how to continue the Community Demonstration . 
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il 

Projects. One strong possibility is to incorporate the funding into condom s,:ocial 
'I 

marketing demonstration proiects being undertaken by NAIEP. 	 il 
J 	 :1 

:1 

C. 	 School and College Aged Youth i! 

All of the programming targeting in and out-of-school youth has beeJ 
, Ii 

critical, albeit pathetically insufficient' to have a significant impact. Any funding 
, 	 :1 

added to this budget line should be directed to programming for high-risk Y,fUth, 
:1

particularly runaway youth and gay youth. ' 	 ;: 
,I 

D. 	 National Organizations and Minority Initiatives 
:1 

Specific national organizations, including minority organizatio$, 
, ,;1 ' 

should continue to be funded. The U.S~ Conference of Mayors is an,example of 
;1 

a national organization that provides strategic funding of CBOs for capacity 
,I 

building and infrastructure building; the National Minority AIDS Council i~ an 
, , 	 i! 

example of a minority organization that provides technical assistance to C~Os. 

These functions are useful on a national level. il 
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PIPARTMINT 01 HEALTH II. HlJMAN•••VlCES 

Ou~ol Rasco 

PROJIt 

SUElJECl': Llle hith 

------------------------~-------------------------------~~~~~~~~-

C'ony-==~.Q.tig'ml with Lcte s.ii::b Uo\lt thG pOCli'bion of JUDQ Ac!lvillo¥" 
began in ld~d-f'ebruary. Singe then he baD met with secret.ary 
ShalaIe, ASlsil!Jt.ant seeretary-Deaignate Phil I..ee and other "taff 
at HlI8 incl.uding Tom (Joor1win, tJpeciCll Advioor t.o the Ceo:retary 
tor Pexsoru'lel v These eonventAtions tock place prior to our 
aqree1no- 011 a structure and role for the Advisol:' And vbile they 
we",e belpnU we were Wlable to discus" 6peoitic15 cmd anl!S'WeX' eom~ 
ot his qtlQ!;tions. since then we have sent him a. lleDIO delSCribing
the pos1'Cil)n. your conversat1on with him should be much 11lOre 
specific s.ince we. have reso1ved many ot the ol"9anIza'Cional 
questions. 

Lee 1s B thoughtful man who will have further questions about the 
rola and eXpact-at-ionQ. His qu••tiona sahOU~d not. 1:)G Interpreted 
as negative but rather as reflective of his desire to ensure that 
there is oJ.ear understand.1ns of ~&ponaibl1iti_ and. that therCit 
is good rapport amonq himself and senior White Bouse staff. 

One issue he feels strongly about 1s his v1ew that i85U8S related 
to UOS sbould be separated from those around gay rights. Thouqh 
he appreciates the overlap of those affected ).)y the two issues 
ana. 1s sU:E~rt1ve or r1qnt:s or <Jays and. leslJians, be feelS 'tllat. 
more headllay can be made if the two are not tied to each otber. 

Lee will 1iant to AGar 'your vi.ew ot: 'the position and discuss how 
his views :mesh with yours. He is li~ly to want to be more or an 
inside person than a cheerleader, thouqh be iA an aeoo~lisbod 
put>110 sp:i!uer and nas 900(1 pUl:l11C presence. Be dOGS not want to 
be tha only persaon in the Ad:IUnhl't:rat.ion speakinq on AIDS isul1.lelZ, 
bl,\t SQes lpart of the :ros-ponaibilit.y of the Ad,l"is=or t.o qet other. 
to accress tbe issues aa well. 
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He has alao expressed in~.rQ.t in Why we have stopped pursuing
the "medical model," Le" Peqgy Hamburg anQ Mark smith. Why are 
we now pursui~ Gomec~. ~~it$ 4iff8ren~? Be haa been told that 
there was never a deClsion to pursue only candidates with a 
medicAl deqree And that it is only speculation that the 
Admln1strati1on had adgpted that mod.el ClS ideal. As you llay 
recall, we h.Ave urqe4. that if Lee is ohosen that soltlGono witil a 
me<iical d.egi~ee is selected as his deputy. 

He mal'· raiSE~ issues about meetinq in with the President before 

11is decisioll and. access to billl afterwarQl$. I believe the AIDS 

Advisor's cl:'edibility and position will be enhanced it 5l.lcb it \ 

meetinq too}:: place ant,i some level of accelis in the fut.u:w:-e is \. 

assured. 


If! you have any qul!!stions, please goive IDe a call. \ 

\ 

;' 

\ I 
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