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RYAN WHITE CARE ACT

Implementation of the New Minority AIDS Initiative
Provisions

What GAO Found

The new competitive process for Parts A and B altered MAI funding amounts
from what they would have been under the old formula-based process,
increased administrative requirements for grantees, and resulted in continued
funding for existing initiatives to reduce health disparities for minorities. In
determining the award amounts under the new process, HRSA considered the
number of minorities with HIV/AIDS living in the grantee metropolitan area,
state, or territory, along with the MAI applications grantees were required to
file. The quality of the grant applications sometimes resulted in considerable
differences in grantees’ share of MAI funds from what they would have
received under the old process. Part A and B grantees that received MAI
funding told us that the administrative requirements increased significantly
because of the new process. All Part A and B grantees that applied for MAI
funding received it, but some Part B grantees decided that the administrative
requirements, including a separate application for MAI funds, were not worth
the amount of funds that they expected to receive and therefore chose not to
apply. Grantees generally funded the same service providers and initiatives to
reduce minority health disparities as they had in prior years.

After the reauthorization of CARE Act programs, MAI grantees continued to
fund a range of core medical services, which include essential medical care
services, and support services, which are services needed for individuals with
HIV/AIDS to achieve their medical outcomes. Consistent with HRSA guidance,
the types of services funded under MAI generally did not differ from services
provided with other CARE Act funds. The five services Part A grantees funded
most frequently were medical case management, outpatient and ambulatory
health services, outreach services, substance abuse outpatient care, and
mental health services—outreach services being the only support service
among these. Part B grantees used MAI funds for efforts associated with the
CARE Act-funded HIV/AIDS drug program, Part C and D grantees funded a
range of core medical and support services with MAI funds, and Part F
grantees used MAI funds for education efforts targeting health care
professionals who are from, or primarily serve, minority communities.

Grantees identified many barriers that make it more difficult for minorities to
obtain services from HIV/AIDS programs, including those funded by the CARE
Act. Barriers to HIV/AIDS care can delay or prevent individuals’ timely
entrance into, or continuation of, core medical or support services, thus
reducing the likely success of care. The barriers grantees identified included
the presence of other diseases that impact immune systems, housing issues,
and poverty.

In commenting on this report, HHS suggested that we identify the law
authorizing Ryan White programs as either Title XXVI of the Public Health
Service Act (PHSA) or the Ryan White HIV/AIDS program. We continue to
refer to the law authorizing Ryan White programs as the CARE Act, but have
clarified that it refers to Title XXVI of PHSA.
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Racial and ethnic minorities in the United States have been
disproportionately affected by acquired immunodeficiency syndrome
(AIDS) and human immunodeficiency virus (HIV) since the beginning of
the HIV/AIDS epidemic.' According to the most recent Centers for Disease
Control and Prevention (CDC) data, 60 percent of all estimated AIDS cases
since the beginning of the HIV/AIDS epidemic have been among racial and
ethnic minorities and in 2006 racial and ethnic minorities represented 69
percent of AIDS cases and 67 percent of estimated new HIV infections.
Since the first U.S. cases of what would become known as AIDS were
reported in June 1981, over 1 million people in the United States have been
infected with HIV, including almost 550,000 who have already died and
over 1 million living with HIV/AIDS today. The Ryan White Comprehensive
AIDS Resources Emergency Act of 1990 (CARE Act), administered by the
Department of Health and Human Services’ (HHS) Health Resources and
Services Administration (HRSA), was enacted to address the needs of
jurisdictions, health care providers, and people with HIV/AIDS and their
family members.” Total CARE Act grant funding was approximately

'HIV is the virus that causes AIDS. In this report, we use the common term HIV/AIDS to
refer to HIV disease, inclusive of cases that have progressed to AIDS. When we use these
terms alone, HIV refers to the disease without the presence of AIDS, and AIDS refers
exclusively to HIV disease that has progressed to AIDS.

®Pub. L. No. 101-381, 104 Stat. 576 (codified as amended at 42 U.S.C. §§ 300ff through 300ff-
121).
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$2.1 billion in fiscal year 2007.? The Minority AIDS Initiative (MAI), first
known as the Congressional Black Caucus Initiative, originated in fiscal
year 1999 and it included the provision of funds to CARE Act grantees to
reduce HIV-related disparities in access to health care and to improve
health-related outcomes among racial and ethnic minority populations.
Total MAI grant funding in fiscal year 2007 was approximately

$131.2 million, representing 6 percent of overall CARE Act grant funding.
Organizations that provide care to minorities living with HIV/AIDS have
suggested that barriers exist for minorities in accessing HIV/AIDS services,
which often make it more difficult for minorities living with HIV/AIDS to
receive treatment and other HIV/AIDS services. Barriers to HIV/AIDS care
can delay or prevent minorities’ timely entrance into, or continuation of,
HIV/AIDS services, thus reducing the likely success of those services.!

The Ryan White HIV/AIDS Treatment Modernization Act of 2006 (RWTMA)
reauthorized CARE Act programs for fiscal year 2007 through fiscal year
2009 and included new provisions on MAI’ There are five primary sections
of the CARE Act under which HRSA awards grants—Parts A, B, C, D, and
F.° Together, grants made under these provisions annually fund services
for approximately 500,000 people living with or affected by HIV/AIDS.
CARE Act Part A provides for grants to selected metropolitan areas—
known as eligible metropolitan areas (EMA) and transitional grant areas
(TGA)—that have been disproportionately affected by the HIV/AIDS

*Unless otherwise indicated, references to the CARE Act are to Public Health Service Act
Title XXVI.

*We focus our discussion on how barriers to access to HIV/AIDS services affect minorities.
However, research shows that many of the same barriers apply more generally to all
individuals with HIV/AIDS. See, for example, Institute of Medicine, Public Financing and
Delivery of HIV/AIDS Care: Securing the Legacy of Ryan White (Washington, D.C., 2005).
Under the CARE Act, as amended, racial and ethnic minority populations include African
Americans, Alaska Natives, Latinos, American Indians, Asian Americans, Native Hawaiians,
and Pacific Islanders.

*Pub. L. No. 109-415, § 603, 120 Stat. 2767, 2818. There was no specific statutory provision
regarding the distribution of MAI funds prior to RWTMA. CARE Act programs were
previously reauthorized by the Ryan White CARE Act Amendments of 1996 (Pub. L.

No. 104-146, 110 Stat. 1346) and the Ryan White CARE Act Amendments of 2000 (Pub. L.
No. 106-345, 114 Stat. 1319).

The 1990 CARE Act added Title XXVI to the Public Health Service Act. Title XXVI, as
enacted, contained several parts, which authorized various HIV/AIDS-related grants. Prior
to the enactment of RWTMA, Parts A, B, C, D, and F of the CARE Act were referred to as
Titles L, I, III, IV, and the AIDS Education and Training Centers, respectively.
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epidemic.” Part B provides for grants to states and territories to improve
quality, availability, and organization of HIV/AIDS services. Part C provides
for grants to public and private nonprofit entities to provide early
intervention services, such as HIV testing and ambulatory care. Part D
provides for grants to programs for family-centered comprehensive care to
children, youth, and women and their families. Part F provides for grants
for demonstration and evaluation of innovative models of HIV/AIDS care
delivery for hard-to-reach populations and training of health care
providers. Part E does not provide for funding for HIV/AIDS services but
rather includes provisions to address various administrative functions. To
be eligible for MAI funds, grantees must also have received CARE Act

Part A, B, C, D, or F funds.

Grantees can arrange with service providers to offer essential medical
care, referred to as core medical services, as well as support services
needed to achieve positive medical outcomes. Grantees may also provide
these services themselves. Grantees and service providers can include
states, territories and associated jurisdictions, metropolitan areas,
community-based organizations, and academic medical centers.”

Prior to the enactment of RWTMA, HRSA awarded Part A and B MAI funds
to Part A and B grantees according to a formula that was solely based on
the demographic characteristics of the grantees’ jurisdictions out of funds
otherwise available for Parts A and B;’ those that received other Part A
and Part B funds received MAI funds without having to file separate
applications.” The CARE Act now requires HRSA to award MAI funds
under Parts A and B according to a competitive process. Under this new

"EMAs are areas that have a population of 50,000 persons or more and had a cumulative
total of more than 2,000 new AIDS cases during the most recent 5-year period. TGAs are
areas that have a population of 50,000 persons or more and had a cumulative total of 1,000
to 1,999 new AIDS cases during the most recent 5-year period.

®In this report, “grantees” refers to organizations or entities that receive funding directly
from HRSA for CARE Act services, and “service providers” refers to organizations awarded
contracts or subgrants from grantees to provide services or arrange for another
organization to provide services. Grantees may also provide services to minorities living
with HIV/AIDS themselves. Therefore, when we use “services,” we are referring to services
provided by both grantees and their service providers.

’In this report, “formula-based process” refers to the process prior to the enactment of
RWTMA when the distribution of MAI funds was based solely on the number of minority
individuals with AIDS within the jurisdiction.

YPrior to RWTMA, U.S. territories and associated jurisdictions did not receive MAI funding.
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process, HRSA evaluates grantee applications for MAI funds in addition to
the demographic characteristics of the jurisdictions."

The CARE Act requires us to report on MAI and related issues. In this
report, we provide information on (1) the effect on grantees and service
providers of the new competitive process for awarding Part A and B MAI
funds, (2) the types of services grantees funded under MAI, and

(3) barriers to minorities obtaining services from HIV/AIDS programs that
were identified by grantees. The CARE Act also requires us to report on
the challenges of integrating CARE Act-funded programs with HIV/AIDS
programs funded from other sources, such as Medicaid, Medicare, CDC,
and the Substance Abuse and Mental Health Services Administration. (See
app. I for information on the challenges of HIV/AIDS program integration
experienced by CARE Act grantees.)

To determine the effect on grantees and service providers of the new
competitive process for awarding Part A and B MAI funds, we conducted a
Web-based survey of CARE Act fiscal year 2007 Part A and B grantees to
learn how the grantees applied for funds, distributed funds to service
providers, and provided oversight, and what services they provided prior
to and after the enactment of RWTMA."” The survey response rates were
about 77 percent (43 of 56) for Part A and about 81 percent (48 of 59) for
Part B. Also, we created estimated funding amounts for Part A and B
grantees based on the old formula-based process and analyzed the
difference between these amounts and the actual funding for fiscal year
2007. To create these estimated funding amounts, we reviewed CARE Act
MALI funding data for fiscal years 2006 and 2007, case counts of minorities
living with AIDS for fiscal year 2006, and case counts of minorities living
with HIV/AIDS for fiscal year 2007, all of which were provided by HRSA.
We used this information to assess the effect of the new competitive
process on MAI funding. (See app. II for more information on the survey
and how estimated funding amounts were determined.) To assess the
validity of the funding amounts, we compared data we received from

""The way HRSA awards MAI funds under Parts C, D, and F remains unchanged. The Part
C, D, and F MAI funds are awarded through a competitive process as a component of the
competitive grant award for the base parts C, D, and F.

2Fiscal year 2007 funds were the only fiscal year funds awarded under the new competitive
application process when we began our work in January 2008. Each part of the Care Act
has its own defined fiscal year; for example, the fiscal year for Part A funding is March 1 to
February 28, and the fiscal year for Part B funding is April 1 to March 31, but the Part A and
Part B MAI fiscal year is August 1 to July 31.
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HRSA to previously published funding amounts. We provided HRSA
officials with a copy of our tables, and they agreed with our methodology.
We determined that the funding data and case count data were sufficiently
reliable for the purposes of this report.

Additionally, we reviewed HRSA's policies and reporting requirements
under MAI for Part A and B grantees. We interviewed HRSA officials and
staff from selected grantees for Parts A and B to determine how funds
were distributed and how grantees provided oversight. We selected
grantees to interview based on the amount of MAI funding they received
and their location to ensure geographic diversity. We also interviewed staff
from national organizations with HIV/AIDS expertise, including the
National Minority AIDS Council, Kaiser Family Foundation, the National
Alliance of State and Territorial AIDS Directors, and the Communities
Advocating Emergency AIDS Relief Coalition.

To identify the types of services funded under MAI, we conducted a Web-
based survey of Part A grantees, as described above, and interviewed
selected Part A, B, C, D, and F grantees about services they provided
under MAI prior to and after the enactment of RWTMA. There was no
change in the process for awarding MAI funds under Parts C, D, and F, but
we interviewed these grantees to learn about the services they funded. We
reviewed HRSA'’s policies, reporting requirements, and guidance for

Parts A, B, C, D, and F, and we interviewed HRSA officials about
implementation of MAI. Additionally, we reviewed Part A and B MAI
competitive grant applications for fiscal year 2007.

To identify the barriers to minorities obtaining services from HIV/AIDS
programs that were identified by grantees, we reviewed Part A MAI and
Part B MAI competitive grant applications for fiscal year 2007, which
included grantees’ responses regarding barriers minorities face in
accessing HIV/AIDS services. We interviewed staff from selected Part A, B,
C, D, and F grantees to better understand the barriers. We also interviewed
staff from the organizations listed above.

We conducted our work from January 2008 to February 2009 in
accordance with all sections of GAO’s Quality Assurance Framework that
are relevant to our objectives. The framework requires that we plan and
perform the engagement to obtain sufficient and appropriate evidence to
meet our stated objectives and to discuss any limitations in our work. We
believe that the information and data obtained, and the analysis
conducted, provide a reasonable basis for any findings and conclusions.
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Background

MAI, a component of the CARE Act, provides for funds to eligible grantees
with the goal of reducing HIV-related health disparities among minority
populations. HRSA awards MAI grants to Part A, B, C, D, and F grantees
through a competitive process. HRSA provides oversight of these grantees,
while the grantees provide oversight of their service providers.

HRSA Administration of
CARE Act Funding

HRSA primarily awards CARE Act funds to grantees for core medical
services, support services, and education through five primary sections of
the legislation—Parts A, B, C, D, and F. In fiscal year 2007, 22 EMAs and 34
TGAs received grants under Part A; all 50 states, the District of Columbia,
Puerto Rico, and 7 U.S. territories received grants under Part B;"” 354
public and private organizations that provide services directly to
individuals with HIV received grants under Part C; and 90 public and
private organizations that provide services to families in which at least one
member is HIV positive received grants under Part D. For Parts A, B, C,
and D, programs funded by the CARE Act are the payers of last resort for
care." In addition, some Part B funds are used to provide medication for
HIV/AIDS treatment through the AIDS Drug Assistance Program (ADAP)
when annual appropriation laws provide funds exclusively for this
purpose.” Fifteen AIDS education and training centers (AETC), which
provide HIV/AIDS education to health professionals such as nurses and
physicians, received funding under Part F." For all parts of the CARE Act,
grantees may use CARE Act funds to engage service providers that provide
HIV/AIDS services to individuals.

"*The seven U.S. territories and associated jurisdictions that received Part B funding in
fiscal year 2007 were American Samoa, the Federated States of Micronesia, Guam, the
Republic of the Marshall Islands, the Commonwealth of the Northern Mariana Islands, the
Republic of Palau, and the Virgin Islands.

"As the “payer of last resort,” the CARE Act pays for HIV/AIDS services that are not
covered by other resources, such as Medicaid, Medicare, or private insurance. U.S.C.

§§ 300£f-15(a)(6), 300ff-27(b)(7)(F), 300ff-64(f)(1). According to HRSA officials, Part D is a
payer of last resort by operation of HRSA policy.

42 U.S.C. § 300££-28(2)(2)(F).

"There are 11 regional AETCs and 4 national AETCs, which are funded under Part F. One
of the national centers is the National Minority AETC, which receives 100 percent of its
funding from MAL
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CARE Act funding for metropolitan areas, states, and territories is
distributed in the form of base, supplemental, and MAI grants."” CARE Act
grant funding totaled approximately $2.1 billion in fiscal year 2007,

$131.2 million of that amount was MAI grants, representing 6 percent of
overall CARE Act grants. Grantees under Parts A, B, and C must spend at
least 75 percent of their grants for core medical services, while no more
than 25 percent of these funds can be spent for support services.' Table 1
lists core medical service and support service categories.

|
Table 1: Core Medical and Support Services Categories

Core medical service categories Support service categories

Outpatient and ambulatory health services Respite care for persons caring for
persons living with HIV/AIDS

ADAP treatments Outreach services

AIDS pharmaceutical assistance Medical transportation

Oral health care Linguistics services

Early intervention services Referrals for health care and

supportive services

Health insurance premium and cost-sharing
assistance

Home health care

Medical nutrition therapy

Hospice services

Home and community-based health services

Mental health services

Substance abuse outpatient care

Medical case management

Source: HRSA guidance.

Note: According to HRSA officials, HRSA guidance does not provide an exhaustive list of the core
medical and support services that can be provided using CARE Act funds.

"Base funding, also known as formula funding, is awarded based on the number of people
with HIV/AIDS living in the grantee’s jurisdiction, and supplemental funding is awarded on
a competitive basis based on demonstrated need, including criteria such as HIV/AIDS
prevalence. Base and supplemental funds are awarded separately from MAI funds.

18According to HRSA application guidance for the Part A Minority AIDS Initiative Grant
Program (issued April 27, 2007), the 75 percent “core medical services” requirement applies
to MAI funds. However, an EMA/TGA could allocate and spend up to 100 percent of its MAI
funds on support services so long as 75 percent of total Part A funding (base, supplemental,
and MAI funding) is allocated and spent on core medical services.
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In administering the CARE Act, HRSA issues guidance for applying for and
spending MAI grants. HRSA requires MAI grantees to submit reports as a
condition of their grant awards. The reports MAI grantees submit to HRSA
summarize grantees’ MAI activities and include data on individuals served,
services offered, budget allocations, and expenditures. For all parts of the
CARE Act, HRSA provides oversight of grantees but expects grantees to
provide oversight of service providers. (See fig. 1 for HRSA’s role in the
administration and oversight of MAI funds.)
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Figure 1: Administration and Oversight of Ryan White CARE Act Minority AIDS Initiative (MAI) Funds
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Source: GAO analysis of HRSA guidance.
*Ryan White Comprehensive AIDS Resources Emergency Act of 1990, as amended.

*EMAs are eligible metropolitan areas, TGAs are transitional grant areas.

“Service providers are organizations with which grantees contract or award subgrants to provide
services or arrange to have another organization to provide services.

Health Resources and Services Administration.
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Reporting Requirements Federal grantees are required to comply with certain audit requirements

for CARE Act Grantees based upon their total expenditures of federal funding and to submit
certain reports at a frequency determined by the agency awarding the
grant. HRSA requires CARE Act grantees to submit the following reports:

e quarterly payment management reports, which include grantee spending
for the previous 3-month period, and

« afinancial status report, which is required within 90 days of the end of
each grant year and accounts for expenditures under the project that year.

Additionally, HRSA has grant-specific reporting requirements. For
example, Part A and B grantees are required to submit the annual Ryan
White HIV/AIDS Program Data Report, which requires grantees and their
service providers to provide information on

e the number of clients who have received services and demographic
information about these clients,

» the services provided by the grantees’ service providers,
e the number of clients who received HIV counseling and testing, and

 medical information about the clients who received services.

There are also MAI-specific reporting requirements. Each MAI grantee is
required to submit the Minority AIDS Initiative Report, which includes

» the final annual MAI plan due within 90 days of the budget start date each
year and

e the annual progress report.

Grantees that receive Part A and B MAI grants have some additional
reporting requirements since the enactment of RWTMA. Since the
enactment of RWTMA, Part A and B MAI grantees have been required to
submit separate sets of the payment management reports and financial
status reports for their base and supplemental funding.
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MAI Changes Resulting
from RWTMA

MAI grants were first distributed in conjunction with CARE Act funding in
fiscal year 1999. RWTMA added provisions on MAI funding to the CARE
Act, authorizing specific amounts for the purpose of carrying out activities
to evaluate and address the disproportionate impact of HIV/AIDS on, and
the disparities in access, treatment, care, and outcomes for, racial and
ethnic minorities. The amount of CARE Act funds used for MAI grants has
increased from $24 million in fiscal year 1999 to $131 million in fiscal year
2007.

According to HRSA officials, Part A and B MAI funds are to be used to
expand the core medical and support services to minorities that might not
otherwise be provided through the base funding. Part C, D, and F MAI
funds are to be used to expand the number of individuals receiving
services as these individuals may not otherwise be served by non-MAI
funding.

Prior to the enactment of RWTMA, the MAI funds for Part A and B
grantees were awarded according to a formula that solely reflected the
number of living minority AIDS cases in the metropolitan area, state, or
territory receiving funds. These data are referred to as case counts.
RWTMA changed how case counts are defined for other CARE Act
programs to include living HIV cases. For Part A and B MAI grants, HRSA
changed the case counts from the number of living minority AIDS cases to
the number of living minorities with HIV/AIDS for the most recent year
available as reported to CDC.

The CARE Act requires HRSA to award Part A and B MAI grants using a
competitive process. The Part A and B MAI applications, which are
separate from Part A and B base and supplemental applications, require
grantees to describe their local needs and the services they would provide
using MAI funds. HRSA continues to use minority case counts in
determining MAI grant awards, but now does so in combination with
application scores. HRSA officials reported that the agency calculates
Part A and B MAI grant awards based on both the grantee’s application
scores and the minority case count in the metropolitan area, state, or
territory. HRSA application guidance outlines the points awarded for each
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section of the application,” and the impact of a grantee’s performance in
its completion of the application is demonstrated in the MAI funding the
grantee receives. The CARE Act does not specifically require Part C, D,
and F MAI grants to be awarded on a competitive basis or to be awarded
separately from base funds under those parts. HRSA awarded MAI grants
under these parts competitively, as a component of the competitive grant
award for the base Parts C, D, and F. HRSA did this prior to the enactment
of RWTMA and continues to do so.

Barriers to Care

Barriers to HIV/AIDS care can delay or prevent individuals’ timely
entrance into, or continuation of, core medical or support services, thus
reducing the likely success of care. Research shows that minorities, in
general, often receive a lower quality of health care and face barriers to
obtaining health care, including services related to cancer screening,
cardiovascular disease, diabetes, and HIV/AIDS.” Barriers to HIV/AIDS
care can include issues such as histories of substance abuse disorders or
domestic violence. For example, research studies show that individuals
living with HIV/AIDS who also have substance abuse disorders and are
actively using substances are less likely to adhere to medical care.”
Barriers to care, such as lack of transportation to medical care or social
stigma associated with HIV/AIDS, can also affect minority communities.
For example, we have found in previous work that lack of transportation
was found to delay, prevent, or interrupt HIV/AIDS treatment for American
Indian and Alaska Native communities.”” HRSA required MAI applicants to

19Application sections include demonstrated need (grantee description of the severity of
the HIV/AIDS epidemic), impact (description of the use and success of previously funded
MAI programs), evaluation (of progress toward program goals and client-level outcomes),
resources, and administration (description of grantee administration and accountability)
and the budget.

*See Brian Smedley, Adrienne Y. Stith, and Alan R. Nelson, eds., Unequal Treatment:
Confronting Racial and Ethnic Disparities in Health Care (Washington, D.C.: National
Academies Press, 2003), and GAO, Health Care: Approaches to Address Racial and Ethnic
Disparities, GAO-03-862R (Washington, D.C.: July 8, 2003).

21Gregory Lucas et al., “Detrimental Effects of Continued Drug Use on the Treatment of
HIV-1 Infection.” Journal of Acquired Immune Deficiency Syndromes, vol. 27, no. 3
(2001); Nancy Sohler et al., “Type and Pattern of Illicit Drug Use and Access to Health Care
Services for HIV-Infected People,” AIDS Patient Care and STDs, vol. 21, supplement 1
(2007) and Chinazo O. Cunningham et al., “Type of Substance Use and Access to HIV-
Related Health Care,” AIDS Patient Care and STDs, vol. 20, no. 6 (2006).

®See GAO, Indian Health Service: HIV/AIDS Prevention and Treatment Services for
American Indians and Alaska Natives, GAO-08-90 (Washington, D.C.: Dec. 14, 2007).
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The New Competitive
Process for Parts A
and B Altered MAI
Funding Amounts,
Increased
Administrative
Requirements for
Grantees, and
Generally Funded the
Same Initiatives

describe barriers to care for minorities in their jurisdictions as part of their
MAI applications. Eliminating or decreasing barriers is important to the
delivery of comprehensive, integrated, quality HIV/AIDS services.

The new competitive process for Parts A and B resulted in changes in the
amount of funding from what grantees would have received under the old
formula-based process. Grantees that received MAI funding stated that the
administrative requirements of the grant increased significantly in fiscal
year 2007, and some grantees chose not to apply for MAI funds. Grantees
continued funding existing initiatives to reduce health disparities for
minorities rather than funding new initiatives, and grantees generally
provided funding to the same service providers as they had in prior years.

The New Competitive
Process Resulted in
Changes in the Amount of
Funding from What
Grantees Would Have
Received under the Old
Formula-Based Process

The new MAI competitive process resulted in funding amounts that
differed from what grantees would have received under the old formula-
based process that based funding solely on minority case counts. All
Part A and B grantees that applied for MAI funds in fiscal year 2007
received MAI funding.” However, since RWTMA changed the process by
which MAI funds were awarded, some grantees’ MAI grant amounts
differed from what they would have been awarded under the previous
formula-based process.

Prior to RWTMA, a Part A or B grantee’s MAI funding was based on its
share of minority AIDS cases relative to the total number of minority AIDS
cases in all metropolitan areas or states and territories eligible for funds,
and a competitive application was not required. For example, if a Part A
grantee’s minority case count accounted for 4 percent of the total number
of minority AIDS cases in all eligible metropolitan areas, that grantee
would receive 4 percent of the total available Part A MAI funds. The new
competitive MAI process, as implemented by HRSA, considers the

®HRSA officials informed us that one state applied for and was allocated Part B MAI
funding in fiscal year 2007 but returned the funding.
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minority case count in determining a grantee’s MAI award, but does so in
conjunction with the grantee’s MAI application score. Because a grantee’s
MALI application score is considered along with the number of HIV/AIDS
cases in the metropolitan area, state, or territory, there is no longer a one-
to-one relationship between an applicant’s proportion of cases and its
proportion of MAI grant funding. As a result, we found differences
between the amounts many grantees would have received under the old
formula-based process and the amounts they received under the new
competitive process. For example, in fiscal year 2007, Phoenix received
$127,578 (39.8 percent) less than it would have received under the old
formula, while Houston received $154,018 (10.9 percent) more. In addition,
in some cases we found that grantees with a lower number of HIV/AIDS
cases received more funding under MAI than grantees with a higher
number of HIV/AIDS cases because of their competitive scores. Table 2
shows Part A MAI grantees’ fiscal year 2007 funding levels under the
competitive process, and an estimate of what each grantee’s funding level
would have been under the old formula-based process. For Part A MAI, 30
of the 56 grantees received lower funding amounts under the new
competitive process than they would