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Summary & Highlights

The National ADAP Monitoring Project Annual Report
is based on a comprehensive survey of all state and
territorial AIDS Drug Assistance Programs (ADAPs).
The ADAP Monitoring Project is a more than 10-year
effort of the National Alliance of State and Territorial
AIDS Directors (NASTAD) and the Kaiser Family
Foundation. It documents new developments and
challenges facing ADAPs each year, assesses key trends
over time, and provides the latest available data on the
status of these programs. The current report is being
released on the cusp of two significant markers in the
HIV/AIDS epidemic—the 25% year of the first case of
AIDS in the United States and the 10t year since the
advent of highly active antiretroviral therapy (HAART).
Data in this report are primarily from FY 2005 and June
2005; more recent data are provided in select areas. Key
highlights are as follows:

e ADAPs are the nation’s prescription drug safety-net
for people with HIV/AIDS, serving primarily low-
income, uninsured, people of color who have limited
or no access to needed medications. ADAPs act as
the payer of last resort, the “net” which catches people
as they fall through the cracks in the larger U.S. health
care system. With more than 134,000 enrollees, and
96,404 clients served in June 2005 alone, ADAP reaches
approximately one-quarter of all people with HIV/AIDS
in care. Almost two-thirds of clients are people of color,
half have incomes at or below 100% of the Federal
Poverty Level (FPL was $9,570 for a family of one in
2005), and almost three quarters are uninsured.

Profile of ADAP Clients, June 2005

White
36% <100% FPL

50%

African
American
32%
101-200% FPL
30%

LINELTH
26% 201-300% FPL
14%

Unknown/Other 6% >300% FPL 6% Unknown <1%

Race/Ethnicity Income

Notes: American Samoa, the Marshall Islands, New Mexico, and Rhode Island not included in
race/ethnicity and income data; in addition, the District of Columbia, Idaho, Louisiana, the Northern
Mariana Islands, and Puerto Rico were not included in income data. The Federal Poverty Level
(FPL) was $9,570 for a single person in 2005. Percentages may not total 100% due to rounding.

ADAP SNAPSHOT

> Number of ADAPs: 57

> Total ADAP Budget, FY 2005: $1.3 billion

> Federal ADAP Earmark, FY 2005: $765 million
> (lients Served, June 2005: 96,404

> ADAP Drug Spending, June 2005: $102.6 million

e However, the capacity of the ADAP safety-net varies
significantly by state and, ultimately, what one
gets depends on where one lives. ADAP income
eligibility ranges from a low of 100% FPL in one state
to greater than 500% FPL in four. Formulary coverage
also varies from just a few medications in some
states, including one that does not cover any protease
inhibitors, to open formularies in other states.

e The need for HIV-related medications continues to
outstrip their availability, as evidenced by ADAP
waiting lists and other cost containment measures
including limited formularies and restrictive income
eligibility criteria. As of February 2006, nine states
had waiting lists in place, representing close to 800
people and several others had limited access in other
ways. The “fixes” introduced thus far, while alleviating
unmet need for some, have generally been time-
limited; focused on one-time snapshots of the problem;
and/or emergency measures undertaken by select states
(e.g., The President’s ADAP Initiative; supplemental
state general revenue support). This is symptomatic of
the fact that ADAPs are discretionary grant programs,
not entitlements, and therefore dependent on annual
federal appropriations and funding from states and
other sources where available.

e Consequently, as currently configured with budget
limitations, ADAPs will continue to have to make
difficult trade-off decisions between serving more
people with less services or serving less people with
more services.

e Waiting lists and other cost containment measures,
may, therefore, be semi-permanent features of
ADAPs, amidst a growing population of people with
HIV/AIDS in need of medications and rising drug costs.
Indeed, waiting lists have been documented throughout
the course of the National ADAP Monitoring Project




and have been present in some states for months if not
years. Nationally, at least several hundred people with
HIV/AIDS are waiting to obtain medications from
ADAPs at any given point in time.

ADAPs are spending virtually all of their budgets
on direct client services—medications and
insurance coverage. The national ADAP budget from
all sources reached $1.3 billion in FY 2005, almost
all of which supported direct client services. ADAPs
have diversified their funding base to meet increasing
client need over time, as key components of the budget
have slowed in growth (e.g., the Title II earmark) or
decreased/fluctuated over time (e.g., contributions from
the Title II base). Twelve states experienced an overall
decrease in their budgets while 43 had increases.
ADAPs are increasingly relying on state general
revenue support (39 states provided such support in
FY 2005) and manufacturers’ drug rebates (39 states).
Once the smallest component of the national ADAP
budget, drug rebates now represent the third largest
share and, for the first time, were the largest driver of
budget growth over the last fiscal period.

Drug rebates, however, require careful consideration
as a major funding source for ADAPs. Drug rebates
fluctuate regularly and are not necessarily stable or
predictable. Although never intended to fund these
programs, some rebates are mandated by law and
others are voluntary on the part of drug manufacturers.
States must actively track and pursue rebates to receive
them. Despite these factors, drug rebates represent an
important example of collaboration with industry, in
ways that have expanded access to medications over
time.

Two recent events—Hurricane Katrina and Medicare
Part D implementation—provide critical insight into
the role of ADAPs and offer lessons, and questions, for
the future:

— Hurricane Katrina threw into stark relief many of the
structural challenges faced by all ADAPs but also
their ability to serve as a life-line to those in need.
An estimated 21,000 people with HIV/AIDS lived
in the Hurricane affected counties prior to Katrina,
many of whom evacuated. While those states most
directly affected—Louisiana, Mississippi, and
Texas—quickly jumped into action by reaching
out to evacuees with HIV, they also faced such
challenges as: how to account for varying eligibility
criteria and formularies across states as displaced
individuals relocated; the difficulty in transferring
funds to follow people; and questions about the

relative responsibilities of the federal and state
governments in meeting client needs when they cross
state lines.

— Implementation of the new Medicare Part D drug
benefit has also required quick action by ADAPs
on a state-by-state basis in response to a new and
evolving policy framework that is both complex and
untested. For the estimated 17,000 ADAP enrollees
who are also Medicare beneficiaries, most states
have developed policies to coordinate with the new
benefit and help transition clients between programs.
How the new benefit unfolds over time for ADAPs
and their clients, however, remains to be seen, and,
as with other aspects of the AIDS Drug Assistance
Program, will likely vary significantly by state. Key
questions include:

e How will clients fare in states where ADAPs are
not able to pay for Part D co-pays or premiums,
or to provide them with medications when they
find themselves in the Part D coverage gap (the so
called “doughnut hole”) before they reach the new
benefit’s catastrophic coverage level?

e What are the financial implications for ADAPs
that do cover Part D drug co-pays and premiums
and other expenses given that these, by law,
cannot count towards Part D True Out of Pocket
Costs (TrOOP)? Will Part D ease or exacerbate
the budget pressure for some ADAPs?

Number of ADAPs

ADAP Policies Related to Medicare Part D,
as of November 2005

32
29
22
14
I |
T T T T l

Pay Part D Pay Part D Provide Disenroll Collaborative
Premiums Copays Medications Clients Agreement with
During Eligible for SPAP that
Coverage Gap Low Income Covers HIV
Subsidy




¢ Finally, what does all this mean for the current policy
context?  The Administration and Congress are
actively considering the third Reauthorization of
the Ryan White CARE Act, with a heavy focus on
ADAPs. The Administration has released principles
for Reauthorization and the President called for swift
reauthorization in his State of the Union address; his
FY 2007 budget request to Congress emphasized
the need to eliminate ADAP waiting lists. A
Congressional bill to reauthorize the CARE Act has
already been introduced and others are in development.

The National ADAP Monitoring Report offers critical
and timely data to this discussion, underscoring the
increasingly important role played by ADAPs in
serving people with HIV/AIDS throughout the U.S.
as well as the many challenges these programs face.
In particular, the report sheds important light on who
ADAP clients are; the relationship between ADAP
client utilization, drug spending, and funding; current
capacity limitations; and key elements of program and
access variation across the country.

Hurricane Katrina

Hurricane Katrina hit the Gulf Coast on August 29, 2005.
More than 21,000 people with HIV/AIDS were estimated
to be living in the disaster-affected counties of Alabama,
Louisiana and Mississippi prior to Hurricane Katrina, and
many were undoubtedly among those forced to take
refuge elsewhere. As of the end of September 2005,
ADAP and other CARE Act grantees in 27 States and the
District of Columbia had already reported treating more
than 1,500 evacuees with HIV/AIDS. NASTAD estimates
that more than 420 Louisiana ADAP clients alone sought
assistance in other states, primarily Texas, as a result of
their evacuation.

Hurricane Katrina threw into stark relief many of the
challenges already faced by ADAPs and their clients,
particularly concerning differential access across the
country and the lack of transferability of federal ADAP
funding, provided via formula, across state lines. As
such, it offers important lessons for Ryan White CARE
Act Reauthorization. The disaster also demonstrated
how ADAPs can quickly and innovatively adapt to
emergency and changing circumstances to serve people
with HIV in need.

Soon after the Hurricane hit, ADAPs in affected states
quickly responded to identify displaced individuals with
HIV/AIDS and facilitate their access to medications. The
Louisiana ADAP staff, themselves forced to evacuate
to Baton Rouge and beyond, immediately organized
to try to locate their clients throughout the state and
elsewhere. The Texas ADAP prepared to serve evacuees
from New Orleans and other affected areas, and without
guiding legislation, policies, or funding guarantees in
place, decided to accept any evacuee with HIV into
its ADAP. To facilitate this process, the Texas ADAP
created a streamlined one-page application form and
enroliment process. Nearly all ADAPs followed suit,

rushing to accept evacuees into their programs despite
program variations and even capacity challenges across
states—for example, Alabama’s ADAP had a large
waiting list in place but accepted HIV positive evacuees
from other states to avoid any potential interruption in
their antiretroviral therapy.

HRSA worked with ADAPs to the extent possible within
the constraints of the Ryan White CARE Act legislation,
which does not allow for the transfer of federal funds
across states to follow those who evacuated. Instead,
states were encouraged by HRSA to waive their normal
eligibility process and requirements for Ryan White CARE
Act services as permissible under current state policy,
even if client medical records were missing. To date,
no supplemental federal funding has been provided to
ADAPs serving evacuees with HIV, but HRSA has asked
states to track the number of patients treated, their
home location, services provided, and associated costs
as the agency continues to work with the Department of
Health and Human Services to assess additional funding
options.

Finally, some pharmaceutical companies that
manufacture antiretroviral medications agreed to
partner with ADAPs on an emergency basis and
provide in-kind replacement of medications dispensed
to evacuees for the first 30-90 days following the
disaster (the value of these contributions is estimated
to be $150,000-5200,000). »

Sources:

KFF, Fact Sheet: Assessing the Number of People with HIV/AIDS in Areas Affected
by Hurricane Katrina, September 2005; HRSA, Hurricane Relief and Recovery,
Update October 3, 2005. Available at: www.hrsa.gov/katrina/updatehrsal003.
htm; KFF, Report on The Experience of Hurricane Evacuees, forthcoming 2006; KFF,
From the States: Beth Scalco, Louisiana AIDS Director. Interview by Jackie Judd,
9/22/2005: www.kaisernetwork.org/health_cast/hcast_index.cfm?display=detail&h
¢=1522; Texas HIV Medication Program (THMP), News & Updates: www.tdh.state.
tx.us/hivstd/meds/NEWS.htm.=


www.hrsa.gov/katrina/updatehrsa1003.htm
www.hrsa.gov/katrina/updatehrsa1003.htm
http://www.kaisernetwork.org/health_cast/hcast_index.cfm?display=detail&hc=1522
http://www.kaisernetwork.org/health_cast/hcast_index.cfm?display=detail&hc=1522
http://www.tdh.state.tx.us/hivstd/meds/NEWS.htm
http://www.tdh.state.tx.us/hivstd/meds/NEWS.htm

INTRODUCTION

This report of the National ADAP Monitoring Project,
a more than ten-year initiative of the Kaiser Family
Foundation and the National Alliance of State and
Territorial AIDS Directors (NASTAD), provides the
latest data on ADAPs across the country. It is based on
a comprehensive survey of all 57 ADAPs; 53 responded
(see Methodology). In addition to the main survey,
supplemental data collection was conducted to provide
more recent data in select areas. All data are from FY
2005 and June 2005, unless otherwise noted. Detailed
findings are provided below, followed by accompanying
charts and appendices. State-level data are provided in
the appendices and on the Kaiser Family Foundation’s
State Health Facts website: www.statehealthfacts.org/hiv.

BACKGROUND AND OVERVIEW OF ADAPS

The AIDS Drug Assistance Program (ADAP) of
the Ryan White Comprehensive AIDS Resources
Emergency (CARE) Act! has become a critical source
of prescription drugs for low-income people with
HIV/AIDS in the United States who have limited or no
prescription drug coverage. Reaching about one quarter
of people with HIV/AIDS estimated to be receiving
care nationally,2 ADAPs provided medications to more
than 96,000 clients and insurance coverage to thousands
more in the month of June 2005 alone. ADAPs operate
in 57 jurisdictions, including all 50 states, the District
of Columbia, Puerto Rico, the U.S. Virgin Islands, three
U.S. Pacific Territories (American Samoa, Guam and
the Commonwealth of the Northern Mariana Islands)
and one Associated Jurisdiction (the Republic of the
Marshall Islands). In addition to helping to fill gaps in
prescription drug coverage, ADAPs serve as a bridge
between a broader array of healthcare and supportive
services funded by Ryan White, Medicaid, Medicare,
and private insurance. As the number of people living
with HIV/AIDS in the U.S. has increased, largely due
to advances in HIV treatment, and drug prices have
continued to rise, the importance of ADAPs has grown
over time. Today, there are more than one million
people estimated to be living with HIV/AIDS in the
United States.3

As stated in the Ryan White CARE Act, the purpose of
ADAPs is to:

...provide therapeutics to treat HIV disease or
prevent the serious deterioration of health arising
from HIV disease in eligible individuals, including
measures for the prevention and treatment of
opportunistic infections.

ADAPs meet this purpose through two main activities: by
providing FDA-approved HIV-related prescription drugs to
people with HIV/AIDS and by paying for health insurance
that includes HIV treatments. Eligible individuals are
low-income individuals with HIV/AIDS who have limited
or no prescription drug coverage. ADAPs began serving
clients in 1987, when Congress first appropriated funds
($30 million over two years?) to help states purchase AZT,
the only FDA-approved antiretroviral drug at that time.
In 1990, these federally-funded, state administered “AZT
Assistance Programs” were incorporated into the newly
created Ryan White CARE Act under Title II (grants to
states) and became known as “AIDS Drug Assistance
Programs.” The CARE Act has become the nation’s third
largest source of federal funding for HIV/AIDS care, after
Medicaid and Medicare.¢

Key Dates in the History of ADAPs

1987: First antiretroviral, (AZT an NRTI), approved by the
FDA; Federal government provides grants to states to
help them purchase AZT, marking beginning of federally-
funded, state administered “AZT Assistance Programs.”

1990: ADAPs incorporated into Title Il of the newly
created Ryan White CARE Act.

1995: First Reauthorization of CARE Act; first protease
inhibitor approved by FDA, and the highly active
antiretroviral therapy (HAART) era begins.

1996: Federal ADAP earmark created:; firstnon-nucleoside
reverse transcriptase inhibitor (NNRTI) approved by FDA.

2000: Second Reauthorization of CARE Act, changes for
ADAPs include: allowance of insurance purchasing and
maintenance, flexibility to provide other limited services
(e.g., adherence support and outreach), and creation of
ADAP supplemental grants.

2003: NASTAD’s ADAP Crisis Task Force formed to
negotiate with pharmaceutical companies on pricing of
antiretroviral medications; first fusion inhibitor approved
by FDA.

2004: President's ADAP Initiative (PAI) announced,
allocating $20 million in onetime funding outside of the
ADAP system to reduce ADAP waiting lists in ten states.

2005: CARE Act expired on September 30. CARE Act
programs continue operating under current law while
Congress considers the third Reauthorization. »


http://www.statehealthfacts.org/hiv

Since FY 1996, Congress has specifically earmarked
funding for ADAPs within Title II of the CARE Act, which
is allocated by formula to states.”-8 The ADAP earmark
has become the largest component of the overall ADAP
budget. ADAPs may also receive funding from other
sources, including state general revenue support,® funding
from other parts of the CARE Act, and manufacturers’
drug rebates, but these funding sources are highly variable
and largely dependent on state and local policy decisions,
differing ADAP program management strategies, and
resource availability. The Health Resources and Services

Administration (HRSA) of the Department of Health and
Human Services is the federal agency that administers
the CARE Act. Each state operates its own ADAP, and
is given broad authority by the CARE Act to design its
program, including determining client eligibility criteria,
formularies, and other key program elements. Other than
the broad stipulation above about the purpose of ADAPs,
no minimum formulary is required under current law.
Additionally, there is no client income eligibility level
required, although clients must be HIV-positive, low-
income, and under- or uninsured.

Allocation of Federal Funding to ADAPs & State Match Requirements

Each year, Congress specifically earmarks federal funding
for ADAPs within the Ryan White CARE Act. The formula used
to allocate federal earmark funding to states is based on
their proportion of the nation’s estimated living AIDS cases.
Estimated living AIDS cases are determined by the Centers
for Disease Control and Prevention (CDC) and provided to the
Health Resources and Services Administration (HRSA). To
determine estimated living AIDS cases, CDC applies annual
survival weights to the most recent 10 years of reported
AIDS cases.” A jurisdiction’s proportion of estimated living
AIDS cases is applied to the earmark to determine the award
amount. In FY 2005, 57 jurisdictions received federal ADAP
earmark funding.

States with one percent or more of reported AIDS cases during
the most recent two-year period must match (with non-federal
contributions) their Ryan White Title Il award, which includes
the ADAP earmark, according to an escalated matching rate
(based on the number of years in which the state has met the
one percent threshold). States are not required, however, to
use all or even part of the state match for ADAP and the match
may consist of inkind or dollar contributions from the state.

The CARE Act Amendments of 2000 included a new
Supplemental Treatment Drug Grant Program, which awards
grants to states with “severe need.” Three percent of federal
ADAP earmark funding appropriated by Congress is set aside
for ADAP supplemental awards. Award amounts are based
on an eligible jurisdiction’s proportion of estimated living
AIDS cases among those states eligible for and applying to
receive a supplemental grant. This proportion is applied to
the number of dollars available under the supplemental grant
to determine the award amount.

While a three percent set aside of the ADAP earmark is the
basis for ADAP supplemental grants, the “hold harmless”
clause in the ADAP supplemental grant legislation may
require that adjustments be made in ADAP earmark awards
so that each overall state Title Il award is at least equal to
the previous year. [f this is required, those funds are taken
from the three percent set aside for the ADAP supplemental

before awards are made to states. In most recent years,
the total ADAP supplemental amount distributed has been
less than three percent due to this provision within the ADAP
supplemental grant legislation.

States applying for supplemental grants must provide matching
dollars in an amount equal to S1 for each $4 of federal funds
provided in the grant, and the match must be put toward
ADAP (in-kind contributions from the state such as office
space, personnel, and other relevant expenses are allowable
contributions to meet this required match). To be eligible
for supplemental awards, states must have met one of the
following criteria as of January 1, 2000:

W Financial eligibility at or below 200% of the Federal
Poverty Level (FPL);

B Medical eligibility criteria in place (e.g., specific CD4
T-cell count or viral load);

W Limited formulary compositions for antiretrovirals;
and/or

W less than 10 medications on formulary to treat
opportunistic infections.

In FY 2005, of the 27 ADAPs eligible for Supplemental Award
funding, 20 applied; the other eligible jurisdictions did not
apply either because they could not meet the state match
requirement or did not require supplemental funding.

It is important to note that the ADAP fiscal year differs from
the federal and state fiscal year periods. The ADAP fiscal year
begins on April 1 and ends on March 31; the federal fiscal year
begins on October 1 and ends on September 30; for most
states, the state fiscal year begins on July 1 and ends on June
30. For example, the ADAP FY 2005 began on April 1, 2005
and will end on March 31, 2006. The Federal FY 2006 began
on October 1, 2005 and will end on September 30, 2006.
The State FY 2006, in most states, began July 1, 2005 and
will end on June 30, 2006. »

*CDC, “AIDS cases by state and metropolitan area, provided for the Ryan White CARE Act”,
HIV/AIDS Surveillance Supplemental Report 2005. 11(No. 1). Available at: www.cdc.gov/
hiv/STATS/HASRSuppVoll 1Nol.pdf.


http://www.cdc.gov/hiv/STATS/HASRSuppVol11No1.pdf
http://www.cdc.gov/hiv/STATS/HASRSuppVol11No1.pdf

Like all Ryan White CARE Act programs, ADAPs serve
as “payer of last resort;” that is, they provide prescription
medications to, or pay for health insurance for, people
with HIV/AIDS when no other funding source is available
to do so. Demand for ADAPs depends on the size of the
prescription drug “gap” that ADAPs must fill in their
jurisdiction—Ilarger gaps, such as in states that have less
generous Medicaid programs, may strain ADAP resources
further. But ADAPs are discretionary grant programs,
not entitlements,!0 and their funding may not correspond
to the number of people who need prescription drugs or
to the costs of medications. Therefore, annual federal
appropriations, and where provided, state funding and
contributions from other sources, determine how many
clients ADAPs can serve and the level of services they
can provide. For the last several years, ADAPs have been
the only part of the CARE Act to receive federal budget
increases and these increases have helped ADAPs serve
more clients.%!1 Nonetheless, given that ADAPs are an
integral component of the larger Ryan White system, it
is unclear how level funding in other areas of the CARE
Act may affect client access to ADAPs.

DETAILED FINDINGS
CLIENTS, DRUG EXPENDITURES, AND PRESCRIPTIONS

ADAP Clients

e In June 2005, 134,128 clients were enrolled in ADAPs
nationwide, a slight increase over last year’s enrollment
(see Chart 2 and Appendix 1). More clients are
typically enrolled in ADAPs than seek services in
a given month, reflecting changing clinical needs,
different prescription lengths, and fluctuation in the
availability of other resources to pay for medications,
with some individuals cycling on and off ADAP
throughout a year. In June 2005, 72% of those enrolled
received ADAP services.

ADAPs provided medications to 96,404 clients across
the country in June 2005, a three percent increase over
the prior period (see Chart 3).

— While most states experienced increases in clients
served (33 ADAPs) between June 2004 and June
2005, 15 had decreases (see Appendix I).

— In addition to providing medications, ADAPs also
paid for insurance coverage (premiums, co-pays,
and/or deductibles) for 12,311 clients (some of
whom may have also received medications) (see
Appendix XV).

e ADAP clients are predominantly low-income and
uninsured. Most are people of color, and male, and many
have indicators of advanced HIV disease (see Charts 5-9
and Appendices IV-VII). In June 2005:

— African Americans and Hispanics represented 58%
(32% and 26%, respectively) of clients. Asian/Pacific
Islanders, and Alaskan Native/American Indians
combined represented approximately two percent of
the total ADAP population. White non-Hispanics
comprised 36% of ADAP clients.

— More than three-quarters (79%) of ADAP clients were
men and the majority (54%) were between the ages of
25 and 44.

— Eight in ten (80%) were at or below 200% of the
Federal Poverty Level (FPL), including half (50%) at
or below 100% FPL. In 2005, the FPL was $9,570
(slightly higher in Alaska and Hawaii) for a family of
one.

— A majority of ADAP clients (73%) were uninsured,
with few reporting any other source of insurance
coverage—18% private, 13% Medicare, and/or 10%
Medicaid; three percent were dual beneficiaries of both
Medicaid and Medicare.

— Half of ADAP clients (49%) had CD4 counts of 350 or
below at time of enrollment, an indication of advanced
HIV disease.

ADAP Drug Expenditures and Prescriptions

e ADAP drug expenditures were $102,595,753 in June
2005, a six percent increase over the prior period (see
Chart 10).

—If annualized, this represents approximately $1.2
billion, or most (95%) of the FY 2005 national ADAP
budget. When funds used by ADAPs for insurance
purchasing/maintenance are included ($75.4 million
in FY 2005) and all cost recovery accounted for,
estimated annual ADAP spending for direct client
services (medications and insurance coverage) would
total almost the entire ADAP budget from all sources.

— Thirty-two ADAPs had increases in their monthly drug
expenditures; 17 had decreases (see Appendix I).

e ADAPs filled a total of 376,511 prescriptions in June
2005 (see Chart 13 and Appendix III). This represented
a less than one percent increase over the prior period.

e Per capita drug expenditures were $1,064 in June 2005,
an increase of four percent over last year ($1,024 in
June 2004) (see Chart 12). This represents an estimated
$12,768 in annual drug costs per client. Per capita
expenditures in June 2005 ranged from a low of $240 in
Ohio to $1,930 in Maine (see Chart 1).



Most ADAP drug spending is for FDA-approved
antiretrovirals!?2 (89% in June 2005). While this is
in part due to their high utilization, it is also related
to their costs, as they represent a greater share
of expenditures than prescriptions filled (63%).
The 29 “A1” drugs highly recommended for the
prevention and treatment of HIV-related opportunistic
infections!3.14 accounted for three percent of
expenditures and nine percent of prescriptions (see
Chart 13 and Appendices II and III).

The average expenditure per prescription was $272.
It was significantly higher for ARVs ($382) than
non-ARVs ($85). Among ARV drug classes, fusion
inhibitors represented the highest expenditure per
prescription ($1,412), followed by protease inhibitors
($430), nucleoside reverse transcriptase inhibitors
($372) and non-nucleoside reverse transcriptase
inhibitors ($303). “A1” OI drugs were $84 per
prescription filled in June 2005 (see Chart 14).

Trends in Client Utilization and Drug Expenditures

Client utilization has grown significantly since 1996
(202% among the 47 ADAPs reporting data in both
periods), but growth has slowed considerably in recent
years and has never been as high as the rate of increase
in drug expenditures. Between 2004 and 2005, client
utilization increased by three percent (see Chart 4).

Drug spending by ADAPs has increased more than
six-fold (508%) since 1996, more than twice the rate
of client growth (in the same 47 states reporting data
on clients). It too has continued to increase but at
slower rates; between June 2004 and June 2005, drug
spending grew by six percent (see Chart 11).

ELIGIBILITY CRITERIA AND FORMULARIES
ADAP Eligibility Criteria

All ADAPs require that individuals document their
HIV status. Four reported additional clinical eligibility
criteria (e.g., specific CD4 or viral load ranges), one
more state than last year (see Chart 1).

ADAP income eligibility ranges from a low of 100%
FPL in the Northern Mariana Islands to 500% FPL
or more in four states: Maryland, Massachusetts,
New Jersey, and Ohio. Overall, 20 states set income
eligibility at greater than 300% FPL; 19 are between
201% and 300% FPL; and 15 are at or below 200%
FPL (see Chart 15).
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Notes: The 2005 Federal Poverty Level (FPL) was $9,570 (slightly higher in Alaska and Hawaii)
for a household of one. 54 ADAPs reported income eligibility criteria. American Samoa, the
Marshall Islands, and Puerto Rico are not included.

ADAP Formulary Coverage of Approved
Antiretroviral Drugs by State,
as of September 2005
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Islands are not included.




ADAP Formularies

e ADAP formularies vary significantly across the
country, ranging from 19 drugs covered in Guam to
nearly 500 in New York and open formularies!S in four
jurisdictions—Massachusetts, New Hampshire,!® New
Jersey, and the Northern Mariana Islands (see Chart 1).

e While the majority of ADAPs (35) cover all 25 FDA-
approved antiretrovirals on their formularies, 20
ADAPs do not, including one that does not provide any
protease inhibitors (South Dakota). Forty-four ADAPs
cover Fuzeon, the only approved fusion inhibitor for
people with HIV/AIDS (see Charts 1, 16).

e Coverage of medications to prevent and treat
opportunistic  infections and other HIV-related
conditions is also highly variable across the country
(see Charts 1, 17):

— Thirty-three ADAPs cover more than 15 of the
29 drugs highly recommended (“A1”) for the
prevention and treatment of opportunistic infections,
including three that cover all 29 (Massachusetts,
New Jersey, and the Northern Mariana Islands).
Twenty-two ADAPs cover 15 or fewer of these
medications, including one that does not include any
medications for Ols or other HIV-related conditions
on its formulary, and only covers antiretrovirals
(Louisiana). It is important to note that ADAPs
may cover slightly fewer than the full set of highly
recommended OI medications because they cover
equivalent medications, also highly recommended, on
their formularies or have other state-level programs
that can provide these medications.

— Twenty-six ADAPs cover treatments for hepatitis
C (HCV), a major co-morbidity for people with
HIV, that is also considered to be an opportunistic
infection!417 (see Chart 18).

— Twenty-four ADAPs cover Hepatitis A and B
vaccines, which are recommended for those at high
risk for HIV and living with HIV!8 (see Chart 18).

WAITING LISTS AND OTHER COST CONTAINMENT

MEASURES

Waiting Lists

e In February 2006, nine ADAPs had waiting lists in
place, totaling 791 people. Waiting lists have been in
place in some states for several months, if not years,
and the size of waiting lists within and across states
has fluctuated significantly over time (see Charts 19—
21). Based on bi-monthly surveys conducted between
July 2002 and February 2006 (26 surveys overall) (see
Appendix VIII):

ADAPs with Waiting Lists, February 2006
(791 Individuals in 9 States)

[J N. Mariana Islands
I Puerto Rico
[ Virgin Islands (U.S.)

I Waiting lists in place as of February 16, 2006 (791 individuals — 9 states)
CIno waiting list in place

Notes: 55 ADAPs reported waiting list data. American Samoa and the Marshall Islands are not
included.

— Eighteen states reported having a waiting list in
place at some point over the period, including one
(Alabama) that had a waiting list throughout.

— The fewest number of states reporting a waiting list
in any given period was six; the most was 11.

— Twelve ADAPs had waiting lists in 10 or more of the
survey periods.

— The number of people on waiting lists ranged from a
low of 435 to a high of 1,629 (the average was 804).
The highest number of individuals on any one state’s
waiting list was 891 (North Carolina); the lowest was
one (Alaska, Idaho, Montana, and West Virginia).
North Carolina also had the highest average number
of people on its waiting list over the period (337),
followed by Alabama (200). The lowest average was
four in Guam and in Wyoming, respectively.

President’s ADAP Initiative

e The President’s ADAP Initiative (PAI), announced June
2004, provided $20 million in one-time funds targeted
to individuals on ADAP waiting lists in ten states
(AK, AL, CO, ID, IA, KY, MT, NC, SD, and WV).
Clients were first enrolled in October 2004, and the
number of clients receiving medications through the
PAI increased significantly through July 2005, when it
reached its maximum of 1,487. It has since declined as
states were required to transition PAI clients into their
“traditional” ADAPs by the end of December 2005.
Still, as of February 2006, four clients remained on the
PAI who could not be absorbed into their state’s ADAP



ADAP WAITING LISTS

Since the beginning of the AIDS Drug Assistance
Program, many ADAPs have had to make difficult trade-
off decisions between client access and services. In
some cases, states have capped program enrollment
until more resources become available. When enrollment
is capped, the next individual eligible for ADAP who seeks
services cannot get them through the ADAP. States that
have enrollment caps have often turned to waiting lists
in order to facilitate client access when the program can
accommodate them. In February 2006, nine ADAPs had
waiting lists, with a total of 791 individuals.

When an individual is on a waiting list, they may
not have access to HIV-related medications. Or,
they may have access through other mechanisms,
but these are often unstable. Some individuals on
waiting lists can get medications through other state
pharmacy assistance programs, if their state has these
programs, or through pharmaceutical manufacturer
patient assistance programs (PAPs). PAPs, however,
require people to apply often, sometimes as frequently
as every month, and separate applications must be sent
to the manufacturer of each medication needed. For
someone on a multiple drug regimen, this process can
be quite cumbersome and may not provide the full range
of drugs necessary for optimal clinical outcomes.

To date, no state has eliminated current clients from
its ADAP when faced with the need to implement a

waiting list for new applicants. Nevertheless, states
with waiting lists are faced with many challenges, such
as: how to monitor those on waiting lists; how to help
those on waiting lists access prescription drugs through
other programs, if available; whether criteria should be
developed to bring people off waiting lists into services
or whether new clients should be accommodated on a
first come, first serve basis; and what kinds of future
decisions could be made to reduce or eliminate the
need for waiting lists, while least compromising access
for all clients?

In recognition of the challenges waiting lists pose to
ADAPs, in June 2004, President Bush announced the
one-time availability of $20 million for HIV-related drug
therapies, targeted at 10 states with waiting lists at
that time (see box on “President’'s ADAP Initiative”). This
Initiative has served to alleviate the size of waiting lists
in some states while in effect.

It is important to note that waiting lists are but one
measure of unmet need for ADAP services. Some
people who need ADAP services may not be counted
on a waiting list. And, the level of services provided
by ADAPs and the number of clients they serve vary
across the country, so those receiving ADAP services in
a state with a limited formulary may have unmet needs
compared to others receiving services in a state with a
more expansive formulary. D

ADAP COST CONTAINMENT MEASURES AND OTHER STRATEGIES FOR MANAGING COSTS

State ADAPs use a variety of strategies to contain costs.
Some of these strategies may affect client access and
services, whereas others may lead to a more efficient
use of funding enabling ADAPs to serve more people.
Occasionally states must implement cost containment
measures (such as waiting lists) multiple times over the
course of a year, depending on their fiscal situation and
client demand. Cost containment measures used by
ADAPs have included:

B Instituting waiting lists;

B Lowering financial eligibility criteria;

B Limiting and/or reducing ADAP formularies;
|

Limiting access to one or more drugs, including
instituting waiting lists for access to a particular
drug;

M Instituting monthly or annual limits on per capita
expenditures;

B Using drug purchasing strategies (discount programs,
rebates, purchasing alliances and coalitions);

W Using ADAP dollars to pay for insurance coverage
(premiums, co-payments, deductibles) instead of
medications directly;

B Seeking cost recovery through drug rebates and third
party billing; and

B Using non-ADAP Ryan White CARE Act and other funds
(e.g., Title Il Base, state funding) for ADAPs. b



PRESIDENT’S ADAP INITIATIVE (PAI)

On June 23, 2004, President Bush announced the one-
time, immediate availability of $20 million to provide
medications to individuals on ADAP waiting lists in 10
states with waiting lists as of June 21, 2004: Alabama,
Alaska, Colorado, Idaho, lowa, Kentucky, Montana, North
Carolina, South Dakota, and West Virginia. Funding for
1,738 treatment slots (reflecting the number of individuals
on waiting lists at that time) was made available through a
reallocation of Department of Health and Human Services
(DHHS) non-AIDS funding. It was provided to a pharmacy
benefits manager (PBM) to directly serve individuals
within the 10 states, rather than through the state-based
ADAP system. Individuals were only allowed to obtain
medications through the PAl that were included on their
state’s ADAP formulary as of June 21, 2004.

The Health Resources and Services Administration (HRSA),
which coordinates the PAIl, contracted with Bioscrip, Inc.

(see Chart 22 and Appendix IX). In addition, over
the course of the Initiative, other states that were not
originally eligible for the PAI have instituted waiting
lists, and new individuals who were not eligible for the
PAI have been added to ADAP waiting lists.

Other Cost Containment Measures

e In addition to waiting lists, some ADAPs have
instituted other measures to contain costs (see Charts
23 and 24). As of February 2006, nine ADAPs had
such measures in place including:

— Four that had reduced the number of drugs on their
formularies;

— Three with waiting lists for Fuzeon, the only
approved Fusion Inhibitor;

— Two that further restricted eligibility to the program;

— Two limiting annual per client expenditures;

— One that has begun requiring clients to pay cost
sharing (co-payments) in order to participate in the
program;

— One of these nine states also has a waiting list in
place. Five of these states are in the U.S. South.

— An additional nine ADAPs anticipate having to
newly institute cost containment measures during
ADAP FY 2006 (April 1, 2006-March 31, 2007).

ADAP BUDGET

e The national ADAP budget reached $1.3 billion in FY
2005, an increase of 10 percent over FY 2004. Since
FY 1996, the budget has increased more than six-fold
(see Charts 25, 29).
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(formerly Chronimed) to directly purchase and distribute
medications to individuals on waiting lists in the 10
states. Eligible clients first began receiving medications
in October 2004; by July 2005, the number of clients
being served through the PAIl reached its maximum
of 1,487. The PAl initially expired on September 30,
2005; however, Bioscrip received a no-cost extension to
continue serving PAl clients as long as funding remained
available. Following a request by HRSA in September
2005, participating states began transitioning clients onto
their ADAPs or into pharmaceutical patient assistance
programs (PAPs) where available; by February 2006,
only four individuals remained in the program. The PAI
was scheduled to end in March 2006, as funding for the
initiative was not renewed. D

e The ADAP earmark represented the largest share of
the ADAP budget (59%),1° followed by state general
revenue support (19%), and drug rebates (15%). Other
sources of funding each represented two percent or less
of the budget (see Chart 25).

e By definition, all eligible jurisdictions (57) receive
federal ADAP earmark funding based on a formula,
but not all ADAPs receive funding from other sources,
which are often dependent on individual state and
local planning, policy, and/or legislative decisions, as
well as resource availability. In FY 2005, four ADAPs

National ADAP Budget, by Source, FY 2005

Title 11 ADAP

Supplemental

$20,244,082
(2%)

Title |
$17,941,288
(1%)

State
$252,833,455

(19%)
AN

Title 1| Base
$23,089,829
(2%) Other
~— State/Federal
$23,749,243

(2%)

Drug Rebates
$196,472,936
(15%)

Title Il ADAP Earmark
$764,679,401
(59%)

Total = $1.3 Billion

Notes: 53 ADAPs reported all National ADAP Budget data. National ADAP Budget includes FY
2005 federal Title [| ADAP earmark and Title | ADAP supplemental only for American Samoa, the
Marshall Islands, New Mexico, and Rhode Island.




received only ADAP earmark funding (see Chart 26).
The breakdown of other sources of funding across the
country was as follows (see Appendix X):

— Title II ADAP Supplemental Treatment Grants: 20
ADAPs received funding, 37 did not;

— Title II Base Funds: 19 ADAPs received funding, 34
did not;

— Title I EMA Funds: 12 ADAPs received funding, 41
did not;

— State General Revenue Support: 39 ADAPs received
funding, 14 did not;

— Other State/Federal Funds: 13 received funding, 40
did not;

— Drug Rebates: 39 ADAPs received funding, 14 did
not.

Additionally, despite a 10 percent increase in the
national ADAP budget across all ADAPs between FY
2004 and FY 2005, some ADAPs had decreases either
in their overall budget or for specific funding streams
(see Chart 27):

— Overall Budget: 43 ADAPs had increases or level
funding, 12 had decreases;

— Title I ADAP Earmark: 54 ADAPs had increases; 3
had decreases;

— Title 11 ADAP Supplemental Treatment Grants: 3
ADAPs had increases; 17 had decreases;

— Title IT Base Funds: 10 ADAPs had increases or level
funding; 10 had decreases;

— Title I EMA Funds: 9 ADAPs had increases or level
funding, 4 had decreases;

— State General Revenue Support: 32 ADAPs had
increases or level funding, 12 had decreases;

—Drug Rebates: 31 ADAPs had increases or level
funding, 12 had decreases.

The composition of the budget has shifted significantly
since the introduction of the federal ADAP earmark in
FY 1996 (see Chart 28):

— The ADAP earmark has risen from one quarter
(26%) of the budget in FY 1996, the year it began, to
its current share of 59%.

— State general revenue support decreased from 25% in
FY 1996 to 19% in FY 2005 as a share of the overall
budget, but has increased significantly in amount
and has been the second largest source of funding
over the entire period. Such state support is, for the
most part, dependent on individual state decisions
and budgets.

— Drug rebates rose from six percent to 15% of the
budget. The rise of drug rebates as a source of
revenue is an important development that is in part
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ADAP CRISIS TASK FORCE

The ADAP Crisis Task Force was formed by a group
of state AIDS Directors and ADAP Coordinators in
December 2002 to address resource constraints within
ADAPs. NASTAD serves as the convening organization
for the Task Force, which originally consisted of
10 representatives of the largest ADAP programs.
Beginning in March 2003, the Task Force met with the
eight companies that manufacture antiretroviral (ARV)
drugs. The goal of the meetings was to obtain multi-year
concessions on HIV/AIDS drug prices, to be provided to
all ADAPs across the country. Agreements were reached
with all eight manufacturers to provide supplemental
rebates and discounts (in addition to mandated 340B
rebates and discounts—see chart 25), price freezes, and
free products to all ADAPs nationwide. The Task Force
estimated savings of $65 million for ADAPs in 2003.
During 2004, the Task Force expanded its negotiations
to include companies that manufacture high-cost non-
ARV drugs. Additional agreements were obtained
during 2004 and 2005 and previous agreements were
extended and/or enhanced. The Task Force estimated
savings of approximately S90 million for ADAPs in 2004
and $145 million in 2005.

The Task Force also coordinates its efforts with the
Fair Pricing Coalition (a coalition of organizations and
individuals working with pharmaceutical companies
regarding pricing of ARV drugs for all payers) and other
community partners. Current members of the Task
Force include representatives from ADAPs in California,
Florida, Ohio, New Jersey, New York, North Carolina,
Texas, and Utah. »

due to the need for states to seek additional funding
as client demand continues, and to the growing
sophistication of states and the ADAP Crisis Task
Force in working to obtain rebates. Some drug
rebates are dependent on negotiations by individual
states or state coalitions, most of which include the
ADAP Crisis Task Force, and rebate increases are in
part a function of rising drug prices (since rebates
are based on a percentage of drug price).

— Title II base funding and funding from Title | EMAs
each represent much smaller proportions of the
budget today than they did in FY 1996, and were also
the only two funding sources in the national ADAP
budget that were less in FY 2005 than in FY 1996.

Although the ADAP earmark continues to increase,
its growth has slowed over time and it is no longer the
largest driver of national ADAP budget growth. Rebates
were the largest driver of budget growth between FY
2004 and FY 2005, as measured by dollar increase,



followed by state funding and then the earmark.

— The ADAP earmark increased by $36.7 million, or
five percent, over FY 2004 (see Chart 30).

— State funding increased by $26.2 million, or 12%,
over FY 2004 (see Chart 33).

— Drug rebates increased by $50.3 million, or 34%,
reaching their highest level to date (see Chart 34).

— After declining for several years in a row, Title II base
funds allocated by states to ADAPs rose slightly over
FY 2004, to $23.1 million (see Chart 31).

— Contributions from Title I jurisdictions have
fluctuated over time, and decreased by $3.1 million
between FY 2004 and 2005 (see Chart 32)

e State contributions to ADAPs ranged from 0%, in the
12 states that did not provide any state support, to 50%
of the ADAP budget in one state; Title II base funding
ranged from 0% to 40%; Title I funding ranged from
0% to 47%%; ADAP supplemental funding ranged
from 0% to 9%; and drug rebates ranged from 0% to
39% (see Appendix X).

e Cost recovery, reimbursement from other entities for
medications purchased through the ADAP (other than
drug rebates), represented $26.9 million in FY 2005
(see Chart 35). [Note—this category is not included in
the National ADAP Budget].

DRUG PURCHASING MODELS AND INSURANCE
COVERAGE

Drug Purchasing Models

e The federal 340B program enables ADAPs to purchase
drugs at or below the statutorily defined 340B ceiling
price.20 All but three ADAPs participate (see Chart 36
and Appendix XIV).

— ADAPs may purchase drugs either directly from
wholesalers or through retail pharmacy networks and
then apply to drug manufacturers for rebates. As of
June 2005, 30 ADAPs reported purchasing directly;
24 reported purchasing through a pharmacy network
and then seeking rebates.

— Direct purchase ADAPs can choose to participate
in the HRSA Prime Vendor Program,2? which was
created to negotiate pharmaceutical pricing below the
340B price. Seven of the 30 ADAPs that purchase
directly participate in the Prime Vendor Program. One
antiretroviral is currently on the prime vendor list.

— While the prime vendor is only available to ADAPs
that purchase directly, the ADAP Crisis Task Force
has worked with all ADAPs (direct purchasers and
pharmacy network ADAPs) to achieve below 340B

pricing for all antiretrovirals.
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Insurance Purchasing/Maintenance Programs

e The Ryan White CARE Act allows states to use ADAP
earmark dollars to purchase health insurance and pay
insurance premiums, co-payments, and/or deductibles
for individuals eligible for ADAP, provided the
insurance has comparable formulary benefits to that
of the ADAP.21-22 States are increasingly using ADAP
funds for this purpose. Most ADAPs (29, up from
26 last year) reported doing so in 2005, representing
$75.4 million, or nearly double the amount spent in FY
2004. In June 2005, 12,311 ADAP clients were served
by such arrangements, significantly higher than in June
2004 (see Charts 37-38 and Appendix XV).

e These strategies appear to be cost effective—in June
2005, spending on insurance represented an estimated
$513 per capita, about half of per capita drug
expenditures in that month ($1,064). In addition to
ADAPs, other CARE Act (Title I, Title II base) or state
programs may also purchase and maintain insurance
coverage for eligible individuals.

Coordination with Medicare Part D

e The Medicare Prescription Drug, Improvement, and
Modernization Act of 2003 (MMA) added a new
outpatient prescription drug benefit, Part D, to the
Medicare program effective January 1, 2006. An
estimated 17,000 ADAP enrollees are Medicare eligible
(13% of ADAP clients in June 2005 were Medicare
beneficiaries). A subset of these clients is dually
eligible for Medicare and Medicaid (see Appendix VI).

e As the payer of last resort, ADAPs are required by
HRSA to ensure that all Medicare Part D eligible
clients enroll in a Medicare prescription drug plan
(2006 enrollment is to be completed by May 15, 2006).
ADAPs are permitted to coordinate with Medicare
prescription drug plans and, in accordance with state
policy, pay for drug plan premiums, deductibles,
coinsurance, and co-payments.23> However, the MMA
prohibits ADAP funds (whether federal or state) from
being applied toward a beneficiary’s True Out of Pocket
Costs (TrOOP). This means that ADAP enrollees must
incur these costs themselves (costs incurred by a State
Pharmacy Assistance Program on their behalf and co-
pays waived by a pharmacy will count towards TrOOP)
when in the coverage gap before they are eligible to
receive catastrophic coverage under their Medicare
drug plan.2¢ To meet these federal requirements and
maintain appropriate medication coverage for their
clients, most ADAPs have developed policies to
coordinate with the Part D benefit (see Chart 39 and
Appendix XVI). As of November 2005:



— Thirty-two ADAPs report that they will pay Part D
co-payments for their Part D eligible ADAP clients
(these payments will not count toward TrOOP);

— Twenty-two will pay Part D premiums (these payments
will not count toward TrOOP);

— Twenty-nine will pay for all medications on their
ADAP formularies when their Part D clients reach the
coverage gap or “doughnut hole” (these payments will
not count toward TrOOP);

— Fourteen ADAPs will disenroll clients if determined
to be eligible for the Low Income Subsidy (LIS)
available under Medicare Part D (some states are
requiring clients to apply for the LIS to see if they are
eligible);

— Eight ADAPs have collaborative agreements with
their State Pharmacy Assistance Programs (SPAPs)
to provide ADAP Medicare eligible clients with
medications.

CONCLUSION

This report documents the ongoing role of ADAPs in
providing medications to low-income individuals living
with HIV/AIDS in the United States. It also offers insight
into the ways in which ADAPs adapt to policy and other
changes over time, as well as the challenges they face.
Looking forward, perhaps the most significant change
that stands to affect ADAPs is the Reauthorization of the
Ryan White CARE Act. Some of the critical questions
concerning ADAPs in Reauthorization include:

e What is the best way to address waiting lists? Are time-
limited and/or geographically targeted efforts enough to
alleviate unmet need? Should such efforts be channeled
through the existing ADAP structure or parallel to it,
as the PAI has done? Should HRSA have the authority
to use un-obligated CARE Act funds for ADAPs with
waiting lists? Does a heavy focus on ADAP waiting
lists run the risk of missing other ways in which access
varies across the country, such as limited formularies
and restrictive income eligibility criteria?

e Should funding from other parts of the CARE Act be
“tapped” for ADAPs? What would that mean for the
larger CARE Act-supported infrastructure and system? If
ADAPs represent one “leg” in the Ryan White program
chair, will shoring up the ADAP leg more so than others
cause an imbalance that could affect the very clients
who need to find their way to ADAP? Conversely,
will trimming other legs of the chair (e.g., Title I, Title
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IT) also affect clients’ abilities to access ADAP? Or
does bolstering access to medications through ADAP
ultimately produce the largest benefit to clients?

e Should the ADAP Supplemental Treatment Grant
Program (which channels three percent of ADAP
earmark funding to areas with severe need and requires
a state match to receive such funds) be changed or
strengthened to meet the ongoing problem of ADAP
waiting lists and other program limitations? Can this
be done without harming programs that may not face
the same fiscal challenges? Should states with severe
need continue to be required to provide a state match to
receive supplemental funding or does this hinder their
ability to access these funds?

e Should a standard drug formulary be mandated, at
least for FDA-approved antiretroviral therapy and
highly recommended medications for the prevention
and treatment of opportunistic infections? Would such
a standard set a floor that would be difficult for some
states to meet without limiting their programs in other
ways? Could a standard be designed to enable ADAPs to
quickly add newly approved treatments even if they are
more expensive?

e Arc there better ways to help ADAPs assess whether
or not they are getting the best prices for medications?
Should other parts of the CARE Act that currently
purchase medications required to
coordinate purchasing with ADAPs?

for clients be

e How can the lessons learned from the experience of
Hurricane Katrina inform Reauthorization?

Beyond Reauthorization, ADAPs will continue to assess
and adapt to Medicare Part D implementation. As
medication providers, they represent an important nexus
between the new benefit and a group of beneficiaries who
face particularly complex and multiple prescription drug
needs and as such offer a unique perspective on this new
and important national policy. ADAPs will also continue
to adapt to other system changes, particularly changes in
Medicaid and in their state’s fiscal condition.

In addition to ongoing tracking of ADAP client utilization,
drug spending, budgets, and program characteristics over
time, the National ADAP Monitoring Project will continue
to monitor these issues and questions as they unfold.



Methodology

Since 1996, the National ADAP Monitoring Project,
an initiative of the Kaiser Family Foundation (KFF)
and the National Alliance of State and Territorial AIDS
Directors (NASTAD), has surveyed all jurisdictions
receiving federal ADAP earmark funding through the
Ryan White CARE Act. In FY 2005, 57 jurisdictions
received earmark funding and all 57 received the ADAP
survey; 53 responded. American Samoa, The Marshall
Islands, New Mexico, and Rhode Island did not respond;
these jurisdictions represent less than one percent of
estimated living AIDS cases.”

NASTAD distributes the survey to states on an annual
basis. The survey requests data and other program
information for a one month period (June), the fiscal
year, and for other periods as specified. After the survey
is sent out, NASTAD conducts extensive follow-up to
ensure completion by as many ADAPs as possible. Due
to differences in data collection and availability across
ADAPs, some are not able to respond to all survey
questions. Where trend data are presented, only states
that provided data in relevant periods are included. In
some cases, ADAPs have provided revised program data
from prior years and these revised data are incorporated
where possible. Therefore, data from prior year reports
may not be comparable for assessing trends.

Data used in this report are from June 2005 and FY
2005, unless otherwise noted. For example, NASTAD
collects supplemental data on key issues, such as
waiting lists, cost containment measures and Medicare
Part D progress as part of its bi-monthly “ADAP Watch”
survey. Every effort has been made to ensure that the
annual report represents the current status of ADAPs
as reported by survey respondents; however, some
information may have changed between data collection
and this report's release. Data issues specific to a
particular jurisdiction are provided on relevant charts
and tables. »

*CDC, “AIDS cases by state and metropolitan area, provided for the Ryan White
CARE Act,” HIV/AIDS Surveillance Supplemental Report 2005. 11(No. 1). Available
at: www.cdc.gov/hiv/STATS/HASRSuppVol11Nol.pdf.
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Chart 2
ADAP Clients Enrolled and Top Ten States, by Clients Enrolled, June 2005

Number Clients Enrolled,
140,000 - Total = 134,128 State June 2005
120.000 - California 23,264
’ New York 16,404
100,000 - Texas 13,365
80,000 - Florida 13,062
Georgia 7,877
i 96,606

60,000 (Top Ten States) Pennsylvania 5,625
40,000 - New Jersey 5,355
20,000 A llinois 4,811
0 Puerto Rico 3,750
Total Clients Enrolled, Maryland 3,093
June 2005 Total 96,606

Notes: 53 ADAPs reported data on enrolled clients. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not
included.

n June 2005, there were 134,128 clients enrolled in ADAPs across the country. Enrollment varies by state and
is concentrated in certain areas—ten states accounted for 72% of enrollment. In general, these states represent
those with the highest estimated numbers of people living with AIDS, and the concentration of clients within
these states largely reflects the allocation of CARE Act funding based on estimated living AIDS cases.

In any given month, more clients are typically enrolled in ADAPs than seek services. This is because clients

may seek ADAP services at different times of the year, depending on their clinical needs, length of prescriptions,
availability of other resources for obtaining prescription drugs, and other factors. Some individuals cycle on and
off ADAPs throughout the year, particularly those with Medicaid coverage who may face limits in their coverage
in some states and/or are in the spend down process. In June 2005, nearly three-fourths (72%) of those enrolled in
ADAPs received services (see Chart 3 and Appendix I).
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Chart 3
ADAP Clients Served and Top Ten States, by Clients Served, June 2005

Number Clients Served,
100,000 . Total = 96,404 State June 2005

California 18,275
80,000 | New York 12,686
Texas 8,802
60,000 | Florida 8,682
Georgia 4,162
40,000 - 69,334 New Jersey 3,964
(Top Ten States) Puerto Rico 3,750
20,000 - [llinois 3,459
Pennsylvania 3,186
0 - Massachusetts 2,368
Total Clients Served, Total 69,334

June 2005

Notes: 53 ADAPs reported data on clients served. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included.

DAPs provided medications to 96,404 clients across the country in June 2005. Ten states accounted for
72% of all clients served in June 2005, with four states accounting for half (50%) of clients served. The
number of clients served varies considerably by state, ranging from five in Guam to more than 18,000
in California. Between June 2004 and June 2005, client utilization increased by three percent, a smaller
increase than in prior years. Client utilization increased at a slower rate than drug expenditures over the same period.
Thirty-three ADAPs experienced an increase in the number of clients served between June 2004 and June 2005
(see Appendix I).

In addition to providing medications, ADAPs also paid for insurance coverage (premiums, co-pays and/or

deductibles) for 12,311 clients in June 2005 (see Chart 37 and Appendix XV), some of whom may have also
received medications through ADAP.
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Chart 4
Trends in ADAP Client Utilization, 1996-2005

250% -
202%
200% -
>
§ 150% -
= 115%
S 100%
(a1
50% 40%
3%
0% -
1996-2005 1996-2000 2000-2005 2004-2005

Note: 1996—-2005 percent change based on 47 ADAPs reporting in both periods; 1996-2000 and 2000-2005 percent change based on 49 ADAPs
reporting in both periods, respectively; 2004-2005 percent change based on 50 ADAPs reporting in both periods.

he number of clients served by ADAPs increased significantly between 1996 and 2005 (202% among the

47 ADAPs that reported data in both periods), but the rate of growth has slowed over time. Between 2004

and 2005, client utilization increased by three percent (among the 50 ADAPs reporting in both periods).

Growth in the number of clients may reflect several factors including: increases in the number of people
living with HIV/AIDS; increasing client demand due to the availability of more effective therapies; ADAP client
outreach efforts; limits in the availability of other non-ADAP prescription drug services; and increases in funding
available to ADAPs, enabling them to serve more people over time (see Chart 29 for trends in the National ADAP
Budget over time).
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Chart s
ADAP Clients Served, by Race/Ethnicity, June 2005

Native Hawaiian
Pacific Islander
<1 0/o

American Indian/Alaskan
Native

<1 %
Other

1%

Hispanic .
26% Asian

Multi-Racial

Unknown 1%
2%

White
36%

African
American
32%

Notes: 53 ADAPs reported race/ethnicity data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included. Percentages
may not total 100% due to rounding.

frican Americans and Hispanics represented 58% (32% and 26%, respectively) of clients served in June

2005. White non-Hispanics comprised 36%. Asians, Native Hawaiians/Pacific Islanders, and American

Indians/Alaskan Natives combined represented approximately two percent of the total ADAP population

served. The race/ethnicity breakdown of ADAP clients varies by state (see Appendix IV). ADAP client
demographics have remained fairly constant over the course of the National ADAP Monitoring Project, despite
changes in the epidemic within the U.S. Limited national data are available, however, to assess whether or not
ADAPs are serving clients by race/ethnicity in proportion to their need.
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Chart 6
ADAP Clients Served, by Gender and by Age, June 2005

>64

Female 45-64 years old

21%

years old / 2% <2 years old
Male Transgender 41% / <1%
79% - <1%
Unknown ye2a_r;20Id
<% A%
13-24
25-44 years old years old
54% A
Gender Age

Notes: 53 ADAPs reported gender and age data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included.
Percentages may not total 100% due to rounding.

ore than three-quarters (79%) of ADAP clients served in June 2005 were male; approximately one-fifth

were female (21%). Less than one percent of clients served in June 2005 self-identified as transgender

(some ADAPs have just begun to collect data on those identifying as transgender and this client

population may therefore be underreported). The majority of ADAP clients served are between the ages
of 25 and 44 years (54%), followed by those between the ages of 45 and 64 (41%). The gender and age breakdown
of ADAP clients varies by state (see Appendix V).
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Chart 7
ADAP Clients Served, by Income Level, June 2005
Unknown ] 0.3%
>400% W 1%
301-400% _- 5%
201-300% __ 14%
101-200% __ 30%

<100% _ 50%

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

Federal Poverty Level

Percentage of Clients

Notes: 48 ADAPs reported income data. American Samoa, the District of Columbia, Idaho, Louisiana, the Marshall Islands, New Mexico, N. Mariana
Islands, Puerto Rico, and Rhode Island are not included. Percentages may not total 100% due to rounding.

ost ADAP clients are low-income—eight in ten (80%) served in June 2005 were at or below 200% of
the federal poverty level (FPL), including half (50%) at or below 100% FPL (in 2005, the FPL was
$9,570—slightly higher in Alaska and Hawaii—for a family of one). These figures are consistent with
data reported in previous periods (see Appendix VI).
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Chart 8
ADAP Clients Served, by Insurance Coverage, June 2005

Uninsured 73%
Private Insurance __ 18%
%’ Medica?eugjl?\/ﬂgg?ggilg _. 3%
Medicare 13%
Medicaid 10%
OI% 15% 36% 45;% 66% 75;% |

Percentage of Clients

Notes: 48 ADAPs reported data on insurance coverage. American Samoa, Guam, Louisiana, Maine, the Marshall Islands, New Mexico, Puerto Rico,
Rhode Island, and Tennessee are not included. Insurance categories are not mutually exclusive. The overall percentage of clients insured in each
category is calculated separately for each based on reported data.

he majority of ADAP clients (73%) lack any form of private or public insurance. In June 2005, 18% had

private insurance, compared to 15% in June 2004; 13% were covered by Medicare (9% in 2004); and 10%

by Medicaid (7% in 2004). ADAP clients dually eligible for both Medicaid and Medicare represented three

percent of clients served, among the 31 ADAPs that were able to report these data. Insurance coverage of
ADAP clients varies by state (see Appendix VI).
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Chart 9
ADAP Clients by CD4 Count,
Enrolled During 12-Month Period, June 2005

CD4 > 500 31%

CD4 351-500 19%

CD4 Count

CD4 201-350 24%

CD4 <200 25%

I I I I I I I 1
0% 5% 10% 15% 20% 25% 30% 35% 40%

Percent of Clients

Notes: 34 ADAPs reported CD4 count data. Percentages do not total 100% due to rounding.

pproximately half (49%) of ADAP clients had a CD4 count of 350 or less, including 25% with CD4 counts
at or below 200, suggesting that a significant number continue to enroll well into disease progression.
Thirty-one percent of clients had CD4 counts above 500, the same percentage as in the previous year’s
report. CD4 count information, an important marker of health status of people with HIV/AIDS, was
available from 34 ADAPs, representing 86% of ADAP clients served in June 2005, and included data on CD4 count
at time of client enrollment in ADAP for clients enrolled over a 12-month period (see Appendix VII). Higher CD4
counts may represent successful treatment or early intervention efforts. It is important to note that a number of states
require annual re-enrollment for ADAP clients. As a result, these figures do not necessarily represent new clients.
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Chart 10

ADAP Drug Expenditures and Top 10 States, by Expenditures, June 2005

$ Drug Expenditures,
$120,000,000 - State June 2005

Total = $102,595,753 California $21,744,727
$100,000,000 | New York $19,743,999
$80.000.000 Texas $7,179,803
’ ’ Florida $6,034,910
$60,000,000 - New Jersey $5,696,256
$80,133,049 Puerto Rico $4,888,766
$40,000,000 | (Top Ten States) Pennsylvania $4,668,522
Georgia $3,754,677
$20,000,000 llinois $3,570,547
$0 | North Carolina $2,850,842
June 2005 Expenditures Total $80,133,049

Notes: 53 ADAPs reported drug expenditures data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included.

DAP monthly drug expenditures totaled $102,595,753 in June 2005. As with clients served, 10 states

accounted for more than three-fourths (78%) of all drug spending; four states accounted for 53%. These

10 states are primarily the same set that served the majority of ADAP clients. Drug expenditures in

June 2005 ranged from $3,031 in the Commonwealth of Northern Mariana Islands to $21.7 million in
California. Drug expenditures increased by six percent between June 2004 and June 2005, slower than in prior
periods but a higher rate of increase than clients served over the same period. Thirty-two ADAPs had increases in
drug expenditures between the two periods (eight fewer than the previous year) (see Appendix I). In addition to drug
expenditures, 26 ADAPS spent $75.4 million on insurance purchasing/maintenance for ADAP clients in 2005 (see
Chart 37 and Appendix XV).
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Chart 11
Trends in ADAP Drug Expenditures, 1996-2005
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Note: 1996—-2005 percent change based on 47 ADAPs reporting in both periods; 19962000 and 2000-2005 percent change based on 49 ADAPs
reporting in both periods, respectively; 2004-2005 percent change based on 50 ADAPs reporting in both periods.

onthly ADAP drug expenditures have increased significantly since 1996 and at a faster rate than client
growth. Between 1996 and 2005, drug expenditures grew by 508%, more than twice the rate of client
growth over this same period (among the 47 ADAPs reporting in both periods).

As with clients, the rate of growth in drug expenditures has slowed. Between 2004 and 2005, drug
spending increased by six percent (among the 50 ADAPs reporting in both periods).
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Chart 12
Per Capita Drug Expenditures, June 2005

ARVs
89%

All Other

— 9%

“A1” 0Ol
3%

Total Per Capita Spending = $1,064

Notes: 53 ADAPs reported data to determine June 2005 per capita drug spending. American Samoa, the Marshall Islands, New Mexico, and Rhode
Island are not included. Percentages may not total 100% due to rounding.

DAPs spent an average of $1,064 on prescription drugs per client served in June 20035, a four percent
increase over June 2004 per capita spending of $1,024. Antiretroviral (ARV) drugs accounted for most
(89%) of per capita drug expenditures in June 2005. Per capita spending varies significantly by state,
ranging from a low of $240 in Ohio to a high of $1,930 in Maine (see Chart 1). These variations are likely
the result of differing ADAP formularies, purchasing mechanisms, and/or prices paid by ADAPs across the country.
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Chart 13

ADAP Drug Expenditures, by Drug Class, ADAP Prescriptions Filled, by Drug Class,
June 2005 June 2005
Protease Inhibitors Protease Inhibitors
30% 19%

| “A1” Ol
9%

“A17 0l
3% NNRTI

NNRTI

12% )
All Other % Al Other
9% 27%
\ Fusion NRTI Fusion
NRTI ihi
% lnhﬁ}zors 33% \_ Inhibitors
<1%
Total = $102.6 Million Total = 376,511 Prescriptions

Notes: 53 ADAPs reported data on drug expenditures. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included.
Minnesota drug expenditures estimated only. 52 ADAPs reported data on prescriptions filled. American Samoa, the Marshall Islands, New Mexico,
Rhode Island, and Tennessee are not included. Percentages may not total 100% due to rounding.

ntiretrovirals continue to account for the bulk of ADAP drug expenditures (89% in June 2005). Nucleoside

reverse transcriptase inhibitors (NRTIs) accounted for nearly half (46%) of June 2005 expenditures;

followed by protease inhibitors (PIs) at 30%; and non-nucleoside reverse transcriptase inhibitors (NNRTIs)

at 12%. Fusion inhibitors (FIs) accounted for one percent of drug expenditures. The 29 “A1” OI drugs
(those highly recommended for the prevention and treatment of opportunistic infections*) accounted for three
percent of total drug spending. All other drugs accounted for nine percent. The distribution of expenditures by
drug class varies across the states, likely reflecting differing formularies, drug prices, and prescribing decisions (see
Appendix II).

ADAPs filled a total of 376,511 prescriptions in June 2005. As with expenditures by class, ARVs represented the
majority of all prescriptions filled (63%); ARVs represented a smaller proportion of prescriptions filled than of
drug expenditures, reflecting their relatively higher price compared to non-ARV medications. Nucleoside reverse
transcriptase inhibitors accounted for one third (33%) of June 2005 prescriptions filled; followed by PIs at 19%,

and NNRTIs at 11%. Fusion inhibitors accounted for less than one percent of prescriptions filled in June 2005.
Prescriptions for “A1” OI drugs accounted for nine percent. All other drugs accounted for 27%. The distribution of
prescriptions by class varies by state (see Appendix III).

* See: Centers for Disease Control and Prevention. “Guidelines for the Prevention of Opportunistic Infections in Persons
Infected with Human Immunodeficiency Virus.” MMWR 2002; 51(No. RR08):1-46; Centers for Disease Control and Prevention.
“Treating Opportunistic Infections Among HIV-Infected Adults and Adolescents.” MMWR 2004; 53(No. RR15):1-112.

29



Chart 14
ADAP Expenditures Per Prescription, by Drug Class, June 2005
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Notes: 52 ADAPs reported data to determine ADAP expenditures per perscription. American Samoa, the Marshall Islands, New Mexico, Rhode
Island, and Tennessee are not included.

he average expenditure per prescription, across all ADAPs and for all medications, was $272 in June 2005.

Expenditure per prescription was significantly higher for ARVs ($382) compared to non-ARVs ($85). Some

ARV drug classes accounted for higher per prescription expenditures than others, with fusion inhibitors

topping the list at $1,412—more than three times that of PIs ($430), NRTIs ($372), and NNRTIs ($303).
“A1” OI drugs were $84 per prescription filled in June 2005.
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Chart 15
ADAP Income Eligibility by State, as of September 2005
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™ [ ] Guam

-, L] N. Mariana Islands

' HI [] Virgin Islands (U.S.)

B Income eligibility greater than 300% FPL (20 ADAPs)
[1 Income eligibility between 201% FPL and 300% FPL (19 ADAPs)
] Income eligibility at 200% FPL or below (15 ADAPS)

Notes: The 2005 Federal Poverty Level (FPL) was $9,570 (slightly higher in Alaska and Hawaii) for a household of one. 54 ADAPSs reported income
eligibility criteria. American Samoa, the Marshall Islands, and Puerto Rico are not included.

DAP income eligibility is determined at the state level—there is no minimum ADAP income eligibility
threshold set by the federal government, although clients are required to be low-income and must have
limited or no insurance coverage for prescription medications. ADAP income eligibility decisions reflect
budget conditions within the state and the size of the population living with HIV/AIDS needing services.
As aresult of these factors, income eligibility levels for ADAPs vary widely across the country, ranging from a
low of 100% FPL in the Northern Mariana Islands to 500% FPL or more in four states: Maryland, Massachusetts,
New Jersey, and Ohio. Income eligibility was greater than 300% FPL in 20 states; between 201%-300% FPL in 19
states; and at or below 200% FPL in 15 states (see Chart 1).
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Chart 16
ADAP Formulary Coverage of Approved Antiretroviral Drugs
by State, as of September 2005

[ Guam

B N. Mariana Islands
['] Puerto Rico

L] Virgin Islands (U.S.)

I Covers all approved ARVs in all four drug classes, NRTls, NNRTIs, Pls, and Fusion Inhibitor (35 ADAPS)
[ Covers all approved NRTIs, NNRTIs, Pls, but not approved Fusion Inhibitor (3 ADAPs)

['] Covers approved Fusion Inhibitor but not all approved NRTIs, NNRTIs, and Pls (9 ADAPs)

[_] Does not cover approved Fusion Inhibitor or all approved drugs in other classes (8 ADAPS)

Notes: 55 ADAPs reported formulary data for ARV drugs. American Samoa and the Marshall Islands are not included. The protease inhibitor
Aptivus (tipranavir) was approved in June 2005; therefore several states added it to their formularies after September 2005.

DAP formularies (the list of drugs available) vary significantly across the country—there are no
minimum standards for which and how many drugs are included in ADAP formularies although federal
law requires that states use ADAP funds “to provide therapeutics to treat HIV disease or prevent the
serious deterioration of health arising from HIV disease in eligible individuals, including measures
for the prevention and treatment of opportunistic infections.” Formularies range from 19 drugs covered in
Guam to nearly 500 drugs in New York, with open formularies in a small number of ADAPs. The majority of
ADAPs (35) cover the full complement of FDA-approved ARVs on their formularies; 20 do not. All ADAPs
covered most if not all of the approved NRTIs, NNRTIs, and PIs with the exception of South Dakota which did
not provide any PIs. Forty-four ADAPs covered Fuzeon, the only approved fusion inhibitor, up from 42 in last
year’s report (see Chart 1).

32



Chart 17
ADAP Formulary Coverage of Drugs Recommended (“A1”) for
Prevention and Treatment of Opportunistic Infections (0ls)
by State, as of September 2005

[] Guam

B N. Mariana Islands
B Puerto Rico

] Virgin Islands (U.S.)

B Covers all 29 “Al” Ol drugs (3 ADAPS)

B Covers 16-28 “Al” Ol drugs (30 ADAPS)

[ Covers 15 or fewer “Al” Ol drugs (21 ADAPs)
(] Does not cover any “A1” O drugs (1 ADAP)

Notes: 55 ADAPs reported formulary data for "A1" Ol drugs. American Samoa and the Marshall Islands are not included.

s with formulary coverage of antiretrovirals, coverage of medications to prevent or treat opportunistic
infections and other HIV-related conditions is also highly variable across the country. Thirty-three ADAPs
cover more than 15 of the 29 drugs highly recommended (“A1”) for the prevention and treatment of
opportunistic infections, including three that cover all 29 (Massachusetts, New Jersey, and the Northern
Mariana Islands). Twenty-one ADAPs cover 15 or fewer of these medications. One state, Louisiana, did not
cover any “A1” OI drugs (see Chart 1). It is important to note that ADAPs may cover less than the full set of
recommended drugs because they cover equivalent medications, also highly recommended, on their formularies, or
these medications are available from other sources.
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Chart 18
ADAP Formulary Coverage of Hepatitis C Treatments and
Hepatitis A & B Vaccines, as of September 2005

60% -
47%
40% |
26 ADAPs 24 ADAPs
20% |
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Hepatitis C Treatments Hepatitis A & B Vaccines

Notes: 26 of 55 ADAPs report coverage for HCV treatment: Arizona, California, Colorado, Connecticut, Delaware, the District of Columbia, lllinois,
Maryland, Massachusetts, Michigan, Mississippi, New Jersey, New York, N. Mariana Islands, Ohio, Pennsylvania, Puerto Rico, Rhode Island, South
Carolina, South Dakota, Tennessee, Vermont, Virginia, Washington, West Virginia, and Wisconsin. American Samoa and the Marshall Islands did
not report data and are not included. 24 of 55 ADAPs report hepatitis A and B vaccine coverage: Alaska, Arizona, California, Connecticut, Delaware,
Florida, Kentucky, Massachusetts, Michigan, Mississippi, Missouri, New Hampshire, New Jersey, New Mexico, New York, North Dakota, Ohio,
Pennsylvania, South Dakota, Vermont, Virginia, Washington, Wisconsin, and Wyoming. American Samoa and the Marshall Islands did not report
data and are not included.

epatitis A, B, and C infections are important considerations for people with HIV/AIDS, and ADAPs have
begun to play an increasing role in the provision of treatment and vaccines for all three.

Hepatitis C (HCV) is considered to be an opportunistic infection among those with HIV, due to the

relatively high co-infection rate of HIV and HCV.* In September 2005, 26 ADAPs covered treatment for
HCYV on their ADAP formularies, up from 20 in 2004. In early 2005, the ADAP Crisis Task Force negotiated an
agreement with a pharmaceutical company to provide free full-course HCV treatments for up to 1,500 clients in all
ADAP programs. Some states take advantage of this program and thus do not include hepatitis C drugs on their
ADAP formularies. Currently, no national funding infrastructure exists to provide treatment to those infected with
HCYV, and state and local resources for such treatment vary greatly. Without HCV treatment programs, much of the
burden has fallen on ADAPs and other CARE Act programs.

Hepatitis A and B vaccines are recommended for those at high risk for HIV and people living with HIV. In
September 2005, 24 ADAPs reported covering hepatitis A and B vaccines on their formularies.

*See: Centers for Disease Control and Prevention, Frequently Asked Questions and Answers About Coinfection with HIV and
Hepatitis C Virus. Available at http://www.cdc.gov/hiv/pubs/fag/HIV-HCV_Coinfection.pdf (accessed February 9, 2006); Centers
for Disease Control and Prevention. “Treating Opportunistic Infections Among HIV-Infected Adults and Adolescents.” MMWR
2004; 53(No. RR15):1-112. 34
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Chart 19
ADAPs with Waiting Lists, February 2006
(791 Individuals in 9 States)

L] Guam
L] N. Mariana Islands
L Puerto Rico

(] Virgin Islands (U.S.)

I Waiting lists in place as of February 16, 2006 (791 individuals — 9 states)
CIno waiting list in place

Notes: 55 ADAPs reported waiting list data. American Samoa and the Marshall Islands are not included.

s of February 2006, nine states had waiting lists in place, totaling 791 individuals with HIV who could

not gain access to medications through their state’s ADAP, despite meeting its eligibility criteria. Seven of

these nine states have had waiting lists in place for the previous twelve months, and several for much longer

(see Appendix VIII). Four of the nine states are in the U.S. South. In addition to waiting lists, the most
visible representation of unmet need for ADAP services, ADAPs have also sought other ways to limit expenditures
and some may already have quite limited formularies, very low income eligibility requirements, and/or have
instituted further restrictions in these and other areas, even if they do not have an active waiting list in place (see
Charts 1, 15, 16, 17 and 23).
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Chart 20
Number of States with ADAP Waiting Lists
by Survey Period, July 2002—February 2006
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Survey Period

n February 2006, nine ADAPs had waiting lists (totaling 791 people). Data from bi-monthly surveys conducted
between July 2002 and February 2006 (26 surveys overall) indicate that 18 different states reported having

a waiting list in at least one survey period, ranging from a low of six states in one period to a high of 11 in
another. Twelve ADAPs had waiting lists in 10 or more of the survey periods (see Appendix VIII).

36



Chart 21
Number of People on ADAP Waiting Lists
by Survey Period, July 2002-February 2006
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n February 2006, 791 people with HIV/AIDS were on ADAP waiting lists across the country. Waiting lists

have been in place in some states for several months, if not years, and there is significant fluctuation in the

size of waiting lists within and across states over time. Data from bi-monthly surveys conducted between

July 2002 and February 2006 (26 surveys overall), indicate that the number of people on waiting lists ranged
from a low of 435 to a high of 1,629, with an average of 804. The highest number of individuals on any one
state’s waiting list was 891 (North Carolina); the lowest was one (Alaska, Idaho, Montana, and West Virginia).
North Carolina had the highest average number of people on its waiting list over the period (337), followed by
Alabama (200). The lowest average was four each in Guam and Wyoming (see Appendix VIII).
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Chart 22
Number of People on President’s ADAP Initiative (PAI)
by Survey Period, November 2004—February 2006
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he President’s ADAP Initiative (PAI), announced in June 2004, provided $20 million in one-time funds
targeted to individuals on ADAP waiting lists in 10 states (AK, AL, CO, ID, IA, KY, MT, NC, SD, and
WYV) (see description on page 10). The first clients were enrolled in the PAI in October 2004. By
November 2004, 591 individuals were enrolled, with new enrollees added to the initiative through
July 2005. The number of clients receiving medications through the PAI increased significantly through July
2005, when it reached its maximum of 1,487. States were instructed by HRSA’s HIV/AIDS Bureau to begin
transitioning these PAI clients into their “traditional” ADAPs in September 2005 and to have all clients removed
from the PAI by the end of December 2005. Some states were able to absorb the PAI clients into their ADAPs
without reinstating them on waiting lists (through increased state funding and/or other methods); however not all
were able to do so. Four individuals remained on the program in February 2006 (see Appendix IX). The PAI was
scheduled to end in March 2006.
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Chart 23
ADAPs with Current or Planned Cost-Containment Measures
(other than waiting lists), February 2006

[] Guam
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B Cost-containment measures in place (8 states), as of February 16, 2006
I Current cost-containment measures in place and anticipate the need to implement additional measures in FY 2006 (1 state), as of February 16, 2006

[ No cost-containment measures in place but anticipate the need to institute cost-containment measures in FY 2006 (9 states), as of February 16, 2006
(Two states did not wish to be named)

] No cost-containment measures in place or anticipated

Notes: 55 ADAPs reported data on cost-containment measures. American Samoa and the Marshall Islands are not included. The ADAP fiscal year
runs from April 1 through March 31.

s of February 2006, nine ADAPs had cost-containment measures in place, other than waiting lists,

including one that anticipates having to institute an additional measure by the end of the ADAP fiscal

year 2006 (see Chart 1). One of these states also reported having a client waiting list in place. Five of

these states are in the U.S. South. An additional nine ADAPSs anticipate having to newly institute cost-
containment measures in ADAP FY 2006.
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Chart 24
Number of ADAPs with Cost-Containment Measures
(other than waiting lists),
February 2006
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Notes: 55 ADAPs reported data on cost-containment measures. American Samoa and the Marshall Islands are not included. Nine ADAPs reported
having cost-containment measures in place—three have two measures each.

s of February 2006, among the states that reported having a current cost-containment measure in place

other than a client waiting list: four had reduced the number of drugs on their formularies; three had

waiting lists for access to Fuzeon, the only approved Fusion Inhibitor; two further restricted eligibility

to the program; and two reported limiting annual per-client expenditures. One state has begun requiring
ADAP clients to pay cost sharing (co-payments) in order to participate in the program (see Chart 1).
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Chart 25
National ADAP Budget, by Source, FY 2005

Title | Title Il ADAP
State $17,941,288  sypplemental

$252,833,455 (1%) $20,244,082
(19%) (2%)

Other
~__— State/Federal
$23,749,243
(2%)

Title Il Base

$23,089,829
(2%) N

Drug Rebates
$196,472,936
(15%)

Title Il ADAP Earmark
$764.679.401 _—

(59%)

Total = $1.3 Billion

Notes: 53 ADAPs reported all National ADAP Budget data. National ADAP Budget includes FY 2005 federal Title || ADAP earmark and Title || ADAP
supplemental only for American Samoa, the Marshall Islands, New Mexico, and Rhode Island.

n FY 2005, the National ADAP Budget totaled $1.3 billion, up from $1.19 billion in FY 2004 (a 10%

increase). The Title [ ADAP earmark represented the largest share of the ADAP budget, accounting for

$764.7 million, or 59%, of total ADAP funding in FY 2005, a slightly smaller share than last year (61%).

State funding followed at $252.8 million, or 19% (the same share as last year). Title II base funding, other
State and Federal funding, and Title Il ADAP supplemental grants each represented approximately two percent or
less of the total ADAP budget. Title ] EMA funding decreased as a share of the budget in FY 2005 to one percent
compared with two percent in FY 2004 (see Appendix X).

Drug rebates account for a growing share of the ADAP budget over time, reaching $196.5 million or 15% of the
budget in FY 2005. Rebates are an increasingly important source of revenue for ADAPs and were the biggest
driver of the total budget increase between FY 2004 and FY 2005. (Note: ADAP Monitoring Reports prior to
March 2005 did not include drug rebates as part of the national budget; the current and all prior year budgets have
been adjusted to include drug rebates for comparison purposes).

FY 2005 budgets range from $2,360 in American Samoa and the Marshall Islands to approximately $264 million
in California.
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Number of ADAPs

Chart 26
Number of ADAPs, by Budget Source, FY 2005

of

39 39
I I 12
Title [ ADAP Title 1l Title Il Base Title | State Other Drug
Earmark ADAP State/Federal Rebates

Supplemental

Notes: 53 ADAPs reported all National ADAP Budget data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island only included
above in Title Il ADAP Earmark and Title [l ADAP Supplemental. Data for other categories not reported for those jurisdictions.

y definition, all eligible jurisdictions (57) receive federal ADAP earmark funding based on a formula, but

not all ADAPs receive funding from other sources, which are often dependent on individual state and local

planning, policy, and/or legislative decisions, as well as resource availability. In FY 2005, four ADAPs

received only ADAP earmark funding. The breakdown of other sources of funding across the country was
as follows (among the 53 ADAPs reporting data):

* Title [ ADAP Supplemental Treatment Grants: 20 ADAPs received funding, 37 did not;
Title IT Base Funds: 19 ADAPs received funding, 34 did not;
Title | EMA Funds: 12 ADAPs received funding, 41 did not;

 State General Revenue Support: 39 ADAPs received funding, 14 did not;
* Other State/Federal Funds: 13 received funding, 40 did not;
* Drug Rebates: 39 ADAPs received funding, 14 did not.
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Chart 27
Number of ADAPs with Funding Decreases,
by Budget Source, FY 2004-FY 2005

17

Number of ADAPs

Overall  Title Il ADAP Title [ ADAP  Title Il Base Title | State Drug
Budget Earmark  Supplemental Rebates

Notes: 53 ADAPs reported all National ADAP Budget data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island included only in
Title I ADAP Earmark and Title Il ADAP Supplemental.

espite a ten percent increase in the National ADAP Budget across all ADAPs between FY 2004 and FY
2005, some ADAPs had decreases either in their overall budget or for specific funding streams as follows:

Overall Budget: 43 ADAPs had increases or level funding, 12 had decreases;

Title I ADAP Earmark: 54 ADAPs had increases; three had decreases;

Title Il ADAP Supplemental Treatment Grants: 3 ADAPs had increases; 17 had decreases;
Title IT Base Funds: 10 ADAPs had increases or level funding; 10 had decreases;

°

Title | EMA Funds: nine ADAPs had increases or level funding, four had decreases;
 State General Revenue Support: 32 ADAPs had increases or level funding, 12 had decreases;
* Drug Rebates: 31 ADAPs had increases or level funding, 12 had decreases.
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Chart 28
National ADAP Budget, by Source, FY 1996-FY 2005
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he composition of the national ADAP budget has changed since FY 1996, the year in which the Title II

ADAP earmark began. The earmark has grown significantly as a proportion of the budget, rising from 26%

of the budget in FY 1996 to 59% in FY 2005. State funding has declined as a proportion of the national

ADAP budget (25% in FY 1996 and 19% in FY 2005), but has increased significantly in amount and has
been the second largest source of ADAP revenue over the entire period. Manufacturers’ drug rebates have risen from
six percent in FY 1996 to 15% in FY 2005, and are now the third largest source of revenue for ADAPs.

Title II base funding as a proportion of the total ADAP budget has declined markedly, from 25% in FY 1996 to two
percent in FY 2005. Title ] EMA funding has also decreased significantly over time as a share of the budget (13%

in FY 1996 to 1% in FY 2005). Title II base and Title | EMA contributions are the only two funding sources in the
national ADAP budget that were less in amount in FY 2005 than in FY 1996 (see Appendix X).
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Millions of Dollars

Percent Change

Chart 29
The National ADAP Budget, FY 1996-2005
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Notes: 53 ADAPs reported National ADAP Budget data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island included in Title Il
ADAP Earmark and Title Il ADAP Supplemental categories only. Percentages on the National ADAP Budget Rate of Growth graph represent changes

between the two years indicated, not aggregate changes since FY 1996.

he national ADAP budget grew to $1.3 billion in FY 2005, a $113 million or ten percent increase over the

prior year (see Appendix XI). Since FY 1996, the first year of the National ADAP Monitoring Project and

the year in which highly active antiretroviral therapy (HAART) emerged as the new standard of care, the

national budget has increased by more than six-fold (a 548% increase). The budget has grown each year
since 1996, but generally at slower rates since an initial growth spurt between 1996 and 1997; since 1999, the annual
rate of increase has ranged between nine and twelve percent.
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Millions of Dollars

Percent Change

Chart 30
Title 1l ADAP Earmark, FY 1996-2005
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Notes: Includes data from all 57 ADAPs. Percentages on the ADAP Earmark Rate of Growth graph represent changes between the two years
indicated, not aggregate changes since FY 1996. ADAP Earmark does not include ADAP Supplemental Funds set-aside from FY 2001-FY 2005.

he Title I ADAP earmark represents funding appropriated each year by Congress under Title II of the CARE

Act that is specifically designated for ADAPs. The earmark—the largest component of the national ADAP

budget—grew by $36.7 million (5%) between FY 2004 and 2005, to $764.7 million, the second year at its

smallest increase since it began (see Appendices X and XII). Note: ADAP supplemental awards are counted
separately in this report. (see page 5 for description).
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Millions of Dollars

Percent Change

Chart 31
Title 1l Base Funding, FY 1996-2005
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Notes: 53 ADAPs reported Title || Base Funding data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included.
Percentages on the Title I/ Base Funding Rate of Growth graph represent changes between the two years indicated, not aggregate changes since FY
1996.

tates receive CARE Act Title II base funds (funds through Title II other than those earmarked for ADAP)
based on a formula and they are not required to allocate these funds to ADAPs, although historically
many states have found this necessary to fill the gap of the ADAP earmark awards and need (see page 5
for description). Title II base funds allocated by states to ADAPs declined each year between FY 1999
and FY 2004. In FY 2005, Title II base funds rose slightly over FY 2004 to $23.1 million. In FY 2005, 19 states
allocated Title II base funds to their ADAPs, down from 20 in FY 2004 (see Appendices X and XII). As noted in
previous reports, declines in Title II base funding provided to ADAPs may be related to a state’s overall Title II base
award amount or its decision to fund other services allowable under Title II base funds, including primary care,
mental health care, substance abuse treatment, and supportive services to maintain clients on HAART and improve
their drug adherence. In addition, states have greater flexibility to spend Title II base funding in other ways (due
to changes made during prior reauthorizations of the CARE Act) and may also use these funds for cost-effective
insurance purchasing and continuation programs.
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Chart 32
Title | EMA Funding, FY 1996-2005
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Notes: 53 ADAPs reported Title | funding data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island did not report data, although
they do not have Title | areas within their borders. Percentages on the Title | EMA Funding Rate of Growth graph represent changes between the two
years indicated, not aggregate changes since FY 1996.

hile states make decisions regarding allocation of state general revenue funds (other than matching
requirements for ADAP supplemental funding) and Title II base funds to ADAPs, local Ryan White
HIV Services Planning Councils make allocation decisions regarding Title I funds. In FY 2005, 12
Title I Eligible Metropolitan Areas (EMAs) contributed a total of $17.9 million to their states’ ADAPs
to purchase medications for clients living within the Title | EMA. FY 2005 ADAP contributions from Title | EMASs
decreased by $3 million, or 15%, from FY 2004. These voluntary Title I contributions to ADAP represented one
percent of the national ADAP budget, a slight decrease over last year (2% in FY 2004) (see Appendices X and XII).
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Chart 33
State Funding, FY 1996-2005
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Notes: 53 ADAPs reported state funding data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included. Percentages
on the State Funding Rate of Growth graph represent changes between the two years indicated, not aggregate changes since FY 1996.

tate general revenue funding for ADAPs reached $252.8 million in FY 20035, an increase of $26.2 million or
12% over FY 2004. State funding for ADAPs is the second largest component (19%) of the ADAP budget.
Thirty-nine states contributed general revenue funds to ADAP in FY 2005, compared to 40 in FY 2004 (see
Appendices X and XII). State funding for ADAPs varies significantly across the country, ranging from
0% of their overall budget in those states that do not contribute to a high of 50% (Wyoming) in FY 2005 (see Chart
1 and Appendix X). Some states are required to match a portion of their federal ADAP funding (see page 5 for
description).

49



Chart 34

Drug Rebates, FY 1996-2005
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Notes: 53 ADAPs reported drug rebate data. American Samoa, the Marshall Islands, New Mexico, and Rhode Island are not included. Percentages
on the Drug Rebates Rate of Growth graph represent changes between the two years indicated, not aggregate changes since FY 1996.

anufacturers’ drug rebates totaled $196.5 million in FY 2005, an increase of $50.3 million, or 34%,

over FY 2004. Funding from rebates is now the third largest component of the ADAP budget (15%),

after the federal earmark and state funding (see Appendices X and XII). This was the first year in

which rebates experienced the largest increase of any component of the budget. Drug rebates may
be voluntary (such as those negotiated with manufacturers and the ADAP Crisis Task Force—see page 11 for
description), mandated by state law, or mandated and available to ADAPs as 340B entities. The mandated 340B
discounts for ADAPs are realized by direct purchase states at the time medications are purchased and are not
reflected in estimated rebates (see Chart 36 and Appendix XIV).
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Chart 35
Cost Recovery and Other Cost Saving Mechanisms
(Excluding Drug Rebates), FY 2005

Manufacturer’s Free
[ Products
$1,942,403
(7%)

Medicaid ——
$5,701,219
(21%)

Other
$7,840,367
(29%)

Private Insurance
$11,401,274
(42%)

Total
$26,885,263

Notes: 18 ADAPs reported data from cost recovery or other cost savings mechanisms. Manufacturers’ drug rebates are not included here. Cost
recovery and other cost saving mechanisms are not included in the National ADAP Budget. Percentages may not total 100% due to rounding.

ost recovery represents reimbursement to ADAPs from other entities for medications purchased through
the ADAP. Cost recovery from sources other than rebates represented $26.9 million to ADAPs in FY
2005. Private insurance recovery, in which an ADAP receives reimbursement from insurance providers
for medications purchased for their clients, represents the primary recovery source. However, it decreased
significantly as a proportion of total cost recovery compared to FY 2004 ($11.4 million, or 42% in FY 2005 vs.
69% in FY 2004). Insurance recovery from Medicaid represents $5.7 million, or 21% of ADAP cost recovery.
Other recovery ($7.8 million, or 29%) includes income received from sources such as other state public assistance
programs, cost sharing, and state carryover from previous state fiscal years. These contributions made up a
much larger proportion of total cost recovery compared to FY 2004 (29% in FY 2005 vs. 16% in FY 2004) (see

Appendix XIII).
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Chart 36

ADAP Drug Purchasing Mechanisms, Direct Purchase ADAPs Participating in
FY 2005 HRSA Prime Vendor Program,
FY 2005
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Notes: 54 ADAPs reported drug purchasing mechanism data. American Samoa, the Marshall Islands, and Rhode Island did not report data.

he Section 340B Drug Discount Program, authorized under the Veterans’ Health Care Act of 1992, allows certain U.S.

Public Health Service covered entities, including ADAPs, to access at least the same drug price discounts as Medicaid.

Participation in the 340B program is not mandatory but is strongly encouraged by HRSA, and all but three ADAPs

participate (51 of the 54 jurisdictions reporting data; the District of Columbia, Guam, and the Northern Mariana Islands do
not participate). States that participate in the 340B program may purchase drugs either directly from wholesalers or through retail
pharmacies and then apply to drug manufacturers for rebates. As of June 2005, 30 ADAPs reported using a direct purchase option
and 24 reported purchasing through a pharmacy network and then seeking rebates (see Appendix XIV).

Direct purchase ADAPs may choose to enroll and purchase drugs with negotiated supplemental discounts via the HRSA
Prime Vendor Program. The “prime vendor” is an entity that negotiates with manufacturers on behalf of a group of
purchasers, in this case 340B covered entities, to achieve sub-340B prices. The prime vendor negotiates up-front price
discounts only, and as a result, only direct purchase covered entities can participate in this program. Because the group has
larger purchasing power than any one entity, the prime vendor can theoretically achieve greater discounts. Seven of the 30
direct purchase ADAPs reported being enrolled in the HRSA Prime Vendor Program in June 2005 (see Appendix XIV). As
of March 2006, only one antiretroviral HIV drug, Epzicom, was included on the list of drugs with negotiated supplemental
discounts through the prime vendor. While the prime vendor is only available to ADAPs that purchase directly, the ADAP
Crisis Task Force has worked with all ADAPs (direct purchasers and pharmacy network ADAPs) to achieve below 340B
pricing for all antiretrovirals.

For ADAPs that choose not to participate in the 340B program, HRSA requires that they show that they are receiving 340B

or better prices/rebates on formulary drugs through other means. The District of Columbia purchases drugs through the
Department of Defense, allowing it to access the Federal Ceiling Price, a lower price only available to certain federal purchasers.
The Northern Mariana Islands ADAP purchases drugs through the Veterans Affairs (VA) pharmacy prime vendor program.

States have other options for achieving lower drug prices. For example, several states that participate in the 340B program
also have state laws or their own negotiation processes that result in prices lower than 340B ceiling prices. In addition, the
ADAP Crisis Task Force has been successful in negotiating prices lower than 340B ceiling prices for all states; the Task Force
estimates that these negotiations led to an additional $145 million in supplemental rebates and discounts in FY 2005 (see page
11 for description).

For more information on ADAP drug purchasing mechanisms, see NASTAD/KFF/ATDN, AIDS Drug Assistance Programs—
Getting the Best Price?, April 2002. Available at: http://www.kff.org/hivaids/loader.cfm?url=/commonspot/security/getfile.
cfim&PagelD=14159. 5


http://www.kff.org/hivaids/loader.cfm?url=/commonspot/security/getfile.cfm&PageID=14159
http://www.kff.org/hivaids/loader.cfm?url=/commonspot/security/getfile.cfm&PageID=14159

Chart 37
Clients Served in Insurance Purchasing/Maintenance Programs,
2002-2005 (June)
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Notes: 29 ADAPs reported insurance purchasing/maintenance program data. Includes purchasing health insurance and paying insurance premiums,
co-payments, and/or deductibles.

he Ryan White CARE Act allows states to use ADAP earmark dollars to purchase health insurance and/or

pay insurance premiums, co-payments and/or deductibles for individuals eligible for ADAP, provided the

insurance has comparable or improved formulary benefits to that of the state ADAP. Twenty-nine states

(up from 26 states in FY 2004) reported using ADAP funds for this purpose, representing $75.4 million.
This is nearly double the amount spent in FY 2004 (see Appendix XV). In June 2005, an estimated 12,311 ADAP
clients were served by these ADAPs under such arrangements, approximately 5,000 more clients than in June 2004
(some of these clients may have also received medications through ADAP). Insurance purchasing and maintenance
strategies appear to be cost effective—in June 2005, spending on insurance represented an estimated $513 per capita,
significantly less than per capita drug expenditures in that month ($1,064).

53



Chart 38
ADAP Coverage of Insurance Premiums, Co-Payments, and/or Deductibles,
June 2005
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Notes: 53 ADAPs reported whether or not they utilized ADAP funds to purchase/maintain insurance. American Samoa, the Marshall Islands, New
Mexico, and Rhode Island did not report and are not included.

majority of ADAPs (29) report using ADAP earmark funds to purchase health insurance and/or pay
insurance premiums, co-payments and/or deductibles for individuals eligible for ADAP (see Chart 37 and
Appendix XV).

54



Chart 39
ADAP Policies Related to Medicare Part D, as of November 2005
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he Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA) added a new

outpatient prescription drug benefit, Part D, to the Medicare program effective January 1, 2006. An

estimated 13% of ADAP clients are Medicare eligible (representing more than 12,000 clients who used

services in June 2005, and more than 17,000 of all enrolled clients). A subset of these clients is dually
eligible for Medicare and Medicaid.

ADAPs are required by HRSA to ensure that all Medicare Part D eligible clients enroll in a Medicare prescription
drug plan. ADAPs are permitted to coordinate with Medicare prescription drug plans and pay for drug plan
premiums, deductibles, coinsurance, and co-payments. However, the MMA does not allow ADAP funds (either
federal or state) to be applied to True Out of Pocket Costs (TrOOP), the costs clients must incur before reaching
catastrophic coverage thresholds under Part D. To meet these federal requirements and maintain appropriate
medication coverage for their clients, most ADAPs have developed policies to coordinate with the Part D benefit.

Thirty-two ADAPs will pay Part D co-payments for their Part D eligible ADAP clients; 22 will pay Part D
premiums; 29 will pay for all medications on their ADAP formularies when their Part D clients reach the coverage
gap (so called “doughnut hole”); 14 ADAPs plan to disenroll clients from their ADAPs if determined to be eligible
for the Low Income Subsidy available under Medicare Part D; and eight ADAPs have collaborative agreements with
their State Pharmacy Assistance Programs (SPAPs) to provide ADAP Medicare eligible clients with medications (see
Appendix XVI). Some ADAPs, while not paying for wrap-around services, will continue to provide drugs on their
formulary to Medicare eligible clients who are not eligible for the Low Income Subsidy.

It should be noted that these policies are current as of November 2005 and ADAPs may change their coordination
plans as the benefit is implemented.
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Chart 40

ADAP Clients Served in June 2005 ADAP Clients Served in June 2005
Who Reside within Title | EMAs, Who Reside within Title | EMAs,
in 29 States with EMAs All States
(or portions of EMAs)
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21% Outside EMAs
27%

Within EMAs Within EMAs
79% 73%
Note: EMA clients in North Carolina, Puerto Rico, and Wisconsin are not Note: American Samoa, the Marshall Islands, New Mexico, North
included, nor are clients in any states without EMAs. Carolina, Puerto Rico, Rhode Island, and Wisconsin are not included.

itle I of the CARE Act provides funding for health care and supportive services to Eligible Metropolitan

Areas (EMAS) that report at least 2,000 AIDS cases during the previous five years and have a population of

at least 500,000. There are a total of 51Title | EMAS in 29 states across the country; five have only a portion

of an EMA in their state, with the Title I grantee located in an adjacent state. In June 2005, 26 states with
Title I EMAS reported that 79% of their ADAP clients resided within a Title I jurisdiction. Seventy-three percent of
all ADAP clients served in June 2005 resided within a Title I. These concentrations reflect the epidemic’s continued
impact in urban, highly populated areas of the country as well as the ADAP earmark funding allocation to states
based on estimated living AIDS cases (see Appendix X VII).
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Appendix |

Total Clients Enrolled/Served, Expenditures and
Prescriptions Filled in June 2004 and June 2005
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Appendix I

ADAP Drug Expenditures, by Class, June 2005
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Appendix I
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Race/Ethnicity of ADAP Clients Served, June 2005



Appendix IV
Race/Ethnicity of ADAP Clients Served, June 2005

June 2005 Al White/ Native American
une rican ite — . Hawaiian i ilRant
State Clients American Non-Hispanic Hispanic Asian :’a:i fial: / A'T:;i:{l Multi-Racial Other Unknown
Islander Native
Alabama 915 65% 23% 12% 0% 0% 0% 0% 0% 0%
Alaska 37 8% 73% 16% 3% 0% 0% 0% 0% 0%
American Samoa NR NR NR NR NR NR NR NR NR NR
Arizona 918 6% 59% 33% 1% 0% 1% 0% 0% 0%
Arkansas 272 32% 63% 3% 1% 0.3% 0% 0% 0% 1%
California 18,275 12% 43% 39% 3% 0.1% 0.3% 2% 0% 2%
Colorado 1,045 13% 59% 24% 0% 0% 0% 0.1% 4% 0%
Connecticut 1,205 36% 40% 23% 0.6% 0.1% 0.3% 0% 0% 0%
Delaware 249 60% 33% 1% 0% 0% 1% 2% 2% 2%
District of Columbia 726 80% 9% 8% 0.1% 0% 1% 0% 0% 2%
Florida 8,682 35% 26% 28% 0.4% 0.1% 1% 0.1% 10% 0.1%
Georgia 4, 162 63% 29% 4% 0.3% 0% 0% 1% 0% 3%
Guam 5 0% 0% 0% 0% 100% 0% 0% 0% 0%
Hawaii 211 3% 53% 9% 15% 18% 1% 1% 0% 0%
Idaho 76 1% 80% 15% 0% 0% 4% 0% 0% 0%
Illinois 3,459 40% 34% 24% 1% 0% 0% 0% 0.2% 1%
Indiana 62 13% 65% 18% 5% 0% 0% 0% 0% 0%
lowa 161 14% 70% 14% 2% 0% 0% 0% 0% 0%
Kansas 315 22% 65% 13% 0% 0% 0.2% 0% 0% 0%
Kentucky 401 26% 69% 5% 0% 0% 0% 0% 0% 0%
Louisiana 1,704 60% 36% 3% 0% 0% 0% 0% 0% 0%
Maine 43 5% 90% 5% 0% 0% 0% 0% 0% 0%
Marshall Islands NR NR NR NR NR NR NR NR NR NR
Maryland 2,301 65% 19% 5% 1% 0.2% 0.2% 0.1% 8% 2%
Massachusetts 2,368 26% 47% 21% 2% 0% 1% 1% 3% 0%
Michigan 1 337 39% 52% 6% 1% 0% 1% 0% 0% 1%
Minnesota 726 24% 55% 13% 2% 0.3% 1% 0.3% 0% 5%
Mississippi 772 73% 25% 0% 1% 0% 0.1% 0.4% 0% 0%
Missouri 1,200 40% 57% 1% 0.3% 0.3% 0.4% 0.1% 0% 1%
Montana 49 2% 88% 0% 0% 0% 10% 0% 0% 0%
Nebraska 265 20% 58% 19% 1% 1% 1% 0% 0% 0%
Nevada 704 19% 54% 22% 3% 0% 1% 0% 0% 1%
New Hampshire 137 1% 69% 15% 0% 0% 1% 0% 4% 0%
New Jersey 3,964 49% 23% 25% 1% 0.1% 0% 0% 0% 2%
New Mexico NR NR NR NR NR NR NR NR NR NR
New York 1 2,686 35% 30% 28% 2% 0.1% 0.4% 0% 0% 4%
North Carolina 1,887 54% 34% 10% 0.2% 0.1% 1% 0% 1% 0%
North Dakota 33 18% 73% 0% 0% 0% 9% 0% 0% 0%
N. Mariana Islands 6 0% 0% 0% 0% 100% 0% 0% 0% 0%
Ohio 1,371 29% 62% 5% 1% 0% 1% 0.1% 2% 0%
Oklahoma 611 16% 1% 6% 1% 0% 7% 0% 0% 0%
OI'EQOH 1 ,028 6% 73% 15% 1% 0% 1% 3% 0% 0%
Pennsylvania 3,186 40% 43% 9% 1% 0% 0.3% 0% 1% 7%
Puerto Rico 3,750 0% 0% 100% 0% 0% 0% 0% 0% 0%
Rhode Island NR NR NR NR NR NR NR NR NR NR
South Carolina 1,793 67% 26% 3% 0.4% 0% 0.1% 3% 0% 0.1%
South Dakota 59 20% 67% 3% 2% 0% 8% 0% 0% 0%
Tennessee 346 52% 45% 0% 0% 0% 0% 0% 3% 0%
Texas 8,802 28% 35% 34% 1% 0% 0.2% 0% 0.2% 1%
Utah 225 9% 57% 27% 1% 0% 1% 2% 0% 5%
Vermont 136 7% 86% 4% 1% 0% 1% 2% 0% 0%
Virgin Islands (U.S.) 57 65% 10% 25% 0% 0% 0% 0% 0% 0%
Virginia 1,781 53% 33% 7% 1% 0% 1% 0% 0.2% 6%
Washington 1 ,1 94 12% 55% 16% 1% 1% 2% 4% 1% 8%
West Virginia 183 13% 85% 0% 2% 0% 0% 0% 0% 0%
Wisconsin 477 26% 66% 5% 1% 0% 2% 0% 0% 0%
Wyoming 47 7% 1% 12% 1% 0% 2% 6% 0% 0%
Total 96,404 32% 36% 26% 1% 0.1% 0.4% 1% 1% 2%

NR indicates data not reported. Percentages may not total 100% due to rounding.
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Appendix V

Gender and Age of ADAP Clients Served, June 2005

June Gender Age
State c'LI’_““5 Ml Female | 1S | o <2Years | 2-12 | 13-24 | 25-44 | 45-64 >64 Age
ients 2e emale | gender | U™MOWN | “o1g | Years Old | Years OId | Years Old | Years Old | Years Old | Unknown
Alabama 915 74% 26% 0% 0% 0% 0% 12% 61% 28% 0% 0%
Alaska 37 70% 30% 0% 0% 0% 0% 3% 57% 40% 0% 0%
American Samoa NR NR NR NR NR NR NR NR NR NR NR NR
Arizona 918 88% 12% 0% 0% 0% 0% 1% 56% 39% 4% 0%
Arkansas 272 78% 21% 04% 0% 0% 0% 0% 66% 32% 2% 0%
California 18275 1% %% 04% 0% 0% 0% % 56% 0% % 0%
Colorado 1045 7% 2% 06% 0% 0% 0% 2% 57% 39% % 0%
Connecticut 1205 2% 28% 0% 0% 0% 0.3% 1% 45% 50% 3% 0%
Delaware 249 70% 20% 0% 1% 0% 0% % 48% 46% 2% 0%
District of Columbia 726 80% 20% 0% 0% 0% 0% 2% 51% 44% % 0%
Florida 8,682 2% 27% 03% 0% 0% 0% 2% 54% 41% % 0%
Georgia 4162 76% 24% 01% 01% 0% 0% 2% 56% 40% 2% 0%
Guam 5 80% 20% 0% 0% 0% 0% 20% 40% 40% 0% 0%
Hawaii 211 93% % 0% 0% 0% 0% 0% 43% 53% 4% 0%
Idaho 76 84% 16% 0% 0% 0% 0% 3% 7% 46% 4% 0%
llinois 3459 83% 16% 0% 0.1% 0% 0% 2% 57% 37% 3% 0%
Indiana 62 74% 26% 0% 0% 0% 0% 6% 69% 6% 18% 0%
lowa 161 81% 19% 0% 0% 0% 1% 1% 56% 40% 2% 0%
Kansas 315 82% 17% 1% 0% 0% 1% 1% 57% 40% 1% 0%
Kentucky 401 84% 16% 0% 0% 0% 0% 0% 52% 46% 2% 0%
Lovisiana 1704 7% 23% 0% 0% 1% 0% 2% 52% 2% 3% 0%
Maine 43 83% 17% 0% 0% 0% 0% 1% 39% 56% 4% 0%
Marshall Islands NR NR NR NR NR NR NR NR NR NR NR NR
Maryland 2301 64% 36% 0% 0% 0% 02% 2% 54% 41% 3% 0%
Massachusetts 2368 69% 31% 0% 0% 0% 1% 1% 50% 7% 2% 0%
Michigan 1337 85% 15% 02% 0% 0% 0% 2% 56% 39% 2% 0%
Minnesota 726 80% 20% 0% 0% 0% 0% 2% 61% 35% 1% 0%
Mississippi 2 70% 30% 0% 0% 0% 0.1% 3% 59% 36% 2% 0%
Missouri 1200 83% 17% 0% 0% 0% 0% 2% 64% 33% 1% 0%
Montana 49 78% 20% 0% 0% 0% 0% 4% 45% 7% 4% 0%
Nebraska 265 82% 18% 0% 0% 1% 0% 1% 63% 33% 2% 0%
Nevada 704 82% 17% 1% 0% 1% 1% % 61% 32% 1% 0%
New Hampshire 137 70% 28% 0% 2% 0% 0% 1% 56% 39% 2% 2%
New Jersey 3964 66% 3% % 0% % 1% 2% 51% 5% 1% %
New Mexico NR NR NR NR NR NR NR NR NR NR NR NR
New York 12,686 75% 25% 01% 0% 0% 0% 2% 52% 43% 3% 0%
North Carolina 1887 74% 26% 0% 0% 0% 0% 2% 54% 42% 2% 0%
North Dakota 33 78% 22% 0% 0% 0% 0% % 64% 32% 0% 0%
N. Mariana Islands 6 50% 50% 0% 0% 0% 0% 40% 60% 0% 0% 0%
Ohio 1371 83% 17% 0.1% 0% 0% 1% 2% 57% 38% 2% 0%
OKlahoma 611 85% 15% 0% 0% 0% 0% 3% 65% 31% 1% 0%
Oregon 1028 88% 12% 02% 0% 0% 02% 2% 57% 39% 2% 0%
Pennsylvania 3186 9% 21% 0% 01% 0% 0% 1% 50% 45% 3% 0%
Puerto Rico 3750 67% 33% 0% 0% 0% 2% 3% 7% 45% 4% 0%
Rhode Island NR NR NR NR NR NR NR NR NR NR NR NR
South Carolina 1793 70% 30% 01% 0% 0% 01% 3% 57% 38% 2% 0%
South Dakota 59 1% 20% 0% 0% 0% 0% 3% 51% 45% 1% 0%
Tennessee 346 82% 17% 1% 0% 0% 0% % 1% 20% 1% 1%
Texas 8.802 81% 19% 0% 0% 0% 0.1% 2% 56% 39% 2% 0%
Utan 225 88% 12% 0% 0% 0% 1% 4% 66% 20% 1% 0%
Vermont 136 86% 14% 0% 0% 0% 0% 0% 48% 50% 2% 0%
Virgin Islands (U.S.) 57 55% 45% 0% 0% 2% 0% 13% 45% 35% 5% 0%
Virginia 1,781 1% 20% 01% 0% 0% 0% 2% 54% 41% % 0%
Washington 1194 87% 13% 0% 0% 0% 0% 1% 58% 39% 2% 0%
West Virginia 183 84% 16% 0% 0% 0% 0% 0.02% 67% 33% 0% 0%
Wisconsin 477 84% 16% 0% 0% 0% 0% 3% 62% 32% 2% 0%
Wyoming 47 2% 28% 0% 0% 0% 0% % 35% 58% 3% 0%
TOTAL 96,404 79% 21% 01% | 0.02% 0.04% 0.2% 2% 54% 1% 2% 0.1%

NR indicates data not reported. Percentages may not total 100% due to rounding.
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Appendix VI
Income Level and Insurance Status of ADAP Clients Served, June 2005

Income Level

Insurance Status*

June
State 2005 <100% |101-200%] 201-300%| 301-400% | >400% - . Dually | Private | .
Clients FPL FPL FPL FPL FPL Unknown | Medicaid | Medicare Eligible | Insurance Uninsured
Alabama 915 65% 25% 10% 0% 0% 0% 2% 5% 2% 1% 90%
Alaska 37 49% 35% 16% 0% 0% 0% 0% 8% 0% 14% 65%
American Samoa NR NR NR NR NR NR NR NR NR NR NR NR
Arizona 918 25% 52% 23% 0% 0% 0% 0% 44% 0% NR NR
Arkansas 272 43% 48% 8% 1% 1% 0% 10% 28% 9% 1% 44%
California 18,275 57% 23% 12% 6% 1% 0.3% 12% NR 0% 21% 65%
Colorado 1,045 70% 24% 6% 0% 0% 0% 0% 39% NR NR NR
Connecticut 1,205 27% 47% 20% 6% 0% 0% 40% 10% 10% 57% 42%
Delaware 249 33% 37% 16% 9% 5% 1% 7% 8% 2% 39% 42%
District of Columbia 726 NR NR NR NR NR NR 30% 8% 38% NR 91%
Florida 8,682 56% 33% 10% 1% 0% 0% 1% 6% NR NR NR
Georgia 4,162 43% 42% 12% 2% 1% 0% 0% 15% 0% 0% 85%
Guam 5 31% 69% 0% 0% 0% 0% NR NR NR NR NR
Hawaii 211 32% 54% 12% 2% 0% 0% 2% 43% NR 12% 27%
Idaho 76 NR NR NR NR NR NR 0% 33% 0% 2% NR
Illinois 3,459 32% 36% 20% 9% 3% 0% 24% 19% NR 2% 98%
Indiana 62 52% 34% 15% 0% 0% 0% 0% 32% NR 0% 100%
lowa 161 57% 43% 0% 0% 0% 0% 19% 4% NR 16% 61%
Kansas 315 84% 15% 1% 0% 0% 0% 54% 21% 15% 5% 56%
Kentucky 401 47% 44% 9% 0% 0% 0% 0% 58% NR 12% 34%
Louisiana 1,704 NR NR NR NR NR NR NR NR NR NR NR
Maine 43 0% 0% 0% 0% 0% 100% NR NR NR NR NR
Marshall Islands NR NR NR NR NR NR NR NR NR NR NR NR
Maryland 2,301 17% 43% 25% 12% 4% 0% 0% 13% 0% 20% 77%
Massachusetts 2,368 43% 23% 16% 10% 8% 0% 34% 0% NR 60% 6%
Michigan 1,337 28% 45% 16% 8% 2% 1% 17% 19% 10% 26% 45%
Minnesota 726 37% 44% 19% 0% 0% 0% 17% 19% 1% NR NR
Mississippi 772 70% 21% 8% 1% 0% 0% 0% 10% 0% 0% 90%
Missouri 1,200 45% 33% 16% 0% 0% 6% 20% 5% NR 24% 55%
Montana 49 43% 41% 16% 0% 0% 0% 0% 15% NR 8% 77%
Nebraska 265 35% 65% 0% 0% 0% 0% 0% 14% 0% 17% 69%
Nevada 704 9% 44% 39% 8% 0% 0% 0% 18% 10% 1% 89%
New Hampshire 137 34% 41% 16% 0% 0% 8% % 28% 6% 31% 37%
New Jersey 3,964 44% 25% 17% 9% 4% 0% 0% 5% 0% 25% 75%
New Mexico NR NR NR NR NR NR NR NR NR NR NR NR
New York 12,686 39% 32% 16% 10% 3% 0% 13% 14% 0% 10% 90%
North Carolina 1,887 95% 5% 0% 0% 0% 0% 0% NR NR 0% NR
North Dakota 33 40% 36% 9% 13% 0% 2% NR 21% NR 55% 30%
N. Mariana Islands 6 NR NR NR NR NR NR 50% NR NR NR 40%
Ohio 1,371 59% 25% 10% 4% 2% 0% 0% NR NR 27% 73%
Oklahoma 611 45% 42% 1% 2% 0% 0% 1% 16% 1% 16% 66%
Oregon 1,028 45% 42% 13% 1% 0% 0% 0% 42% 1% 92% 8%
Pennsylvania 3,186 42% 34% 20% 4% 0% 0% NR 3% NR 1% 84%
Puerto Rico 3,750 NR NR NR NR NR NR NR NR NR NR NR
Rhode Island NR NR NR NR NR NR NR NR NR NR NR NR
South Carolina 1,793 49% 36% 12% 2% 0% 0% NR NR NR 21% 79%
South Dakota 59 60% 28% 12% 0% 0% 0% 20% 19% 3% 29% 29%
Tennessee 346 68% 13% 7% 2% 5% 5% NR NR NR NR NR
Texas 8,802 65% 20% 15% 0% 0% 0% 15% 17% 9% 1% 99%
Utah 225 47% 27% 21% 5% 0% 0% 0% 1% 0% 20% 67%
Vermont 136 76% 24% 0% 0% 0% 0% 32% 28% 18% 20% 19%
Virgin Islands (U.S.) 57 40% 30% 25% 5% 0% 0% 5% 5% 0% 10% 80%
Virginia 1,781 64% 23% 8% 1% 1% 3% 8% 5% 1% 6% 17%
Washington 1,194 40% 31% 23% 6% 0% 0% 0% 17% 0% 51% 32%
West Virginia 183 37% 48% 15% 0% 0% 0% 74% NR NR 4% NR
Wisconsin 477 41% 29% 28% 0% 0% 1% 2% 4% 1% 42% 48%
Wyoming 47 51% 49% 0% 0% 0% 0% 23% 30% 13% 8% 91%
TOTAL 96,404 50% 30% 14% 5% 1% 0.3% 10% 13% 3% 18% 73%
Comparison Total 90,142 85,544 67,041 64,459 78,453 77,039
NR indicates data not reported. Percentages may not total 100% due to rounding.
Comparison Total is used to calculate overall percentage (using only states that reported data). 71

*Some states reported estimates only.
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ADAP Clients by CD4 Count,
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Appendix VII

ADAP Clients by CD4 Count,
Enrolled During 12-Month Period, June 2005

Number of Clients Enrolled

State With CD4 Count Data % with CD4 7 wih C04 o uth 04 1 o with CD4
Reported <200 201-350 351-500 >500
(12-Month Period)

Arkansas 173 21% 28% 14% 38%
California 26,985 24% 21% 22% 34%
Delaware 136 29% 25% 10% 35%
Florida 13,167 23% 21% 19% 37%
Guam 5 20% 60% 0% 20%
Hawaii 37 19% 30% 22% 30%
lllinois 3,419 45% 7% 13% 36%
Indiana 114 27% 24% 23% 26%
lowa 312 23% 28% 18% 30%
Kansas 984 20% 39% 30% 1%
Kentucky 97 40% 21% 19% 21%
Maryland 2,978 30% 15% 26% 28%
Massachusetts 4,442 22% 21% 21% 36%
Michigan 2,140 28% 22% 19% 31%
Minnesota 347 29% 38% 33% 0%
Mississippi 453 26% 55% 15% 4%
Montana 12 67% 8% 0% 25%
Nevada 1,121 36% 17% 16% 32%
New Hampshire 45 36% 27% 18% 20%
New Jersey 6,937 27% 20% 19% 34%
New York 2,651 38% 22% 17% 22%
North Carolina 3,355 20% 22% 21% 37%
North Dakota 9 0% 56% 22% 22%
Ohio 2,797 31% 21% 18% 30%
Oklahoma 695 24% 20% 22% 35%
Oregon 790 20% 26% 26% 28%
Puerto Rico 3,587 0% 100% 0% 0%
South Dakota 6 33% 17% 33% 17%
Tennessee 696 32% 22% 18% 28%
Texas 2,699 48% 26% 13% 13%
Utah 89 43% 28% 13% 16%
Virginia 1,050 30% 25% 26% 20%
West Virginia 62 19% 50% 23% 8%
Wisconsin 839 19% 23% 22% 37%
TOTAL 83,229 25% 24% 19% 31%
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Appendix Vil

Number of People on ADAP Waiting Lists, by Survey
Period and State, July 2002-February 2006



"X xipuaddy 89S “|vd 10} 8|q161|8 p|oq Ul Sa}eIS :8j0N

8L

0L

L

L

L

sisi Buniem yum
$3)e)S J0 # |el0]

Vo8

16L

626

Lv9

998

GeY

{3414

265

€18

LogL

8151

6291

€921

16L

0€9

9zL

829

(841

899

[44:]

LeS

929

e85

255

OLLL

80LL

sisI7 Buniem
uo ajdoad # |ej0]

BuiwoAm

UISUodsip\

A

02

34

34

Ge

Ge

GE

e

8¢

X4

143

4

0}

eiulbaip 1sam

uojbulysem

BIUIBIIA

JUGITEN

yein

('s'n) spueys| utbiIp

SEXa]

EESSEIEN

34

9l

9€

8¢

€

24

6V

08

4%}

4

6V

4

24

24

24

ey

e

(34

el0eq yinos

BUI[0JBD) UIN0S

pue|s| apoyy

001y oHang

BlUBA|ASUUS

nefed

Gl

4

14

8¢¢

822

022

962

9€¢

k14

8l

8l

uobaiQ

euwoyepi0

oo

el0xed YHoN

1E€

61

€8

€l

€62

Gee

Gee

€67

144}

168

9L

(544

9zl

96

0§

A%

051

0S1

9/,

GLL

eulj01R] YLON

YIOA MaN

00IXa[\ MaN

Kesiar maN

allysdwey man

epeAsN

194

61

76

68

<6

a8

68

9

12

Sl

0¢

0g

9¢

0€

6¢

62

St

St

BYSRIQB|\

SPUE(S| BUBLIEJ\ "N

0¢

A S

L

43

Sl

143

ok

BuRUOIN

1INOSSIA

1adissISSIN

J0SaUUI

UeBIYOIN

SNasNyYIesse|\

puejAiepy

Spue(S| |[eysiely

BN

BUBISINOT

€el

G¢

L

852

Lle

a6l

Gel

08

[74

12

161

8€El

€Ll

€l

oyl

(U4}

S91

Gel

0€L

(343

343

343

343

343

el

a9

0S

Ryamuay

Sesuey|

Ve

SS

A4

6€

43

9y

emo]

€€

Ly

8y

Ly

Ve

Ve

Ve

143

143

0¢

BUERIPU

9¢

%

€€

92

8l

€l

Ve

144

€L

weny

EIGED)

epliol

elquinjod Jo 10uisig

aleme[aQ

1nd1308UU0)

67}

0le

414

08

8¢

¢k

0peiojo)

BIUIOJE)

68

68

€L

8.

eie}

69

{34

0¢

sesuexly

BUOZIY

BOWES UedLIBWY

L

Gl

4

002

9¢

08¢

4

8

cl

eyse|y

G8¢

961

891

evl

08}

eel

9l

vve

€6€

€5€

G6€

[

Lve

Wl

L0}

68

06

vol

vok

SLL

SLL

SLL

SZI

SZL

0S¢

BwRqely

117 buniem
uo ajdoad
10 4 "By

1517 buniem
/M spouad
Kaning jo #

90-434

90-uer

G0-NON

G0-1dag

So-Inp

S0-Aew

S0-1el

GO-uer

¥0-NON

0-1dag

vo-Inp

vo-few

vo-1el

vo-uer

€0-NON

£0-1dag

£0-ny

€o-unp

0-fen

£0-1dy

€0-1eIN

£€0-034

€0-uer

¢0-%3a

20-R0

co-Ine

ajels

9002 Meniqag—zooz Ainr ‘ajels pue poriad Aaning Aq ‘sisi buniep dyay uo ajdoad jo Jaqunp
IIA x1puaddy

75



Appendix IX

Number of People on President’s ADAP Initiative (PAl),
by Survey Period and State,
November 2004—February 2006



Appendix IX
Number of People on President's ADAP Initiative (PAl),
by Survey Period and State, November 2004-February 2006

State Nov-04 Jan-05 Mar-05 May-05 Jul-05 Sep-05 Nov-05 Jan-06 Feb-06
Alabama 182 357 392 385 389 366 273 103 0
Alaska 9 14 14 14 11 11 11 0 0
Colorado™ 0 0 0 0 0 0 0 0 0
Idaho 36 41 41 41 39 30 30 15 4
lowa 28 31 31 33 0 0 0 0 0
Kentucky 187 197 197 180 180 68 48 0 0
Montana 18 21 21 20 20 1 14 0 0
North Carolina 100 293 519 723 803 792 516 0 0
South Dakota™ 0 0 0 0 0 0 0 0 0
West Virginia 31 42 42 42 45 43 40 0 0
Total 591 996 1,257 1,438 1,487 1,321 932 118 4

*Were able to eliminate waiting list prior to start of PAI using state funds.
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Appendix X
ADAP Budget, by Source, FY 2005
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Appendix XI

ADAP Budget, FY 2004—-FY 2005



Appendix XI
ADAP Budget, FY 2004-FY 2005

ADAP FY 2004 ADAP FY 2005
State Total Budget Total Budget % Changa

Alabama $9,216,638 $13,305,055 44%
Alaska $555,000 $517,035 7%
American Samoa $2,314 $2,360 2%*
Arizona 9,392,903 $10,326,619 10%
Arkansas 35,017,445 $3,393,643 -32%
California $231,770,465 $264,291,174 14%
Colorado $9,640,532 511,425,978 19%
Connecticut $15,724,925 $18,401,556 17%
Delaware $3,262,722 $3,379,523 4%
District of Columbia $13,842,594 14,648,361 6%
Florida 590,456,773 $99,702,484 10%
Georgia 339,779,664 343,205,839 9%
Guam $94,332 $101,695 8%
Hawaii 52,524,512 2,668,577 6%
Idaho 1,242, 476 1,284,073 3%
[llinois $42,723,229 $37,926,143 -11%
Indiana 9,440,661 7,242,843 -23%
lowa 1,382,030 2,029,657 47%
Kansas 3,153,495 53,259,977 3%
Kentucky 4,995,297 5,559,691 1%
Louisiana $15,883,405 $17,442,981 10%
Maine $833,383 $1,062,831 28%
Marshall Islands $2,314 $2,360 2%*
Maryland $29,809,288 $45,289,205 52%
Massachusetts 522,363,789 521,604,898 -3%
Michigan $13,202,763 $15,364,472 16%
Minnesota 6,155,523 6,080,294 -1%
Mississippi 58,777,477 6,495,703 -26%
Missouri $13,536,796 $13,799,516 2%
Montana $460,518 $468,112 2%
Nebraska 1,611,155 1,474,557 -8%
Nevada 6,089,625 6,996,445 15%
New Hampshire 2,632,038 2,718,924 3%
New Jersey $64,284,345 $64,592,155 0%
New Mexico $5,169,982 $2,293,895 -56%*
New York $205,912,206 $237,916,843 16%
North Carolina $30,559,609 $30,408,944 0%
North Dakota $244,085 $259,493 6%
N. Mariana Islands $4.627 $4,720 2%
Ohio $11,467,773 $16,214,008 41%
Oklahoma 5,412,761 5,474,149 1%
Oregon 6,925,989 57,357,790 6%
Pennsylvania 346,335,324 $42,485,124 -8%
Puerto Rico 330,445,509 331,716,607 4%
Rhode Island $2,661,506 $2,109,545 -21%*
South Carolina $13,939,209 $15,087,564 8%
South Dakota $551,360 $471,692 -14%
Tennessee 513,018,438 517,612,899 35%
Texas 388,265,314 595,072,995 8%
Utah $2,679,455 $2,602,257 -3%
\ermont 5777,007 622,594 -20%
Virgin Islands (U.S.) 687,763 709,945 3%
Virginia 519,272,421 519,844,417 3%
Washington 315,396,314 $16,441,895 7%
West Virginia 2,087,428 2,165,992 4%
Wisconsin 4,850,190 55,334,712 10%
Wyoming $422,847 $737,418 74%
Total $1,186,947,543 $1,299,010,233

Comparison Total $1,178,324,705 $1,293,785,713 10%

*FY 2005 funding includes federal ADAP earmark only for American Samoa, the Marshall Islands, New Mexico and Rhode Island; other funding sources were
not reported.
Comparison Total does not include American Samoa, Guam, the Marshall Islands, New Mexico, N. Mariana Islands, Rhode Island, and the Virgin Islands (U.S.).
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Appendix XII

Major FY 2005 Budget Categories
Compared with FY 2004
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Cost Recovery and Other Cost Saving Mechanisms
(Excluding Drug Rebates), FY 2005



Appendix XIII
Cost Recovery and Other Cost Saving Mechanisms (Excluding Drug Rebates),

FY 2005
State ::‘i':::ulrr;sel;::[t:: Fleirlr‘:I ::rl::lll:lents Iﬁf:: 'I;]rcot::;:: Other Total

Arizona $146,400 $0 $0 $0 $146,400
Colorado $0 $36,000 $56,170 $0 $92,170
Florida $0 $0 $1,007,504 $0 $1,007,504
Hawaii $0 $0 $29,000 $0 $29,000
lllinois $0 $0 $100,000 $0 $100,000
Minnesota $0 $0 $0 $249,711 $249,711
Montana $0 $0 $3,564 $0 $3,564
New Jersey $300,000 $2,000,000 $0 $6,590,656 $8,890,656
New York $10,500,000 $1,000,000 $0 $0 $11,500,000
North Carolina $0 $2,000,000 $0 $1,000,000 $3,000,000
Ohio $5,000 $20,000 $6,000 $0 $31,000
Oklahoma $51,000 $34,224 $40,000 $0 $125,224
Oregon $0 $0 $144,000 $0 $144,000
Texas $0 $0 $450,000 $0 $450,000
Utah $0 $0 $50,000 $0 $50,000
Virginia $0 $300,821 $56,165 $0 $356,986
Washington $356,509 $122,636 $0 $0 $479,145
Wisconsin $42,365 $187,538 $0 $0 $229,903
Totals $11,401,274 $5,701,219 $1,942,403 $7,840,367 $26,885,263
Total # of ADAPs

Using Mechanism 7 9 11 3 18

Includes those states indicating funding received from cost recovery or other cost saving mechanisms. Cost recovery and cost saving mechanisms are not included in the National ADAP Budget
(manufacturers’ drug rebates are included in the National ADAP Budget).
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Appendix XIV

ADAP Drug Purchasing and Prime Vendor Participation, June 2005

. . . HRSA Prime
State Partg:z%alt;es n Pl?rlcr;:‘se PharT;:gaI‘l:)lwurk Vender (340B Direct
Purchasers Only)

Alabama v v

Alaska v v

American Samoa NR NR NR NR
Arizona v v

Arkansas v v v
California v v

Colorado v v v
Connecticut v v/

Delaware v v

District of Columbia* v

Florida v v

Georgia v v

Guam v

Hawaii v v

Idaho v v

lllinois v v v
Indiana v v

lowa v v

Kansas v v

Kentucky v v v
Louisiana v v

Maine v v

Marshall Islands NR NR NR NR
Maryland v v

Massachusetts v v

Michigan v v

Minnesota v v

Missississippi v v

Missouri v v

Montana v v v
Nebraska v v

Nevada v v

New Hampshire v v

New Jersey v v

New Mexico v v

New York v v

North Carolina v v

North Dakota v v

N. Mariana Islands v

Ohio v v v/
Oklahoma v v

Oregon v v

Pennsylvania v v

Puerto Rico v v

Rhode Island NR NR NR NR
South Carolina v v v
South Dakota v v

Tennessee v v

Texas v v

Utah v v

Vermont v v

Virgin Islands (U.S.) v v

Virginia v v

Washington v v

West Virginia v v

Wisconsin v v

Wyoming v v

Total Number of ADAPs 51 30 24 7

NR indicates data not reported.

*District of Columbia receives Department of Defense pricing allowing it to receive prices at the Federal Ceiling Price (at or below 340B prices) and is therefore not

required to participate in the 340B program.
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Appendix XV

Federal ADAP Funds Used for Insurance Purchasing/Maintenance
and Client Enroliment and Utilization in These Programs

State FY 2005 Est. June 2005 June 2005 June 2005
Expenditures Expenditures Enroliment Clients Served
Alaska $75,000 $6,038 13 13
California $24,007,060 $1,870,624 4,214 3,980
Colorado $332,000 $21,270 34 34
Delaware $400,000 $358,159 158 96
Florida $1,834,979 $16,405 154 154
Indiana $6,788,083 $155,232 57 57
lowa $150,000 $12,218 NR 58
Louisiana $300,000 $20,402 79 79
Maine* $0 $0 0 0
Maryland $600,000 $39,644 143 50
Massachusetts $8,257,039 $677,207 2,349 2,177
Michigan $500,000 $47,376 106 106
Minnesota $3,781,197 $272,105 761 394
Missouri $1,140,719 $98,894 366 366
Montana $15,000 $962 6 4
Nebraska $70,186 $8,787 62 58
New Hampshire $213,000 $8,504 43 43
New Jersey $1,800,000 $150,000 220 220
New York $9,000,000 $748,931 1,777 1,253
Ohio $1,091,800 $128,320 375 375
Oklahoma $227,000 $20,276 116 93
Oregon $3,750,000 $222,402 953 859
South Carolina $1,000,000 $96,161 594 385
Tennessee $5,500,000 $182,520 572 572
Utah $386,432 $16,161 114 114
Vermont NR $7,377 46 42
Virgin Islands (U.S.) $10,000 $1,254 20 13
Washington $3,645,447 $897,729 926 459
Wisconsin $575,000 $229,194 428 257
Total $75,449,942 $6,314,153 14,686 12,311

New states since 2004 reported in bold. NR indicates data not reported.

*Maine reports having an insurance purchasing/maintenance program, but no clients were enrolled or served and there were no expenditures for June 2005.
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Appendix XVI
ADAP Policies Related to Medicare Part D, as of November 2005

Provide . - Collaborative :
Stat FavPartD | PayPan | Wedicaons | Gl | Asementwith | ooy | Seaplo | Greating
- T %ap? %! Income subsidy? | > AL with SPAP | Include HIV SPAP

Alabama No No
Alaska Yes Yes Yes No No
Arizona Yes Yes No
Arkansas
California No Yes Yes No No
Colorado Yes Yes Yes No
Connecticut Yes Yes Yes No No
Delaware Yes Yes Yes Yes
District of Columbia
Florida No Yes No No No N/A N/A No
Georgia Yes No Yes
Hawaii Yes Yes Yes
Idaho No No No Yes No
lllinois No No No Yes f:)ui?;[c?ﬁgggll-lel(\j/ Yes Yes No
Indiana Yes Yes Yes No
lowa Yes Yes Yes No No N/A N/A No
Kansas Yes No No
Kentucky No Yes Yes No No
Louisiana Yes Yes Yes Yes-only full LIS No No No No
Maine Yes Yes Yes No Yes Yes N/A N/A

MD has SPAP,

but it excludes
Maryland Yes Yes Yes No people eligible Yes N/A No

for Medicare
Massachusetts Yes Yes Yes No
Michigan Yes Yes Yes No No
Minnesota Yes Yes No No No
Mississippi Yes No Yes No
Missouri No No No Yes Yes
Montana Yes Yes Yes Yes
Nebraska No
Nevada
New Hampshire Yes Yes Yes No No
New Jersey Yes Yes Yes No Yes Yes Yes
New Mexico Yes
New York Yes Yes Yes No Yes
North Carolina Yes No
North Dakota Yes Yes No
Ohio Yes Yes Yes No No
Oklahoma Yes Yes No No
Oregon Yes Yes Yes No
Pennsylvania Yes Yes Yes Yes No No
Puerto Rico No
Rhode Island
South Carolina No
South Dakota No
Tennessee No No

Notes: This information represents preliminary responses to surveys completed in June and November, 2005. ADAPs are still in the process of developing policies regarding
Medicare Part D as the implementation of the benefit progresses. Blank slots above represent that the ADAP has not determined a policy or that the ADAP did not report its policy.

(continued on next page)

93



(continued from previous page)

Appendix XVI
ADAP Policies Related to Medicare Part D, as of November 2005

Provide . . Collaborative .
fort] Disenroll Clients ; Plan to Contacted Will Look at
State :r:!:nl;::rtlsq' ngp:?;s‘,n nu’:ﬁg'?:?\::?:g a Eligible for I:ow Ag?;;\“:ma‘;mh (:o_nrdinale SPAP to Creating a
Gap? Income Subsidy? Covers HIV with SPAP Include HIV SPAP
Texas No No No Yes Yes
Utah Yes Yes Yes No No
Vermont Yes Yes Yes No Yes Yes Yes
Yes, but eligibility
exceptions process
Virginia No No No for those with No No No Yes
incomes 135%
to 150% FPL
Washington Yes Yes Yes No
West Virginia Yes Yes Yes No
Wisconsin Yes Yes Yes Yes No Yes
Wyoming Yes Yes Yes No No
Total “Yes” 22 32 29 14 8 6 4 6

Notes: This information represents preliminary responses to surveys completed in June and November, 2005. ADAPs are still in the process of developing policies regarding
Medicare Part D as the implementation of the benefit progresses. Blank slots above represent that the ADAP has not determined a policy or that the ADAP did not report its policy.

94




Appendix XVII

ADAP Clients Served Who Reside in Title | EMAs,
June 2005



Appendix XVII

ADAP Clients Served Who Reside in Title | EMAs, June 2005

June 2005 Number of % of Clients Served in
State June 2005 Clients Served | Clients Served Who Reside | June 2005 Who Reside
Within EMAs Within EMAs
Alabama 915 NA —
Alaska 37 NA —
American Samoa NR NA —
Arizona 918 677 74%
Arkansas 272 NA —
California 18,275 16,987 93%
Colorado 1,045 812 78%
Connecticut 1,205 1,068 89%
Delaware 249 NA —
District of Columbia 726 726 100%
Florida 8,682 6,715 7%
Georgia 4,162 2,580 62%
Guam 5 NA —
Hawaii 211 NA —
Idaho 76 NA —
Illinois 3,459 2,888 83%
Indiana 62 NA —
lowa 161 NA —
Kansas* 315 115 37%
Kentucky 401 NA —
Louisiana 1,704 814 48%
Maine 43 NA —
Marshall Islands NR NA —
Maryland 2,301 2,179 95%
Massachusetts 2,368 1,836 78%
Michigan 1,337 670 50%
Minnesota 726 663 91%
Mississippi 772 NA —
Missouri 1,200 996 83%
Montana 49 NA —
Nebraska 265 NA —
Nevada 704 545 7%
New Hampshire* 137 101 74%
New Jersey 3,964 3,171 80%
New Mexico NR NA —
New York 12,686 10,790 85%
North Carolina* 1,887 NR —
North Dakota 33 NA —
N.Mariana Islands 6 NA —
Ohio 1,371 356 26%
Oklahoma 611 NA —
Oregon 1,028 753 73%
Pennsylvania 3,186 1,707 54%
Puerto Rico 3,750 NR —
Rhode Island NR NA —

*Indicates states that have a portion of an EMA within the state, but the grantee for Title | is not located within the state.

States in bold have EMAs or a portion of an EMA within the state.

NR indicates not reported. NA indicates not applicable—no EMA within the state.

Comparison Total for states with EMAs does not include North Carolina, Puerto Rico, and Wisconsin, nor any states without EMAs. Comparison total for all states does not
include American Samoa, the Marshall Islands, New Mexico, North Carolina, Puerto Rico, Rhode Island, and Wisconsin.
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Appendix XVII
ADAP Clients Served Who Reside in Title | EMAs, June 2005
June 2005 Number of % of Clients Served in
State June 2005 Clients Served | Clients Served Who Reside | June 2005 Who Reside
Within EMAs Within EMAs

South Carolina 1,793 NA —
South Dakota 59 NA —
Tennessee 346 NA —
Texas 8,802 6,659 76%
Utah 225 NA —
Vermont 136 NA —
Virgin Islands (U.S.) 57 NA —
Virginia 1,781 908 51%
Washington 1,194 898 75%
West Virginia* 183 17 9%
Wisconsin* 477 NR —
Wyoming 47 NA —
Total 96,404 65,631

Comparison Total for States with EMAs 83,459 65,631 79%
Comparison Total for All States 90,290 65,631 73%

*Indicates states that have a portion of an EMA within the state, but the grantee for Title | is not located within the state.

States in bold have EMAs or a portion of an EMA within the state.

NR indicates not reported. NA indicates not applicable—no EMA within the state.

Comparison Total for states with EMAs does not include North Carolina, Puerto Rico, and Wisconsin, nor any states without EMAs. Comparison total for all states does not
include American Samoa, the Marshall Islands, New Mexico, North Carolina, Puerto Rico, Rhode Island, and Wisconsin.
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