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Executive Summary
There has been a trend toward increased coverage of
drugs to prevent and treat opportunistic infections (OIs)
by state AIDS Drug Assistance Programs (ADAPs).
However, most states do not offer the full complement
of recommended OI drugs, and coverage varies widely
across the country.  Spending on OIs generally appears
to reflect the advent of highly active antiretroviral
therapy (HAART) in 1996, with significant drops in
OI/other drug spending per capita between 1997 and
1998; since that time, per capita OI/other drug spending
has increased steadily although it has not again reached
the same level as in 1997.  Spending on OI/other drugs
as a share of total expenditures also fell between 1997
and 1998 and remained relatively stable thereafter.
There are many reasons for state formulary coverage
decisions.  This issue brief examines trends in OI drug
formulary coverage and spending, and explores reasons
for these trends.

Introduction
ADAPs provide HIV/AIDS-related prescription drugs
to uninsured and underinsured individuals living with
HIV/AIDS in the 50 states, the District of Columbia,
Puerto Rico, Guam, and the Virgin Islands.1 While
nearly every state ADAP currently offers all 18 Food
and Drug Administration approved antiretroviral (ARV)
drug products, there is wide variation in the coverage of
therapies used to prevent and treat OIs.2,3 OIs can occur
when an individual is in the advanced stage of HIV
disease and are the major causes of HIV-associated
morbidity and mortality.  Some of the earliest advances
in HIV treatment were the drugs developed to treat OIs,
and many options now exist to not only treat them but
to prevent them from occurring.  The increasing use and
effectiveness of HAART have led to decreasing
incidence of OIs in persons with HIV infection.
However, OI drugs still play a key role in successfully
managing HIV, and access to OI drugs is therefore
important for people with HIV/AIDS.4

Yet, when OI prophylaxis or treatment is necessary,
uninsured and underinsured individuals with HIV who
rely on ADAPs find coverage of these drugs varies
considerably by state.  The majority of ADAPs do not
cover the full set of drugs recommended by the
Infectious Disease Society of America (IDSA)/U.S.
Public Health Service (PHS) Guidelines for the

Prevention of Opportunistic Infections (the Guidelines).
First developed in 1995 and updated in 1997, 1999 and
2001, the Guidelines provided the first comprehensive
guidance for OI prophylaxis.5

This issue brief explores ADAP coverage of
medications for the prevention and treatment of AIDS-
related OIs across states, including trends in coverage
and expenditures over time, and discusses some of the
potential reasons for variations in coverage.  Data are
drawn from the National ADAP Monitoring Project, a
project of The Henry J. Kaiser Family Foundation
conducted by the National Alliance of State and
Territorial AIDS Directors (NASTAD) and the AIDS
Treatment Data Network (ATDN).  The Monitoring
Project surveys ADAPs regarding program data
representing a one-month period each year, providing
“snapshots” of ADAPs that can be compared over time.
Data have been collected since 1996.6

About AIDS Drug Assistance
Programs
Congress created ADAPs in 1987 to help states
purchase AZT, the first approved antiretroviral drug.  In
1990, ADAPs were incorporated into Title II of the
newly enacted Ryan White Comprehensive AIDS
Resources Emergency (CARE) Act.  As discretionary
grant-funded programs, ADAPs are dependent on
annual federal, and in some cases state, appropriations
for funding.  These funding streams are highly
susceptible to competing fiscal and political priorities,
often creating a great deal of uncertainty as to whether
available resources will meet program needs.  Given
their finite and variable resources, ADAPs must make
difficult decisions regarding program eligibility and
drugs covered and, at times, may enact restrictions such
as waiting lists, program caps, and limited access to
some medications.

Current CARE Act language directs state ADAPs 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.”7 The CARE Act does not mandate
eligibility criteria or a specific formulary (the list of
drugs that the ADAP will cover for those clients who
meet a state’s eligibility criteria), allowing states and
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territories broad discretion in determining financial and
clinical eligibility and ADAP drug formularies.  As a
result, wide programmatic variations exist across states.

In the majority of states, formulary decisions are made
based upon the recommendations of an ADAP advisory
board.  The makeup of these advisory boards and the
formality of their structure—much like other aspects of
ADAPs—differ from state to state.8 All advisory
boards include medical professionals, but representation
of other stakeholders such as consumers, community-
based organizations and Medicaid program staff varies.
In states without advisory boards, ADAP administrators
typically make formulary coverage decisions in
consultation with state health officials and, in some
cases, informal input from consumers.

Drugs for the Prevention and
Treatment of AIDS-related
Opportunistic Infections
While the development of antiretroviral therapeutics
proceeded slowly in the early years of the epidemic
(after the approval of AZT in 1987, the next
antiretroviral–ddI–was not approved until October
1991), several therapies were shown to successfully
prevent and treat OIs.  Early examples of approved OI
drugs include aerosolized pentamidine for the
prevention of pneumocystis carinii pneumonia (PCP),
Bactrim/Septra, also for the prevention and treatment
of PCP, and ganciclovir for the treatment of
cytomegalovirus (CMV) retinitis.  The Guidelines note
that even with better ARV drug combinations (now
commonly referred to as Highly Active Antiretroviral
Therapy or HAART) available, there simultaneously has
been a “continuing progress in preventing and treating
individual OIs” and “prophylaxis against specific OIs
continues to provide survival benefits even among
persons who are receiving HAART.”  While the success
of HARRT has reduced the incidence of OIs, treatment
and prophylaxis for OIs still plays a major role in
managing HIV disease and preventing mortality.9

The 1999 update of the Guidelines (the most current
version of the Guidelines at the time of the Monitoring
Project’s 2001 National ADAP Survey on which this
brief is based) lists 16 drugs, up from 14 in the 1997
version of the Guidelines, which are always
recommended based on their clinical benefit and the

research supporting their effectiveness.10 These are
referred to under category “AI.”11 As a gauge of how
ADAPs have been keeping pace with developments
in OI prevention and treatment, the ADAP
Monitoring Project measures state ADAP coverage of
category AI drugs.

The use of AI drugs as a measure of OI coverage is
only an approximate guide, given that some first line
medications do not have the research to be
considered an AI drug.  However, it remains one of
the better estimates available given the strength of the
Guidelines’ recommendations for these drugs and the
research available supporting their effectiveness.  In
addition to assessing the number of states that offer
the full complement of category AI drugs, a ten-drug
benchmark is also used to provide an estimated
measure of ADAPs that offer fairly comprehensive
coverage of the AI drugs but may not cover all for
various reasons.

Findings
Formulary Coverage of OI Drugs

There has been a national trend toward increasing
coverage of OI drugs by ADAPs, although large
variations in coverage remain among individual
states.  When using 10 or more AI drugs as a gauge,
the trend becomes even clearer.  Data from the first
National ADAP Monitoring Project in 1997 indicate
that the majority (44) of states covered less than the
complete set of highly recommended IDSA/PHS AI
drugs at that time, with only 19 states covering more
than 10 and only 2 covering all the recommended OI
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Table 1: Overview of ADAP Coverage of Category AI Drugs

Year
No AI Drugs

Covered
10 or more AI
Drugs Covered

All AI Drugs
Covered

1997 6 19 2

1998 712 21 2

1999 7 23 4

2000 4 31 8

2001 2 35 11
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grew by 330% between FY 1996 and FY 2001.15

The introduction of expensive protease inhibitors in
late 1995 and early 1996 accompanied by an
explosive growth in client utilization (144% between
1996 and 2001) largely fueled the budget growth,
and this same growth may have allowed many states
to simultaneously increase coverage of OIs.

Another factor potentially leading to increasing
coverage may have been the first publication of the
Guidelines in 1995.  The Guidelines provided
ADAPs direction on the preferred drugs for OI
prophylaxis, allowing ADAPs to better determine
what drugs needed to be on their formularies.  In
addition, recent revisions to the Guidelines now
allow clients to discontinue prophylaxis in certain
circumstances, potentially creating cost savings for

ADAPs and providing them with the opportunity to
increase the scope of their formularies.  Also, as more
individuals have accessed HAART, declines in OI
incidence may have led to increasing coverage of OI
drugs.16 While the need to purchase expensive
antiretrovirals possibly took up much of that savings,
some ADAPs may have taken the opportunity to expand
their OI drug coverage.

Finally, increases in OI drug coverage may be reflective
of ADAPs’ maturity.  ADAPs now have over a decade of
experience in forecasting and budgeting.  In addition,
although growth in client utilization and expenditures is
still significant (growing 10% and 16% respectively
between 2000 and 2001), ADAP trends have become
relatively more stable since 1999.17 Such stability
allows ADAPs to more accurately estimate the impact
an expanded formulary will have on client demand and
the ADAP budget.  However, this does not exempt
ADAPs from sudden spikes in client utilization and
changing political and fiscal priorities that lead to the
loss of funding, forcing ADAPs to reduce their
formulary or implement other restrictions.

Despite the trend toward increased coverage, however,
most states still do not offer the full complement of
recommended OI drugs.  The 2001 ADAP Monitoring
Project survey requested that states not offering all 16
AI drugs provide an explanation for their policy.  Of the
43 states that did not cover all AI drugs (two covered no
AI drugs while 41 covered less than the 16), responses
generally fell into at least one of several broad
categories:

drugs.  By 2001, 35 states covered at least 10 AI drugs,
with 11 states covering all 16 and 2 states not covering
any recommended drugs.  Still, the majority covered
less than the complete set of recommended
medications.  Table 1 provides an overview of these
trends.  Appendix II provides a breakdown of AI drug
coverage by state.

Expenditures

After a significant drop in monthly per capita
expenditures on OI/other drugs13 between 1997 and
1998, monthly per capita spending on OI/other drugs
has steadily increased, although it has not again reached
the same level as in 1997.  Monthly expenditures on
OI/other drugs as a percent of total monthly
expenditures also fell sharply between 1997 and 1998
and remained relatively stable thereafter.
Comparatively, monthly per capita spending on
antiretrovirals has increased.  These trends are likely
due to the advent of HAART in 1996 and the issuance
of guidelines for the use of ARVs by the Public Health
Service in that year.  HAART regimens include the use
of combinations of antiretrovirals and are generally
much more expensive than OI drugs.  Table 2 provides a
breakdown of monthly expenditures for both
antiretrovirals and OI/other drugs.

Reasons for State ADAP Coverage Decisions

There are many factors that influence state ADAP
coverage decisions.  As noted above, there has been a
trend toward increasing formulary coverage of OI
drugs.  This may in part be attributable to a growing
national ADAP budget.  The national ADAP budget
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Table 2: Clients Served and Expenditures14 —Monthly Snapshot

34,386 42,846 50,279 56,873 62,845

$524 $653 $690 $735 $711

78% 89% 89% 87% 86%

$151 $83 $83 $110 $112

22% 11% 11% 13% 14%

Month/Year

Clients Served

Per Capita Expenditures:
ARV Drugs

ARV% of Total
Expenditures

Per Capita Expenditures:
OI/Other Drugs

OI/Other Drug% of Total
Expenditures

July 
1997

June 
1998

June 
1999

June 
2000

June 
2001
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•  Availability of resources.  Seventeen states cited lack
of financial resources or cost issues, including
Alabama, Colorado, Florida, Georgia, Guam, Idaho,
Iowa, Kentucky, Louisiana, Mississippi, Nevada, New
Hampshire, Oklahoma, South Carolina, South
Dakota, Texas and West Virginia.  Resources are an
issue due to ADAP’s reliance on annual federal
appropriations and, in some cases, state funding,
which, as noted above, leave the program vulnerable
to the effects of shifting fiscal and political priorities.

•  Availability of other coverage options. Fifteen states
reported that the tuberculosis (TB) drugs isoniazid,
pyrazinamide and rifampin are omitted from their
ADAP formulary due to the availability of other state
programs that provide free TB treatment without
regard to HIV status.  These states were Colorado,
Connecticut, Florida, Kansas, Kentucky, Michigan,
Mississippi, New Mexico, North Dakota, Rhode
Island, South Dakota, Vermont, Virginia, Washington
and Wisconsin.  Other non-ADAP sources of OI
drugs were mentioned by several states.  The most
common source cited (Arizona, Georgia, Kansas,
Louisiana, Montana, Utah and the Virgin Islands) was
Ryan White Title II funded consortia and Title III
grantees.  Consortia may use a portion of their funds
to purchase HIV-related treatments at the local level.
Arizona also reported that Ryan White Title I funds
provide additional OI drug coverage (but only for
clients that reside in the Title I Eligible Metropolitan
Area of Phoenix), while Louisiana and Kansas utilize
pharmaceutical manufacturer patient assistance
programs when Title II/ADAP sources cannot be
accessed.  In addition, Indiana reported that the state
high-risk insurance program, for which most ADAP
clients are also eligible, covers all 16 drugs.

•  ADAP Advisory Board. Eleven states (Connecticut,
Mississippi, Nevada, New Hampshire, North
Carolina, Rhode Island, South Carolina, South
Dakota, Tennessee, Virginia and Wisconsin) explicitly
stated that the decision not to include certain OI
drugs had been made by their advisory boards.
Although limited resources may motivate an advisory
board’s decision to exclude certain drugs, the
recommendations of an advisory board may also
reflect the priorities of participants.  The
heterogeneous nature of advisory boards from state to
state likely accounts for some of the variation in
ADAP drug coverage.  For example, consumers and

providers, or providers of differing specialties, may
disagree as to the relative merits of a particular drug.

•  Lack of demand. One of the AI drugs was
repeatedly named by states as being rarely
prescribed.  Cidofovir (brand name Vistide) is a
treatment for cytomegalovirus retinitis, an OI that is
less common now that improved ARV treatments are
available.  Cidofovir also carries a risk of kidney
toxicity that requires expert management during
treatment.  Connecticut reported that no utilization
of cidofovir over a prolonged period caused them to
remove the drug from their formulary.  Four states
(Missouri, New Mexico, Pennsylvania and
Wyoming) stated that their advisory committees
recommended omission of cidofovir due to an
anticipated lack of demand, though in most cases
cidofovir is available if requested by a physician.

•  Medicaid Eligibility. Florida and Ohio both
articulated that because finite resources prevent all
OI medications recommended by the Guidelines
from being included on their formularies, those OI
treatments generally used after HIV has progressed
to AIDS were excluded due to the likelihood that an
ADAP client in these states would meet the
eligibility requirements, both medical and financial,
of the states’ Medicaid programs, although this may
not be true in all cases.

•  Policy. Just one state, Minnesota, reported that they
omitted particular recommended drugs because the
ADAP does not cover injectable drugs as a matter
of policy.

Future Trends

As states continue to grapple with expanding OI
coverage, newer clinical developments are having
growing implications for drug demand and utilization,
causing states to consider covering drugs beyond
ARVs and OI medications.  Recognition of the long-
term toxicities of HAART such as elevated blood
lipids, lipodystrophy and mitochondrial dysfunction
has become a major concern.  As decreased incidence
of OIs may lessen an individual’s likely need for OI
treatments, the need for drugs to ameliorate the side
effects from HAART, such as expensive lipid-lowering
drugs, has become more pressing.
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At the same time, hepatitis C (HCV) has grown to be a
major cause of liver disease and death in individuals
co-infected with HIV.18 Up to 25% of those infected
with HIV are also co-infected with HCV.  Some studies
suggest that HCV’s progression to liver disease occurs
faster in individuals co-infected with HIV, although
further research is still needed.19 The Centers for
Disease Control and Prevention (CDC) expects the
number of HCV related deaths to grow as HAART
continues to extend the life of HIV co-infected
individuals.20 Given the large number of individuals
co-infected, HCV is now considered to be an
opportunistic infection and is listed in the IDSA/PHS
Guidelines as such.

Clinical developments such as these add further
complexity to the HIV treatment picture.  Many
ADAPs already offer a range of drugs to treat other
complications of HIV disease such as depression and
cancer.  A few ADAPs have begun offering
vaccinations for hepatitis A and B as part of their
formulary, given that such vaccinations are
recommended for certain people at high risk for HIV.21

In addition, while the National ADAP Monitoring
Project uses the IDSA/PHS recommended AI drugs as
a tool to measure OI drug coverage, the AI drugs do
not include all first line medications recommended by
the Guidelines for OI prophylaxis.  For example, use of
isoniazid, an AI drug, in treating isoniazid sensitive
tuberculosis should be accompanied by pyridoxine, a
BIII drug, due to risk of peripheral neuropathy.

As a result of this complex treatment picture, ADAPs
continue to struggle with the question of what drugs
comprise a minimum standard formulary that meets
the general care needs of people living with HIV
disease.  Such a formulary would attempt to support a
comprehensive standard of care for people with HIV,
although it would not necessarily include all the
medications a person with HIV could possibly need.
Currently, ADAPs must rely upon advice from their
clinical advisory boards or other mechanisms to make
decisions regarding what drugs should be on the
formulary.  Yet, as noted earlier, this is not a consistent
process across states and continues to result in a great
deal of variability.

The IDSA/PHS guidelines for both ARVs and OI
medications describe a standard of care for treatment

of primary HIV infection and OI prophylaxis, but they
do not address prevention and treatment of many
conditions either directly or indirectly related to HIV or
the medications that treat HIV.  The Johns Hopkins’
Medical Management of HIV Infections and similar
guidelines provide a more comprehensive guide to the
clinical management of all aspects of HIV disease,
including conditions related to HAART and indirectly
related illnesses such as depression.  However, these
clinical guides list an exhaustive range of drugs that
would be beyond the resources of most ADAPs to cover.
None of these current guidelines provide a clear sense
of what constitutes a minimum standard formulary that
would address the majority of HIV related care needs of
an individual.

Development of a standard formulary is not without
controversy.  It remains unclear how resources would be
provided to ensure that all ADAP clients have access to
that minimum.  Limited resources already force Texas
and Guam to restrict access to antiretrovirals, and states
such as Wyoming and Idaho have monthly or annual
caps on ARV expenditures.  South Dakota remains the
only state not to offer protease inhibitors on its
formulary due to fiscal restraints.  In addition, many
other states have ADAP restrictions such as waiting
lists.  Pharmaceutical companies’ compassionate care
programs have helped to fill gaps in some programs,
but given that each company or drug may have a
separate program to which a client must apply, they
create a patchwork of programs that can be a barrier to
clients accessing treatment.

Some community members also express concern that a
minimum formulary could create a disincentive for
states to expand their formulary beyond the minimum
standard.  In addition, for states that do expand well
beyond a minimum formulary, little support may exist
to assist these states in continuing their coverage if they
experience a fiscal crisis.  Rather, states with extensive
formularies may be expected to cut drugs from their
formulary before being offered additional fiscal
resources.  A federally mandated minimum ADAP
formulary has been proposed several times to address
the variability in state formularies.  When a minimum
formulary proposal surfaced during discussions leading
to the reauthorization of the Ryan White CARE Act in
2000, it was rejected largely for the above reasons.
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Conclusion
Even today, several years after the introduction of
HAART, prevention and treatment of opportunistic
infections remain a critical part of HIV care.  Despite
an ongoing trend toward coverage of recommended OI
drugs on ADAP formularies, the majority of state
ADAPs do not offer the full complement of highly
recommended OI drugs.  Clients who do need access to
drugs that prevent or treat opportunistic infections will
find that coverage of OIs varies widely across the
country.  As noted in this issue brief, there are a variety
of reasons why ADAPs may choose not to cover
specific drugs, but lack of fiscal resources serves as one
of the most prominent reasons why states do not bring
additional drugs onto their formularies.

A minimum formulary is one potential solution that has
been put forward, but concerns about resources to
support such a standard remain.  In addition, given
current clinical trends in HIV care and treatment,
coverage of OI drugs represents only part of what

would likely constitute a minimum comprehensive
formulary.  Such a formulary would likely include, in
addition to ARV and OI drugs, a variety of other
medications to treat complications at least in part
related to HIV (such as HCV, cancer, and mental
illness) or to treat side-effects of ARVs and other HIV
medications.  However, without clearer guidance as to
what a minimum comprehensive formulary would be,
ADAPs must continue to make their own formulary
decisions based on the IDSA/PHS guidelines for both
ARVs and OI prophylaxis; input from their advisory
boards; and other processes in place to determine
formulary coverage.  ADAPs recognize the need to
address new clinical issues as well as continue
providing coverage of OI drugs.  Still, ADAPs are in the
difficult position of developing a formulary, with
limited resources and in the face of increasing demand,
that will address the comprehensive and changing needs
of those infected with HIV.
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APPENDIX I

16 Category AI Drugs for Prevention of Opportunistic Infections22

Generic Name Brand Name

Acyclovir Zovirax

Azithromycin Zithromax

Cidofovir Vistide

Clarithromycin Biaxin

Famciclovir

Fluconazole Diflucan

Foscarnet Foscavir

Ganciclovir Cytovene

Isoniazid INH

Itraconazole Sporonox

Leucovorin

Pyrazinamide

Pyrimethamine Daraprim, Fansidar

Rifampin

Sulfadiazine

TMP/SMX Bactrim
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APPENDIX II

State

# of “AI”
IDSA/USPHS

Drugs Offered*
July 1997

# of “AI”
IDSA/USPHS

Drugs Offered*
June 1998

# of “AI”
IDSA/USPHS

Drugs Offered**
June 1999

# of “AI”
IDSA/USPHS

Drugs Offered**
June 2000

# of “AI”
IDSA/USPHS

Drugs Offered**
June 2001

Alabama 5 5 5 5 5

Alaska 0 0 0 16 16

Arizona 2 5 5 5 5

Arkansas 3 8 9 9 10

California*** 13 13 12 16 16

Colorado 0 0 0 0 12

Connecticut 12 12 11 15 11

Delaware 6 8 10 12 16

DC 11 12 12 13 13

Florida 6 8 8 8 8

Georgia 0 0 0 13 13

Guam 11

Hawaii 12 11 11 16 16

Idaho 2 2 1 1 1

Illinois 14 14 16 16 16

Indiana 5 6 8 8 9

Iowa 6 6 6 6 6

Kansas 8 8 8 8 8

Kentucky 5 5 5 5 6

Louisiana 0 0 0 0 0

Maine 5 4 6 6 16

Maryland 11 13 16 16 16

Massachusetts 10 11 10 10 16

Michigan 6 6 6 13 13

Minnesota 10 10 10 10 13

Mississippi 6 6 9 9 9

Missouri 12 11 13 13 13

Montana 0 0 0 0 14

Nebraska 6 0 0 10 10

Nevada 5 5 4 10 10

New Hampshire 10 10 12 12 13

New Jersey 11 11 16 16 16

(Continued on next page)

50504_ADAP2003  2/14/03  3:38 AM  Page 8



TRENDS IN OPPORTUNISTIC INFECTION DRUG COVERAGE AND SPENDING 9

APPENDIX II  (Continued from previous page)

State

# of “AI”
IDSA/USPHS

Drugs Offered*
July 1997

# of “AI”
IDSA/USPHS

Drugs Offered*
June 1998

# of “AI”
IDSA/USPHS

Drugs Offered**
June 1999

# of “AI”
IDSA/USPHS

Drugs Offered**
June 2000

# of “AI”
IDSA/USPHS

Drugs Offered**
June 2001

New Mexico 9 9 12 12 12

New York 14 14 16 16 16

North Carolina 10 10 10 11 11

North Dakota 13 13 10 10 13

Ohio 6 7 6 6 6

Oklahoma 6 7 6 6 6

Oregon 2 13 16 16 16

Pennsylvania 13 13 14 14 14

Puerto Rico 13 13 15 15 15

Rhode Island 9 11 11 11 11

South Carolina 6 8 7 10 10

South Dakota 8 8 7 7 9

Tennessee 7 7 9 10 10

Texas 8 8 7 7 7

Utah 0 0 0 0 0

Vermont 12 12 12 13 12

Virgin Islands 3

Virginia 7 9 9 9 6

Washington 10 10 11 11 14

West Virginia 2 2 1 2 2

Wisconsin 6 6 5 10 10

Wyoming 13 13 13 13 14

* Fourteen drugs were highly recommended by the IDSA/PHS Guidelines at this time point: acyclovir (Zovirax), amphotericin B (Fungizone),

azithromycin (Zithromax), cidofovir (Vistide), clarithromycin (Biaxin), dapsone (DDS), fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir

(Cytovene), isoniazid (INH), itraconazole (Sporonox), pyrimethamine (Daraprim, Fansidar), sulfadiazine, and TMP/SMX (Bactrim).

** Sixteen drugs were highly recommended by the IDSA/PHS Guidelines at this time point: acyclovir (Zovirax), azithromycin (Zithromax),
cidofovir (Vistide), clarithromycin (Biaxin), famciclovir, fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene), isoniazid (INH),
itraconazole (Sporonox), leucovorin, pyrazinamide, pyrimethamine (Daraprim, Fansidar), rifampin, sulfadiazine, and TMP/SMX (Bactrim).

*** In July 1997 and June 1998, California omitted only one drug (isoniazid) due to its availability through their statewide TB treatment program.
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1 For the first time in 2002, the Marshall Islands and
Northern Mariana Islands received limited funding to
purchase AIDS drugs.

2 Antiretrovirals are those drugs that suppress the human
immunodeficiency virus (HIV) from reproducing and
multiplying in the body, thereby slowing down HIV
disease progression.  There are 18 approved antiretroviral
drug products, including two formulations of the drug
saquinavir (Fortovase and Invirase) and two multi-drug
combinations (Combivir and Trizivir.)

3 Currently, South Dakota is the only state that does not
cover all three main classes of antiretrovirals.  Protease
inhibitors are not covered on its formulary due to a lack of
resources.

4 Moore, R.D.; Keruly, J.C.; Bartlett, J.G.; and Chaisson,
R.E. (1999).  Differential Effect of HAART on
Development of Opportunistic Illness and Death in
Clinical Practice.  Abstract submitted to the 6th Conference
on Retroviruses and Opportunistic Infections.

5 Although the Guidelines do not directly address acute care
for OIs, the drugs used to treat the most serious
opportunistic infections (ganciclovir, for example) are
generally included under “prevention of recurrence.”

6 For more information on the National ADAP Monitoring
Project, to view past Annual Reports, or to learn more
about state ADAPs including state formularies and budget
data, visit the National ADAP Monitoring Project website
at www.atdn.org/
access/adap, the Kaiser Family Foundation website at
www.kff.org, and the NASTAD website at
www.nastad.org. 

7 42 U.S. Code Sec. 300ff-26.

8 Forty-eight of the 54 jurisdictions that responded to the
2001 National ADAP Survey indicated that they use an
advisory board to guide ADAP formulary decisions.

9 See footnote 3.

10 A new update of the Guidelines was released in November
of 2001, five months after the 2001 National ADAP
Survey. The drugs listed in the AI category remained
largely unchanged, with the exception of two TB drugs.
Due to reported cases of severe and fatal liver damage with
the use of a 2-month regimen of pyrazinamide and
rifampin in the treatment of latent TB, these drugs have
been down graded to BI and BIII respectively. 

11 In the Guidelines, the letter indicates the strength of the
recommendation and the Roman numeral the level of
research supporting the recommendation.  An “A”
designation indicates “strong evidence for efficacy and
substantial clinical benefit.”  “I” indicates that there has
been at least “one properly randomized controlled trial.”

Therefore, an AI drug “should always be offered” due to its
clear efficacy and benefits as demonstrated by research
with an experimental design.  For more information, see
the Guidelines for the Prevention of Opportunistic
Infections at www.aidsinfo.nih.gov/guidelines/
op_infections\op_infections.pdf.

12  Nebraska deleted all non-antiretroviral medications from
its formulary in 1998 due to a severe budget shortfall.  It
has since reinstated 10 of the 16 recommended OI drugs
at the time of the 2001 survey.

13 Starting with the 1997 survey, the ADAP Monitoring
Project began collecting separate expenditure data for
antiretroviral drugs and “all other formulary drugs.”  While
these data group expenditures for OI drugs with other
drugs—such as antidepressants—they provide a partial
picture of how expenditures for OI drugs may be changing.

14 Chart is only reflective of the 34 states that submitted data
in all time periods.  For more information, previous reports
are available on the National ADAP Monitoring Project
website at www.atdn.org/access/adap.

15 The National ADAP Budget consists of funding from all
federal, state, local, and other resources.

16 See footnote 3.

17 The National ADAP Monitoring Project Annual Report,
April 2002. 

18 CDC Fact Sheet Frequently Asked Questions and Answers
about Coinfection with HIV and Hepatitis C Virus. View
at: www.cdc.gov/hiv/pubs/facts/HIV-
HCV_Coinfection.htm. 

19 Thomas, David L.  Hepatitis C and HIV.  Abstract
submitted to Management of Hepatitis C: 2002.

20 From the CDCs National Hepatitis Prevention Strategy,
2001.

21 Sexually Transmitted Diseases Treatment Guidelines.
Morbidity and Mortality Weekly Report, May 10, 2002.
View at: www.cdc.gov/STD/treatment/
TOC2002TG.htm. 

22 From the 1999 USPHS/IDSA Guidelines for the Prevention
of Opportunistic Infections in Persons Infected with
Human Immunodeficiency Virus. A new update of the
Guidelines was released in November of 2001, five months
after our survey.  The drugs listed in the AI category
remained largely unchanged, with the exception of two TB
drugs.  Due to reported cases of severe and fatal liver
damage with the use of a 2-month regimen of
pyrazinamide and rifampin in the treatment of latent TB,
these drugs have been down graded to BI and BIII
respectively. 
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