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Executive Summary

State AIDS Drug Assistance Programs (ADAPs) provide access to HIV/AIDS treatments to low-
income, uninsured and under-insured people living with HIV/AIDS. ADAPs, authorized under
Title II of the federal Ryan White Comprehensive AIDS Resources Emergency (CARE) Act, are
administered by each state and territory that receives federal Ryan White Title Il ADAP funds.'
Each state determines program financial and medical eligibility criteria and the number of
treatments provided on its ADAP drug formulary. Each ADAP operates within a unique state
delivery and financing environment. Consequently, these programs vary greatly by jurisdiction.

Since the introduction of combination antiretroviral therapy in late 1996, many ADAPs have
been challenged to meet the demands of a rapidly growing client population and increased
monthly expenditures within the context of finite program resources. While some states
supplement federal Ryan White ADAP monies with state general revenue funds, other states do
not provide any non-federal financing of their programs. In addition, ADAPs in states with
relatively limited Medicaid programs may be shouldering an increased burden of low-income
individuals living with HIV/AIDS who do not meet restrictive Medicaid eligibility criteria.

In an effort to track the response of ADAPs to the rapidly changing HIV/AIDS treatment
environment, shifts in the demographics of the HIV/AIDS epidemic, changes in funding sources,
and to document program variations across jurisdictions, the Henry J. Kaiser Family Foundation
commissioned the National Alliance of State and Territorial AIDS Directors (NASTAD) and the
AIDS Treatment Data Network (ATDN) to produce a series of national ADAP status reports.”
The reports produced through this effort, known as the National ADAP Monitoring Project,
provide the most up-to-date information on the fiscal, administrative and programmatic status of
the fifty-two state ADAPs.

The current report—the third in the series—is based on information gathered from state AIDS
program directors and ADAP coordinators through a national ADAP survey. The survey was
distributed to all ADAPs in August 1998, and requested data on numerous aspects of each state
ADAP from the time period January 1, 1998 through June 30, 1998.

Data on number of clients served, program expenditures and number of prescriptions filled were
collected for January 1998 and June 1998. In order to provide a picture of ADAP growth over a
year, data from June 1998 were compared with data from July 1997 (presented in the March
1998 Interim Technical Report). While these data sets represent two discrete points in time, it is
important to note that ADAPs are constantly evolving in an attempt to adapt to changes in the

" This includes all fifty states, the District of Columbia and Puerto Rico. All 52 of these jurisdictions will be
referred to generically as “states” throughout this report.

* The first two reports produced under the National ADAP Monitoring Project were. State AIDS Drug Assistance
Programs: A National Status Report on Access, July 1997 and The National ADAP Monitoring Project: Interim
Technical Report, March 1998.



availability of program resources, client demand and changes in HIV/AIDS treatment. Fifty-one
of the 52 jurisdictions responded by the survey deadline.* The major findings are as follows:
Clients Served

The overall number of clients served by ADAPs continues to increase nationally, with most
states experiencing increases and some states seeing declines in the number of clients served
between July 1997 and June 1998:

 State ADAPs served 53,765 clients nationally in June of 1998.

* The number of clients served by ADAPs increased by 22% nationally among the 45 states
reporting client and expenditure data in both June 1998 and July 1997 (47,814 compared to
39,106).° When averaged out over the eleven-month period, this represents an increase of
792 clients per month nationally.

* Forty states reported increases in the number of clients served in June 1998 compared with
July 1997. Ten of these states reported increases of 50% or more in the number of clients
served during this time period. Nine states reported decreases in the number of clients
served.’

Expenditures

Overall ADAP program expenditures are growing at a fast rate, with large increases in national
spending on antiretroviral treatments and decreases in national spending on drugs for the
prevention and treatment of opportunistic infections (OIs) and other formulary drugs.” Since
July 1997, program expenditures have increased at a higher rate than the growth in the number of
clients served, largely reflecting an increase in the costs and use of combination antiretroviral
therapies recommended by Department of Health and Human Services’ guidelines:

* Overall ADAP expenditures in June 1998 were $40.8 million.

* Wyoming was unable to provide a response before the survey deadline.

* Data on the number of clients served represents unduplicated clients served by ADAPs within a given month. In
other words, 53,765 unduplicated clients obtained at least one prescription through ADAPs between June 1* and
June 30", 1998.

* National percentage comparisons between July 1997 and June 1998 were calculated based on only those states that
reported client and expenditure data for both time periods and exclude seven states.

° These numbers are based on all states reporting client data in both time periods (49 states).

7 “Other drugs” refers to all drugs covered by an ADAP except antiretroviral agents and the 14 drugs recommended
by the U.S. Public Health Service/Infectious Diseases Society of America (USPHS/IDSA) specifically to prevent
opportunistic infections.



* National ADAP expenditures grew by 37% among the 45 states reporting client and
expenditure data in both periods ($35.7 million in June 1998 compared to $26 million in July
1997).8

* Forty-one states reported increases in monthly program expenditures between July 1997 and
June 1998. Eighteen of these states reported expenditure increases of 50% or more between
these two time periods. Five states reported decreases in monthly expenditures between
these two periods.’

* In June 1998, national per client ADAP expenditures (for the 45 states reporting client and
expenditure data in both periods) were $747 per client, compared to $665 in July 1997—a
12% increase.'”

* Antiretroviral (ARV) expenditures increased by 54% between June 1998 and July 1997
($30.1 million compared to $19.6 million in the 38 states reporting data in both periods).'!
Expenditures on antiretroviral drugs, including protease inhibitors, comprised a growing
proportion of overall ADAP expenditures (88% in June 1998 compared to 78% in July 1997
for those states reporting data in both periods).

 Notably, national ADAP expenditures on OI and other formulary drugs decreased by 31%,'?
from $5.6 million in July 1997 to $3.8 million in June 1998 (in the 33 states that cover OI
drugs and reported data for both periods). In addition, expenditures on Ol/other drugs
comprised a decreasing proportion of overall ADAP expenditures (11% in June 1998
compared to 22% in July 1997 among these 33 states).

e In June 1998, the number of prescriptions filled by ADAPs nationally totaled 150,078.
* There was a 28% increase in the number of monthly prescriptions filled by ADAPs

nationally (147,563 in June 1998 compared to 115,419 in July 1997 among the 41 states that
reported prescription and client data for both periods).!* The number of protease inhibitor

® This percentage increase in expenditures was calculated based on only those states that reported client and
expenditure data for both time periods and excludes seven states.

’ These numbers are based on all states reporting expenditure data in both time periods (46 states).

' This percentage increase in per client expenditures was calculated based on only those states that reported client
and expenditure data for both time periods and excludes seven states.

" This percentage increase in antiretroviral expenditures was calculated based on only those states that reported
client, overall expenditure, and ARV expenditure data for both time periods and excludes 14 states.

" This percentage decrease in Ol/other drug expenditures was calculated based on only those states that cover OI
drugs and reported client, overall expenditure, and Ol/other drug expenditure data for both time periods and excludes
19 states.

" This percentage increase in prescriptions filled was calculated based on only those states that reported client and
prescription data for both time periods and excludes eleven states.



prescriptions filled rose by 71%'* among the 38 states reporting these data in both periods
(34,708 in June 1998 compared to 20,247 in July 1997).

Demographic Characteristics of ADAP Clients

Most of the clients served by ADAPs are people of color, are poor, and are uninsured. More
focused studies need to be conducted in order to determine whether ADAPs—and other
publicly-funded HIV care programs—are serving the populations most in need in their
jurisdictions:

* Forty percent of clients with HIV disease served by ADAPs nationally are white, 30%
African American, and 26% Hispanic. Asian/Pacific Islanders and American Indians/Alaskan
Natives each comprise about 1% of the ADAP client population.

* Eighty percent of clients with HIV disease served by ADAPs have reported incomes below
200% of the Federal Poverty Level. Forty-eight percent of ADAP clients have reported
incomes below 100% of the Federal Poverty Level, including ten states in which two-thirds
or more of the ADAP client population earn less than 100% of the Federal Poverty Level.

* The majority of ADAP clients lack other public or private health insurance. Almost 6% of
national ADAP clients are also Medicaid beneficiaries, and 9% of national ADAP clients have
private insurance that provides some level of prescription drug coverage.

* For the first time, state ADAPs identified where clients receive primary care services and the
number of physicians prescribing medications for ADAP clients. ADAP clients most often
receive primary care from public clinics/local health departments (38% of all clients) and
hospital-based clinics (33%). The number of physicians prescribing medications for ADAP
clients ranged from a low of seven physicians to a high of 3,339 physicians among states.
Notably, 40 states were able to report this information which provides additional base data
for further assessments of quality of HIV care.

ADAP Budget
The national budget for ADAP in fiscal year (FY) 1998 is expected to total $510.2 million in

federal and state funding—an increase of $139.4 million (or 38%) over the FY 1997 national
ADAP budget."”

" This percentage increase in protease inhibitor prescriptions filled was calculated based on only those states that
reported client, overall prescription, and PI prescription data for both time periods and excludes 14 states.

"* The Ryan White Title II fiscal year 1998 runs from April 1, 1998 through March 31, 1999. The federal fiscal
year runs from October 1 to the following September 30.



* ADAP supplemental funding under Title II of the federal Ryan White CARE Act increased
by 71%, from $167 million in 1997 to $285.5 million in 1998.'® The amount of federal Title
II base funding allocated by states to their ADAPs increased by 6%, to $71.9 million
nationally.

» Forty states provided state general revenue support for their ADAPs in FY 1998, for a total
of $119.4 million nationally; this represents a 22% increase over FY 1997 state general
revenue contributions to ADAPs. Twelve states do not provide funds specifically for
ADAP and therefore rely solely on federal funding to provide ADAP services.

Administrative Changes/Cost-Savings Strategies

In an effort to more effectively manage program costs, several states reported making changes in
the administrative structures of their ADAPs, and taking a more active role in negotiating drug
discounts:

* Three states modified their ADAPs’ drug purchasing/distribution systems in order to take
advantage of a federal drug discount program. Significant changes went into effect since the
March 1998 Interim Report in the administration of this federal discount program that will
allow more ADAPs to receive drug discounts.

* Recently, several ADAPs delayed adding a newly approved antiretroviral drug to their
formularies pending the outcome of negotiations with the drug’s manufacturer over the
relatively high cost of the product. The ADAPs were successful in negotiating an additional
discount/rebate on the drug for all ADAPs nationally.

ADAP Restrictions, Budget Shortages and Unexpended Funds

Notwithstanding increased federal and, in some cases, state funding for ADAPs, 26 states
reported that they are facing special ADAP program restrictions and/or budget shortages due to
client demand and inadequate resources. Several other states reported that they expect to have
unexpended ADAP funds remaining at the end of FY 1998:

* Eleven states reported capped program enrollments, i.e., limiting the number of clients that
can be served at one time. All eleven maintain active waiting lists for clients to enter the

' Since FY 1996, Congress has appropriated funds specifically for state AIDS drug assistance programs as a
supplemental portion of Ryan White CARE Act Title II funds to states. These funds are distinct from, but related
to Title II base formula grant funding, which can be directed toward other care and treatment services, including
ADAPs.



program. The number of individuals on these waiting lists totals over 2,500. Five states
reported monthly or yearly per capita expenditure caps.

* Six states have capped or restricted access to protease inhibitors or other antiretrovirals and
two states continue not to provide any protease inhibitors due to budget constraints.

* Fourteen states reported that, based on budget projections, they expected to exhaust their
current ADAP operating budget prior to the end of Ryan White FY 1998 (March 31, 1999).

* Eighteen states reported that they had unexpended ADAP funds remaining in their ADAP
budgets at the end of Ryan White FY 1997; eleven of these states carried these funds over
into their FY 1998 ADAP operating budgets. Nine states reported that they expect to have
unexpended funds—totaling an estimated $8.6 million nationally—remaining in their ADAP
budgets at the end of Ryan White FY 1998.

Trends in ADAP Eligibility, Drug Formulary Coverage and Responsiveness to Evolving
Clinical Practice

Changes in eligibility criteria, drug formularies and education/outreach efforts reflect attempts by

states to respond to emerging clinical standards within varying levels of resource constraints:

* Five states expanded their ADAP income eligibility since the last annual report, including
three states that raised their income eligibility since the March 1998 Interim Technical
Report. On the other hand, two states reported lowering their financial eligibility ceiling since
the last annual report.

*  When the first NASTAD/ATDN report was published in July 1997, only two ADAPs
reported covering all approved antiretroviral drugs. By October 1998, 46 ADAPs provided
coverage for all approved antiretroviral treatments.!”

* Twenty-two states reported adding antiretroviral drugs to their ADAP formularies since July
1997. Twenty-three states reported adding drugs for the prevention and treatment of
opportunistic infections and other non-antiretroviral drugs to their formularies.

*  While 21 states now cover ten or more of the 14 drugs strongly recommended by the U.S.
Public Health Service/Infectious Disease Society of America (USPHS/IDSA) “Guidelines for
the Prevention of Opportunistic Infections for Persons Infected with HIV,” the remaining 31
state ADAPs do not provide this level of coverage.

"7 Excluding efavirenz (Sustiva), a non-nucleoside reverse transcriptase inhibitor approved by the Food and Drug
Administration in September 1998. Since October 1998, anecdotal reports indicate that some ADAPs now cover
additional antiretroviral drugs, including efavirenz, that they did not provide at the time they completed this survey.



* Almost all states reported efforts to disseminate federal HIV treatment guidelines to
providers and consumers and to provide some type of ongoing HIV treatment education, such
as mailings to providers and clients and instituting Drug Utilization Review (DUR)
procedures.

The ADAP State by State Profile Table that begins on the next page includes a synopsis of each
ADAP’s financial and medical eligibility criteria, coverage of specific classes of drugs, FY 1998
federal/state ADAP budget information, the recent number of clients served and a listing of
special ADAP program restrictions in place as of October 1998.
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Introduction

State ADAPs continue to play a vital role in providing access to life sustaining treatments for an
increasing number of low-income, uninsured and under-insured people living with HIV/AIDS.
While ADAPs initially were intended to provide a temporary safety net of medication coverage,
they are now being called upon—within the context of the broader Ryan White care system and
the state public health system—to be conduits into ongoing primary care, a means of access to
more comprehensive and longer-term health care reimbursement options such as Medicaid and
private insurance, purveyors of clinical education to health care providers and consumers, and
coordinators of outreach to underserved populations. 1999 may continue to see an expansion of
ADAPs’ role, with significant new investment in these critical programs by the federal
government and increased attention to program achievements and outcomes.

For the remainder of Ryan White FY 1998 and through FY 1999, the variations and disparities
among ADAPs will likely continue to be evident. While ADAPs operate within broad federal
guidelines and receive the bulk of their funding from the federal government, states have
significant discretion in determining client eligibility, the scope of the ADAP drug formulary and
how treatments are purchased and delivered to clients. The varying fiscal, political, geographical
and economic environments particular to each jurisdiction add to the heterogeneity of state
ADAPs—similar to the impact these factors have on state Medicaid programs. Significant
additional federal ADAP funds expected in FY 1999 are unlikely to ameliorate the existing
variations and disparities among ADAPs.'®

The past year has been a time of fiscal stability and even expansion for some ADAPs, while
others implemented or continued program restrictions due to resource constraints. This year has
also seen continued rapid advances in the treatment of HIV/AIDS with new and costly
antiretroviral medications entering the market. ADAPs have been challenged to keep pace with
this rapidly changing treatment environment, including efforts to expand their formularies, expand
eligibility/client access and provide ongoing provider and consumer education. While most
ADAPs now provide all approved anti-HIV drugs, there continues to be significant variation
among these programs in their coverage of drugs for the prevention and treatment of
opportunistic infections.

National attention has focused on disparities in health outcomes among racial/ethnic groups in the
United States, especially African Americans and Latinos. While AIDS death rates have declined
among all affected communities, African Americans and Latinos have not experienced as great a
decline in AIDS-related mortality as whites.'® While there is some evidence that the disparities
in death rate declines among these populations are lessening in some areas of the United States,*’
disparities persist in other areas of the country.?! State and federal public health programs,

" The FY 1999 federal ADAP supplemental budget is $461 million, a $175.5 million increase over FY 1998.
" Morbidity and Mortality Weekly Report. February 28, 1997. Vol. 46, No. 8.

* Decrease in AIDS Deaths Best Since 1988. Chicago Tribune. June 23, 1998.

*' HIV-Related Deaths Down in Florida. Miami Herald. February 25, 1998.
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including Ryan White programs and ADAP, are being called to greater accountability for their
efforts to reach and serve these communities.

This report—the third in a series produced under the National ADAP Monitoring
Project—provides updated information on the number of clients served through ADAPs,
program expenditures and an analysis of utilization and expenditure trends. The report will also
analyze current program budgets and changes in ADAP funding categories. Modifications in
ADAP eligibility and drug formularies, and program responsiveness to changing clinical standards
of care will be presented. Given national attention on disparities in health outcomes for minority
populations, this report will also include a discussion of the demographic make-up of state
ADAPs, including the race/ethnicity, gender, age, health status, and economic status of the
ADAP client population.

The ADAP Update Survey

In August 1998, a national ADAP update survey was distributed to the fifty-two jurisdictions
receiving Ryan White CARE Act Title Il ADAP funds. Survey responses were collected and
analyzed throughout September and October, with significant follow-up conducted by phone.
Fifty-one jurisdictions responded to the survey; the state of Wyoming was unable to respond by
the survey deadline.

The survey was intended to collect updated information on ADAP client utilization and monthly
utilization trends, ADAP budgets, program shortfalls and restrictions, changes in ADAP
formularies and efforts to respond to changing clinical practice standards. In addition to updating
the information contained in previous National Monitoring Project reports, states were asked to
provide detailed ADAP client demographic information, client health status/CD4 measurements
and an assessment of where their ADAP clients were receiving primary care services.

The findings from this survey represent one point in time and comparisons reflect data reported
between two to three points in time. ADAPs are dynamic programs and continue to change on a
daily basis. Up-to-date state-by-state ADAP information is available on the Monitoring
Project’s website at: http://www.aidsinfonyc.org/adap.
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Client Utilization and Drug Expenditures:
What’s Been Happening With ADAP?

Over the past year, ADAPs have continued to experience growth in the number of clients served
and in monthly pharmaceutical expenditures. Between July 1997 and June 1998, program
expenditures increased at a higher rate than the growth in clients served. This higher growth in
expenditures largely reflects increases in the cost and use of combination antiretroviral therapies.
While overall ADAP program expenditures on formulary drugs continued to increase,
expenditures on drugs for the treatment and prevention of opportunistic infections and other
formulary drugs decreased.

This section will discuss trends in the number of clients served per month by ADAPs and trends
in monthly expenditures on pharmaceuticals, including comparing current utilization and
expenditure data with similar data from one year ago. This section will also highlight trends in
ADAP expenditures on antiretroviral drugs and drugs for the prevention and treatment of
opportunistic infections.

Trends in Clients Served and Expenditures

Nationally, states reported that ADAPs served 53,765 clients during June 1998. When
compared to July 1997, the number of clients served by ADAPs increased by 22% among the 45
states reporting client and expenditure data in both periods (47,814 in June 1998 compared to
39,106 in July 1997),%* as shown in Figure 1. When averaged out over the eleven-month period

ADAP Monthly Clients Served Nationally

[1)
60,000 +22%

50,000 -
40,000 -
30,000 -

20,000 -
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Figure 1 Jul-97 Jun-98
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between July 1997 and June 1998, ADAPs experienced an increase of approximately 792 clients
per month nationally. Over the two-year period, since July 1996, client utilization has increased
by 71% (47,109 in June 1998 compared to 27,531 in July 1996 among those 43 states reporting

expenditure and client data in June 1998 and July 1996).%

Forty states reported increases in the number of clients served between July 1997 and June 1998
(among the 49 states reporting client data in both time periods). Ten states reported increases of
50% or more. Of those ten states, four (Alaska, Delaware, the District of Columbia and Oregon)
reported greater than 100% increases in the number of clients served during the same time period.
Nine states (Alabama, Idaho, Mississippi, New Jersey, North Dakota, Rhode Island, South
Dakota, Vermont and Virginia) reported decreases in the number of clients served during this
same time period.*

Overall, ADAP program expenditures in June 1998 were $40.8 million. Monthly ADAP
expenditures grew by 37%?> nationally among the 45 states reporting client and expenditure data

ADAP Monthly Expenditures Nationally

0,
$40,000,000 | +37%

$30,000,000 -

$20,000,000

$10,000,000 -

$0

Jul-97 Jun-98
Figure 2

** This percentage increase in clients served was calculated based on only those states that reported client and
expenditure data for both time periods and excludes seven states (District of Columbia, Georgia, Louisiana, New
Mexico, North Dakota, Puerto Rico and Wyoming).

* This percentage increase in clients served was calculated based on only those states that reported client and
expenditure data for both time periods and excludes nine states (Alaska, District of Columbia, Georgia, Louisiana,
Missouri, New Mexico, North Dakota, Puerto Rico and Wyoming).

** In most cases, percentage decreases in the number of clients served are due to program restrictions (e.g., capped
enrollment) or reflect only a slight decrease in the reported number of clients served by smaller ADAPs such as
Idaho (seven fewer clients), North Dakota (three fewer clients) and South Dakota (four fewer clients). Changes in
record keeping and reporting may also account for some of these decreases. Virginia reported the most marked
decrease in the number of clients served from July 1997 (1,189 clients) to June 1998 (970 clients)—a decrease of 219
clients (18%).
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in both time periods ($35.7 million in June 1998 compared to $26 million in July 1997), as
illustrated above in Figure 2.

Over the two-year period, ADAPs experienced a 163% growth in monthly expenditures
nationally among those 43 states reporting expenditure and client data in both June 1998 and July
1996 ($35.3 million in June 1998 compared to $13.4 million in July 1996).%°

Forty-one states reported increases in monthly program expenditures between July 1997 and
June 1998 (among the 46 states reporting expenditure data in both time periods). Eighteen states
reported increases in monthly program expenditures of 50% or more between these two time
periods; of these, seven states (Alaska, Delaware, Nevada, North Carolina, Oregon, Vermont and
West Virginia) reported increases of more than 100%. Five states (Alabama, Idaho, lowa,
Montana and New Mexico) reported decreases in ADAP expenditures during this same time
period.

Nationally, per client ADAP expenditures were $747 in June 1998 and $665 in July 1997, an
increase of 12%.?” The average per capita expenditure among ADAPs nationally during the same
time period was $706 per month, or $8,472 annualized.

The primary component driving the increase in overall ADAP expenditures is the significant rise
in HIV antiretroviral expenses: an increase of 54%® between June 1998 ($30.1 million) and July
1997 ($19.6 million) among the 38 states reporting data in both periods. ADAP expenditures for
antiretroviral drugs (ARVs), including protease inhibitors, comprised approximately 88% of June
1998 national ADAP expenditures, compared with 78% of overall ADAP expenditures in July
1997. Per capita spending on ARVs increased by 26% during this time period ($659 in June
1998 and $524 in July 1997) among these 38 states.”

National ADAP expenditures on drugs for the treatment and prevention of opportunistic
infections and other formulary drugs decreased by 31%,*® from $5.6 million in July 1997 to $3.8

* This percentage increase in expenditures was calculated based on only those states that reported client and
expenditure data for both time periods and excludes seven states (District of Columbia, Georgia, Louisiana, New
Mexico, North Dakota, Puerto Rico and Wyoming).

** This percentage increase in clients served was calculated based on only those states that reported client and
expenditure data for both time periods and excludes nine states (Alaska, District of Columbia, Georgia, Louisiana,
Missouri, New Mexico, North Dakota, Puerto Rico and Wyoming).

%’ This percentage increase in per client expenditures was calculated based on only those states that reported client
and expenditure data for both time periods and excludes seven states (District of Columbia, Georgia, Louisiana, New
Mexico, North Dakota, Puerto Rico and Wyoming).

*® This percentage increase in antiretroviral expenditures was calculated based on only those states that reported
client, overall expenditure and ARV expenditure data for both time periods and excludes 14 states (Arkansas,
District of Columbia, Georgia, Louisiana, Maine, Nevada, New Mexico, North Carolina, North Dakota, Oklahoma,
Oregon, Puerto Rico, West Virginia and Wyoming).

* ARV expenditures as a proportion of overall expenditures and per capita ARV expenditures were calculated based
on only those states that reported client, overall expenditure, and ARV expenditure data for both time periods and
exclude 14 states (Arkansas, District of Columbia, Georgia, Louisiana, Maine, Nevada, New Mexico, North
Carolina, North Dakota, Oklahoma, Oregon, Puerto Rico, West Virginia and Wyoming).

* This percentage decrease in Ol/other drug expenditures was calculated based on only those states that covered OI
drugs and reported client, overall expenditure, and Ol/other drug expenditure data for both time periods and excludes

17



million in June 1998, among the 33 states that cover OI drugs and reported data in both periods.
In July 1997, Ol/other drug expenditures comprised 22% of overall ADAP expenses nationally;
in June 1998, Ol/other drugs accounted for approximately 11% of overall ADAP expenditures
(among these 33 states). Per capita spending on Ol/other drugs also decreased from $152 per
ADAP client in July 1997 to $86 in June 1998—a decrease of 43%. The decreases in
expenditures on Ol/other drugs occurred despite the fact that many ADAPs increased their
coverage of these drugs over the past year. Further research is needed to determine the exact
reason(s) for the decline in expenditures; however the decline may be due to increasing numbers
of ADAP clients utilizing combination antiretroviral therapy and subsequent improvement in
and/or maintenance of client health status.

The total number of prescriptions filled for all drugs on ADAP formularies in June 1998 was
150,078. There was a 28% increase in prescriptions filled among the 41 states that reported
prescription and client data in both June 1998 and July 1997 (from 115,419 in July 1997 to
147,563 in June 1998).>' The average number of prescriptions filled per client remained
relatively constant between July 1997 and June 1998—from an average of 3.19 to 3.28
prescriptions per ADAP client.*> The number of protease inhibitor (PI) prescriptions filled
nationally between June 1998 (34,708) and July 1997 (20,247) increased by 71%.**> The
percentage of PI prescriptions filled by ADAPs nationally increased as well, with PIs accounting
for 24% of ADAP prescriptions filled in June 1998 compared to 18% of ADAP prescriptions
filled in July 1997. The increase in PI prescriptions may be the primary component of
prescription expenditure growth nationally among state ADAPs.

Appendix I contains a state-by-state breakout of ADAP expenditures and prescriptions filled.
Expenditures and per capita spending on antiretrovirals and Ol/other drugs are delineated in
Appendices Il and III. Appendix IV contains information on the number of protease inhibitor
prescriptions filled by state ADAPs. Each of these appendices contains totals of all data
reported by ADAPs as well as national comparison totals that reflect data from only those states
reporting in both time periods.

19 states (Alaska, Arkansas, Colorado, District of Columbia, Georgia, Idaho, Louisiana, Maine, Montana, Nevada,
New Mexico, North Carolina, North Dakota, Oklahoma, Oregon, Puerto Rico, Utah, West Virginia and Wyoming).
*' This percentage increase in prescriptions filled was calculated based on only those states that reported client and
prescription data for both time periods and excludes eleven states (Arizona, Arkansas, Florida, Idaho, Kansas,
Louisiana, Nevada, New Mexico, North Carolina, North Dakota and Wyoming).

** The average prescriptions per client calculation includes only those states that reported client and prescription data
for both time periods and excludes eleven states (Arizona, Arkansas, Florida, Idaho, Kansas, Louisiana, Nevada,
New Mexico, North Carolina, North Dakota and Wyoming).

* The percentage increase in PI prescriptions filled and the proportion of overall prescriptions represented by PI
prescriptions were calculated based on only those states that reported client, overall prescription, and PI prescription
data for both time periods and exclude 14 states (Arizona, Arkansas, District of Columbia, Florida, Georgia, Idaho,
Kansas, Louisiana, Nevada, New Mexico, North Carolina, North Dakota, South Dakota and Wyoming).
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Client Demographics: Who Is Served by ADAP?

Each year, federal, state and local governments spend significant dollars to provide medical care
to people living with HIV/AIDS through publicly funded HIV care programs. While the recent
national decline in death rates may attest to the success of these programs, an important—and as
yet unanswered—question remains: To what extent are publicly financed HIV care programs
serving the populations most in need? Persisting disparities in health outcomes for racial/ethnic
minorities—especially African Americans—demand that ADAPs and other publicly funded HIV
care programs carefully assess how and whether they are meeting the needs of traditionally
underserved populations in their jurisdictions. This question should be posed not only to
ADAPs but also to state Medicaid programs, community health centers and other publicly-
funded sources of HIV care since, together, they form the fractured continuum of care for the
majority of people living with HIV/AIDS in the U.S.

Answering this question at this time is methodologically complex. First, there are currently no
reliable estimates of the number of people living with HIV at the national or state
level—particularly by racial and ethnic categories. While all states track AIDS cases, only 28
states currently track adult HIV cases. Some of the states with the largest ADAP populations
and largest AIDS caseloads (e.g., California, New York) are among those that do not have HIV
case reporting systems.’* Yet ADAPs serve both people with HIV without an AIDS diagnosis
and those with AIDS. In fact, these programs may be more likely to serve people with HIV
because those with an AIDS diagnosis are more likely to be eligible for Medicaid. Therefore, the
only available national data set against which to compare ADAP demographic data—AIDS
prevalence (reported living AIDS case) data—provides an incomplete frame of reference.

Recently released data from the HIV Cost and Services Utilization Study (HCSUS) provide
detailed demographic information on a nationally representative probability sample of people
living with HIV, including those with AIDS, in care.”® While these data may also be used as a
point of comparison, they too are limited in that they represent only individuals living with
HIV/AIDS that are in care, i.e., not all of the HIV-infected population.

Secondly, ADAP is only one piece of a much larger financing puzzle—one part of a health care
payer system that includes Medicaid, Medicare, other public health programs, private insurance
and pharmaceutical manufacturer-sponsored “charity”° programs. An individual who is not
served by ADAP may be securing a portion or all of his/her HIV treatments through any one of
these other payers, or through a combination of payers. Without looking at all pieces of this

** New York enacted a new state law in 1998 requiring name-based reporting of HIV cases. This new reporting
system is scheduled to be implemented in 1999.

* Bozzette, S.A., et al. The Care of HIV-Infected Adults in the United States. The New England Journal of
Medicine. Volume 339. No. 26. pp. 1897-1904. December 24, 1998.

* These programs, generally referred to as patient assistance programs (PAPs), are sponsored by drug manufacturers
to provide lower income individuals with access to medications when an individual can find no source of
reimbursement for the drug. While not actually “payers,” PAPs are reported to be a source of HIV treatments for a
significant number of individuals.
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puzzle together, it is impossible to draw conclusions about which demographic groups may not
have adequate access to needed services through any one of these payers.

Despite these significant barriers, it is still critically important to begin framing a response to the
question posed above and to develop a research agenda to explore this question more thoroughly.
This section attempts to begin such an assessment of ADAPs by providing a first glance at the
racial/ethnic, economic, gender and age characteristics of the national ADAP population. The
report compares national ADAP client demographic data with the two data sets, albeit limited,
mentioned above — national AIDS prevalence data from the Centers for Disease Control and
Prevention (CDC) and HCSUS data. While the conclusions that can be drawn from these
comparisons are limited, they may assist states and researchers in identifying areas for more
detailed analysis.

Race/Ethnicity

As discussed in the introduction to this report, national attention has focused on racial/ethnic
disparities in health outcomes among people living with HIV/AIDS and other chronic illnesses.
ADAPs, other Ryan White programs, and public and private health care systems are being called
to accountability for their efforts to reach and serve populations disproportionately affected by
the HIV/AIDS epidemic, particularly African Americans.

States were asked to report the race/ethnicity of their ADAP clients served in June 1998. Three
state ADAPs (Louisiana, Nevada, New Mexico) did not provide sufficient data to analyze the
racial/ethnic make-up of their client populations. However, the client population in this analysis
(N=53,365) represents 99% of the total reported ADAP clients served in June 1998.

Race/Ethnicity of June 1998 ADAP Clients

Asian/Pacific American
Islander 1% Other 2% Indian/Alaskan
Native

1%

Hispanic 26%
White 40%

e

0 0 /
African-American

30%

Figure 3
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As shown in Figure 3, 40% of the June 1998 ADAP population was reported as white/non-
Hispanic, 30% as African American (black/non-Hispanic), and 26% as Hispanic. Asian/Pacific
Islanders and American Indians/Alaskan Natives each comprised 1% of the utilizing ADAP
population, and 2% were reported as “other.” When compared to data from the Health
Resources and Services Administration (HRSA) 1996 Ryan White Title I Annual Administrative
Report (AAR),* there has been little change in the racial/ethnic distribution of clients served by
ADAPs over the last two years. According to 1996 AAR data, whites comprised approximately
41% of the utilizing ADAP population, African Americans 28%, Hispanics 25%, and
Asian/Pacific Islanders and American Indians/Alaskan Natives about 1% each. The racial/ethnic
distribution of the ADAP client population in June 1998 varied significantly by state. A state-
by-state breakout of June 1998 ADAP client race/ethnicity is included in Appendix V.

Race/Ethnicity of June 1998 ADAP Clients Compared
with Living AIDS Cases and Persons Living with
« HIV/AIDS in Care

50%-
40%-
30%-! O % on ADAP
H % living AIDS cases

20% W % living w/HIV/AIDS in care

o
10%-

0%
White African-  Hispanic
American
Figure 4

¥ States receiving Ryan White Title II grants are required by HRSA to collect aggregate demographic data on
clients served in their jurisdictions through Ryan-White funded programs. These data are compiled by HRSA and
presented cumulatively in a yearly Ryan White Annual Administrative Report (AAR).
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When comparing these data with AIDS prevalence data from the end of 1997°® and with data
from the HCSUS study,® differences between the three data sets emerge, as shown in Figure 4.
Whites account for 40% of reported living AIDS cases, 40% of the ADAP population and 49%
of HIV-infected adults in care. African Americans comprise 39% of reported living AIDS cases,
30% of the ADAP population and 33% of adults in care. Hispanics represent 20% of reported
living AIDS cases, 26% of ADAP clients and 15% of HIV infected adults in care. Asian/Pacific
Islanders comprise 0.7% of reported living AIDS cases, 1% of ADAP clients and about 1% of
adults in care. American Indians/Native Alaskans represent 0.3% of reported living AIDS cases,
0.6% of ADAP clients and 1% of adults in care.*

Due to the limitations of the national data sets mentioned previously, and the lack of data on
other payers, the conclusions that can be drawn from these comparisons are limited. This
preliminary presentation of the racial/ethnic make-up of state ADAPs should serve to provide a
starting point for further, more detailed research that takes into account jurisdictional variations
in the availability and accessibility of other HIV care payers, the insurance status of affected
populations and other social, political and economic factors unique to each jurisdiction.

Gender/Age

States were asked to provide data describing the gender and age characteristics of their ADAP
populations. Eighty percent of clients served nationally by ADAPs in June 1998 were male,
20% were female. HRSA’s 1996 Annual Administrative Report (AAR)*' shows that of the total
population served by ADAP during calendar year 1996 (N=78,750), 79% of the clients were
male and approximately 18% were female (3% were reported as “unknown/missing”). This
indicates little change in the national percentage of male and female clients served through
ADAPs in the past two years. AIDS prevalence (living AIDS case) data also indicate that,
nationally, 80% of living AIDS cases are among males, 20% are among females.*> Seventy-seven
percent of the HCSUS survey population (individuals living with HIV/AIDS in care) was male
and 23% was female.*

In 1997, the CDC reported that the number of AIDS deaths had fallen for most demographic
groups, but not for women. There was actually a reported increase (3%) in the number of AIDS
deaths among women during this same time period.** More recently, however, there have been

* AIDS prevalence data were provided by the Centers for Disease Control and Prevention (CDC). These data reflect
estimates of the number of individuals living with AIDS in the U.S., by state, at the end of calendar year 1997 (but

do not include people living with HIV-only).

* Bozzette, S.A., et al.

* Data on Asian/Pacific Islanders and American Indians/Native Alaskans were not graphically represented in Figure

4 due to the relatively small proportion of these groups in each data set.

11996 Ryan White Title II Annual Administrative Report, Health Resources and Services Administration.

** AIDS prevalence data were provided by the Centers for Disease Control and Prevention (CDC).

* Bozzette, S.A., et al.

* Morbidity and Mortality Weekly Report. February 28, 1997. Vol. 46. No. 8.
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reports of decreases in the number of AIDS deaths among women.* However, there have also
been reports indicating that women—especially poor, African American women—comprise an
increasing number of new HIV infections.*® These data highlight the need for states to assess the
disproportionate impact that HIV may have on women in their jurisdictions, and—as with
racial/ethnic minority populations—to study the level and quality of care that populations are
receiving through ADAP and other publicly funded HIV programs.

The overwhelming majority of clients (99%) who utilized ADAP services during June 1998 were
reported to be age 20 or above. The relative dearth of clients below the age of 20 who are served
by ADAPs is likely attributable to the fact that infants and children with HIV/AIDS can
generally access more comprehensive healthcare services through Medicaid. State-by-state
information on ADAP client gender and age is included in Appendix VI.

Client Health Status/CD4 Counts

In order to make a preliminary assessment of the health status of the national ADAP population,
states were asked to provide, within a given range, the CD4 counts of their currently utilizing
ADAP population.*’ Thirty states, representing 62% (N=33,067) of the June 1998 utilizing
client population, provided CD4 data. Notably, only about half of the states reporting CD4 data
also reported that these data were updated periodically, as opposed to being collected only at the
time of client enrollment.

June 1998 ADAP Client CD4 Range

CD4>500
20%

CD4 200-500
42%

* Female, Black AIDS Death Rates Drop: Potent Drugs, Awareness Cited for Decline in City. Chicago Tribune.
Thursday, January 15, 1998.

“ Among the Poor, HIV Infecting Women at Higher Rate than Men. Chicago Tribune. August 28, 1998.

7 “Currently utilizing” was not more specifically defined. States completed the survey during August/September
1998 and were asked for demographic information (e.g., race/ethnicity) for clients served during June 1998.
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Figure 5

As shown in Figure 5, 38% of the clients were reported to have CD4 counts of less than 200,
42% were reported in the 200-500 CD4 range and approximately 20% of clients were reported to
have CD4 counts above 500. There is some significant variation among states in terms of the
reported CD4 distribution of their ADAP populations. However, due to the fact that much of
these data may have been collected at an unspecified time in the past, it is difficult to draw any
conclusions regarding the health status of the current ADAP population. Furthermore, since
many ADAPs do not regularly collect and update CD4 count data, more focused
studies—perhaps including studies of ADAP client medical records—are needed to determine the
health status of this population. State-by-state ADAP client CD4 ranges are in Appendix VII.

Economic Status/Income Levels

States were asked to report the income levels, within a given range, of their June 1998 ADAP
clients served. Income ranges were based upon percentages of the Federal Poverty Level (FPL)
for 1998.*% Eight states did not provide sufficient data to analyze client income status.
However, client income information was provided for 95% (N=50,927) of the reported June
1998 ADAP clients served. National ADAP client income level data are presented in Figure 6:

June 1998 ADAP Client Income Levels
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Figure 6

ADAP clients are relatively poor with 48% percent having reported incomes below 100% of
FPL. Thirty-two percent of ADAP clients had reported incomes between 101-200% of FPL,

* The 1998 Federal Poverty Level for a one-person household is $8,050 per annum ($10,070 in Alaska and $9,260
in Hawaii).
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indicating that 80% of June 1998 utilizing clients had incomes below 200% of FPL. Eleven
percent of clients had reported incomes in the 201-300% FPL range, about 5% in the 301-400%
FPL range, and less than 2% had reported incomes above 400% of FPL. A comparison with
income level data from clients served by ADAPs nationally in July 1997 shows negligible
changes in the reported income status of the national ADAP population over the past year.

Appendix VIII includes a state-by-state breakout of ADAP client income levels. This appendix
also shows the upper ADAP financial eligibility and Medicaid eligibility limit for coverage under
categorical disability.*” While the upper ADAP financial eligibility limit varies from a low of
100% of FPL to a high of over 400% of FPL, the Medicaid financial eligibility ceiling is 75% of
FPL—around $503 per month (or lower) in every state. The question persists as to the degree of
impact that state Medicaid coverage has on ADAPs. While Medicaid financial eligibility is
relatively low in all states, 48% of ADAP clients nationally have reported incomes below 100%
of FPL. Ten states reported that two thirds or more of their ADAP client populations had
incomes below 100% of FPL. These states are: Alaska (93%), Arkansas (100%), Florida (75%),
Georgia (73%), Kentucky (68%), Mississippi (80%), North Carolina (85%), South Carolina
(75%), South Dakota (80%), and West Virginia (70%).>° Based on income criteria alone, many
ADAP clients in these states—and nationally—could be eligible for Medicaid services if they
also met the disability or other categorical eligibility requirements. However, all of these states
have “limited” or less expansive Medicaid coverage, as described in an analysis of the impact of
Medicaid coverage on state ADAPs presented in the March 1998 Interim Technical Report,
perhaps limiting the ability of potential clients to enroll in the Medicaid program.

Notably, all ten states referenced above also reported some type of ADAP limitation/shortfall.
While additional focused analysis needs to be conducted in this area, research suggests that
limited Medicaid coverage in a state may cause low-income clients with HIV disease to be more
reliant on ADAP for accessing prescription drugs.

Medicaid/Insurance Status

What percentage of the national ADAP population has some level of prescription drug coverage
through private insurance or is covered by Medicaid?! Forty-eight states, representing 98%
(N=52,775) of the June 1998 ADAP clients served provided data on client Medicaid/insurance
status. These data indicate that approximately 6% of the national ADAP client population in
June were also Medicaid beneficiaries, and over 9% of national ADAP clients had private
insurance that provided some level of prescription drug coverage.*> Data from the March 1998

* Long, P., Liska, D. State Facts: Health Needs and Medical Financing. Henry J. Kaiser Family Foundation.
February 1998. (The Medicaid eligibility referenced here is for categorical disability.)

** It should be noted that Arkansas’ upper ADAP financial eligibility stands at 100% of FPL and that Georgia’s
stands at 125% of FPL.

*' “Private insurance” here includes commercial policies, Medi-gap policies and high-risk pool insurance.

** Some individuals in the Medicaid spenddown process will transfer back and forth between Medicaid and ADAP.
In addition, ADAPs may fill in coverage gaps if the state Medicaid program has monthly prescription limits. For
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Interim Technical Report indicate that 7% of the July 1997 national utilizing ADAP population
were on Medicaid and that 7% had private insurance.

In a few states, the reported percentage of clients with some level of drug coverage through
commercial insurance is relatively high, including Minnesota (73%) and Oregon (70%). These
states have well-established insurance continuation/purchasing programs that facilitate access to
HIV primary care services in addition to HIV treatments. These states pay only a portion of the
costs of drugs for large numbers of their ADAP clients who have prescription drug coverage
through commercial or high-risk pool insurance plans.

HIV Primary Care Sites and ADAP Prescribing Physicians

A critical question that remains unanswered is exactly where ADAP clients receive their primary
care. Access to prescriptions is clearly sufficient to drive the continuing growth in the ADAP
client population, but access to prescriptions cannot be interpreted as a marker for access to
regular, quality care. While this section provides a preliminary overview of care sites of ADAP
clients, it cannot provide information about the quality of care received by clients.

The ideal way to comprehensively analyze the care received by ADAP clients would be to
collect data on health outcomes. Washington State, for example, is conducting an ongoing review
of ADAP client health records in order to determine whether individuals are receiving the
standard of HIV care. As yet unpublished data from the HCSUS study may also permit a
national analysis of the health status of individuals in HIV care, including ADAP clients.

In order to identify where ADAP clients receive primary care services, states were asked to
estimate what percentage of their ADAP client populations receive primary care services at each
of the following sites: hospital-based clinics, private community-based clinics, public clinics/local
health departments, private physician/physician group, or other sites. There was notable

Estimated Sources of Primary Care for ADAP
Clients Nationally
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diversity among ADAPs.

Figure 7

As shown in Figure 7, ADAP clients receive primary care from public clinics/local health
departments (38%), followed by hospital-based clinics (33%), private physicians (13%), private
community-based clinics (11%) and “other” sites (5%).>

Colorado, Delaware, Michigan, Mississippi, Nebraska, New Jersey, North Dakota, Utah, and
Vermont reported that more than 75% of their clients receive primary care at hospital-based
clinics. Notably, in Colorado, Delaware, Nebraska and Utah, large university hospitals purchase
and distribute treatments to ADAP clients on behalf of the state health department (the Ryan
White Title II/ADAP grantee).>*

Arizona, Florida, Nevada, and Puerto Rico indicated that 75% or more of their ADAP clients
receive primary care from public clinics. Montana reported that 75% of its ADAP clients receive
primary medical care at private community-based clinics. Idaho reported that 75% of its clients
receive primary medical care from private physicians.

To provide additional base data for further assessment of quality of care issues, states were also
asked to estimate the number of physicians who currently prescribe treatments for their ADAP
client population. Ten states did not provide these data; however, data were available for
approximately 67% (N=35,945) of June 1998 utilizing ADAP clients. The number of physicians
prescribing medications for ADAP clients ranged from a low of seven physicians in Montana to a
high of 3,339 physicians in New York State. As expected, small states with relatively few
ADAP clients reported a relatively small number of ADAP prescribing physicians, while larger
ADAPs reported a relatively high number of prescribers. Complete state-by-state information
on primary care sites and ADAP prescribing physicians is contained in Appendix IX.

** National percentages are based on the 35,945 clients served by ADAPs in June 1998 in those states that reported
rimary medical care site data.

* By purchasing/distributing ADAP drugs through large hospitals, the state is able to obtain the significant up-front
drug discounts available through the federal 340B program since these hospitals are direct purchasing “covered
entities.” In Utah, about 75% of the ADAP’s drugs are purchased in this manner; about 25% are purchased through
a retail pharmacy reimbursement mechanism.
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ADAP Budget Update: How Is ADAP Funded?

The national ADAP budget continues to expand. In FY 1998, the national ADAP budget is
expected to total $510.2 million in federal and state funding.” This represents an increase of
$139.4 million over the FY 1997 total of $370.8 million or a 38% increase.”® This section will
present the components of the national ADAP budget and trends in budget growth over the past
several years. The section will also describe ADAP programmatic changes and cost-saving
strategies, and will present program limitations, projected budget shortfalls and projected
unexpended funds.

The national ADAP budget in FY 1998 consists of $390.8 million (76.6%) in federal
contributions and a state share of $119.4 million (23.4%). The proportion of federal to state

funding remained relatively unchanged compared with FY 1997. However, Ryan White Title 11
ADAP supplemental funding represented a larger share in the national ADAP budget (45% in FY

FY 1998 National ADAP Budget

Title I Other Federal

Title II Base 5.3% L.3%
14% $26.8 mil $6.6 mil.
$71.9 mil.

ADAP
State / Supplemental
23.4%
56%
$119.4 mil. $285.5 mil.

1997 to 56% in FY 1998). Figure 8 shows the breakout of the 1998 ADAP budget:

> States were asked to report ADAP budgets for the period between April 1, 1998 and March 31, 1999 (FY 1998)
which corresponds with the federal fiscal period under which the largest source of national ADAP funding — the Ryan
White CARE Act Title II grant program — operates.

* The ADAP Monitoring Project’s March 1998 report indicated that the national ADAP budget totaled $390.8
million. This total included a reported $20 million in state contributions to ADAP from Louisiana. Subsequently,
it was determined that this amount was not derived from state contributions. For accurate comparison, Louisiana’s
ADAP budget and the national FY 1997 ADAP budget have therefore been reduced by $20 million to reflect this
adjustment.
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Federal Funding for ADAP

ADAP supplemental funding increased from $167 million in FY 1997 to $285.5 million in FY
1998 —a 71% increase. The growth in overall ADAP budgets since FY 1996 nationally is being
driven primarily by growth in federal appropriations for ADAP supplemental funding. Federal
ADAP supplemental funding is expected to remain the most critical component of ADAP
budgets in FY 1999. Beginning in April 1999, the federal ADAP supplemental budget will be
$461 million, a $175.5 million increase over FY 1998. Figure 9 illustrates the relative changes in
ADAP budget categories between FY 1996 and FY 1998.

Changes in ADAP Budgets by Category:
FY 96, FY 97 and FY 98

Title Il Bas

Figure 9

All but three states (Massachusetts, Nebraska and West Virginia) experienced increases in their
federal/state ADAP budgets between FY 1997 and FY 1998. Fifteen states saw increases of
greater than 50% in their federal/state ADAP budgets in the last year. These states were:
Alabama, Arizona, Colorado, Georgia, Idaho, Illinois, lowa, Kansas, Kentucky, Maryland,
Michigan, Minnesota, Mississippi, New Mexico and Wisconsin. Nebraska and West Virginia
reported significantly decreased contributions to ADAP from their states’ Ryan White Title 11
base grants, likely due to the significant increase in ADAP supplemental dollars.

Aside from the ADAP supplemental funding, the other federal ADAP budget categories received

only modest increases and one significant decrease in FY 1998. The funds states elect to devote
to ADAP from their Ryan White Title II base funding increased by $4.3 million (6%) to $71.9
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million nationally. Funding from Ryan White Title I Eligible Metropolitan Areas (EMAs)
increased by $2.6 million (11%) to $26.8 million in FY 1998. The number of EMAs contributing
funds directly to support their state’s ADAP remained constant at 13, although the constellation
changed slightly. The Title I EMA in Cleveland, OH was added to the list of contributing Title I
arecas in FY 1998, while Portland, OR fell from the list. The Title I EMAs in New York State —
most significantly New York City — continued to account for the majority (69%) of the nation’s
Title I contributions to ADAP. Funds identified as “other federal funds” decreased by 53% to
$7.3 million in FY 1998. These largely included prior year funds that were approved as carry-
over funds into the FY 1998 fiscal year for state ADAPs.

State Funding for ADAP

Individual state contributions to ADAP represent the widest degree of change in FY 1998 with
significant fluctuations in many areas. Forty states now supplement federal funds with state-
specific financial support for ADAP — a net increase of four states since FY 1997. There was a
22% increase over FY 1997 in state general revenue contributions to ADAPs nationally. Five
states provided contributions in FY 1998 that did not provide funds in FY 1997. These states
were Idaho, Kansas, Mississippi, New Hampshire and North Dakota.

Twenty states provided increased general revenue support to their ADAPs. Most notably, six
states more than doubled their state ADAP contributions in FY 1998 (Arizona, Colorado,
Florida, Georgia, Indiana, Missouri and New Mexico). On the other hand, six jurisdictions
reported reductions in ADAP funding from their state/locality in the last year (District of
Columbia, Hawaii, Illinois, Massachusetts, New Jersey and Puerto Rico). Eight states provided
level funding support to their ADAPs in FY 1998 (Connecticut, Maine, Maryland, Minnesota,
Nevada, Texas, Utah and West Virginia).”’ Twelve states do not provide funds specifically for
ADAP and therefore rely solely on federal funding to provide ADAP services. These 12 states
are: Alaska, Arkansas, Delaware, lowa, Michigan, Montana, Nebraska, Oregon, Rhode Island,
South Dakota, Tennessee and Wyoming.

Federal and state contributions to each state ADAP are listed in Appendix X, with comparisons
between FY 1997 and FY 1998 funding listed in Appendix XI. State general revenue
contributions to ADAP are contained in Appendix XII.

Half of all ADAPs (26 states) draw upon additional sources of funding to supplement their
budgets, although these other sources are chiefly used to recover costs and are not uniformly used
by all states. These additional cost recovery mechanisms include obtaining rebates from
pharmaceutical companies and private health insurance recovery, and accounted for $46.8 million
in FY 1998. The largest portion of this comes from drug rebates ($33.6 million or 71.8%). A
state-by-state breakout of these other budget sources is in Appendix XIII.

%7 States were not asked why state funding for ADAP was reduced/not increased. However, it is possible that with
the significant increases in federal ADAP supplemental funding, some ADAPs did not identify a need for state
funding, and/or funding was directed to other HIV/AIDS services such as primary care and case management.
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ADAP Cost Recovery Resources

Source Funding % of total
Drug Rebates $33.6 million 71.8%

Insurance Recovery $12.4 million 26.5%
Miscellaneous Other Sources $.8 million 1.7%

Total Other Funds $46.8 million 100%

Including all sources (federal, state and cost recovery funds) the total national ADAP budget
increased from $402 million in FY 1997 to $557 million in FY 1998.

Program Administrative Changes

During the past three years, ADAPs have attempted to adjust to a rapidly changing treatment
environment. In some cases, states made significant structural changes in their ADAPs in order
to provide treatments in a more cost-effective and efficient manner. Numerous states reported
making administrative changes in their ADAPs during the past year. In most cases, these changes
were intended to improve the operating efficiency, cost-effectiveness and data management
capabilities of the programs to adjust to changing conditions. Specific state examples of program
modifications include:

Program Administration

Although states can administer their ADAPs centrally or decentrally (i.e., contracting the

administration of the program to an entity outside the state government system), the vast

majority of states administer their programs centrally.

* California and Iowa completed the centralization of their ADAPs. Previously, day-to-day
administration of the California ADAP occurred at the county level and lowa ADAP was

administered by the regional Title II consortia.

* Louisiana decentralized its ADAP; the program is now administered through ten regional
medical centers that were part of the state charity hospital system.>®

Drug Purchasing/Distribution Systems

*¥ The decentralization of Louisiana’s ADAP resulted in a major shift of state HIV dollars to the regional medical
centers.
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ADAPs use a variety of systems to purchase and distribute pharmaceuticals to clients. The type
of drug purchasing/distribution system that an ADAP uses determines the type of drug-
discounting strategy that the program can utilize.

* ITowa and Montana ADAPs began accessing the federal 340B (Public Health Service) drug
discount program by contracting with one retail pharmacy outlet to provide ADAP services
through the 340B contract pharmacy mechanism.>

* Kentucky ADAP contracted most of its drug purchasing/distribution services to a local
hospital that obtains federal 340B pricing.

* Connecticut, Vermont and West Virginia ADAPs converted from time-consuming manual
pharmacy billing systems to electronic, point-of-sale (POS) billing systems.

Data Management

ADAPs must collect and manage significant amounts of data in order to track program
expenditures, develop budget projections and fulfill reporting requirements.

* Connecticut, Louisiana, Michigan and Utah reported upgrading their ADAP data
collection and management capabilities.

Coordination with the State Medicaid Program

The March 1998 Interim Technical Report highlighted the importance and cost-effectiveness of
collaboration between state ADAPs and their respective Medicaid programs. The Health
Resources and Services Administration (HRSA) and the Health Care Financing Administration
(HCFA), the federal agency that oversees the Medicaid program, have encouraged cooperation
and collaboration between Ryan White programs—especially ADAPs—and state Medicaid
programs.

* Connecticut, Florida, Kansas and South Carolina ADAPs reported improved data-
sharing and better overall coordination with their state Medicaid offices.

e New York and Virginia ADAPs have implemented “back-billing” systems with their
Medicaid programs.®

* The 340B program allows certain grantees (called “covered entities”) of the federal Public Health Service,
including Ryan White grantees, to obtain significant discounts off the price of covered drugs.

% ADAPs may bill Medicaid for expenses incurred by ADAP for clients who obtain retroactive Medicaid coverage
while receiving services through ADAP.
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*  Washington’s ADAP has instituted a system whereby ADAP/Ryan White clients in the
Medicaid spenddown process have their total spenddown liability reimbursed by the ADAP
with state HIV dollars.®!

Cost-Saving Strategies
The 340B (PHS) Drug Discount Program

ADAPs have sought effective means of controlling program costs—especially since the advent of
combination therapy and the subsequent increases in the number of clients served and monthly
pharmaceutical expenditures. The most proactive vehicles for ADAPs to reduce monthly
pharmaceutical costs are through participation in the federal 340B (PHS) drug discount program
or by obtaining voluntary manufacturer rebates. Until recently, participation in the 340B drug
discount program was viable only for those ADAPs that act as direct drug purchasers.

However, on June 29, 1998, HRSA published new guidelines that allow reimbursement-type
ADAPs® to obtain rebates through the 340B program.®® Reimbursement-type ADAPs that
elect to participate in the 340B program rebate option are eligible to receive the same unit rebate
amount on purchased drugs as state Medicaid programs.

As of January 1999, 22 ADAPs had enrolled in the 340B program under the new rebate option.
Twenty-three ADAPs are currently enrolled as direct purchasers. The remaining seven ADAPs
are either planning to enroll after April 1, 1999 (e.g., Maine, Missouri and Ohio), already obtain
rebates equal to or in excess of the 340B rebate percentage due to favorable voluntary
manufacturer rebate agreements (e.g., Michigan and Minnesota) or ADAP rebate percentages are
mandated by state law (e.g., Pennsylvania).

Negotiation With Drug Manufacturers

As purchasers of care for relatively large numbers of people with HIV/AIDS, state ADAPs have
begun to play a more central role in negotiations with the pharmaceutical industry regarding drug
cost/discount issues. Two examples highlight this trend:

* The 340B rebate option guidelines published by HRSA in June 1998 did not include specific
steps for implementation of the rebate mechanism. A workgroup of ten ADAPs, in
collaboration with HRSA and NASTAD, met and developed a set of implementation
guidelines for the 340B rebate option called “Conditions of Participation.” These Conditions

%' State Medicaid programs that opt to have a “medically-needy” eligibility category allow individuals who meet
the medical disability requirement but have income that exceeds the financial eligibility to “spenddown” to a
determined eligibility level by deducting medical expenses from their incomes. The spenddown threshold is
usually lower than the categorical disability income eligibility level.

%2 «“Reimbursement-type” refers to those ADAPs that utilize a retail pharmacy system for the purchase and
distribution of covered drugs. ADAP clients obtain covered drugs from participating pharmacies, which then bill
the ADAP for the costs of purchasing/distributing the drugs. The ADAP then reimburses the pharmacies.

% Federal Register. June 29, 1998. Vol. 63, No. 124.
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were shared with representatives of the pharmaceutical industry—mainly major
manufacturers of HIV/AIDS therapies—who provided comment and feedback. The
Conditions of Participation were revised to address state and industry concerns.

* In September 1998, Dupont Pharmaceuticals received approval from the Food and Drug
Administration (FDA) to market a new anti-HIV drug, efavirenz (Sustiva). The advertised
wholesale cost of the new drug, however, was approximately 50% higher than the other two
approved anti-HIV drugs in the same class (non-nucleoside reverse transcriptase inhibitors, or
NNRTIs). With several new HIV drugs slated for approval in the coming year, some ADAPs
became concerned about the comparatively high cost of Sustiva and the potential for other
manufacturers to price their new products at the high end of the HIV antiretroviral drug
pricing spectrum. Several higher-volume ADAPs, most in collaboration with local and
national HIV community organizations, decided to delay adding Sustiva to the state ADAP
formulary until Dupont Pharmaceuticals agreed to provide all ADAPs with a greater
discount/rebate than already mandated under the 340B program.®* In response, Dupont did
agree to offer all ADAPs an additional 5% discount/rebate over the 340B price. This level of
involvement by a group of ADAPs to lower the final cost for a given drug for all ADAPs
nationally was unprecedented and it is an action that is expected to continue.

Increasing Use of Insurance Continuation/Purchasing Programs

Several states have well-established insurance continuation/purchasing programs® that allow
them to more cost-effectively facilitate access to HIV care and treatment for clients. Recent

developments at the federal level will likely increase the development and implementation of
these programs:

» Since FY 1996, Congress has set aside an ADAP “earmark” within the Ryan White Title II
allocation. HRSA has traditionally argued that these earmarked funds be used solely for the
purchase of FDA-approved pharmaceuticals on the ADAP formulary. Several states have
requested greater flexibility in the use of these funds, including using a portion to purchase
and maintain insurance policies for ADAP clients, thereby providing clients with a
reimbursement source for both pharmaceuticals and primary care services. During the FY
1999 federal appropriations cycle, House and Senate appropriations committees approved
report language supporting the use of ADAP-earmarked funds for the purchase and
maintenance of health insurance policies that provide adequate coverage for prescription
drugs.%

* Some States Refuse to Pay for HIV Drug Unless Maker Dupont Agrees to Discounts. Waldholz, Michael. Wall
Street Journal, Nov. 19, 1998.

% States may use Ryan White Title II funds to continue, purchase and maintain health insurance policies for eligible
clients as a cost-effective means for facilitating access to care and treatment.

% In January 1999, HRSA issued a new policy allowing states greater flexibility to use ADAP-earmarked funds to
purchase and maintain health insurance policies for eligible clients.
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ADAP Restrictions, Budget Shortages and Unexpended Funds

Despite the growth in ADAP budgets nationally, and the increased level of expenditures
discussed earlier in this report, there is substantial variation across state ADAPs in terms of
demand, client accessibility and services offered. There are states with persistent program
limitations, caps on new client enrollment, waiting lists, budget shortages, and notable lack of
state contributions.

There are also a handful of states that are carrying unexpended federal funds and are not currently
using the full ADAP allocation. Several of these states reported that they could more effectively
use the ADAP money for other purposes like insurance purchasing, often a more cost-efficient
means of providing client access to therapies and primary care. There are also states that
currently do not have a high level of client demand. These states will likely be requesting
permission from HRSA, the federal agency that administers Ryan White, to carry unexpended
funds into the next fiscal year. These issues will be discussed in more detail later in this section.

Current and Projected Program Restrictions

Twenty states are listed in one or more current and/or projected ADAP program limitation
categories:

* Eleven states currently have capped program enrollment for client entry (in other words, a
set limit on the number of clients capable of being served at any one given time — typically if
somebody leaves the program, a space opens up). Ten states reported capped enrollment in
the March 1998 Interim Technical Report. The states currently reporting capped enrollment,
followed by the date the cap was instituted (where available), are: Alabama (set 4/98), Alaska
(3/98), Florida (4/97), Georgia (1991), Idaho (4/98), Mississippi (4/97), Montana (9/96),
Nebraska (8/98), Nevada, (N/A), North Carolina (9/97) and South Carolina (N/A). Eight of
these eleven states also reported ADAP waiting lists or capped enrollment in the March 1998
report. Alaska, Idaho and Nebraska instituted their waiting lists in 1998, after the release of
the March 1998 interim report (Indiana and South Dakota dropped from the list). All eleven
of these states have active waiting lists for clients to enter the program, lists that range in size
from 5 individuals in Alaska to 944 individuals in Georgia. The total number of individuals
on all eleven ADAP program waiting lists is over 2,500. In addition to these states with
current enrollment caps, lowa’s ADAP also reported that it may need to implement a cap,
based on current projections, before the end of FY 1998.

» Six states currently have capped or restricted access to protease inhibitors or
antiretrovirals: Idaho (set 4/98), Kentucky (9/96), Maine (N/A), Nebraska (8/98),
Oklahoma (1/97), and West Virginia (11/97); seven states reported capping Pls/other
antiretrovirals in the March 1998 report. Of these states currently reporting this limitation,
Idaho, Kentucky, Maine and Oklahoma reported that they have active waiting lists for
individuals to access Pls or antiretrovirals — lists that range in size from eleven individuals in
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Idaho to 111 individuals in Oklahoma. Four states out of the six currently reporting
Pl/antiretroviral caps also reported this limitation in the March 1998 report. Nebraska and
West Virginia instituted their caps after the March 1998 report (the District of Columbia,
Mississippi and Nevada dropped from the list).

* Five states currently have monthly or yearly per capita expenditure caps (in other words
clients may not exceed a pre-set spending limit for reimbursement of pharmaceuticals covered
in a given month, or a given year). In Illinois the cap is $1,000 per month (set 7/98);
Mississippi — $12,000 per year (4/97); Missouri — $16,000 per year (11/96); Oklahoma —
$6,000 per year (4/96); and South Dakota — $5,000 per year (4/97).

* One state reported that it reduced its ADAP formulary: Nebraska (8/98).

* Two states reported that they have not restored previous actions which lowered the
financial eligibility threshold for client entry into ADAP: Idaho (set 12/97) and West
Virginia (11/97). In addition, lowa reported that it may need to lower financial eligibility,
based on current projections, before the end of FY 1998 (possibly by January 1999).

* Four states transferred funds to ADAP from other services such as local HIV care
programs, HIV prevention or other public health programs: Idaho (set 12/97), lowa (3/98),
Kentucky (4/98), and Maine (9/98). In addition to these states, six additional ADAPs
(Arkansas, Nebraska, North Carolina, Puerto Rico, Texas and West Virginia) reported that
they may need to transfer funds from other services to ADAP, based on current projections,
before the end of FY 1998 (in early 1999).

* Two states (Arkansas and South Dakota) do not currently offer protease inhibitors on
their formularies.

In addition to special program limits, 14 states reported that, based on current budget
projections, their ADAPs are expected to exhaust their current operating budgets prior to the end
of the Ryan White Fiscal Year 1998 (March 31, 1999). These states are: Arkansas, Colorado,
Connecticut, Hawaii, Iowa, Louisiana, Maine, Nebraska, North Carolina, Oklahoma, Puerto Rico,
South Dakota, Texas and West Virginia.®” Thirteen states projected potential budget shortages in
FY 1997. The current projected shortages total nearly $20 million, with the largest estimated
shortages reported by Puerto Rico ($4 million) and Texas ($6.9 million). In terms of percentage
of states’ overall ADAP budgets, the estimated shortages range from a low of 8% in Hawaii to
50% each in Connecticut and in Louisiana. Taken together, roughly half the state ADAPs (26
out of 52) have either special program limitations and/or projected budget shortages.

“Recent developments may mitigate anticipated shortages in at least four states. Colorado, Connecticut, Nebraska
and North Carolina have received increased support from other state sources since the time states responded to the
NASTAD/ATDN survey. In the case of North Carolina, the state legislature approved an $8 million increase for
ADAP in late October 1998. These factors may change the budget scenario described for these states prior to the
end of the Ryan White FY 1998 (March 31, 1999).

37



Unexpended ADAP Funds

Balanced against those states with ADAP program limits and budget shortages are those states
that have reported ADAP budget surpluses in the last year.

Eighteen states reported that they had unexpended federal funds remaining in their budget at the
end of Ryan White FY 1997 (March 31, 1998). The states were Alaska, Arkansas, Idaho,
Indiana, lowa, Maryland, Michigan, Minnesota, Nevada, New Hampshire, New Jersey, North
Dakota, Oregon, Rhode Island, South Dakota, Tennessee, Utah and Washington. The majority of
these states (eleven out of 18) indicated that they carried these funds over as part of the Ryan
White FY 1998 ADAP budget (and these amounts are reflected in the state-by-state budget
breakdowns as “Other Federal Funds,” shown in Appendix X). Notably, Alaska, Arkansas,
Idaho, Iowa, Nevada and South Dakota are among those states that reported one form or another
of ADAP program limitation. Two of the states that had unexpended funds at the end of FY
1997 (Alaska and Idaho) had previously reported that they would potentially face ADAP budget
shortages prior to the end of FY 1997. However, both Alaska and Idaho received low dollar
allocations from the Ryan White CARE Act in FY 1997 (less than $400,000 each), and carried
relatively small balances into FY 1998.

Nine states reported that they anticipate their ADAP will have unexpended funds in its operating
budget at the end of Ryan White FY 1998 (March 31, 1999). These states are: Maryland,
Minnesota, New Hampshire, New Jersey, North Dakota, Oregon, Rhode Island, Utah and
Washington. These same states had reported unexpended ADAP funds for FY 1997. The
estimated unexpended balances from the nine states total over $8.6 million.

States were not asked on the survey to explain the existence of unexpended funds. However,
follow-up with several states indicates a number of reasons why some programs have
unexpended ADAP funds at the end of the fiscal year. For example, Washington State
maintained and carried-over unexpended funds from one Ryan White fiscal year to another as a
means to manage program growth across different federal and state fiscal years. In many states,
ADAPs may not overspend and must put limitations in place to prevent the program from doing
so. This may result in small amounts of unexpended funds that can be carried over into the next
fiscal year, even if the ADAP has an enrollment cap/waiting list.

The presence of unexpended funds may also point to lack of access to an ADAP, the need for
more outreach to inform potential clients about the program, or a simple lack of need for the
funds. More state-specific analysis should be conducted to draw clearer conclusions about the
reasons for unexpended funds.
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Trends in ADAP Eligibility, Drug Formulary Coverage, and
Responsiveness to Evolving Clinical Practice

Clinical HIV practice continues to evolve at a rapid rate. Changes in ADAP eligibility criteria,
drug formularies and clinical education/outreach programs often reflect state efforts to keep pace
with the changing treatment environment. This section will describe changes in state ADAP
financial and medical eligibility criteria, formulary additions/deletions, and state efforts to
disseminate and implement federal HIV treatment guidelines.

Eligibility Criteria

State ADAPs establish both financial and medical eligibility criteria for access to their ADAPs
leading to significant variation across the programs. Financial eligibility is usually expressed as a
percentage of the Federal Poverty Level (FPL). Most states simply follow the basic federal
statutory requirement in establishing medical eligibility for their ADAPs—that a recipient of
Ryan White care services is HIV-positive. However a few states establish additional medical
criteria for access to their ADAPs.

Six states reported that they altered their financial eligibility criteria since the March 1998 Interim
Technical Report. Idaho and West Virginia both lowered their financial eligibility threshold:
Idaho from 400% to 200% of the FPL, West Virginia from 300% to 250% of the FPL. Three
states increased the maximum allowable income for ADAP clients: Illinois raised its eligibility
threshold from 200% to 400% of the FPL, Oregon from 250% to 325% of FPL and Vermont,
while preserving its income threshold at 200% of FPL, switched to counting net available income
rather than gross income when making eligibility determinations. Maryland ADAP is unique in
having a threshold for minimum income in addition to its upper limit, due to the existence of the
Maryland Pharmacy Assistance Program (MPAP) which provides pharmaceutical benefits to all
indigent Maryland residents. The Maryland ADAP’s minimum income limit has been raised
slightly, from $8,750 to $9,250, to reflect an increase in the eligibility ceiling for MPAP.

In terms of medical eligibility, Kentucky is the only state to report a change. The minimum CD4
count requirement of 550 cells was abandoned. Kentucky also amended viral load eligibility
requirements for its protease inhibitor program (PIP), from a minimum of 5,000 copies to any
detectable measurement. There are now only eight states with medical eligibility criteria for entry
to ADAP that go beyond confirmation of HIV-positive status (these criteria are listed in the
ADAP Summary Table).

Looking back to the first ADAP Monitoring Project Report (data from July 1997), there have
been few changes in eligibility criteria beyond those outlined above. Alaska had raised its
eligibility bar from 200% to 300% of the FPL after July 1997 and this remains in effect.
Michigan's eligibility threshold increased from 185% to 362% during the same time period. In
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addition to Kentucky's recent medical eligibility change (detailed above), three other states -
Georgia, Indiana and Michigan - have dropped CD4 count requirements since July 1997.

ADAP Formularies

Twenty-two states added antiretroviral drugs to their formularies since July 1997. In some
cases, states added antiretrovirals that had been approved by the FDA some time ago, e.g., the
non-nucleoside reverse transcriptase inhibitors (NNRTIs) nevirapine (Viramune), approved in
June 1996 and delavirdine (Rescriptor), approved in April 1997. Six states reported adding
nevirapine to their formularies since July 1997: Alabama, Arkansas, Idaho, Louisiana,
Pennsylvania and Tennessee. Three states — lowa, Maine and Puerto Rico — have yet to add
nevirapine to their formularies over two years after approval. Eight states reported the addition
of delavirdine during 1998: Alabama, Idaho, Kentucky, Maryland, Missouri, Pennsylvania, South
Dakota and Tennessee. Five states remain without delavirdine on their formularies: Arkansas,
Iowa, Maine, Mississippi and Puerto Rico.

Two new versions of existing drugs faced few difficulties in attaining ADAP coverage: Combivir,
a combination AZT/3TC pill that is priced as the sum of its constituent parts, and Fortovase, a
better absorbed formulation of the protease inhibitor saquinavir, priced equivalent to the previous
version, Invirase. All ADAPs are covering Combivir. The only ADAPs not covering Fortovase
brand saquinavir are Arkansas and South Dakota, which do not cover any protease inhibitors on
their formularies.

The NNRTI antiretroviral efavirenz (Sustiva), was cleared for marketing by the FDA on
September 17, 1998. Most ADAP survey responses were submitted before that date or shortly
thereafter, so complete data are lacking as to exactly how many programs have added this drug to
their formularies. However, 12 states reported adding efavirenz: Arizona, Florida, Georgia,
Hawaii, Kansas, Louisiana, Nevada, New Hampshire, New Mexico, Ohio, Vermont and West
Virginia. As discussed earlier in this report, several states, including New York and California,
decided to delay coverage of efavirenz due to its higher cost compared to other drugs in the
NNRTI class.

At the time of the first ADAP Monitoring Project Report (July 1997 data), only two
states—New York and North Carolina—reported covering all FDA-approved antiretrovirals. At
the time of the production of this report the situation has improved dramatically, with 46 state
ADAPs offering all 12 FDA-approved antiretroviral drugs. Abacavir (Ziagen), the thirteenth
antiretroviral to receive FDA-approval, was approved after the survey completion deadline and
is therefore not included in this analysis.

Thirteen states reported adding hydroxyurea, a longstanding cancer chemotherapy, to their

formularies, bringing the total number of states covering this drug to 15. Hydroxyurea is not yet
indicated for the treatment of HIV infection, but recent studies suggest it has a useful role to
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play.®® The fact that the drug is off-patent and inexpensive may also be a point in its favor from
the perspective of ADAPs.

Twenty-three states added drugs for the prevention and treatment of opportunistic infections
and other non-antiretroviral drugs to their formularies since July 1997. The most dramatic
changes in Ol/other drug coverage occurred in California and Oregon, where the ADAP
formularies were greatly expanded. California added more than fifty drugs, including
psychotropics and anabolic steroids. Oregon underwent a massive formulary expansion by
increasing the number of Ol-related treatments from seven to 180, approaching an “open”
formulary model. This expansion was made possible by shifting eligible ADAP clients into an
insurance-purchasing program, thereby reducing ADAP expenditures for these individuals.
Oregon also became the first ADAP to include lipid-lowering agents on its formulary. Protease
inhibitor-related hyperlipidemia has been an increasingly reported problem,” and recent studies
suggest that lipid-lowering agents may successfully control this side effect in some patients.”

Other states have made relatively minor changes in their Ol-related drug coverage. New York,
like California, made its first foray in the coverage of anabolic steroids for the treatment of weight
loss. Four states (Delaware, North Carolina, Ohio, South Carolina) added antimycobacterial
drugs that they had not previously offered. Washington State, experiencing less utilization than
previously predicted, was able to begin offering antidepressant medications. Overall, 21 states
now cover ten or more of the 14 drugs strongly recommended in the USPHS/IDSA “Guidelines
for the Prevention of Opportunistic Infections for Persons Infected with HIV,” up from 19 since
December 1996.”!

The only major deletion of formulary drugs occurred in Nebraska due to a rapid increase in
utilization and the resulting fiscal crisis. All 17 non-antiretroviral drugs were removed from
Nebraska's ADAP formulary in August of 1998 as a result of a severe budget shortfall.

An updated ADAP formulary chart that lists all drugs covered by each state is included in
Appendix XIV, with new drugs added since July 1997 indicated in bold. Drugs that were added
between the first Monitoring Project Report survey period (December 1996) and July 1997 are
highlighted in italics.

Federal HIV Treatment Guidelines Dissemination

% Hydroxyurea Becomes the Talk of Geneva. Santiago, Luis. GMHC Treatment Issues, Volume 12, Number 7/8 -
July/August 1998.

* Pollner J, Aronson NE, McHugh S, et al. Significant increases in serum cholesterol are seen among HIV patients
taking protease inhibitors [Abstract 12269]. 12th World AIDS Conference, Geneva, Switzerland, 1998.

7 Atorvastatin and gemfibrozil for protease-inhibitor-related lipid abnormalities. Keith Henry, Holly Melroe,
Jacquelyn Huebesch, Jessica Hermundson, Jane Simpson. Lancet 1998;352: 9133.

™" Morbidity and Mortality Weekly Report, Vol. 46, No. RR-12, June 27, 1997.
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In April 1998, the federal government released its "Guidelines for the Use of Antiretroviral
Agents on HIV-infected Adults and Adolescents.”’? The March 1998 Interim Technical Report
reported on state efforts to disseminate these guidelines to providers and, in some cases,
consumers, while the Guidelines were in final draft form. The Guidelines are recognized as a
definitive source of information on the standard of care for HIV-infected individuals and will be
updated periodically to keep pace with advances in HIV therapeutics and clinical practice. When
states were asked to report on HIV/AIDS program efforts (since March 1998) to disseminate the
Guidelines to their provider and consumer communities, a number of common strategies emerged:

Mailings

Arguably one of the most straightforward methods of dissemination, 17 states reported mailing
guidelines to ADAP clinicians and/or providers. In response to a separate survey question, 41
states were able to provide data on the number of medical providers prescribing for ADAP
clients, suggesting that mailings could be targeted with a fair degree of accuracy.

Drug Utilization Review (DUR)

In the past few years, an increasing number of states have adopted computerized systems that
allow detailed analysis of physician prescribing and pharmacy medication dispensing. In the
context of the Guidelines, these systems can potentially be used to periodically review clients'
antiretroviral regimens. Nine states reported using some type of DUR to monitor for compliance
with the PHS Guidelines. California, Maryland, Pennsylvania and South Carolina all cite ongoing
use of DUR with the potential for follow-up with the prescriber and/or client when combinations
are notably divergent from those recommended. Massachusetts, Michigan, and New Jersey
reported ongoing studies of DUR. These studies will be analyzed to provide an overview of how
prescribing patterns of ADAP physicians compare to the PHS Guidelines. New York ADAP
already conducts such analyses periodically. Maine is in the early stages of developing
computerized utilization review in conjunction with the state Medicaid program.

AIDS Education and Training Centers (AETCs)

Twelve states specifically mentioned collaboration with their AETCs to facilitate Guidelines
dissemination. The AETCs provide Continuing Medical Education (CME)-accredited training to
providers, either on site or through conferences.

Consumer Education
Twelve states provided information on education initiatives for ADAP consumers. Treatment

and adherence education and/or support are the main focus of these efforts. A brief summary of
the states and their survey responses is included in Table A:

™ Morbidity and Mortality Weekly Report. Vol. 47, No. RR-5. April 24, 1998.
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Table A

Examples of State ADAP Consumer Education Initiatives

State

Type of Consumer Education

Alaska

Statewide team of providers and consumers attended Adherence
Conference.

Colorado

Four adherence enhancement programs funded by the state.

Florida

A treatment adherence and patient education subcommittee of the
ADAP workgroup was recently formed and is developing adherence
guidelines for distribution to both the public and private sector.

Maryland

In June 1998, MADAP mailed to all enrolled clients an adherence kit
containing educational materials describing the importance of
adherence to antiretroviral therapies, a medication organizer and other
supporting materials. MADAP monitors the prescription utilization
of clients, and those that do not appear consistent with PHS
guidelines are targeted for follow-up consumer education, if
appropriate.

Massachusetts

The HIV/AIDS Bureau continues to fund a consumer-led treatment
education program that is statewide.

Missouri

The state developed client surveys and educational brochures
regarding treatment and adherence and piloted two client health
programs in the St. Louis area.

New Hampshire

AETC presented updates from the 12™ International AIDS
Conference in Geneva for consumers and providers.

New York

Consumer programs include a Treatment Education Initiative, which
targets consumers from hard-to-reach groups and the staff of
community based organizations. The Initiative also funds
organizations to develop model programs that assist patient
adherence.

Pennsylvania

The state ADAP contracted with the Pennsylvania AETC to provide
client/provider programs regarding clinical developments and
adherence issues. This includes an ongoing initiative with the AETC
to develop a consumer survey to collect data on consumer knowledge
about antiretrovirals and adherence.

South Carolina

The state provides medication dosage organizers, if needed.

Washington The state produced two adherence videos in conjunction with the
AETC and held a statewide conference for consumers and care
providers with 320 attendees.

Wisconsin The state has planned and implemented educational initiatives for

both consumers and care providers since August 1997, including the
PLWHIV Conference, the annual statewide AIDS/HIV Conference

43




| and distribution of the quarterly AIDS Update.
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Care Consortia

Care consortia are funded through Title II of the Ryan White CARE Act. The consortia are
charged by the Act to assess the needs of all populations with HIV disease in the state, develop a
plan for meeting identified needs through a continuum of outpatient medical and support
services, promote the coordination of community resources, assure continuity of services through
effective case management, and periodically evaluate their own effectiveness in responding to
service needs and providing cost-effective alternatives to hospitalization. Eight states
specifically reported utilizing regional consortia to assist in disseminating the PHS Guidelines.

Conferences, Videos and Other Initiatives

Fourteen states have co-sponsored HIV/AIDS conferences that included sessions on the PHS
Guidelines. Alaska and Florida both reported regular use of video/teleconferences. South Dakota
has taped copies of the PHS Guidelines Video Conference available for viewing free-of-charge.
One state, Washington, reported creating its own Guidelines video, which was produced in
collaboration with their AETC.

Novel mechanisms for assisting with Guidelines dissemination were cited by two states. Florida
ADAP, in collaboration with its Medicaid program, offers computerized CD-ROM treatment
protocols. Louisiana collaborated with the Pediatric AIDS Program at a local Children's Hospital
to develop a physician’s "Lab Coat Protocol Card." The card includes the Internet address for
the PHS Guidelines and the toll-free number for the HIV Telephone Consultation Service at San
Francisco General Hospital.
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Conclusions

ADAP Monitoring Project data have been collected since July 1996, allowing this report to view
the evolution of the programs through time. The picture is one of continuous growth, both in
terms of clients served and escalating expenditures. It is also a picture of continuing variation
among ADAPs. The heterogeneity of state ADAPs permits few other broad conclusions to be
drawn. Based on the findings of this report and the previous Monitoring Project reports, there

are several significant challenges that ADAPs face as they move into 1999:

Inequalities in ADAP Funding: The current report documents growing disparities between the
states, as some programs experience an apparent peak in demand while others continue to
document rapid growth, particularly in costs. The current report finds that while eleven
ADAPs have waiting lists, nine others have unexpended funds to carry forward into FY
1999. The upcoming reauthorization of the Ryan White CARE Act may provide an
opportunity to re-examine these issues. However, given the politically charged funding
environment, replete with often fractious debate over state and federal responsibilities, an
easy resolution to these problems appears elusive.

Racial/Ethnic Disparities in the Utilization of ADAP Services. A critical issue addressed in this
report is the representation of different demographic groups within the current ADAP client
population. However, data presented here should be viewed within the context of other
available data sources nationally and within each state to arrive at a truly accurate assessment
of whether actual disparities in treatment access exist. Still, ADAPs are being called to
greater accountability for their efforts to reach and serve traditionally underserved
populations. Trying to confront the cultural, financial, political and systemic factors that
result in unequal access to care—and specifically access to HIV treatments—is not an easy
task. Ongoing efforts should be made to ensure that the potential existing disparities are not
simply perpetuated by ADAP or any other HIV service system. The ADAP Monitoring
Project will continue to review client demographics in future reports.

The Impact of Medicaid Coverage on ADAPs: 1t is clear that the policies of state Medicaid
programs are critical in determining the demand for, and adequacy of, state ADAP services.
This fact is highlighted in the analysis of Medicaid policies and ADAP status in the March
1998 Interim Technical Report, and further supported by the information on the income
levels of state ADAP clients documented in this report. The problem of limited Medicaid
benefits and restrictive eligibility is particularly evident in the southeastern US. The states
with the largest ADAP waiting lists at the time of this report are Alabama, Florida, Georgia,
North Carolina and South Carolina—all states with limited or less expansive Medicaid
coverage.

Availability of Cost-Savings Options: In late 1998, the Public Health Service 340B drug
discount program was modified to include a rebate option so that all state ADAPs could take
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advantage of the savings offered under this program. States are also looking at other
innovative options to reduce the cost of providing HIV treatments and care to lower income
clients who lack adequate insurance. As documented by these reports, the use of insurance
purchasing/continuation programs is significant among these options. However, the
availability of comprehensive high-risk pool insurance coverage varies greatly from state-to-
state. Minnesota has experienced no fiscal ADAP problems, in large part due to the cost-
effective purchase of high-risk insurance for eligible ADAP clients. Oregon's ADAP, which
historically offered a relatively meager array of HIV-related drugs, underwent a massive
formulary expansion after reducing their client load by purchasing high-risk insurance for
eligible individuals. Several other ADAPs are now moving in this direction. Others, however,
may be limited in their ability to pursue this cost-effective option if their state has no high-
risk insurance pool and/or has unfavorable insurance law, regulations or practice.

Combination Therapy and Increasing HIV/AIDS Drug Prices: The evolution of the standard
of care for HIV/AIDS is the major factor driving the rapid increase in ADAP expenditures.
The transition from single-drug HIV therapy to the wide utilization of multi-drug highly
active antiretroviral therapy (HAART) combinations has taken place over the period of these
reports. The ever-rising prices of HIV therapies are also a significant burden upon ADAP
programs, necessitating renewed efforts to control drug costs. Several companies instituted
price increases during 1998 at rates that exceeded the consumer price index. Additionally
several new antiretroviral drugs are due to be approved in 1999, and an apparent trend toward
higher prices should be addressed if another fiscal crisis year for ADAPs is to be avoided.
The institution of the 340B ADAP rebate option and some degree of collective bargaining by
ADAPs, as outlined in this report, are promising strategies that should be strengthened and
maintained.

Development of New Classes of Therapy: Attempting to predict the future of HIV treatment
is often a foolhardy exercise, but two nascent areas of research are worthy of attention. The
advent of immune-based therapies, including therapeutic vaccinations, could represent a
significant add-on cost for ADAPs if these therapies are used only as an adjunct to HAART.
But some researchers are suggesting that such therapies might permit long-term immunologic
control of HIV replication without antiretroviral drug therapy. Eagerly awaited data from
ongoing studies of immune-based interventions may better inform cost predictions and
further improve care for people living with HIV/AIDS in the next couple of years.

Prudent Use of Available Funds: ADAP budgets—and specifically the federal ADAP
supplemental—have generally increased significantly over the past two years; however Title
II base funding, which provides support for primary care, case management and other
supportive services in addition to ADAP, has been relatively stagnant. Is it prudent for
states that rely solely on Title II dollars to provide AIDS care to spend a significant portion
of their base Title Il money for ADAP services? How can states with large amounts of
unexpended ADAP funds utilize these dollars to the benefit of potentially eligible clients?
By expanding their drug formulary? By increasing outreach activities? Due to the
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heterogeneity of ADAPs, these types of questions can only be answered in light of the
specific political, social and economic circumstances of each state.

Absent a constructive resolution to these challenges, it is difficult to envision how truly
consistent, comprehensive and accessible healthcare services might be made available to indigent,
uninsured and underinsured individuals with HIV infection nationwide. The expansion of
Medicaid coverage to non-disabled individuals with HIV seems unlikely to be directed from the
national level. Perhaps state demonstration programs will be able to determine the cost-
effectiveness of such an approach. In the meantime, ADAPs will continue to be part—a critical
part—of a patchwork quilt of services, highly susceptible to unraveling at the slightest political
tug. As the number of Americans without health insurance grows, it is likely that ADAPs will be
stretched to cover increasing numbers of uninsured, lower income people living with HIV/AIDS.
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State-by-State ADAP Profile

State Financial Medical Protease Non- Ol Drugs Other Total FY 1998 State $ ADAP | Special Program Restrictions in Place
Eligibility as Eligibility Inhibitors | nucleosides Covered (14 Medications | Est. Budget (All | Contribution | Clients as of October 1998
a% of FPL | (CD4=CD4 Cell | Covered (4 | Covered (3 Drugs Covered Federal/State |as % of Total | Served in
Count, vi=Viral Drugs Drugs Recommended) Sources) Budget June
Load) Approved) Approved) 1998
Alabama 250% CD4 <500 4(3) 2(0) 5 0 $5,274,075 3% 427 | Capped enroliment/waiting list
Alaska 300% 4 2(1) 0 0 $281,203 0% 24| Capped enrollment/waiting list
Arizona 200% 4 3(0) 5(2) 3(2) $5,678,500 30% 458
Arkansas 100% 0 1(0) 8 (3) 19 (3) $2,505,494 0% 458 | No Pl coverage
California 400% 4 2(1) 13 85 (28) | $110,507,997 47% 10,474
Colorado 185% 4 2(0) 0 0 $4,335,259 16% 579
Connecticut 300% 4 (3) 2 (0) 12 42 $5,855,136 10% 701
Delaware 230% 4 (3) 2(1) 8 (6) 27 $1,235,000 0% 119
D.C. 300% 4 (3) 2(1) 12 (11) 24 (25) $5,864,462 7% 990
Florida 200% CD4 <500 4 3(1) 8 (6) 9 (2) $42,610,537 8% 6,640 | Capped enrollment/waiting list
Georgia 125% 4 (3) 3(0) 0 0 $12,942,493 9% 1216 | Capped enroliment/waiting list
Hawaii 400% 4 3(1) 11 (12) 14 (13) $1,278,327 22% 126
Idaho 200% CD4 <500 4 (1) 2(0) 2 2 $505,000 40% 41 | Capped enrollment/waiting list,
capped/restricted access to
Pls/antiretrovirals, transferred
funds from other accounts,
lowered financial eligibility
lllinois 400% 4 2 (1) 14 36 $22,578,454 31% 1,566 | Monthly/yearly per capita
expenditure caps
Indiana 300% 4 2(1) 6 (5) 5(4) $3,867,534 36% 303
lowa 200% 4 (3) 0 6 6 $536,888 0% 83 | Transferred funds from other
accounts
Kansas 300% 4 3(0 8 17 (14) $1,577,219 15% 174
Kentucky 300% none 4 2(1) 5 7 $1,950,127 8% 244 | Capped/restricted access to
Pls/antiretrovirals,transferred funds
from other accounts
Louisiana 200% 4 (3) 3(0) 0 0 $4,799,993 1% 544*
Maine 200% | CD4 <400 or vl 4 0 4 (5) 2(1) $445,783 13% 66 | Capped/restricted access to
>20k Pls/antiretrovirals, transferred
funds from other accounts
Maryland $8,750 - 4 2(1) 13 (11) 13 (11)| $10,242,955 6% 693
$29,400
Massachusetts <$27,000 4 2(1) 11 (10) 9 $10,996,976 1% 871
Michigan 362% 4 2(1) 6 6 (5) $4,482,007 0% 306
Minnesota 300% 4 2(1) 10 25 (22) $1,518,209 10% 280
Mississippi 200% | CD4 <500 or vl 4(1) 1(0) 6 2 $4,373,766 17% 178 | Capped enrollment/waiting list,

>10k

monthly/yearly per capita
expenditure caps

Numbers in parentheses indicate drugs covered by class in March 1998 report. Changes since July 1997 are noted in bold. *Data from January 1998 ** Data from
July 1998 ***Data from July 1997.




State-by-State ADAP Profile

State Financial Medical Protease Non- Ol Drugs Other Total FY 1998 State $ ADAP | Special Program Restrictions in Place
Eligibility as Eligibility Inhibitors | nucleosides Covered (14 Medications | Est. Budget (All | Contribution | Clients as of October 1998
a% of FPL | (CD4=CD4 Cell | Covered (4 | Covered (3 Drugs Covered Federal/State |as % of Total | Served in
Count, vI=Viral Drugs Drugs Recommended) Sources) Budget June
Load) Approved) Approved) 1998
Missouri 185% 4 2(1) 11 (12) 48 (47) $8,152,010 27% 681 | Monthly/yearly per capita
expenditure caps
Montana need 4 2(0) 0 1 $301,524 0% 25| Capped enrollment/waiting list
Nebraska 200% 4 2(1) 0 (6) 0(12) $470,594 0% 91| Capped enrollment/waiting list,
capped/restricted access to
Pls/antiretrovirals, reduced
formulary
Nevada 200% CD4<500 4 (0) 3(0) 5 0 $3,622,462 36% 400 | Capped enroliment/waiting list
New 300% 4 3(1) 10 17 (16) $589,204 8% 76
Hampshire
New Jersey <$30,000 4 (3) 2(1) 11 19 $27,326,455 1% 1,844
p.a.
New Mexico 300% 4 3(1) 9 20 $3,021,122 75% ***465
New York <$44,000 4 2 14 192| $91,815,329 13% 8,980
p.a.
North Carolina 125% 4 2 10 9 (7) $5,268,516 15% 648 | Capped enroliment/waiting list
North Dakota 150% 4 2 (0) 13 28 (37) $152,989 5% 9
Ohio 281% 4 3(1) 7 (6) 6 (5) $9,252,757 42% 883
Oklahoma 150% 4 (3) 2 (0) 7 (6) 2 $2,551,958 25% 322**| Capped/restricted access to
Pls/antiretrovirals, monthly/yearly per
capita expenditure caps
Oregon 325% 4(0) 2(0) 13 (2) 167 (2) $2,187,166 0% 230
Pennsylvania <$30,000 4 (3) 2 (0) 13 38 $16,979,623 47% 1,560
p.a.
Puerto Rico Certified as| CD4 <500 or vl 4 (3) 0 13 80 (87)| $16,702,138 24% 3,736
Indigent >10k
Rhode Island 400% 4 2 (1) 11 (9) 8 (5) $1,127,160 0% 139
South Carolina 300% CD4 <500 4 (3) 2(0) 8 (6) 10 (6) $4,223,920 13% 531| Capped enrollment/waiting list
South Dakota 300% 0 2(1) 8 19 $196,814 0% 13 | Monthly/yearly per capita
expenditure caps, no Pl coverage
Tennessee 300% 4 (3) 2 (0) 7 4 $3,205,877 0% 162
Texas 200% 4 2(1) 8 34) $25,351,998 11% 4,276
Utah Slid. Scale 4 2(1) 0 0 $936,292 12% 105
Vermont 200% 4 3(1) 12 13 (14) $440,000 45% 35
Virginia 200% 2 (4) 2 (0) 9(7) 3(1) $8,832,496 12% 970
Washington 370% 4 (3) 2 (1) 10 45 (42) $8,202,017 41% 673
West Virginia 250% 4 3(1) 2 5 $589,833 13% 71| Capped/restricted access to
Pls/antiretrovirals, lowered
financial eligibility
Wisconsin 200% 4 2(1) 6 3 $2,268,568 28% 288
Wyoming 300% 4 2 (0) 13 42 (36) $169,038 0% ***63

Numbers in parentheses indicate drugs covered by class in March 1998 report. Changes since July 1997 are noted in bold. *Data from January 1998 ** Data from
July 1998 ***Data from July 1997.




Appendix I

Total Clients Served, Expenditures and Prescriptions Filled in
July 1997 and June 1998



Total Clients Served, Expenditures and Prescriptions Filled in July 1997 and June 1998

State Jul 97 | Jun 98 | % Change Jul 97 Jun 98 % Change in | Jul 97 Jun 98 | % Change
Clients | Clients | in Clients Expenses Expenses Expenses | Total Rx | Total Rx | in Total Rx
Alabama 486 427 -12% $316,359 $254,112 -20% 1,756 1,289 -27%
Alaska 11 24 118% $7,614 $18,999 150% 32 63 97%
Arizona 448 458 2% $287,075 $299,395 4% NR 1,438 NR
Arkansas 426 458 8% $119,713 $124,050 4% 594 NR NR
California 8,539 10,474 23% $5,914,041 $8,658,488 46% 27,468 36,860 34%
Colorado 534 579 8% $296,516 $354,869 20% 1,403 1,514 8%
Connecticut 519 701 35% $367,286 $553,760 51% 1,747 2,462 41%
Delaware 47 119 153% $20,240 $70,654 249% 152 343 126%
District of 312 990 217% NR NR NR 1,068 1,726 62%
Columbia
Florida 4,868 6,640 36% $2,590,826 $2,678,399 3% 10,000 NR NR
Georgia 1,041 1,216 17% $307,949 NR NR 1,627 3,213 97%
Hawaii 104 126 21% $67,680 $101,556 50% 332 446 34%
Idaho 48 41 -15% $29,410 $25,614 -13% NR NR NR
lllinois 1,319 1,566 19% $763,364 $1,132,059 48% 4,201 5,864 40%
Indiana 280 303 8% $185,903 $232,818 25% 790 853 8%
lowa 45 83 84% $38,519 $35,102 -9% 158 193 22%
Kansas 110 174 58% $75,560 $132,200 75% 281 NR NR
Kentucky 191 244 28% $101,519 $123,271 21% 620 627 1%
Louisiana 175 NR NR $64,872 NR NR 194 NR NR
Maine 52 66 27% $34,404 $55,997 63% 138 241 75%
Maryland 493 693 41% $402,426 $636,382 58% 1,835 2,700 47%
Massachusetts 858 871 2% $607,585 $690,292 14% 2,806 2,915 4%
Michigan 259 306 18% $206,785 $265,435 28% 860 1,033 20%
Minnesota 201 280 39% $50,039 $69,932 40% 714 887 24%
Mississippi 188 178 -5% $100,809 $109,642 9% 431 573 33%
Missouri 371 681 84% $215,180 $425,425 98% 290 1,762 508%
Montana 18 25 39% $19,500 $14,639 -25% 54 75 39%
Nebraska 85 91 7% $46,081 $54,258 18% 248 265 7%
Nevada 336 400 19% $64,428 $179,685 179% 482 NR NR
New Hampshire 57 76 33% $40,828 $67,320 65% 166 262 58%
New Jersey 1,960 1,844 -6% $1,200,000 $1,625,471 35% 5,715 5,803 2%
New Mexico 465 NR NR $218,175 $168,487 -23% 1,111 997 -10%
New York 7,595 8,980 18% $6,838,895 $8,599,315 26% 34,191 39,162 15%
North Carolina 470 648 38% $415,241 $863,767 108% 2,255 NR NR
North Dakota 12 9 -25% NR $8,555 NR NR 80 NR
Ohio 596 883 48% $430,264 $783,812 82% 2,139 3,366 57%
Oklahoma 293 322 10% $165,507 $242,915 47% 924 1,039 12%
Oregon 91 230 153% $27,104 $111,248 310% 212 1,102 420%
Pennsylvania 1,268 1,560 23% $908,362 $1,319,682 45% 4,350 5,135 18%
Puerto Rico 2,320 3,736 61% NR $4,896,328 NR 2,910 3,736 28%
Rhode Island 140 139 -1% $60,000 $73,269 22% 400 478 20%
South Carolina 310 531 71% $215,606 $396,857 84% 1,024 1,705 67%
South Dakota 17 13 -24% $6,499 $10,814 66% 50 60 20%
Tennessee 145 162 12% $64,502 $95,431 48% 399 492 23%
Texas 3,215| 4,276 33% $1,571,340 $2,618,066 67% 8,310 11,666 40%
Utah 95 105 11% $68,089 $75,569 11% 234 269 15%
Vermont 41 35 -15% $22,526 $164,445 630% 121 104 -14%
Virginia 1,189 970 -18% $545,000 $684,003 26% 2,690 3,063 14%
Washington 543 673 24% $313,782 $397,821 27% 1,912 2,808 47%
West Virginia 43 71 65% $29,554 $67,464 128% 114 236 107%
Wisconsin 202 288 43% $150,576 $212,100 41% 828 1,173 42%
Wyoming 63 NR NR NR NR NR NR NR NR
Total 43,494 53,765 24%| $26,593,535| $40,779,772 53%| 130,336 150,078 15%
Comparison Totals 39,106| 47,814 22%| $26,002,539| $35,706,402 37%| 115,419 147,563 28%

For the purpose of comparative analysis, national Comparison Totals are calculated based on those states that reported complete data

for both time periods.




Appendix 11

Antiretroviral Expenditures and Per Capita Spending
in July 1997 and June 1998



Antiretroviral Expenditures and Per Capita Spending in July 1997 and June 1998

State Jul 97 ARV Jun 98 ARV | % Change | ARV % of ARV % of Per Capita Per Capita
In ARV Total Total Spending Spending
Expenses | Expenses- Expenses- ARV-Jul 97 | ARV-Jun 98
Jul 97 Jun 98
Alabama $261,116 $220,728 -15% 83% 87% $537 $517
Alaska $7,614 $18,999 150% 100% 100% $692 $792
Arizona $280,747 $291,575 4% 98% 97% $627 $637
Arkansas $102,646 NR NR 86% NR $241 NR
California $5,264,593 $7,660,452 46% 89% 88% $617 $731
Colorado $296,516 $354,869 20% 100% 100% $555 $613
Connecticut $318,916 $501,363 57% 87% 91% $614 $715
Delaware $19,298 $57,650 199% 95% 82% $411 $484
Florida $334,265 $2,540,055 660% 13% 95% $69 $383
Georgia $307,949 $647,632 110% 100% NR $296 $533
Hawaii $57,532 $85,606 49% 85% 84% $553 $679
Idaho $28,000 $25,614 -9% 95% 100% $583 $625
lllinois $710,810 $1,073,014 51% 93% 95% $539 $685
Indiana $174,753 $216,667 24% 94% 93% $624 $715
lowa $36,065 $32,500 -10% 94% 93% $801 $392
Kansas $59,213 $73,669 24% 78% 56% $538 $423
Kentucky $83,415 $104,525 25% 82% 85% $437 $428
Louisiana $64,872 NR NR 100% NR $371 NR
Maine $31,730 NR NR 92% NR $610 NR
Maryland $347,998 $580,915 67% 86% 91% $706 $838
Massachusetts $573,453 $658,679 15% 94% 95% $668 $756
Michigan $189,268 $238,639 26% 92% 90% $731 $780
Minnesota $42,496 $57,945 36% 85% 83% $211 $207
Mississippi $33,949 $105,618 211% 34% 96% $181 $593
Missouri $91,375 $272,196 198% 42% 64% $246 $400
Montana $19,500 $14,639 -25% 100% 100% $1,083 $586
Nebraska $41,015 $51,703 26% 89% 95% $483 $568
Nevada NR $79,913 NR NR 44% NR $200
New Hampshire $35,682 $61,912 74% 87% 92% $626 $815
New Jersey $1,056,000 $1,454,886 38% 88% 90% $539 $789
New Mexico $166,796 $143,762 -14% 76% 85% $359 NR
New York $5,444,876 $7,143,880 31% 80% 83% $717 $796
North Carolina $354,945 NR NR 85% NR $755 NR
North Dakota NR $8,000 NR NR 94% NR $889
Ohio $394,980 $736,676 87% 92% 94% $663 $834
Oklahoma $132,406 NR NR 80% NR $452 NR
Oregon $25,750 NR NR 95% NR $283 NR
Pennsylvania $770,797 $1,161,432 51% 85% 88% $608 $745
Puerto Rico NR $4,659,953 NR 100% 95% $9 $1,247
Rhode Island $54,000 $68,923 28% 90% 94% $386 $496
South Carolina $203,838 $380,293 87% 95% 96% $658 $716
South Dakota $4,860 $8,000 65% 75% 74% $286 $615
Tennessee $54,856 $83,631 52% 85% 88% $378 $516
Texas $1,407,080 $2,440,690 73% 90% 93% $438 $571
Utah $68,089 $75,569 11% 100% 100% $717 $720
Vermont $18,906 $15,671 -17% 95% 10% $461 $448
Virginia $381,500 $646,791 70% 70% 95% $321 $667
Washington $278,028 $357,877 29% 89% 90% $512 $532
Wisconsin $136,921 $201,533 47% 91% 95% $678 $700
Total| $20,769,416| $35,614,646

Comparison Totals|  $19,582,321 $30,075,386 54% 77% 88% $524 $659

For the purposes of comparative analysis, national Comparison Totals are calculated based on those states that reported complete data
for both time periods. DC. WV and WY did not report data.




Appendix I

Opportunistic Infection/Other Drug Expenditures and Per
Capita Spending in July 1997 and June 1998



Ol/Other Prescription Expenditures and Per Capita Spending in July 1997 and June 1998

State Jul 97 Ol Jun 98 Ol % Change Ol % of Ol % of | Per Capita | Per Capita
Expenses Expenses in Ol Total Total ol ol
Expenses | Expenses-| Expenses-| Spending - | Spending -
Jul 97 Jun 98 Jul 97 Jun 98
Alabama $55,243 $33,384 -40% 17% 13% $114 $78
Arizona $6,328 $7,820 24% 2% 3% $14 $17
Arkansas $17,243 NR NR 14% NR $40 NR
California $649,448 $998,036 54% 11% 12% $76 $95
Connecticut $48,370 $52,397 8% 13% 9% $93 $75
Delaware $943 $13,004 1280% 5% 18% $20 $109
Florida $2,256,561 $138,353 -94% 87% 5% $464 $21
Hawaii $10,148 $15,950 57% 15% 16% $98 $127
Idaho $1,410 NR NR 5% NR $29 NR
lllinois $52,554 $59,045 12% 7% 5% $40 $38
Indiana $11,150 $16,141 45% 6% 7% $40 $53
lowa $2,454 $2,500 2% 6% 7% $55 $30
Kansas $16,437 $58,531 256% 22% 44% $149 $336
Kentucky $18,104 $18,745 4% 18% 15% $95 $77
Maine $2,675 NR NR 8% NR $51 NR
Maryland $54,428 $55,467 2% 14% 9% $110 $80
Massachusetts $34,132 $31,613 7% 6% 5% $40 $36
Michigan $17,517 $26,795 53% 8% 10% $68 $88
Minnesota $7,543 $11,987 59% 15% 17% $38 $43
Mississippi $66,944 $4,024 -94% 66% 4% $356 $23
Missouri $123,805 $153,299 24% 58% 36% $334 $225
Nebraska $5,065 $2,555 -50% 11% 5% $60 $28
Nevada NR $99,772 NR NR 56% NR $249
New Hampshire $5,146 $5,408 5% 13% 8% $90 $71
New Jersey $144,000 $170,685 19% 12% 11% $73 $93
New Mexico $81,187 $18,725 “T7% 37% 11% $175 NR
New York| $1,394,019| $1,455,435 4% 20% 17% $184 $162
North Carolina $60,296 NR NR 15% NR $128 NR
North Dakota NR $555 NR NR 6% NR $62
Ohio $35,284 $47,136 34% 8% 6% $59 $53
Oklahoma $33,101 NR NR 20% NR $113 NR
Oregon $1,354 NR NR 5% NR $15 NR
Pennsylvania $137,565 $158,250 15% 15% 12% $108 $101
Puerto Rico NR $236,375 NR NR 5% NR $63
Rhode Island $6,000 $4,346 -28% 10% 6% $43 $31
South Carolina $11,768 $16,564 41% 5% 4% $38 $31
South Dakota $1,640 $2,814 72% 25% 26% $96 $216
Tennessee $9,646 $11,618 20% 15% 12% $67 $72
Texas $164,260 $177,376 8% 10% 7% $51 $41
Vermont $3,620 $773 -79% 16% 0.5% $88 $22
Virginia $163,500 $37,212 -17% 30% 5% $138 $38
Washington $35,754 $39,944 12% 1% 10% $66 $59
Wisconsin $13,655 $10,547 -23% 9% 5% $68 $37
Total| $5,760,296 $4,193,182
Comparison Totals| $5,563,031 $3,837,755 -31% 22% 11% $152 $86

National Comparison Totals are calculated based on those states that reported complete data for both time periods. AK,
CO, GA, LA and UT do not cover Ol drugs. DC, MT, WV and WY did not report the data.




Appendix IV

Protease Inhibitor Prescriptions Filled
in July 1997 and June 1998



Protease Inhibitor Prescriptions Filled in July 1997 and June 1998

State July 97 Pl Rx Filled | Jun 98 PI Rx Filled | Pl % of Total Rx- Jul 97 | Pl % of Total Rx- Jun 98
Alabama 294 260 17% 20%
Alaska 15 25 47% 40%
Arizona NR 330 NR 23%
Arkansas 38 NR NR NR
California 5,056 9,723 18% 26%
Colorado 375 519 27% 34%
Connecticut 371 453 21% 18%
Delaware 25 94 16% 27%
DC 68 NR 6% NR
Florida 1,000 NR NR NR
Hawaii 42 115 13% 26%
Idaho 13 NR NR NR
lllinois 751 1,527 18% 26%
Indiana 132 216 17% 25%
lowa 30 52 19% NR
Kansas 51 NR NR NR
Kentucky 19 37 3% 6%
Louisiana 194 NR 100% NR
Maine 9 28 7% 12%
Maryland 398 722 22% 27%
Massachusetts 546 734 19% 25%
Michigan 188 255 22% 25%
Minnesota 132 184 18% 21%
Mississippi 84 116 19% 20%
Missouri 123 554 42% 31%
Montana 11 19 20% 25%
Nebraska 30 67 12% 25%
New Hampshire 30 68 18% 26%
New Jersey 860 1,042 15% 18%
New Mexico 258 209 NR 21%
New York 5,565 7,706 16% 20%
North Carolina 340 NR NR NR
North Dakota NR 54 NR 68%
Ohio 386 897 18% 27%
Oklahoma 34 160 4% 15%
Oregon 4 186 2% 17%
Pennsylvania 827 1,418 19% 28%
Puerto Rico 907 1,347 31% 36%
Rhode Island 35 108 9% 23%
South Carolina 164 476 16% 28%
Tennessee 32 88 8% 18%
Texas 1,323 3,357 16% 29%
Utah 48 79 21% 29%
Vermont 23 32 19% 31%
Virginia 607 884 23% 29%
Washington 307 577 16% 21%
West Virginia 30 67 26% 28%
Wisconsin 176 307 21% 26%
Total 21,951 35,092
Comparison Totals 20,247 34,708 18% 24%

National Comparison Totals are calculated based on those states that reported complete data for both time periods. GA, NV, SD and
WY did not report protease inhibitor prescription data for Julv 1997 or June 1998.



Appendix V

Race/Ethnicity of June 1998 ADAP Clients by State



Race/Ethnicity of June 1998 ADAP Clients By State

State % African- % Hispanic % White on | % Asian/Pacific % American % Other on
American on on ADAP ADAP Islander on Ind/Alaskan ADAP
ADAP ADAP Native on ADAP

Alabama 51% 1% 44% 4.0% 0.0% 0.0%
Alaska 4% 15% 63% 7.0% 11.0% 0.0%
Arizona 7% 23% 68% 1.0% 1.0% 0.0%
Arkansas 37% 2% 61% 0.1% 0.4% 0.0%
California 12% 31% 50% 2.4% 0.5% 3.9%
Colorado 14% 16% 59% 0.0% 0.6% 10.7%
Connecticut 31% 20% 48% 0.3% 0.7% 0.0%
Delaware 64% 8% 27% 0.0% 0.0% 1.0%
District of Columbia 78% 9% 11% 0.4% 0.0% 1.6%
Florida 45% 19% 35% 0.1% 0.1% 0.9%
Georgia 52% 3% 43% 0.1% 0.0% 1.6%
Hawaii 5% 10% 61% 22.0% 1.0% 1.0%
Idaho 1% 15% 83% 0.0% 1.0% 0.0%
lllinois 36% 14% 42% 0.7% 0.2% 6.3%
Indiana 23% 5% 70% 0.5% 0.5% 1.0%
lowa 18% 8% 68% 1.0% 1.0% 4.0%
Kansas 17% 7% 73% 0.5% 2.0% 0.5%
Kentucky 26% 2% 71% 0.0% 0.6% 0.3%
Maine 6% 6% 88% 0.0% 0.0% 0.0%
Maryland 55% 4% 34% 1.0% 1.0% 5.0%
Massachusetts 22% 26% 44% 0.5% 0.1% 7.6%
Michigan 36% 7% 56% 0.8% 0.2% 0.0%
Minnesota 12% 1% 84% 1.0% 1.0% 1.0%
Mississippi 66% 1% 33% 0.0% 0.0% 0.0%
Missouri 34% 2% 64% 0.1% 0.3% 0.2%
Montana 3% 0% 95% 0.0% 2.5% 0.0%
Nebraska 20% 10% 70% 0.0% 0.0% 0.0%
New Hampshire 10% 14% 73% 0.9% 1.7% 0.0%
New Jersey 46% 24% 28% 0.1% 0.5% 1.4%
New York 36% 30% 31% 1.1% 0.3% 2.6%
North Carolina 56% 5% 38% 0.3% 0.3% 0.4%
North Dakota 16% 0% 78% 0.0% 6.0% 0.0%
Ohio 26% 3% 68% 0.0% 1.0% 1.0%
Oklahoma 15% 3% 75% 1.0% 5.0% 1.0%
Oregon 4% 14% 77% 1.2% 2.8% 1.0%
Pennsylvania 31% 8% 56% 0.8% 5.2% 0.0%
Puerto Rico 0% 99% 0% 0.0% 0.0% 0.5%
Rhode Island 21% 15% 53% 0.4% 2.2% 8.4%
South Carolina 58% 2% 38% 0.3% 0.1% 2.2%
South Dakota 2% 2% 90% 2.0% 4.0% 0.0%
Tennessee 51% 4% 44% 1.0% 0.0% 0.0%
Texas 28% 26% 43% 1.0% 1.0% 1.0%
Utah 5% 19% 71% 1.0% 1.0% 3.0%
Vermont 6% 3% 88% 0.0% 3.0% 0.0%
Virginia 52% 4% 32% 0.5% 0.5% 11.5%
Washington 7% 11% 73% 2.1% 2.5% 4.2%
West Virginia 10% 1% 89% 0.0% 0.0% 0.0%
Wisconsin 27% 10% 62% 0.0% 1.0% 0.0%
Total 30% 26% 40% 1.0% 0.6% 2.4%

National ADAP percents are based on a total of 53,363 clients served in June 1998, among states that provided
complete data. Louisiana, Nevada, New Mexico and Wyoming did not report demographic data by race/ethnicity.
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Gender/Age of June 1998 ADAP Clients

State %Male | %Female | % <13 years | % 13-19 years | % >20 years
Alabama 79% 21% 0.4% 0.5% 99.1%
Alaska 81% 19% 0.0% 4.0% 96.0%
Arizona 89% 11% 0.6% 0.2% 99.2%
Arkansas 79% 21% 1.0% 1.1% 97.9%
California 91% 9% 0.0% 0.1% 99.9%
Colorado 88% 12% 0.0% 0.2% 99.8%
Connecticut 71% 29% 0.2% 0.6% 99.2%
Delaware 73% 27% 1.5% 0.0% 98.5%
District of Columbia 78% 22% 0.0% 0.4% 99.6%
Florida 72% 28% 1.1% 0.8% 98.0%
Georgia 84% 16% 0.1% 0.1% 99.8%
Hawaii 93% 7% 0.0% 0.0% 100.0%
Idaho 95% 5% 1.0% 0.0% 99.0%
lllinois 85% 15% 0.0% 1.0% 99.0%
Indiana 84% 16% 0.5% 0.5% 99.0%
lowa 76% 24% 1.0% 0.0% 99.0%
Kansas 85% 15% 1.0% 0.0% 99.0%
Kentucky 86% 14% 0.6% 0.3% 99.1%
Maine 90% 10% 0.0% 0.0% 100.0%
Maryland 76% 24% 1.0% 1.0% 98.0%
Massachusetts 81% 19% 0.4% 0.1% 99.5%
Michigan 86% 14% 0.9% 0.2% 98.9%
Minnesota 88% 12% 0.5% 0.5% 99.0%
Mississippi 71% 29% 2.0% 0.0% 98.0%
Missouri 83% 17% 0.8% 1.5% 97.7%
Montana 80% 20% 0.0% 0.0% 100.0%
Nebraska 80% 20% 0.5% 0.5% 99.0%
Nevada 79% 21% 2.0% 5.0% 93.0%
New Hampshire 73% 27% 1.8% 0.0% 98.2%
New Jersey 66% 34% 1.3% 0.7% 98.0%
New York 7% 23% 0.9% 0.3% 98.8%
North Carolina 70% 30% 0.5% 0.5% 99.0%
North Dakota 78% 22% 3.0% 0.0% 97.0%
Ohio 88% 12% 0.1% 0.2% 99.7%
Oklahoma 88% 12% 1.0% 0.0% 99.0%
Oregon 88% 12% 0.9% 0.0% 99.1%
Pennsylvania 85% 15% 1.0% 0.2% 98.8%
Puerto Rico 70% 30% 0.1% 1.5% 98.4%
Rhode Island 81% 19% 0.3% 0.3% 99.4%
South Carolina 72% 29% 0.1% 0.3% 99.6%
South Dakota 86% 14% 0.0% 0.0% 100.0%
Tennessee 81% 19% 0.0% 0.0% 100.0%
Texas 81% 19% 1.0% 1.0% 98.0%
Utah 87% 13% 0.0% 3.0% 97.0%
Vermont 88% 12% 0.0% 0.0% 100.0%
Virginia 76% 24% 0.3% 0.7% 99.0%
Washington 91% 9% 0.0% 0.0% 100.0%
West Virginia 79% 21% 0.0% 0.0% 100.0%
Wisconsin 86% 14% 0.0% 0.0% 100.0%
Total 80% 20% 0.6% 0.6% 98.9%

Louisiana, New Mexico and Wyoming did not provide the requested demographic data.
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CD4 Counts of June 1998 ADAP Clients

State % CD4<200 | % CD4 200-500 | % CD4>500
Alabama 36% 64% 0%
Arizona 48% 52% 0%
Connecticut 42% 21% 37%
Florida 36% 40% 24%
Georgia 33% 55% 12%
Hawaii 42% 45% 14%
Idaho 20% 75% 5%
lllinois 33% 46% 21%
Indiana 29% 47% 24%
lowa 38% 38% 25%
Kansas 36% 42% 22%
Kentucky 37% 50% 13%
Louisiana 34% 47% 19%
Maine 20% 80% 0%
Maryland 30% 39% 31%
Massachusetts 31% 45% 24%
Michigan 38% 40% 22%
Mississippi 39% 58% 3%
New Hampshire 72% 11% 17%
New Jersey 38% 39% 23%
New York 36% 47% 17%
Ohio 53% 40% 7%
Oklahoma 56% 22% 22%
Rhode Island 75% 20% 5%
South Carolina 25% 25% 50%
South Dakota 60% 40% 0%
Tennessee 42% 42% 16%
Texas 51% 30% 19%
Utah 8% 72% 20%
Virginia 24% 55% 21%
Washington 32% 49% 19%
Total 38% 42% 20%

National percentages are based on a total of 33,067 clients served in June 1998. 21 states did not report CD4
data: AK, AR, CA, CO, DE, DC, LA, MN, MO, MT, NE, NV, NM, NC, ND, OR, PA, PR, VT, WV, Wl and WY.
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Client Income Levels and Medicaid/Insurance Status

State <100% 101-200% | 201-300% | 301-400% | >400% FPL | % of June 98 | % of Jun 98 ADAP Medicaid
FPL FPL FPL FPL Clients on | Clients with | Eligibility | Eligibility
Medicaid Insurance as % of as % of
FPL FPL
Alabama 0% 75% 25% 0% 0% 0% <1% 250% 75%
Alaska 93% 4% 3% 0% 0% 0% 300% 75%
Arizona 42% 58% 0% 0% 0% 0% 200% 75%
Arkansas 100% 0% 0% 0% 0% 15% 100% 75%
California 48% 33% 10% 5% 5% 15% 400% 75%
Colorado NR NR NR NR NR 0% 185% 75%
Connecticut 43% 38% 19% 0% 0% 0% 300% 75%
Delaware 1% 50% 50% 0% 0% 0% 230% 75%
DC NR NR NR NR NR NR NR 300% 75%
Florida 75% 25% 0% 0% 0% 0% 200% 75%
Georgia 73% 23% 4% 0% 0% 0% 125% 75%
Hawaii 35% 52% 10% 3% 0% 1% 400% 67%
Idaho 43% 57% 0% 0% 0% 0% 200% 75%
lllinois 61% 30% 6% 2% 0% 0% 400% 48%
Indiana NR NR NR NR NR 4% 300% 73%
lowa NR NR NR NR NR 5% 200% 75%
Kansas 45% 48% 5% 2% 0% 27% <18% 300% 75%
Kentucky 68% 23% 6% 3% 0% 0% 300% 75%
Louisiana 46% 54% 200% 75%
Louisiana NR NR NR NR NR NR NR 200% 75%
Maine 20% 80% 0% 0% 0% 9% 200% 75%
Maryland 13% 46% 25% 16% 0% 0% $8,750 - 75%
$29,400
Massachusetts 55% 27% 13% 5% 1% 0% <$27,000 75%
Michigan 52% 38% 7% 2% 1% 28% 362% 75%
Minnesota 17% 57% 26% 0% 0% 0% 300% 71%
Mississippi 80% 20% 0% 0% 0% 0% 200% 75%
Missouri 2% 87% 11% 0% 0% 0% 185% 71%
Montana 50% 50% 0% 0% 0% 0% Need 75%
Nebraska 0% 100% 0% 0% 0% 10% 200% 75%
Nevada 0% 100% 0% 0% 0% 0% 200% 75%
New Hampshire 39% 40% 22% 0% 0% 0% 300% 74%
New Jersey 46% 20% 20% 9% 5% 0% <1%| <$30,000 75%
p.a.
New Mexico 300% 75%
New Mexico NR NR NR NR NR NR NR 300% 75%
New York 36% 33% 16% 10% 6% 6% <$44,000 75%
North Carolina 85% 15% 0% 0% 0% 0% 125% 41%
North Dakota 0% 88% 12% 0% 0% 19% 150% 62%
Ohio NR NR NR NR NR 0% <10% 281% 63%
Oklahoma 40% 53% 7% 0% 0% 10% 150% 75%
Oregon 3% 85% 7% 5% 0% 0% 325% 75%
Pennsylvania 0% 1% 57% 32% 0% 0% <$30,000 75%
Puerto Rico 58% 6% 4% 32% 0% 0% certified as 75%
indigent
Rhode Island 45% 40% 13% 2% 0% 5% 400% 75%
South Carolina 75% 15% 10% 0% 0% 0% 300% 75%
South Dakota 80% 10% 10% 0% 0% 5% 300% 75%
Tennessee 65% 29% 5% 1% 0% 0% 300% 75%
Texas 50% 50% 0% 0% 0% 16% 200% 75%
Utah 39% 32% 20% 2% 7% 0% slid. scale 75%
Vermont 25% 36% 32% 7% 0% 0% 200% 75%
Virginia 20% 80% 0% 0% 0% 10% 200% 75%
Washington 37% 44% 15% 4% 0% 7% 370% 75%
West Virginia 70% 27% 3% 0% 0% 91% 250% 75%
Wisconsin 59% 41% 0% 0% 0% 7% 200% 75%
Wyoming 0% 300%
Total 48% 33% 10% 7% 2% 6% 9%

National estimated client income and Medicaid/insurance status percentages are calculated on a total of 50,927 clients served
and 52,775 clients served, respectively. Wyoming did not report the requested information.
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Primary Care Sites and Prescribing Physicians

State Hospital- Private Public Private Other ADAP
based Community- Clinic/Local Physician/Phys | Sites Prescribing
Clinic based Clinic Health Dept. ician Group Physicians

Alabama 39% 31% 21% 9% 0% 64
Alaska 11% 36% 0% 53% 0% 10
Arizona 0% 0% 80% 20% 0% 60
Arkansas 35% 45% 5% 15% 0% NR
California NR NR NR NR NR 1903
Colorado 88% 0% 4% 8% 0% 67
Connecticut 35% 30% 0% 35% 0% NR
Delaware 99% 0% 0% 1% 0% 11
District of Columbia NR NR NR NR NR NR
Florida 0% 0% 75% 0% 25% NR
Georgia NR NR NR NR NR NR
Hawaii 0% 20% 0% 70% 10% 34
Idaho 0% 25% 0% 75% 0% 25
lllinois NR NR NR NR NR 560
Indiana NR NR NR NR NR NR
lowa 15% 50% 10% 10% 15% 20-25
Kansas 22% 19% A1% 18% 0% 267
Kentucky NR NR NR NR NR 82
Louisiana 68% 0% 9% 23% 0% 54
Maine 50% 0% 0% 50% 0% 15
Maryland 36% 16% 16% 32% 0% 239
Massachusetts 55% 33% 3% 5% 4% NR
Michigan 90% 5% 1% 4% 0% 217
Minnesota NR NR NR NR NR 76
Mississippi 80% 0% 10% 10% 0% 30
Missouri 60% 10% 10% 20% 0% 150
Montana 0% 75% 25% 0% 0% 7
Nebraska 85% 0% 0% 15% 0% 16
Nevada 0% 20% 75% 5% 0% 12
New Hampshire 10% 25% 40% 25% 0% 25
New Jersey 80% 0% 7% 13% 0% 459
New Mexico 65% 5% 0% 30% 0% 19
New York 51% 19% 19% 11% 0% 3,339
North Carolina 65% 15% 15% 5% 0% NR
North Dakota 100% 0% 0% 0% 0% 22
Ohio NR NR NR NR NR NR
Oklahoma 45% 0% 35% 20% 0% 67
Oregon 0% 0% 60% 38% 2% 64
Pennsylvania NR NR NR NR NR 607
Puerto Rico 0% 10% 90% 0% 0% 31
Rhode Island 69% 4% 2% 25% 0% 15
South Carolina 10% 0% 70% 20% 0% 297
South Dakota 0% 40% 0% 60% 0% 20
Tennessee 40% 30% 15% 15% 0% 178
Texas 30% 10% 25% 35% 0% NR
Utah 80% 10% 2% 8% 0% 22
Vermont 80% 15% 0% 5% 0% 15
Virginia 25% 0% 50% 25% 0% 409
Washington 41% 12% 3% 44% 0% NR
West Virginia 70% 0% 10% 20% 0% 28
Wisconsin NR NR NR NR NR 123
Wyoming NR NR NR NR NR NR
Total 33% 11% 38% 13% 5% 9,639

National percentages are based on a total of 35,945 clients served by ADAPs in June 1998 reporting primary

care site data. DC, Georgia, Indiana, Ohio and Wyoming did not report the requested information.
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FY 1998 ADAP Budget: Federal and State Sources

State Title Il Base | ADAP Earmark State Title | Other Total Fed/State
Federal
Alabama $2,844,371 $2,265,704 $164,000 $- $- $5,274,075
Alaska $- $194,562 $- $- $86,641 $281,203
Arizona $830,948 $2,469,052 $1,700,000 $678,500 $- $5,678,500
Arkansas $1,394,609 $1,110,885 $- $- $- $2,505,494
California $15,877,105 $43,064,687 $51,566,205 $- $- $110,507,997
Colorado $136,000 $2,585,789 $705,770 $900,000 $7,700 $4,335,259
Connecticut $117,206 $4,836,430 $592,000 $309,500 $- $5,855,136
Delaware $158,006 $1,076,994 $- $- $- $1,235,000
District of Columbia $- $4,664,462 $400,000 $800,000 $- $5,864,462
Florida $8,856,804 $30,253,733 $3,500,000 $- $- $42,610,537
Georgia $2,000,000 $8,818,043 $1,124,450 $1,000,000 $- $12,942,493
Hawaii $140,000 $857,327 $281,000 $- $- $1,278,327
Idaho $110,438 $194,562 $200,000 $- $- $505,000
Illinois $6,516,058 $8,962,396 $7,100,000 $- $- $22,578,454
Indiana $112,864 $2,377,420 $1,377,250 $- $- $3,867,534
lowa $47,345 $489,543 $- $- $- $536,888
Kansas $413,343 $928,876 $235,000 $- $- $1,577,219
Kentucky $375,023 $1,277,832 $157,772 $- $139,500 $1,950,127
Louisiana $- $4,768,647 $31,346 $- $- $4,799,993
Maine $28,000 $357,743 $60,040 $- $- $445,783
Maryland $- $8,759,047 $600,000 $699,908 $184,000 $10,242,955
Massachusetts $- $5,563,213 $4,536,787 $896,976 $- $10,996,976
Michigan $- $4,157,347 $- $324,660 $- $4,482,007
Minnesota $- $1,368,209 $150,000 $- $- $1,518,209
Mississippi $2,017,062 $1,606,704 $750,000 $- $- $4,373,766
Missouri $2,625,631 $3,326,379 $2,200,000 $- $- $8,152,010
Montana $176,000 $125,524 $- $- $- $301,524
Nebraska $57,621 $412,973 $- $- $- $470,594
Nevada $594,000 $1,728,462 $1,300,000 $- $- $3,622,462
New Hampshire $86,605 $350,211 $50,000 $102,388 $- $589,204
New Jersey $3,700,000 $16,226,455 $400,000 $2,000,000 $5,000,000 $27,326,455
New Mexico $- $748,122 $2,273,000 $- $- $3,021,122
New York $9,961,912 $51,291,513 $12,000,000 $18,561,904 $- $91,815,329
North Carolina $660,000 $3,838,516 $770,000 $- $- $5,268,516
North Dakota $100,000 $45,189 $7,800 $- $- $152,989
Ohio $822,792 $4,305,465 $3,924,500 $200,000 $- $9,252,757
Oklahoma $629,361 $1,281,597 $641,000 $- $- $2,551,958
Oregon $50,000 $1,879,091 $- $- $258,075 $2,187,166
Pennsylvania $- $9,074,112 $7,905,511 $- $- $16,979,623
Puerto Rico $3,437,230 $9,264,908 $4,000,000 $- $- $16,702,138
Rhode Island $310,000 $817,160 $- $- $- $1,127,160
South Carolina $54,842 $3,618,850 $550,228 $- $- $4,223,920
South Dakota $100,000 $61,507 $- $- $35,307 $196,814
Tennessee $- $3,205,877 $- $- $- $3,205,877
Texas $3,000,000 $19,651,998 $2,700,000 $- $- $25,351,998
Utah $137,388 $684,104 $114,800 $- $- $936,292
Vermont $85,606 $154,394 $200,000 $- $- $440,000
Virginia $2,779,367 $5,015,929 $1,037,200 $- $- $8,832,496
Washington $102,800 $3,527,217 $3,363,000 $300,000 $909,000 $8,202,017
West Virginia $84,454 $430,546 $74,833 $- $- $589,833
Wisconsin $280,362 $1,355,656 $632,550 $- $- $2,268,568
Wyoming $100,000 $69,038 $- $- $- $169,038
Total $71,911,153 $285,500,000 $119,376,042 $26,773,836 $6,620,223 $510,181,254
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FY 1998 ADAP Federal/State Budget Compared with FY 1997

State Federal/State Total FY 1997 ADAP | Federal/State Total FY 1998 ADAP | Percentage Change
Funds Funds
Alabama $3,150,604 $5,274,075 67%
Alaska $212,320 $281,203 32%
Arizona $3,333,000 $5,678,500 70%
Arkansas $2,050,008 $2,505,494 22%
California $79,471,892 $110,507,997 39%
Colorado $2,819,681 $4,335,259 54%
Connecticut $4,178,675 $5,855,136 40%
Delaware $934,000 $1,235,000 32%
District of Columbia $5,416,836 $5,864,462 8%
Florida $29,355,935 $42,610,537 45%
Georgia $8,449,959 $12,942,493 53%
Hawaii $1,102,594 $1,278,327 16%
Idaho $193,000 $505,000 162%
Illinois $14,466,503 $22,578,454 56%
Indiana $2,615,048 $3,867,534 48%
lowa $292,680 $536,888 83%
Kansas $957,620 $1,577,219 65%
Kentucky $1,147,265 $1,950,127 70%
Louisiana $3,206,330 $4,799,993 50%
Maine $389,446 $445,783 14%
Maryland $5,955,633 $10,242,955 72%
Massachusetts $11,288,179 $10,996,976 -3%
Michigan $2,862,921 $4,482,007 57%
Minnesota $991,003 $1,518,209 53%
Mississippi $2,040,326 $4,373,766 114%
Missouri $5,652,428 $8,152,010 44%
Montana $201,037 $301,524 50%
Nebraska $893,499 $470,594 -47%
Nevada $2,834,199 $3,622,462 28%
New Hampshire $563,790 $589,204 5%
New Jersey $18,280,738 $27,326,455 49%
New Mexico $1,923,568 $3,021,122 57%
New York $71,466,311 $91,815,329 28%
North Carolina $3,660,201 $5,268,516 44%
North Dakota $124,390 $152,989 23%
Ohio $6,524,500 $9,252,757 42%
Oklahoma $2,065,187 $2,551,958 24%
Oregon $1,885,136 $2,187,166 16%
Pennsylvania $11,917,646 $16,979,623 42%
Puerto Rico $12,920,475 $16,702,138 29%
Rhode Island $762,972 $1,127,160 48%
South Carolina $3,486,578 $4,223,920 21%
South Dakota $138,843 $196,814 42%
Tennessee $2,440,202 $3,205,877 31%
Texas $19,959,044 $25,351,998 27%
Utah $780,946 $936,292 20%
Vermont $400,000 $440,000 10%
Virginia $6,410,469 $8,832,496 38%
Washington $6,181,728 $8,202,017 33%
West Virginia $815,189 $589,833 -28%
Wisconsin $1,477,701 $2,268,568 54%
Wyoming $137,940 $169,038 23%
Total $370,786,175 $510,181,254 38%

FY 1997 total for Louisiana is adjusted to reflect change in status of $20 million previously reported as a state

contribution to ADAP.
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State Contributions to FY 1997 and FY 1998 ADAP Budgets

State FY 97 State ADAP $ Contribution | FY 98 State ADAP $ Contribution | Percentage Change
Alabama $150,604 $164,000 9%
Alaska $- $- 0%
Arizona $600,000 $1,700,000 183%
Arkansas $- $- 0%
California $40,200,000 $51,566,205 28%
Colorado $301,000 $705,770 134%
Connecticut $592,000 $592,000 0%
Delaware $- $- 0%
District of Columbia $800,000 $400,000 -50%
Florida $1,500,000 $3,500,000 133%
Georgia $324,450 $1,124,450 247%
Hawaii $291,000 $281,000 -3%

Idaho $- $200,000 N/A

lllinois $8,325,000 $7,100,000 -15%
Indiana $442,000 $1,377,250 212%

lowa $- $- 0%

Kansas $- $235,000 N/A
Kentucky $127,944 $157,772 23%
Louisiana $- $31,346 N/A
Maine $60,000 $60,040 0%
Maryland $600,000 $600,000 0%
Massachusetts $6,800,000 $4,536,787 -33%
Michigan $- $- 0%
Minnesota $150,000 $150,000 0%
Mississippi $- $750,000 N/A
Missouri $600,000 $2,200,000 267%
Montana $- $- 0%
Nebraska $- $- 0%
Nevada $1,300,000 $1,300,000 0%

New Hampshire $- $50,000 N/A
New Jersey $700,000 $400,000 -43%
New Mexico $740,000 $2,273,000 207%
New York $9,900,000 $12,000,000 21%
North Carolina $750,000 $770,000 3%
North Dakota $- $7,800 N/A
Ohio $3,124,500 $3,924,500 26%
Oklahoma $431,000 $641,000 49%
Oregon $- $- 0%
Pennsylvania $6,659,347 $7,905,511 19%
Puerto Rico $4,168,036 $4,000,000 -4%
Rhode Island $- $- 0%
South Carolina $500,000 $550,228 10%
South Dakota $- $- 0%
Tennessee $- $- 0%
Texas $2,697,736 $2,700,000 0%

Utah $114,800 $114,800 0%
Vermont $150,000 $200,000 33%
Virginia $687,200 $1,037,200 51%
Washington $3,263,000 $3,363,000 3%
West Virginia $74,833 $74,833 0%
Wisconsin $373,500 $632,550 69%
Wyoming $- $- 0%
Total $97,497,950 $119,376,042 22%

FY 1997 total for Louisiana is adjusted to reflect change in status of $20 million previously reported as state

contribution to ADAP.
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FY 1998 ADAP Budget: Cost Recovery Sources

State Rebates Insurance Recovery | Other Sources | Total Other
Alabama $- $- $- $-
Alaska $20,000 $- $- $20,000
Arizona $- $- $- $-
Arkansas $- $- $- $-
California $11,429,000 $- $- $11,429,000
Colorado $- $- $10,000 $10,000
Connecticut $682,349 $- $- $682,349
Delaware $20,000 $- $20,000 $40,000
District of Columbia $- $- $- $-
Florida $- $- $- $-
Georgia $- $- $- $-
Hawaii $- $- $- $-
Idaho $- $- $- $-
llinois $- $179,835 $- $179,835
Indiana $- $- $- $-
lowa $- $- $- $-
Kansas $214,174 $- $- $214,174
Kentucky $- $- $- $-
Louisiana $- $- $- $-
Maine $- $- $- $-
Maryland $900,000 $- $5,000 $905,000
Massachusetts $- $- $750,000 $750,000
Michigan $600,000 $- $- $600,000
Minnesota $- $- $- $-
Mississippi $- $- $- $-
Missouri $350,000 $- $- $350,000
Montana $- $5,000 $- $5,000
Nebraska $- $- $- $-
Nevada $- $- $- $-
New Hampshire $65,000 $- $- $65,000
New Jersey $2,500,000 $100,000 $- $2,600,000
New Mexico $- $- $- $-
New York $12,823,794 $10,861,857 $- $23,685,651
North Carolina $600,000 $- $- $600,000
North Dakota $- $- $- $-
Ohio $- $- $- $-
Oklahoma $320,000 $- $- $320,000
Oregon $150,000 $1,200,000 $- $1,350,000
Pennsylvania $1,600,000 $- $- $1,600,000
Puerto Rico $- $- $- $-
Rhode Island $90,000 $- $- $90,000
South Carolina $- $- $- $-
South Dakota $- $- $- $-
Tennessee $- $- $- $-
Texas $- $- $- $-
Utah $43,000 $- $10,800 $53,800
Vermont $30,000 $- $- $30,000
Virginia $- $- $26,929 $26,929
Washington $815,264 $- $- $815,264
West Virginia $60,000 $- $- $60,000
Wisconsin $340,285 $50,000 $- $390,285
Wyoming $- $- $- $-
Total $33,652,866 $12,396,692 $822,729 $46,872,287
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State ADAP Formularies

State Antiretrovirals OI Prophylaxis and Treatment/Other Drugs
Alabama didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), fluconazole (Diflucan), ganciclovir (Cytovene), leucovorin, TMP/SMX
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, (Bactrim/Septra)
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor)
Alaska didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT,
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor), hydroxyurea (Hydrea)
Arizona didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine dapsone, pentamidine, TMP/SMX (Bactrim/Septra), trimethoprim, azithromycin (Zithromax),
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, clarithromycin (Biaxin), rifabutin (Mycobutin), pyrimethamine (Daraprim)
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor), hydroxyurea (Hydrea), efavirenz
(Sustiva)
Arkansas didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), dapsone, famciclovir (Famvir), TMP/SMX (Bactrim/Septra), valacyclovir
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, (Valtrex), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin (Biaxin),
Retrovir), nevirapine (Viramune) clindamycin, clofazimine (Lamprene), clotrimazole (Mycelex), ethambutol (Myambutol),
fluconazole (Diflucan), itraconazole (Sporanox), ketoconazole (Nizoral), leucovorin,
metronidazole (Flagyl), nystatin, ofloxacin, paromomycin (Humatin), pyrimethamine
(Daraprim), amoxicillin/clavulanate (Augmentin), cephalexin (Keflex), doxycycline,
erythromycin, griseofulvin (Fulvicin), terfenabine (Lamisil)
California didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), alpha-interferon, amphotericin B, atovaquone (Mepron), azithromycin

(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT,
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor), hydroxyurea (Hydrea)

(Zithromax), bleomycin, clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene),
clotrimazole (Mycelex), cyclophosphamide, dapsone, dexamethasone, doxorubicin, dronabinol
(Marinol), erythropoietin (Epogen), ethambutol (Myambutol), filgrastim (Neupogen), fluconazole
(Diflucan), flucytosine (Ancobon), foscarnet (Foscavir), ganciclovir (Cytovene), itraconazole
(Sporanox), ketoconazole (Nizoral), leucovorin, megestrol acetate (Megace), methotrexate, nystatin,
paromomycin (Humatin), pentamidine, prednisone, pyrimethamine (Daraprim), rifabutin
(Mycobutin), sulfadiazine, TMP/SMX (Bactrim/Septra), trimethoprim, trimetrexate glucuronate
(Neutrexin), vinblastine, vincristine, cidofovir (Vistide), liposomal daunorubucin (DaunoXome),
albendazole (Albenza), metronidazole (Flagyl), paclitaxel (Taxol), valacyclovir (Valtrex),
amitriptyline HCL, bupropion (Wellbutrin), desipramine, fluoxetine (Prozac), nefazodone
(Serzone), nortriptyline HCL, paroxetine HCL (Paxil), sertraline (Zoloft), trazodone HCL,
venlaxifine HCL (Effexor), diphenoxylate HCL (Lometil), loperamide HCL (Imodium),
tincture of opium, amoxicillin, cephalexin, dicloxacillin sodium, doxycycline, erythromycin
base, erythromycin ethlysuccinate, minocycline HCL, neomycin sulfate, penicillin V
potassium, vancomycin HCL, nandrolone deconoate, nandrolone phenpropionate,
oxandrolone (Oxandrin), testosterone cypionate, testosterone ethanthate, testosterone
propionate, codeine phosphate, codeine phosphate/acetominophen, codeine phosphate/aspirin,
codeine sulfate, fenoprofen calcium, fentanyl patch, hydrocodone bitartrate/acetominophen,
hydrocodone HCL, ibuprofen prescription strength, ibuprofen/hydrocodone bitartrate,
indomethacin, ketoprofen, levorphenol tartrate, morphine sulfate, naproxen, oxycodone,
oxycodone/aspirin, sulindac, tetracycline HCL, hepatitis B vaccine, pneumococcal vaccine
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Colorado didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT,
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor)
Connecticut didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), amphotericin B, atovaquone (Mepron), azithromycin (Zithromax),
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene), clotrimazole
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir (Mycelex), dapsone, dronabinol (Marinol), erythropoietin (Epogen), ethambutol (Myambutol),
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune), filgrastim (Neupogen), fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene),
delavirdine (Rescriptor), hydroxyurea (Hydrea) itraconazole (Sporanox), ketoconazole (Nizoral), leucovorin, megestrol acetate (Megace),
metronidazole (Flagyl), nystatin, ofloxacin, paromomycin (Humatin), pentamidine, prednisone,
primaquine, pyrimethamine (Daraprim), rifabutin (Mycobutin), sulfadiazine, terconazole,
TMP/SMX (Bactrim/Septra), trimethoprim, pneumovax, Lomotil, hydroxyzine HCL (Atarax),
prochlorperesine (Compazine), amoxicillin, amoxicillin/potassium clavulante (Augmentin),
cefuroxime, cephalexin, dicloxacillin, vancomycin, acetaminophen w/codeine (Generic only),
fentanyl transdermal system (Duragesic), amitriptyline (Elavil), lorazepam (Generic only), sertraline
(Zoloft), hydrocortisone cream/lotion/ointment, lactic acid, triameinolone - acetonide
cream/ointment, chlorhexidine gluconate (Peridex), loperamide hydrochloride (Imodium)
Delaware didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin (Biaxin),
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, clotrimazole (Mycelex), dapsone, fluconazole (Diflucan), nystatin, paromomycin (Humatin),
Retrovir), nevirapine (Viramune), indinavir (Crixivan), ritonavir pentamidine, prednisone, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra, amitriptyline (Elavil),
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), amoxicillin, carbamazepine (Tegretol), cephalexin, clemastine fumarate,
delavirdine (Rescriptor) clotrimazole/betamethasone cream, clotrimazole vaginal application (Monistat Dual), docusate
calcium, doxycycline, erythromycin, loperamide (Imodium), metaproterenol inhaler, miconazole
cream, penicillin, phenytoin (Dilantin), psyllium (Metamucil), Senekot-S Tab, magnesium,
multivitamins with iron, ethambutol (Myambutol), isoniazid (INH), itraconazole (Sporanox),
leucovorin, pyrimethamine (Daraprim). The following agents will be provided for a four week
period of illness only, not prophylaxis. Alternative funding must be applied for at the time of
initiation of therapy. A negative response from a drug company or other entity must be presented
before extension will be considered: erythropoietin (Epogen), filgrastim (Neupogen), ganciclovir
(Oral only). The following will be obtained as a nutritional component of Home and Community-
Based Care through the Division of Public Health: dronabinol (Marinol), megestrol acetate
(Megace), multivitamins.
District of didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), alpha-interferon, amphotericin B, atovaquone (Mepron), azithromycin
Columbia (d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, (Zithromax), cidofovir (Vistide), ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin,

Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor)

clotrimazole (Mycelex), dapsone, DOXIL, dronabinol (Marinol), ethambutol (Myambutol),
fluconazole (Diflucan), ganciclovir (Cytovene), isoniazid (INH), ketoconazole (Nizoral), megestrol
acetate (Megace), ofloxacin, pentamidine, pyrazinamide (PZA), pyrimethamine (Daraprim),
rifabutin (Mycobutin), rifampin, sulfadiazine, TMP/SMX (Bactrim/Septra), acetomenaphine with
codeine (Tylenol III and Tylenol IV), fentanyl patch (Duragesic), ibuprofen (800mg), morphine
sulfate (MS Contin), amoxicillin/clavulanate (Augmentin), fluoxetine HCL(Prozac), sertraline HCL
(Zoloft), dephenoxylate and atropine (Lomotil), hydrocortisone cream 1%
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Florida didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), azithromycin (Zithromax), clarithromycin (Biaxin), dapsone, ethambutol
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, (Myambutol), fluconazole (Diflucan), rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra),
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir atovaquone (Mepron), itraconazole (Sporanox), miconazole, pyrimethamine (Daraprim),
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune), terconazole, leucovorin, diphenoxylate (Lomotil), pneumococcal vaccine (Pnumovax),
delavirdine (Rescriptor), efavirenz (Sustiva) procholorperazine (Compazine)

Georgia didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT,

Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune),
delavirdine (Rescriptor), efavirenz (Sustiva)

Hawaii didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), cidofovir (Vistide),
(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT, ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene), dapsone,
Retrovir), indinavir (Crixivan), ritonavir (Norvir), saquinavir erythropoietin (Epogen, Procrit), ethambutol (Myambutol), filgrastim (Neupogen), fluconazole
(Fortovase), nelfinavir (Viracept), nevirapine (Viramune), (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene), itraconazole (Sporanox), ketoconazole
delavirdine (Rescriptor), efavirenz (Sustiva) (Nizoral), leucovorin, megestrol acetate (Megace), pentamidine, pyrimethamine (Daraprim),

rifabutin (Mycobutin), rifampin, TMP/SMX (Bactrim/Septra), probenecid

Idaho didanosine (ddI, Videx), lamivudine (3TC, Epivir), stavudine dapsone, pentamidine, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra)

(d4T, Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT,
Retrovir), indinavir (Crixivan), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

Ilinois didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), alpha-interferon, amphotericin B, atovaquone (Mepron),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), azithromycin (Zithromax), cidofovir (Vistide), ciprofloxacin (Cipro), clarithromycin
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Biaxin), clindamycin, clotrimazole (Mycelex), dapsone, dronabinol (Marinol),
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), ethambutol (Myambutol), famciclovir (Famvir), fluconazole (Diflucan), foscarnet
nevirapine (Viramune), delavirdine (Rescriptor) (Foscavir), ganciclovir (Cytovene), isoniazid (INH), itraconazole (Sporanox),

ketoconazole (Nizoral), leucovorin, megestrol acetate (Megace), miconazole, nystatin,
ofloxacin, paromomycin (Humatin), pentamidine, primaquine, pyrazinamide (PZA),
pyrimethamine (Daraprim), rifabutin (Mycobutin), rifampin, Rifater, streptomycin,
sulfadiazine, sulfamethoxazole, terconazole, TMP/SMX (Bactrim/Septra), trimethoprim,
probenecid, amoxicillin, cefixime, cephalexin, chlorhexidine gluconate, dicloxacillin
sodium, doxycycline, erythromycin, penicillin VK, tetracycline, danazol (Danocrine)

Indiana didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clotrimazole
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Mycelex), dapsone, fluconazole (Diflucan), nystatin, pentamidine, TMP/SMX
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Bactrim/Septra), rifabutin (Mycobutin), itraconazole (Sporanox)

(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

Iowa didanosine (ddI, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Biaxin), clotrimazole (Mycelex), dapsone, fluconazole (Diflucan), ketoconazole
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Nizoral), nystatin, pentamidine, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra)
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept)

Kansas didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), azithromycin (Zithromax), clarithromycin (Biaxin), clindamycin,

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan),
saquinavir (Fortovase), ritonavir (Norvir), nelfinavir
(Viracept), nevirapine (Viramune), delavirdine
(Rescriptor), efavirenz (Sustiva), hydroxyurea (Hydrea)

dapsone, dronabinol (Marinol), famciclovir (Famvir), fluconazole (Diflucan), itraconazole
(Sporonox), ketoconazole (Nizoral), megestrol acetate (Megace), ethambutol
(Myambutol), atovaquone (Mepron), clotrimazole (Mycelex), pentamidine, rifabutin
(Mycobutin), nystatin, paromomycin (Humatin), primaquine, TMP/SMX
(Bactrim/Septra), ganciclovir (Cytovene), amitriptyline, cephalexin (Keflex), clofazimine
(Lamprene), oxandrolone (Oxandrin)
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Kentucky didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), ciprofloxacin (Cipro), clarithromycin (Biaxin), clotrimazole
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Mycelex), dapsone, fluconazole (Diflucan), ketoconazole (Nizoral), megestrol acetate
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Megace), nystatin, pentamidine, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra)
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

Louisiana indinavir (Crixivan), ritonavir (Norvir), saquinavir
(Fortovase), nelfinavir (Viracept), didanosine (ddl,

Videx), lamivudine (3TC, Epivir), stavudine (d4T,
Zerit), zalcitabine (ddC, HIVID), zidovudine (AZT,
Retrovir), nevirapine (Viramune), delavirdine
(Rescriptor), efavirenz (Sustiva)

Maine didanosine (ddI, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), dapsone, fluconazole (Diflucan), itraconazole (Sporanox),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), pentamidine, TMP/SMX (Bactrim/Septra). Additional drugs that can be approved on a
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | case-by-case basis: clarithromycin (Biaxin), ethambutol (Myambutol)

(Norvir), saquinavir (Fortovase), nelfinavir (Viracept)

Maryland didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), alpha-interferon, amphotericin B, atovaquone (Mepron),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), azithromycin (Zithromax), cidofovir (Vistide), clarithromycin (Biaxin), clotrimazole
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Mycelex), dapsone, ethambutol (Myambutol), fluconazole (Diflucan), foscarnet
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), (Foscavir), ganciclovir (Cytovene), isoniazid (INH), ketoconazole (Nizoral), leucovorin,
nevirapine (Viramune), delavirdine (Rescriptor), megestrol acetate (Megace), nortriptyline (Pamelor), pentamidine, pyrazinamide (PZA),
hydroxyurea (Hydrea) pyrimethamine (Daraprim), rifabutin (Mycobutin), rifampin, TMP/SMX (Bactrim/Septra),

clindamycin, sulfadiazine, nortriptyline (Pamelor)

Massachusetts didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), alpha-interferon, clarithromycin (Biaxin), clindamycin, clotrimazole

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
hydroxyurea (Hydrea)

(Mycelex), dapsone, fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene),
ketoconazole (Nizoral), leucovorin, nystatin, pentamidine, pyrimethamine (Daraprim),
rifabutin (Mycobutin), sulfadiazine, terconazole, TMP/SMX (Bactrim/Septra),
butaconazole (Femstat), azithromycin (Zithromax)
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Michigan didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), amphotericin B, azithromycin (Zithromax), clarithromycin (Biaxin),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), clotrimazole (Mycelex), dapsone, fluconazole (Diflucan), ketoconazole (Nizoral),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | pentamidine, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra), famciclovir (Famvir)
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
hydroxyurea (Hydrea)

Minnesota didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), amphotericin B, atovaquone (Mepron), azithromycin (Zithromax),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | clotrimazole (Mycelex), dapsone, dronabinol (Marinol), ethambutol (Myambutol),
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), fluconazole (Diflucan), ganciclovir (Cytovene), itraconazole (Sporanox), ketoconazole
nevirapine (Viramune), delavirdine (Rescriptor), (Nizoral), leucovorin, megestrol acetate (Megace), nystatin, paromomycin (Humatin),
hydroxyurea (Hydrea) pentamidine, prednisone, pyrimethamine (Daraprim), rifabutin (Mycobutin), rifampin,

TMP/SMX (Bactrim/Septra), valacyclovir (Valtrex), chlor-hexidine (Peridex), cimetidine
(Tagamet), hydrocortisone, diphenoxylate (Lomotil), loperamide HCI (Immodium),
ranitidine (Zantac), albendazole (Albenza), “All antidepressant drugs”

Mississippi didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), azithromycin (Zithromax), dapsone, fluconazole (Diflucan),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), ganciclovir (Cytovene), pentamidine, TMP/SMX (Bactrim/Septra), sertraline (Zoloft).
zidovudine (AZT, Retrovir), indinavir (Crixivan), Note: fluconazole (Diflucan) is only covered for one month, conditional upon application
saquinavir (Fortovase), nelfinavir (Viracept), nevirapine to Pfizer patient assistance program.

(Viramune)

Missouri didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), ciprofloxacin
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Cipro), clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene), clotrimazole
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Mycelex), dapsone, ethambutol (Myambutol), famciclovir (Famvir), fluconazole
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), (Diflucan), ganciclovir (Cytovene), isoniazid (INH), itraconazole (Sporanox),
nevirapine (Viramune), delavirdine (Rescriptor) ketoconazole (Nizoral), leucovorin, metronidazole (Flagyl), miconazole, nystatin,

ofloxacin, pentamidine, prednisone, pyrimethamine (Daraprim), rifabutin (Mycobutin),
rifampin, sulfadiazine, TMP/SMX (Bactrim/Septra), valacyclovir (Valtrex), codeine,
Darvocet, Ibuprofen, morphine (immediate release), Percocet, Tylenol III w/codeine,
amoxicillin, amoxicillin/potassium (Augmentin), cefuroxime, cephalexin, doxycycline,
erythromycin, penicillin, carbamazepine (Tegretol), phenytoin (Dilantin), diphenoxylate
(Lomotil), loperamide (Imodium), griseofulvin, diphenhydramine (Benadryl),
hydroxyzine, doxepin, amitriptyline (Elavil), nortriptyline (Pamelor), betamethasone,
clobetasol, desoximetasone, fluocinolone, fluocinonide, hydrocortisone, triamcinolone

Montana didanosine (ddl, Videx), lamivudine (3TC, Epivir), pentamidine

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)
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Nebraska didanosine (ddl, Videx), lamivudine (3TC, Epivir), All OI drugs were removed from Nebraska’s ADAP formulary in August 1998 due to a
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), severe budget crisis.
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)
Nevada didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), azithromycin (Zithromax), dapsone, fluconazole (Diflucan),

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan),
ritonavir (Norvir), saquinavir (Fortovase), nelfinavir
(Viracept), nevirapine (Viramune), delavirdine
(Rescriptor), efavirenz (Sustiva)

TMP/SMX (Bactrim/Septra)

New Hampshire

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
efavirenz (Sustiva)

acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin
(Biaxin), clindamycin, clofazimine (Lamprene), clotrimazole (Mycelex), dapsone,
ethambutol (Myambutol), fluconazole (Diflucan), ganciclovir (Cytovene), isoniazid
(INH), ketoconazole (Nizoral), leucovorin, megestrol acetate (Megace), metronidazole
(Flagyl), nystatin, pentamidine, primaquine, pyrazinamide (PZA), pyrimethamine
(Daraprim), rifabutin (Mycobutin), rifampin, sulfadoxine, TMP/SMX (Bactrim/Septra),
trimethoprim, famciclovir (Famvir)

New Jersey

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan),
ritonavir (Norvir), saquinavir (Fortovase), nelfinavir
(Viracept), nevirapine (Viramune), delavirdine
(Rescriptor)

acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), ciprofloxacin
(Cipro), clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene), clotrimazole
(Myecelex), cycloserine, dapsone, ethambutol (Myambutol), ethionamide, fluconazole
(Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene), isoniazid (INH), itraconazole
(Sporanox), IVIG, ketoconazole (Nizoral), leucovorin, ofloxacin, paromomycin
(Humatin), pentamidine, prednisone, pyrazinamide (PZA), rifabutin (Mycobutin),
rifampin, streptomycin, TMP/SMX (Bactrim/Septra), Pneumovax (pneumococcal
vaccine)

New Mexico

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
efavirenz (Sustiva)

acyclovir (Zovirax), alpha-interferon, amikacin, amphotericin B, atovaquone (Mepron),
azithromycin (Zithromax), ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin,
clofazimine (Lamprene), clotrimazole (Mycelex), dapsone, erythropoietin (Epogen,
Procrit), ethambutol (Myambutol), famciclovir (Famvir), filgrastim (Neupogen),
fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene), itraconazole
(Sporanox), ketoconazole (Nizoral), megestrol acetate (Megace), nystatin, pentamidine,
rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra), trimethoprim, sertraline (Zoloft),
Tegrin Shampoo
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New York

didanosine (ddI, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
hydroxyurea (Hydrea)

acyclovir (Zovirax), albendazole (Albenza), alpha-interferon, amikacin, amphotericin B,
atovaquone (Mepron), azithromycin (Zithromax), bleomycin, capreomycin, cidofovir
(Vistide), ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin, clotrimazole
(Mycelex), cyclophosphamide, cycloserine, cyproheptadine HCI (Periactin), cytarabine,
dapsone, DaunoXome, dexamethasone, DOXIL, doxorubicin, dronabinol (Marinol),
erythropoietin (Procrit), ethambutol (Myambutol), ethionamide, etoposide, famciclovir
(Famvir), filgrastim (Neupogen), fluconazole (Diflucan), flucytosine (Ancobon), foscarnet
(Foscavir), ganciclovir (Cytovene), isoniazid (INH), itraconazole (Sporanox), IVIG,
kanamycin, ketoconazole (Nizoral), leucovorin, lomustine, megestrol acetate (Megace),
methotrexate, metronidazole (Flagyl), miconazole, nystatin, ofloxacin, para
aminosalicyclic acid (PAS), paromomycin (Humatin), pentamidine, prednisone,
primaquine, procarbazine, pyrazinamide (PZA), pyrimethamine (Daraprim), rifabutin
(Mycobutin), rifampin, Rifater, streptomycin, sulfadiazine, sulfadoxine,
sulfamethoxazole, terconazole, TMP/SMX (Bactrim/Septra), trimethoprim, triple sulfa,
vinblastine, vincristine, paclitaxel (Taxol), griseofulvin, butalbuital, comb.w/wo codeine,
codeine w/wo ASA, APAP, diclofenac, diflunisal, fenoprofen, fentanyl (patch only),
flurbiprofen, hydrocodone w/ASA, APAP, hydromorphone, ibuprofen, indomethacin,
ketoprofen, ketorolac tromethamine, levorphanol tartrate, methadone hydrochloride,
morphine sulfate, naproxen, oxycodone w/wo ASA, APAP, piroxicam, sulfindac,
tolmetin, amoxicillin, amoxicillin K + clavulanate, ampicillin, aztreonam, bacitracin,
cefaclor, cefadroxil, cefazolin, cefixime, cefoxitin, cefpodoxime, cefprozil, ceftazidime,
ceftriaxone, cefuroxime, cephalexin, cephradine, chloramphenicol, cloxacillin,
dicloxacillin, doxycycline, erythromycin , erythromycin-ethylsuccinate erythromycin-
ethylsuccinate and sulfisoxazole acetyl, furazolidone, gentamicin, imipenem-cilastatin,
levofloxacin, loracarbef, minocycline, nitrofurantoin, penicillin G, penicillin V potassium,
sparfloxacin, spectinomycin, tetracycline, ticarcillin K+clavulanate, tobramycin,
vancomycin, carbamazepine (Tegretol), divalproex sodium, magnesium sulfate, phenytoin
(Dilantin), primidone, valproic acid, alprazolam, amitriptyline, bupropion, buspirone,
butabarbital, chloral hydrate, chlordiazepoxide w/wo clidinium, chlorpromazine,
clomipramine, clonazepam, clorazepate, clozapine, desipramine, dextroamphetamine-
sulfate, diazepam, doxepin HCL, fluoxetine, fluphenazine, flurazepam, fluvoxamine,
halazepam, haloperidol, imipramine, lithium carbonate, lithium citrate, lorazepam,
loxapine, mesoridazine, methylphenidate, molindone, nefazodone, nortriptyline,
olanzapine, oxazepam, paroxetine, pemoline, pentobarbital, perphenazine, prazepam,
prochlorperazine, risperidone, secobarbital, sertraline, temazepam, thioridazine,
thiothixene, trazodone, triazolam, trifluoperazine, trimipramine, venlafaxine, zolpidem,
loperamide (Imodium), Lomotil, ocreotide acetate, paregoric, tincture of opium,
chlorhexidine gluconate, probenicid, podofilox, fluoride, hepatitis A & B vaccines,
imiquimod (Aldara), topical steroids, nandrolone, oxandrolone (Oxandrin),
testosterone, antihistamines, decongestants, nasal inhalers
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North Carolina didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Biaxin), clindamycin, dapsone, fluconazole (Diflucan), ganciclovir (Cytovene),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | itraconazole (Sporanox), ketoconazole (Nizoral), nystatin, paromomycin (Humatin),
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), pentamidine, pyrimethamine (Daraprim), rifabutin (Mycobutin), sulfadiazine, TMP/SMX
nevirapine (Viramune), delavirdine (Rescriptor) (Bactrim/Septra), leucovorin, ethambutol (Myambutol)

North Dakota didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), amphotericin B, atovaquone (Mepron), azithromycin (Zithromax),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), ciprofloxacin (Cipro), clarithromycin (Biaxin), clindamycin, clotrimazole (Mycelex),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | dapsone, erythropoietin (Epogen, Procrit), ethambutol (Myambutol), filgrastim
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), (Neupogen), fluconazole (Diflucan), ganciclovir (Cytovene), itraconazole (Sporanox),
nevirapine (Viramune), delavirdine (Rescriptor) ketoconazole (Nizoral), leucovorin, megestrol acetate (Megace), nystatin, paromomycin

(Humatin), pentamidine, prednisone, pyrimethamine (Daraprim), rifabutin (Mycobutin),
sulfadiazine, TMP/SMX (Bactrim/Septra), dronabinol (Marinol), albendazole (Albenza),
sertraline (Zoloft), amitriptyline (Elavil), Duramorph, MS Contin, Darvocet, Lomotil,
Imodium, Peridex, Zantac, fluoxetine (Prozac), trazodone (Desyrel), Tylenol #3,
amantadine (Symmetrel)

Ohio didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), azithromycin (Zithromax), clarithromycin (Biaxin), clotrimazole
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Mycelex), dapsone, fluconazole (Diflucan), ketoconazole (Nizoral), nystatin,
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | pentamidine, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra), ethambutol
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), (Myambutol), pyrimethamine (Daraprim)
nevirapine (Viramune), delavirdine (Rescriptor),
efavirenz (Sustiva), hydroxyurea (Hydrea)

Oklahoma didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), azithromycin (Zithromax), clarithromycin (Biaxin), dapsone,
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), fluconazole (Diflucan), itraconazole (Sporanox), pentamidine, rifabutin (Mycobutin),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | TMP/SMX (Bactrim/Septra)

(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)
Oregon didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), alpha-interferon, amikacin atovaquone (Mepron), azithromycin

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan),
ritonavir (Norvir), saquinavir (Fortovase), nelfinavir
(Viracept), nevirapine (Viramune), delavirdine
(Rescriptor)

(Zithromax), cidofovir (Vistide), ciprofloxacin (Cipro), clarithromycin (Biaxin),
clindamycin, clotrimazole (Mycelex), cycloserine, dapsone, DaunoXome, DOXIL,
dronabinol (Marinol), erythropoietin (Epogen, Procrit), ethambutol (Myambutol),
ethionamide, famciclovir (Famvir), filgrastim (Neupogen), fluconazole (Diflucan),
foscarnet (Foscavir), ganciclovir (Cytovene), isoniazid (INH), itraconazole
(Sporanox), ketoconazole (Nizoral), leucovorin, metronidazole (Flagyl), ofloxacin,
para aminosalicyclic acid (PAS), pentamidine, pyrazinamide (PZA), pyrimethamine
(Daraprim), rifabutin (Mycobutin), Rifamate, rifampin, Rifater, streptomycin,
sulfadiazine, TMP/SMX (Bactrim/Septra), trimetrexate glucuronate (Neutrexin),
valacyclovir (Valtrex), hepatitis A & B vaccines, pneumococcal vaccine
(Pneumovax), influenza vaccine, h. influenza B vaccine, varicella vaccine, polio,
vaccine tetanus-diptheria vaccine, MMR (measles, mumps, rubella) vaccine,
trazodone (Desyrel), venlaxafine (Effexor), mirtazipine (Remeron), nefazodone
(Serzone), buproprion (Wellbutrin), phenelzine (Nardil), tranylcypromine (Parnate),
paroxetine (Paxil), fluoxetine (Prozac), sertraline (Zoloft), maprotiline (Ludiomil),
doxepin (Adapin, Sinequan, Zonalon), amoxapine (Asendin), amitriptyline,
perphenazine, chlordiazepoxide (Limbitrol), desipramine, nortriptyline,
trimipramine, imipramine, protriptyline, acetaminophen (various brands and
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Oregon
(continued)

combinations), methotrimeprazine, tramadol (Ultram), carbamezapine, Traumeel,
buprenorphine, dezocine, nalbuphine, pentazocine, alfentanil, morphine,
dihydrocodeine, propoxyphene, meperidine, hydromorphone, fentanyl, codeine,
butalbital, hydrocodone, levorphanol, methadone, oxymorphone, levomethadyl,
oxycodone, sufentanil, Midrin, naproxen, diclofenac, sulindac, oxaprozin, diflunisal,
piroxicam, ibuprofen, indomethacin, etodolac, fenoprofen, ketoprofen, mefenamic,
nabumetone, tolmetin, ketorolac, aspirin, orphenadrine, salsalate, choline,
mephobarbital, pentobarbital (Nembutal), phenobarbital, diazepam, clonazepam,
clorazepate, felbamate, gabapentin (Neurontin), fosphenytoin, phenytoin,
mephenytoin, ethotoin, valproic acid, primidone, phenacemide, carbamezapine
(Tegretol, Atretol, Epitol), lamotrigine (Lamictal), methasuximide (Celontin),
ethosuximide (Zarontin), metformin HCI, acarbose (Precose), Insulins (all insulins),
glimepride (Amaryl), glyburide (DiaBeta), chlorpropamide (Diabinese), glipizide
(Glucotrol), glyburide (Glynase), gentamicin, cefazolin sodium, erythromycin (all
forms), amoxicillin, penicillin, ticarcillin, disoium/clavulanate potassium (Timentin),
ampicillin sodium/sulbactam sodium (Unasyn), doxycycline calcium, lomefloxacin
HCI, enoxacin, trovofloxacin, prochlorperazine (Compazine), promethazine HCI
(Phenergan), trimethobenzamide HCI , ondansetron HCI (Zofran), clofribate ,
gemfibrozil (Lopid), fluvastatin (Lescol), lovastatin (Mevacor), pravastatin
(Pravachol), simvastatin (Zocor), alteplase (Activase), pegademase (Adagen),
alglucerase, imiglucerase, asparaginase, pegaspargase, Arco-Lase Plus, furazolidone,
loperamide HCI Imodium), diphenoxylate HCI (Lomotil), difenoxin HCI (Motofen),
octreotide acetate (Sandostatin), tincture of opium, thalidomide

Pennsylvania

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

acyclovir (Zovirax), alpha-interferon, amikacin, amphotericin B, atovaquone (Mepron),
azithromycin (Zithromax), bleomycin, capreomycin, ciprofloxacin (Cipro), clarithromycin
(Biaxin), clindamycin, clofazimine (Lamprene), clotrimazole (Mycelex), cycloserine,
dapsone, dexamethasone, doxorubicin, dronabinol (Marinol), ethambutol (Myambutol),
ethionamide, etoposide, fluconazole (Diflucan), flucytosine (Ancobon), foscarnet
(Foscavir), ganciclovir (Cytovene), isoniazid (INH), itraconazole (Sporanox), kanamycin,
ketoconazole (Nizoral), leucovorin, megestrol acetate (Megace), nystatin, ofloxacin,
paromomycin (Humatin), pentamidine, prednisone, primaquine, pyrazinamide (PZA),
pyrimethamine (Daraprim), rifabutin (Mycobutin), rifampin, Rifater, sulfadiazine,
sulfadoxine, terconazole, TMP/SMX (Bactrim/Septra), trimetrexate glucuronate
(Neutrexin), triple sulfa, valacyclovir (Valtrex), vinblastine, vincristine, clozaril
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Puerto Rico

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept)

acyclovir (Zovirax), alpha-interferon, amphotericin B, atovaquone (Mepron),
azithromycin (Zithromax), capreomycin, ciprofloxacin (Cipro), clarithromycin (Biaxin),
clotrimazole (Mycelex), cycloserine, dapsone, erythropoietin (Epogen, Procrit),
ethambutol (Myambutol), ethionamide, famciclovir (Famvir), filgrastim (Neupogen),
fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene), isoniazid (INH),
itraconazole (Sporanox), IVIG, kanamycin, ketoconazole (Nizoral), leucovorin, megestrol
acetate (Megace), metronidazole (Flagyl), nystatin, ofloxacin, pentamidine, pyrazinamide
(PZA), pyrimethamine (Daraprim), rifabutin (Mycobutin), rifampin, sulfadiazine,
TMP/SMX (Bactrim/Septra), triple sulfa, acetaminophen, Actifed (generic), Alba-Lybe,
Albafort, Albatussin SR, Albatussin NN, Albuterol inhaler, amoxicillin clavulanate,
antacids, betamethasone dipropionate, betamethason/clotrimazole cream, Brondelate,
capsaicin (purified), Cefaclor, cefadroxil monohydrate, ceftriaxone, cetirizine,
clindamycin vaginal cream, cold cream (generic), diphenhydramine, diphenoxylate HCI,
atropine sulfate, doxycycline, econazole nitrate, erythromycin, flurbiprofen, fluoxetine
(Prozac), haloperidol, hydrocortisone cream, Ionil-T, Kenalog, ketaconazole shampoo,
lanzoprazole, lidocaine HCI, lindane shampoo/lotion, loperamide (Imodium),
mebendazole, mometasone furoate, Nutraderm lotion, penicillin G benzathine suspension,
phenytoin, prednisolone syrup, probenecid, ranitidine, sertraline HCI (Zoloft), sucralfate,
theophylline, terconazole vaginal cream, Tia-Doce, amikacin, amytriptyline (Elavil),
clofazimine (Lamprene), Hierro generic, hydroxyzine pamoate, imiquimod (Aldara),
spectomycin (generic), tricloric acid

Rhode Island

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
hydroxyurea (Hydrea)

acyclovir (Zovirax), alpha-interferon, atovaquone (Mepron), azithromycin (Zithromax),
clarithromycin (Biaxin), dapsone, ethambutol (Myambutol), fluconazole (Diflucan),
ganciclovir (Cytovene), isoniazid (INH), itraconazole (Sporanox), pentamidine, rifabutin
(Mycobutin), TMP/SMX (Bactrim/Septra), ciprofloxacin (Cipro), valacyclovir (Valtrex),
leucovorin, pyrimethamine (Fansidar), sulfadiazine

South Carolina

didanosine (ddl, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine

acyclovir (Zovirax), azithromycin (Zithromax), clarithromycin (Biaxin), clotrimazole
(Mycelex), dapsone, famciclovir (Famvir), fluconazole (Diflucan), ketoconazole
(Nizoral), nystatin, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra), valacyclovir
(Valtrex), amphotericin B, atovaquone (Mepron), clindamycin, ethambutol
(Myambutol), itraconazole (Sporanox), primaquine

South Dakota didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), ciprofloxacin
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Cipro), clarithromycin (Biaxin), clofazimine (Lamprene), clotrimazole (Mycelex),
zidovudine (AZT, Retrovir), nevirapine (Viramune), dapsone, fluconazole (Diflucan), itraconazole (Sporanox), megestrol acetate (Megace),
delavirdine (Rescriptor) pentamidine, pyrimethamine (Daraprim), rifabutin (Mycobutin), TMP/SMX

(Bactrim/Septra), valacyclovir (Valtrex), amitriptyline (Elavil), fentanyl (patch),
morphine, MS Contin, propoxyphene (Darvocet), Tylenol #3 w/codeine, carbamazapine
(Tegretol), divalproex sodium (Depakote), felbatol (Felbamate), phenytoin (Dilantin),
prochlorperazine (Compazine)

Tennessee didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

(Biaxin), dapsone, fluconazole (Diflucan), itraconazole (Sporanox), megestrol acetate
(Megace), pentamidine, rifabutin (Mycobutin), TMP/SMX (Bactrim/Septra)
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Texas Priority 1:, didanosine (ddI, Videx), lamivudine (3TC, Priority 1:, acyclovir (Zovirax), dapsone, IVIG, TMP/SMX (Bactrim/Septra),

Epivir), stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), trimethoprim, Priority 2:, azithromycin (Zithromax), clarithromycin (Biaxin), fluconazole
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Diflucan), ganciclovir (Cytovene), itraconazole (Sporanox), pentamidine

(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),

nevirapine (Viramune), delavirdine (Rescriptor)

Utah didanosine (ddI, Videx), lamivudine (3TC, Epivir),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

Vermont didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), amphotericin B, atovaquone (Mepron), azithromycin (Zithromax),
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), cidofovir (Vistide), clarithromycin (Biaxin), clotrimazole (Mycelex), dapsone, DOXIL,
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | filgrastim (Neupogen), fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), (Cytovene), itraconazole (Sporanox), ketoconazole (Nizoral), leucovorin, megestrol
nevirapine (Viramune), delavirdine (Rescriptor), acetate (Megace), nystatin, pentamidine, primaquine, pyrimethamine (Daraprim), rifabutin
efavirenz (Sustiva), hydroxyurea (Hydrea) (Mycobutin), TMP/SMX (Bactrim/Septra), sulfadiazine, ocreotide acetate (Sandostatin),

ciprofloxacin (Cipro), ethambutol (Myambutol)

Virginia didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), azithromycin (Zithromax), dapsone, fluconazole (Diflucan), foscarnet
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Foscavir), ganciclovir (Cytovene), pentamidine, rifabutin (Mycobutin), TMP/SMX
zidovudine (AZT, Retrovir), indinavir (Crixivan), (Bactrim/Septra), itraconazole (Sporanox), cidofovir (Vistide), trimethoprim. Clients
nelfinavir (Viracept), nevirapine (Viramune), delavirdine unable to tolerate the protease inhibitors indinavir (Crixivan) or nelfimavir (Viracept) or
(Rescriptor), hydroxyurea (Hydrea) who develop resistance may receive another FDA approved protease inhibitor. This will

be considered on an individual basis.

Washington didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), ciprofloxacin
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Cipro), clarithromycin (Biaxin), clindamycin, clofazimine (Lamprene), clotrimazole
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | (Mycelex), dapsone, dronabinol (Marinol), ethambutol (Myambutol), famciclovir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept), (Famvir), fluconazole (Diflucan), itraconazole (Sporanox), ketoconazole (Nizoral),
nevirapine (Viramune), delavirdine (Rescriptor), leucovorin, megestrol acetate (Megace), metronidazole (Flagyl), miconazole, nystatin,
hydroxyurea (Hydrea) paromomycin (Humatin), pentamidine, primaquine, pyrimethamine (Daraprim), rifabutin

(Mycobutin), rifampin, sulfadiazine, sulfadoxine, terconazole, TMP/SMX
(Bactrim/Septra), trimethoprim, amoxicillin, amoxicillin/potassium (Augmentin),
ampicillin, cefixime, cephalexin, cimetidine, diphenoxylate/atropine (Lomotil),
erythromycin, estrogen , medroxyprogesterone, famotidine, loperamide (Imodium),
metoclopramide (Reglan), miconazole, nizatidine , phenazopyridine, podofilox,
prochlorperazine (Compazine), promethazine (Phenergan), ranitidine (Zantac),
tetracycline, albendazole (Albenza), gabapentin (Neurontin), antidepressants

West Virginia didanosine (ddI, Videx), lamivudine (3TC, Epivir), clotrimazole (Mycelex), dapsone, ketoconazole (Nizoral), nystatin, pentamidine, rifabutin

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor),
efavirenz (Sustiva)

(Mycobutin), TMP/SMX (Bactrim/Septra)
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State Antiretrovirals OI Prophylaxis and Treatment/Other Drugs

Wisconsin didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), atovaquone (Mepron), azithromycin (Zithromax), clarithromycin
stavudine (d4T, Zerit), zalcitabine (ddC, HIVID), (Biaxin), dapsone, fluconazole (Diflucan), pentamidine, rifabutin (Mycobutin),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir | TMP/SMX (Bactrim/Septra)
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

Wyoming didanosine (ddl, Videx), lamivudine (3TC, Epivir), acyclovir (Zovirax), alpha-interferon, amikacin, amphotericin B, atovaquone (Mepron),

stavudine (d4T, Zerit), zalcitabine (ddC, HIVID),
zidovudine (AZT, Retrovir), indinavir (Crixivan), ritonavir
(Norvir), saquinavir (Fortovase), nelfinavir (Viracept),
nevirapine (Viramune), delavirdine (Rescriptor)

azithromycin (Zithromax), bleomycin, ciprofloxacin (Cipro), clarithromycin (Biaxin),
clindamycin, clofazimine (Lamprene), clotrimazole (Mycelex), dapsone, doxorubicin,
erythropoietin (Epogen, Procrit), ethambutol (Myambutol), filgrastim (Neupogen),
fluconazole (Diflucan), foscarnet (Foscavir), ganciclovir (Cytovene), isoniazid (INH),
itraconazole (Sporanox), leucovorin, megestrol acetate (Megace), metronidazole (Flagyl),
nystatin, paromomycin (Humatin), pentamidine, prednisone, primaquine, pyrazinamide
(PZA), pyrimethamine (Daraprim), rifabutin (Mycobutin), Rifamate, rifampin,
streptomycin, sulfadiazine, TMP/SMX (Bactrim/Septra), triple sulfa, vinblastine,
vincristine, ketoconazole (Nizoral), valacyclovir (Valtrex), ibuprofen, MS Contin,
Roxanol, carbamezapine (Tegretol), phenytoin (Dilantin), valproic acid (Depakote),
fluoxetine (Prozac), sertraline (Zoloft), paroxetine (Paxil), bupropion (Wellbutrin),
trifluridine (Viroptic), gamma interferon (Actimmune)






