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Barriers in the fight against HIV/AIDS

Skyrocketing health care costs

Difficulty obtaining and keeping private health insurance
High percent of uninsured/underinsured

Lack of access to quality of care

Lack of coordinated care

References: 1. .AIDS.gov Web site: http://www.aids.gov/federal-resources/policies/health-care-reform/. Accessed October 7, 2011. 2. Gallant J, Adimore A,

Charmichael K,et al. Essential Components of Effective HIV Care: A Policy Paper of the HIV Medicine Association of the Infectious Diseases Society of America and
the Ryan White Medical Providers Coalition. Clinical Infectious Diseases 2011 : cir689v1-cir689.
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Key Provisions of Healthcare Reform:
The Affordable Care Act

Provides temporary high-risk pools

Eliminates cost sharing on HIV testing & certain vaccines
Removes pre-existing condition exclusions

Revokes lifetime caps on coverage; restricts annual caps
Establishes insurance exchanges & vouchers

Increases Medicaid eligibility

Closes the Medicare “Donut Hole”

Requires provision of “Essential Health Benefits”

References: 1. Harvard Law School Health Law and Policy Clinic and Treatment Access Expansion Project. Securing Health Care for People with HIV and
AIDS: An Advocate’s Roadmap on Implementing Health Care Reform and Bridging Current and On-going Access to Care Gaps. Cambridge, MA: Treatment
Access Expansion Project; November 2010. 2. McKay EG, for Mosaica: The Center for Nonprofit Development and Pluralism. HIV/AIDS and Health Care
Reform: Implications for Safety-Net Clinics. Washington, DC: Mosaica; February 18, 2011. 3. Institute of Medicine of the National Academies, Essential Health
Benefits Balancing Coverage and Cost. Report Brief; Washington, DC: National Academy of the Sciences. October 2011.
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Scope of HIV

HIY Incidence and Prevalence, United States, 1977-2006
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Despite relative stability in infection rates each year,

more than 50,000 Americans become infected with HIV
About every 9 minutes another person gets infected
More than a million Americans lived with HIV in

2006
Today, about 1.5 million are living with HIV

Reference: 1. LUU ract Sneet Esumares or INew HIV INTECUoNs In mne unitea DlAIES, ZUUD-ZUUY; AUGUSL £U | 1.NUP//WWW.dIas.gov/TEQEral-resources/policies/neaiin-care-rerormi.
October 5, 2011. 2. CDC HIV in the United States: at a glance. http://www.cdc.gov/hiv/statistics/basics/ataglance.html. Accessed October 5, 2011.

&) Bristol-Myers Squibb

/. Accessed




Top 10 States
Prevalence and Rate

State Cumulative AIDS State Rate of AIDS Diagnosis
Diagnoses through
New York 201,871 (17.7%) District of Columbia 119.8
California 161,695 (14.2%) New York 24.6
Florida 122,278 (10.7%) Florida 23.7
Texas 79,967 (7.0%) Maryland 19.9
New Jersey 52,292 (4.8%) Louisiana 19.4
Georgia 39,460 (3.5%) Puerto Rico 18.5
Illinois 39,175 (3.4%) Delaware 18.0
Pennsylvania 38,657 (3.4%) New Jersey 16.9
Maryland 36,313 (3.2%) South Carolina 15.6
Puerto Rico 33,277 (2.9%) Georgia 14.1
Subtotal 807,985 (70.7%) - -
U.S. Total 1,142,714 (100%) U.S. Diagnosis Rate 11.2

Reference: CDC. HIV Surveillance. HIV surveillance report. 2011. Available at
http://www.cdc.gov/hiv/library/reports/surveillance/2011/surveillance_Report_vol_23.html. Accessed October 8, 2011.
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Total New HIV Infections
by Race and Gender—United States, 2006
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CDC. Subpopulation Estimates from the HIV Incidence Surveillance System—United States, 2006. MMWR. 2008;57:985-989.
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L FederalHV/ADsSpending 4
Federal HIV/AIDs Spending

2012 Budget Request: $28.4 billion total, $21.5 billion
domestic

4.7% increase over 2011
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Medicaid HIV/AIDs Spending

FY 2011 Federal HIV/AIDS budget categories

— Medicaid accounts for almost half of domestic spending
— Ryan White accounts for just 13%

Federal Spending for HIV Care by Program
(including state share of Medicaid), FY 2011
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Medicaid HIV Enrollees (2007)

Medicaid covers half of all HIV patients under regular care
More than 200,000 Medicaid enrollees have HIV

This represents less than 1% total of all Medicaid enrollees
They are most likely to be male, black and over the age of 19
Almost three-quarters are disabled

About 3 in 10 are dual-eligible for Medicaid and Medicare
About half have mental iliness and/or substance abuse
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Medicaid HIV Enrollees
Spending and Services Compared to All Medicaid

HIV enrollees represent about 2% total Medicaid spending

Prescription drugs accounted for the largest share HIV spending
—31% of HIV care spending is for drugs

Per capita costs are 5x greater than non-HIV enrollees

Per capita spending varies across the country
— People with HIV are most likely to live in the South, however...
— The Northeast has the largest share of enrollees and spending
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Key ACA Omissions

Ryan White Programs

ADAPS

A best practices model of HIV/AIDS Care...and the payor of last
resort for PLWHA1

Receives the 3rd largest funding for HIV/AIDS treatment after
Medicaid and Medicarel

Although reauthorized by congress through 2013, Ryan White is a
discretionary item in 2011 HIV/AIDS federal budgetl

Challenges that ADAPs currently face are anticipated to continue
to escalate up to 2014, as will states’ predisposition toward cost
containment measuresi

HIV/AIDS advocates are concerned that ADAPs may not be
appropriately provided for within the health care reform
legislation2

References: 1. Harvard Law School Health Law and Policy Clinic and Treatment Access Expansion Project. Securing Health Care for People with HIV and AIDS: An
Advocate’s Roadmap on Implementing Health Care Reform and Bridging Current and On-going Access to Care Gaps. Cambridge, MA: Treatment Access Expansion
Project; November 2010. http://www.taepusa.org/LinkClick.aspx?fileticket=NIFVBy-uvTk%3d&tabid=41. Accessed April 5, 2011. 2. McKay EG, for Mosaica: The Center
for Nonprofit Development and Pluralism. HIV/AIDS and Health Care Reform: Implications for Safety-Net Clinics. Washington, DC: Mosaica; February 18, 2011.
http://www.regionalprimarycare.org/spotlight-on-health-reform/documents/PolicyandPractice-HealthReformHIVClinics-Highlights2-18-11.pdf. Accessed April 5, 2011.
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N Notional HIV/AIDS Strategy (NHAS) Targets 4
National HIV/AIDS Strategy (NHAS) Targets

- Reduce New HIV Infections

- Lower the annual number of new infections by 25%

- Reduce the HIV transmission rate, by 30%

- Increase from 79% to 90% the percentage of people living with HIV
who know their serostatus

Improve Health Outcomes
- Increase the proportion of newly diagnosed patients linked to clinical
care within three months of their HIV diagnosis from 65% to 85%
- Increase the proportion of Ryan White HIV/AIDS Program clients who
are in continuous care from 73% to 80%
- Increase the number of Ryan White clients with permanent housing
from 82% to 86%

* Reduce HIV-Related Health Disparities for the most affected
minorities by 20%

* Achieve a more coordinated response to the HIV epidemic

References: 1. Joel E. Gallant, Adaora A. Adimora, J. Kevin Carmichael, et al.Essential Components of Effective HIV Care: A Policy Paper of the HIV
Medicine Association of the Infectious Diseases Society of America and the Ryan White Medical Providers Coalition. Clinical Infectious Diseases
2011 : cir689v1-cir689. 2. NHAS Fact Sheet
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HIV Payor Mix

Dynamics of
health care
reform will create

emerging
pressure on the
current HIV payor
mix.
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References: 1. Virology gross to net, Reyataz 2009. 2. National Alliance of State & Territorial AIDS Directors (NASTAD). National ADAP Monitoring Project Annual Report. Module 1. Washington, DC: NASATD;
March, 2011.
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* Provided $250 rebate to Part D
beneficiaries that hit the donut hole

Phases in discounts to
completely close the
donut hole by 2020
ADAP payments count
toward TrOOP (True out-

of-pocket expense)
Medicaid Health Home
Program [TAEPS] allows
states to provide
coordinated care

Eliminates categorical
eligibility and expands
Medicaid coverage

Newly eligible beneficiaries
offered an “essential health
benefits” package

Funding to pay for newly
eligible beneficiaries
increases

State-level insurance
exchanges are established

+ Eliminated preexisting clauses for children

* Provided immediate access to those denied
coverage due to a preexisting condition

* Prohibited and/or restricted annual
benefit limits

+ Eliminated lifetime payment caps

 Allowed children to stay on parents’ plan
until age 26

Plans must report their
medical/loss ratio

Prohibits preexisting
condition exclusions for
adults and discrimination
based on health status
Private insurance exchanges
are established

« Agreed to provide $80 billion toward
health care reform

» Expanded eligibility for the 340B drug discount
program and increased

* Increased the rebate from 15.1% to 23.1%

Provides a 50% discount
on brand-name drugs for
Medicare beneficiaries in
the donut hole

References: 1. Harvard Law School Health Law and Policy Clinic and Treatment Access Expansion Project. Securing Health Care for People with HIV and AIDS: An Advocate’s Roadmap on Implementing Health Care
Reform and Bridging Current and On-going Access to Care Gaps. Cambridge, MA: Treatment Access Expansion Project; November 2010. http://www.taepusa.org/LinkClick.aspx?fileticket=NIFVBy-uvTk%3d&tabid=41.
Accessed April 5, 2011. 2. McKay EG, for Mosaica: The Center for Nonprofit Development and Pluralism. HIV/AIDS and Health Care Reform: Implications for Safety-Net Clinics. Washington, DC: Mosaica; February 18,
2011 https4www.regi rimarygare.orgfspotlight-on-health-reform/documents/PolicyandPractice-HealthReformHIVClinics-Highlights2-18-11.pdf. Accessed April 5, 2011. 3. Reuters. Factbox: winners, losers in House
héaltﬁga’reﬁ“ﬁvtgﬁﬁ%mm&h ters.com/article/2010/03/22/us-usa-healthcare-industry-factbox-idUSTRE62K11V20100322. Accessed April 28, 2011. 4. Cross J, Donnelly A. Overview of Drug Pricing for
Public Programs. www.thebody.com/content/art56653.html. Accessed April 28, 2011. 5. U.S. Department of Health & Human Services. Medical loss ratio: getting your money’s worth on health insurance.
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Commercial Provisions1,?2

Since 2010:

Provides immediate access to subsidized insurance for people who have been denied
coverage due to a preexisting condition

Prohibits preexisting condition exclusions for children
Prohibits and/or restricts annual benefit limits
Eliminates lifetime payment caps

Allows children to stay on parents’ plan until age 26

Plans must account for medical loss ratios

Changes in 2014:

Prohibits preexisting condition exclusions for adults and discrimination based on

health status

Establishes private and state-level insurance exchanges

— Must provide “essential health benefits”

— Subsidizes citizens and legal residents earning 100% to 400% of the FPL

— Differences in premiums are permitted based on age, geography and smoking
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and Treatment Access Expansion Project. Securing Health Care for People with HIV and AIDS: An Advocate’s Roadmap on Implementing Health Care Reform and Bridging Current and On-going Access to Care Gaps.
Cambridge, MA: Treatment Access Expansion Project; November 2010. http://www.taepusa.org/LinkClick.aspx?fileticket=NIFVBy-uvTk%3d&tabid=41. Accessed April 5, 2011.
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Medicaid

Medicaid Provisions1,?2

Eliminates categorical eligibility and expands coverage
to all those with income up to 133% of the federal
poverty level (FPL)

Requires providing newly eligible beneficiaries
with an “essential health benefits” package

Increases federal funding to pay for newly eligible
beneficiaries

Establishes Medicaid Health Home program. States
can provide coordinated care to Medicaid enrollees
with HIV/AIDS and other chronic medical conditions.

Full implementation required by January 1, 2014,
-- earlier if states choose to do so

References: 1. McKay EG, for Mosaica: The Center for Nonprofit Development and Pluralism. HIV/AIDS and Health Care Reform: Implications for Safety-Net Clinics. Washington,
DC: Mosaica; February 18, 2011. http://www.regionalprimarycare.org/spotlight-on-health-reform/documents/PolicyandPractice-HealthReformHIVClinics-Highlights2-18-11.pdf.
Accessed April 5, 2011. 2. Harvard Law School Health Law and Policy Clinic and Treatment Access Expansion Project. Securing Health Care for People with HIV and AIDS: An
Advocate’s Roadmap on Implementing Health Care Reform and Bridging Current and On-going Access to Care Gaps. Cambridge, MA: Treatment Access Expansion Project;
November 2010. http://www.taepusa.org/LinkClick.aspx?fileticket=NIFVBy-uvTk%3d&tabid=41. Accessed April 5, 2011.
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Medicare Provisions1

Provides a 50% discount on brand-name drugs for
Medicare beneficiaries in the coverage gap (a.k.a. the
donut hole) starting in 2011

Gives beneficiaries who reached the donut hole in
2010 a one-time rebate of $250

Phases in discounts to completely close the donut
hole by 2020

Allows ADAP contributions to be used to assist Part D
beneficiaries in meeting cost-sharing obligations and
counts toward the beneficiary’s true out-of-pocket
deductible or copayment obligations (TrOOP)

Medicare

Implementation of these provisions began
this year

Reference: 1. McKay EG, for Mosaica: The Center for Nonprofit Development and Pluralism. HIV/AIDS and Health Care Reform: Implications for Safety-Net Clinics.
Washington, DC: Mosaica; February 18, 2011. http://www.regionalprimarycare.org/spotlight-on-health-reform/documents/PolicyandPractice-HealthReformHIVClinics-
Highlights2-18-11.pdf. Accessed April 5, 2011.
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Importance of Individualized Therapyl

V Factors to Consider
Before Initiating Therapy

VFactors to Consider When
Selecting an Initial Regimen

® Overall clinical status
* Viral load
* CD4+ cell count
* Presence of symptoms

° Patient readiness

* Patient readiness and
commitment

* Recognition of potential barriers to
adherence prior to starting ARVs

* Adherence to agents for
opportunistic infections

Support structure
* Family

e SAecinl

® Patient-specific factors
* Viral load/CD4+ cell count

* Baseline resistance-testing
results

* Comorbid conditions
* Current lifestyle

® Regimen-specific factors

* Efficacy

* Resistance potential
(pharmacologic/genetic barrier)

* Pharmacokinetic profile

* Simplicity of dosing

* Side-effect/drug-interaction
profile

Jououial

Involving the patient in decision-making
is the cornerstone of any treatment plan.

Reference: 1. Panel on Antiretroviral Guidelines for Adults and Adolescents. Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents.
maszlg??ton, DC: U.S. Department of Health and Human Services; January 10, 2011. http://www.aidsinfo.nih.gov/ContentFiles/AdultandAdolescentGL.pdf. Accessed January
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Bridges to 2014
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Figure. Essential components of HIV care. Abbreviation: HIV, human immunodeficiency virus.
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Thank you for your participation!

/Objectives: \

* Explain the key health care reform provisions
in the HIV/AIDS marketplace

* Discuss how those provisions impact the
HIV/AIDS marketplace

* Identify when the provisions kick in and how

You may not show or distribute this item outside BMS.
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