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Executive Summary, Statement of Principles: A Living History of HIV/AIDS

For over two decades, the world has been waging a war against a deadly virus. Acquired Immune
Deficiency Syndrome (AIDS), caused by the Human Immunodeficiency Virus (HIV), has killed more than
524,060 people in the United States alone. While the public health ----- AIDShasclalmedmore ------ :
community has gained much ground in preventing and treating the i than 524,060 people in the
virus, there is still no cure. HIV and AIDS still remain a public health e e SRS A0
crisis. While deaths attributed to AIDS in the United States have decreased due to the remarkable
advancements in drug therapies and medical care, transmission rates have remained relatively stable for
more than five years.

Current epidemiological science is teaching us that newly infected people are more and more likely to
be poor, members of a minority community, and have inadequate access to healthcare. Though
medications are helping many infected individuals lead healthier and more productive lives, we are only
beginning to understand the long-term impact of HIV treatment, as well as the unique interaction of HIV with
other diseases, such as hepatitis and diabetes. Scenarios created during the early part of the epidemic
predicted that our health infrastructure would crumble under the weight of suffering and dying AIDS
patients. Reminiscent of those early scenarios, present day structures can barely support the ever-
increasing numbers of people living with HIV/AIDS now entering these systems and have left many with
inadequate access to healthcare, especially those for whom private health insurance is entirely out of reach.

To fight and win a war against this virus, it is incumbent upon all Americans, especially elected and
appointed officials, to provide adequate and appropriate resources. These resources must provide for
equitable, continuous, and consistent access to high quality healthcare and attendant support services at
the point of HIV diagnosis regardless of age, race, gender, geography, sexual orientation, or socioeconomic
status.

Responding to the HIV/AIDS epidemic of the 1980s and 1990s, advocates fought for and won a
government response to address the medical and social needs of individuals infected with and affected by
HIV/AIDS. The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act, named for an
infected teenage advocate, was passed in 1990 and reauthorized in 1996 and 2000. The CARE Act, a
discretionary program administered by the Health Resources and Services Administration, Department of
Health and Human Services, has been successful in bringing access to specialized medical care and social
services to low-income people living with HIV/AIDS.

Successful in providing client and family centered services, the CARE Act provides a fair amount of local
control and a level of flexibility requisite to meet the needs of local, state, and national government agencies
and nonprofit sector organizations in providing these crucial services. However, there is a dire need for
systemic change. There are significant challenges found in implementation of the CARE Act which need to

be addressed so that the program can adequately meet the needs of the people it was designed to serve
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while maintaining fiscal solvency in an environment of shrinking resources and growing need.

The CARE Act is slated for reauthorization again in 2005. This reauthorization provides an opportunity
to ensure that we keep steadfast the successful provisions of the CARE Act while ensuring that the
legislation, and subsequent policies and programs, improves its ability to keep abreast of the latest medical
and technological advancements in providing efficient, accountable, and equitable services for all recipients.

In May of 2004, the Institute of Medicine (IOM) produced a report, mandated by the 2000 Ryan White
Freiinonnesmesarneennnennnsansnanenasnaonene et : CARE Act reauthorization, on the public financing structures of HIV/AIDS

: The IOM report recommended :

: an entitlement program that programs (Public Financing and Delivery of HIV Care, Securing the Legacy
: would allow for access of :

i essential service provision to of Ryan White). The IOM committee charged with developing the report,
¢ all HIV-positive individuals.

comprised of experts in program provision and finance, recommended that
an entitlement-based financing structure be created that would allow for access of essential service
provision to all HIV-positive individuals, from the point of HIV diagnosis, through all acuity levels and stages
of disease progression. The IOM report also recommended that the CARE Act be preserved, in part, to
meet additional, unique needs of people living with HIV/AIDS. Such a program would provide enormous
benefits in lives saved, health maintained, as well as medical and socioeconomic costs deferred or avoided.

The report and its recommendations are supported by The AIDS Institute and should serve as the
: The report and its recommendations are

officials alike; ensuring continuous and equitable access to high : supported by The AIDS Institute and should
: serve as the philosophical basis for the work

quality healthcare from the point of diagnosis of HIV infection for : of advocates and government officials alike...

philosophical basis for the work of advocates and government

all people in need of public assistance regardless of where they
live. The IOM report is instructive in the sense that the proposed system would go far in addressing the
current state of quality of HIV/AIDS care and access to that care, while rectifying many of the funding
problems related to the discretionary nature of the CARE Act.

To that end, programs that serve people living with HIV/AIDS who are uninsured or underinsured should

adhere to the following principles:

All Necessary Medical and Attendant Support Services Should:
e Keep current with epidemiologic trends together with medical and technological advancements,
given the increasingly chronic nature of HIV/AIDS.
¢ Provide access to cutting edge clinical trials.
¢ Recruit and retain competent, specialized, certified, healthcare practitioners as well as support
service staff.
e Be made available to all low-income people infected with HIV/AIDS, no matter where they reside.

e Be culturally and linguistically appropriate.
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Funding/Fiscal/Administrative Endeavors Should:

Provide for a seamless system between all publicly and privately funded medical and support
service systems.

Provide for adequate infrastructure, in both physical and human resources.

Provide for equitable and appropriate reimbursement rates to medical and support service providers.
Build in fiscal prudence prominently featuring competition.

Build in cost efficiencies related to purchasing and procurement as well as collective purchasing.
Address accountability at the client, provider, and administrative levels.

Equitably distribute resources across geographic regions.

Utilize HIV data in funding formulas as soon as possible.

Support expanded HIV testing and counseling in clinical settings so that it may become a part of
standard medical screenings.

Understand that there are ethical considerations related to expanded HIV testing at any level. New

cases will increase the burden on existing, under-funded care systems.

Structure/Impact Should:

Reduce disease-related stigma.

Reduce confounding social factors for people living with HIV/AIDS such as racism, homophobia, and
sexism.

Reduce other socioeconomic and medical confounders such as poverty and homelessness, and
medical conditions related to mental health, history of substance abuse, hepatitis, tuberculosis, and
sexually transmitted diseases.

Build personal dignity into Quality Management and Continuous Quality Improvement.

Empower people living with HIV/AIDS to make choices, based on objectively assessed needs, to
benefit their medical and social outcomes without creating a dependency system.

Provide philosophical guidance to service provision systems to focus on preventing disability rather
than encouraging physical and mental disability.

Allow recipients to return to work without losing their healthcare benefits and not force them to
choose between healthcare and the dignity of work.

Provide for meaningful input into healthcare planning by people living with HIV/AIDS.

Towards Care that is Competent, Consistent and Fair

In summation, by realistically assessing the programmatic and administrative changes desperately

needed in the CARE Act, and contextualizing the CARE Act funding system in the wider government

sponsored service provision system; we can avert a deepening public health crisis and the ensuing burden

on our public health infrastructure.
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The ultimate goal of this concerted response is to provide continuous access to quality care beginning at
the point of HIV diagnosis so that people living with HIV/AIDS might attain their health, social, and work-
related goals.

Optimally, a system designed from the Institute of Medicine’s committee report recommendations would
provide enormous benefits in lives saved, health maintained, and medical and socioeconomic costs
deferred or avoided. It would also result in significant public health benefits by removing barriers to HIV
testing. Finally, it would help to alleviate existing strains on the CARE Act allowing it to fill gaps in care and
provide the range of essential support services required to meet the complex challenges created by HIV
disease.

Until there is a cure, we must ensure that no person infected

¢ HIV/AIDS suffers needlessly. Human
dignity deserves no less.

malntaln a government response to thIS dlsease that |S :..........................................................E

with HIV/AIDS suffers needlessly. We must strive to create and

competent, consistent, and fair. Human dignity deserves no less.
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Section I: Description of The AIDS Institute and Why this Project Has Been Undertaken
The AIDS Institute (TAI) is a national nonprofit public policy research, advocacy, and education
organization based in Washington, DC, and Florida. Since 1992, TAIl has sought to improve HIV/AIDS
research, prevention, healthcare, social support services, and housing programs through public policy and
education. In recent years the organization has expanded this role to the areas of Hepatitis, Sexually

o S Cenneerneeene ¢ Transmitted Infections, and Tuberculosis. While an independently
: This paper is intended to stimulate :

: further discussion on HIV/AIDS care  : incorporated agency, TAl is associated with the Division of Infectious
: inthe US among the AIDS community, :
: the Congress and the Administration. : Diseases and Tropical Medicine at the University of South Florida

College of Medicine.

The reauthorization of the CARE Act provides an opportunity to improve HIV/AIDS services for a large
group of persons living with HIV/AIDS. For that reason, and since there has been a dramatic shift in the
domestic epidemic since the 1990s, TAI has participated in previous reauthorizations and is actively
participating in this year’s reauthorization. Since the last reauthorization we have seen rapid advances in
medical care and treatment, as well as a corresponding reduction in mortality and morbidity.

TAIl began preparing for this reauthorization two years ago by conducting public policy research about
the relationship between CARE Act and Medicaid services; analyzing cost containment in CARE Act ADAP
services; and researching the growing co-infection of HIV/AIDS with hepatitis B and C. These and other
research papers may be found on the TAI website at: www.theaidsinstitute.org.

In addition, a TAI staff working group on reauthorization, including participation by the TAl Board of
Directors, was established. That work group has reviewed data and internal and external
recommendations, met with various interested parties and experts, and deliberated on important issues.
Moreover, the agency has actively participated in a national coalition on reauthorization and serves as the
co-chair of that body. This national coalition has deliberated about reauthorization issues and met with
elected officials regarding the importance of the HIV/AIDS care system and, in particular, the CARE Act.

This paper describes The AIDS Institute’s basic views about long-term HIV/AIDS care in the United
States for those individuals who must rely on the public health system, as well as the more short-term
issues associated with the 2005 CARE Act reauthorization. It is intended to stimulate further discussion in
the AIDS community, the Congress and the Administration. Furthermore, it will be used by the agency as a
framework to discuss reauthorization with elected officials and others involved in the process of
reauthorizing the CARE Act.
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Section Il: A Living History of AIDS and HIV
It was June of 1981 when the Centers for Disease Control and Prevention (CDC) published its Morbidity

and Mortality Weekly Report (MMWR) describing unusual

occurrences of rare skin cancers and pneumonia among young i 1981- unusual occurrences of rare
. o : skin cancers and pneumonia are
homosexual men (www.cdc.gov/mmwr). According to scientists,  : reported in young homosexual men.

there were cases that predate these first clusters, but the report tteeeeeeeeeeeerrreeeeeeeeeeenrararaaaeeeeeeasennneed 5
was the first systematic gathering of case level data about the new illness. The following year, the CDC
gave this syndrome a formal name: Acquired Immune Deficiency Syndrome (AIDS).

That same year, 1982, Congress held its first hearings on AIDS and the disease’s transmission was
finally linked to blood. At this time, the CDC identified four categories of “high risk” individuals:
homosexuals, hemophiliacs, intravenous drug users, and Haitian nationals. With the creation of these
categories came the creation of identifying behaviors which put individuals at risk for AIDS and placed the
risk solely on categories of people. Arguably, this activity plants the seeds of stigma for AIDS infected
individuals. It was not until a year later that the CDC added female sexual partners of men with AIDS as the
fifth risk group. Also in 1983, at the first United States Conference on AIDS in Denver, CO, a group of
people living with AIDS (PLWAS) stormed the stage and presented a statement on the rights of PLWAS born
of frustration and outrage they experienced in preceding days. This statement of rights is referred to as The
Denver Principles.

By the close of 1983, there had already been 1,292 AIDS deaths. In 1984, the virus that causes AIDS,
later named Human Immunodeficiency Virus (HIV), was isolated by the French Pasteur Institute and,
separately and a bit later, by the United States’ National Cancer Institute. In an attempt to safeguard
N : patrons, the City of San Francisco closed bathhouses, an act which

: Bytheend of 1983, morethan 1,292 @ = o o ) »
¢ peonlein the US had died from AIDS. @ elicited significant objections from community members citing

personal liberties and freedom.

Finally, after publicly ignoring an impending epidemic, in 1985, President Reagan mentioned the word
AIDS in response to a reporter’'s question. That same year, an antibody test was approved by the U.S.
Food and Drug Administration (FDA) which allowed blood banks to start screening the public blood supply.
Also in 1985, Ryan White, an Indiana teenager with AIDS, was barred from his school, initiating Ryan
White’s emergence into public life as a spokesperson against AIDS stigma and discrimination. Ryan
became the first “mainstream” AIDS advocate and allowed the e

. . L i : 1985 — Indiana teenager Ryan White was
general public to begin considering the real impact of the : denied access to school and became the

. . . : new face of AIDS advocacy.
disease regardless of previously held stereotypes of risk groups. : /

In 1986, President Reagan mentioned AIDS in a speech to Congress regarding the “Future of America”
and by this time 16,301 people in the US had died from AIDS. That year finally brought some hope to AIDS

sufferers as zidovudine (or AZT) was approved by the FDA as the first antiretroviral medication and
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Congress appropriated $30 million in emergency funds to states in an effort to provide AZT to residents. In
response to the proposed public cost of AZT, the AIDS Coalition to Unleash Power (ACT UP) was formed
and continued over the years to fight for early approval of experimental medications, reasonable public
prices, and access to medicine on clinical trials for PLWAs. At the same time, the United States added HIV
to a list of “dangerous contagious diseases” which excluded individuals from immigrating to the U.S. and
mandated that all applicants be tested. In the same year, the AIDS memorial quilt was first displayed on the
National Mall in Washington, DC, and Randy Shilts’ “And the Band Played On” was released. Congress
adopted a Jesse Helms sponsored amendment banning the use of federal funds for AIDS education
materials that “promote or encourage, directly or indirectly, homosexual activities.” Many people refer to
this piece of legislation as the “no promo homo” policy.

By 1988, during the administration of George H.W. Bush, members of the federal government began
responding to AIDS as the U.S. Surgeon spent an unprecedented amount of resources mailing AIDS
education materials to all households in the U.S. Also, Congress passed the U.S. Health Omnibus Program
Extension (HOPE) Act of 1988 authorizing federal agencies to fund AIDS testing and prevention education.
Meanwhile, the National Institutes of Health (NIH) organized the AIDS Clinical Trials Group (ACTG) and
established the Office of AIDS Research (OAR). As the decade came to a close, scientists issued
guidelines for treating an opportunistic infection, Pneumocystis carinii pneumonia (PCP), responsible for the
suffering and death of many PLWAs. By this time, the world had lost famous individuals such as Alvin
Ailey, Robert Mapplethorpe, Liberace, and Rock Hudson to AIDS while scores of everyday loved ones were
taken. In fact, in 1990 alone, more than 18,447 people succumbed to AIDS.

As the new decade dawned, Congress enacted the Ryan White Comprehensive AIDS Resources

s...........................................................: Emergency (CARE) Act Of 1990’ des|gned to prov|de fundlng for
: In 1990, Congress enacted the Ryan :

: White Comprehensive AIDS ¢ community based HIV/AIDS care and treatment, ameliorating the
: Resources Emergency (CARE) Act, : . . . .
: named after the deceased teen AIDS : burden being placed on the public health system, especially in large

| jouvistRyanwhite. . cities being devastated by the epidemic. Sadly, Ryan White passed
away only months before the piece of legislation bearing his name and carrying his legacy was enacted.
Over the years, the CARE Act has evolved and continues to provide essential and life saving services to
hundreds of thousands of low-income or underinsured people living with HIV and AIDS. (The CARE Act is
discussed in much more detail in following sections).

With awareness about AIDS beginning to grow, the first National Conference on Women and AIDS was
held, the FDA finally approved AZT for pediatric use, and the Americans with Disabilities Act of 1990 was
passed to protect individuals with disabilities, including people l991—basketba||superstarEarvm """" :
with HIV and AIDS, from discrimination. i Magic Johnson announces he has

. . o . . : AIDS, helping change public opinion
Helping reshape public opinion on HIV/AIDS, in 1991, Earvin : about who can get the disease.

“Magic” Johnson puinCIy announced that he WaS infected With ------------------------------------------------------------
the AIDS virus.
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Magic, an internationally famous basketball star, showed the public that the virus did not discriminate
against race, religion, gender, or sexual orientation. Magic also helped to motivate the African-American
community to increase their testing rates and prevention education. In the same year, Congress passed the
Housing Opportunities for People with AIDS (HOPWA) Act of 1991, designed to help people living with
AIDS find and keep adequate housing.

The Eighth International AIDS Conference planned to be held in Boston, was moved to Amsterdam due
to the US immigration ban. In 1993, President Clinton established the first cabinet-level position related to
AIDS, named the White House Office of National AIDS Policy (ONAP). Since AIDS is partially defined by
the infections or diseases that manifest as a result of deficient immune responses, the CDC, in 1993,
expanded its definition to include diseases prevalent among intravenous drug users and conditions specific
to women. By doing so, more individuals would receive an AIDS diagnosis than before as more conditions
became accepted as manifestations of decreased immune function. This change had significant
ramifications for low-income women as an AIDS diagnosis was required for many of the services funded by
states and the federal government. Without an AIDS diagnosis, many women were not eligible for the
services that they so desperately needed. The CDC'’s expansion of the AIDS definition provided more
women access to life saving services and treatment.

Responding to the need for an increased level of national mobilization, the first annual “AIDSWatch”
brought hundreds of advocates, including many PLWAS, to Washington, DC, to speak with their
Congressional representatives about increased HIV/AIDS funding, prevention education, and awareness.

After having discovered the vertical transmission rates (mother to child) of HIV positive pregnant
women, researchers set out to find a course of treatment to reduce the seroprevalence rates of nhewborns.

Treseesseeesseeiis : In 1994, the U.S. Public Health Service began recommending the use

i?ellgzgi’rﬁ;l[():iuiaedo?edceoarphefor of zidovudine, or AZT, by pregnant women. This decision was based

25_44year0|dsmtheus on an NIH-funded study, dubbed “076”, which demonstrated an up to
70% reduction in vertical transmission of HIV using the medication. Additionally, the FDA approved the first
non-blood based antibody test, an oral test, and AIDS became the leading cause of death for all Americans
aged 25 — 44 years.

Great advances were made in the areas of therapy and treatments in the late 90’s. In 1996, the FDA
approved a viral load test that measured the amount of HIV virus in the patient.  .......ooooiiiiiin.., :

. L . L i 1996 — HAART begins to
This test had far reaching implications for therapies. Ushering in a new age of  : rovide hope for people

living with HIV/AIDS.

With the approval of the first protease inhibitor and, soon after, the first non-nucleoside reverse

HIV treatment, the first protease inhibitor, saquinivir, was approved by the FDA.
transcriptase inhibitor (NNRTI), nevirapine, the phrase Highly Active Antiretroviral Therapy (HAART) was
introduced. This system of treatment combined different classes of medications to attack the virus on

numerous fronts. With the advent of new treatment options came renewed hope for the future as this
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innovative system of treatment lead to dramatic decreases in the mortality rate of HIV/AIDS infected
individuals.

By 1997, death rates in some areas of the country had dropped by as much forty percent.
Understanding the impact of this new wave of treatments and therapy options, Congress approved the FDA
Modernization Act which allowed for an accelerated approval process for new medications and the
dissemination of off-label information for approved medications. Unfortunately, by 1998, medical providers
and PLWAs started to notice some serious side effects of HAART, as well as treatment failures for certain
individuals. At this time, physicians started to become increasingly aware of the individualized responses
that people had to HAART and began to seriously consider the research implications. In this same year,
the Minority AIDS Initiative was created after significant public outrage from African-American leaders who
declared a “state of emergency” for their community. The Congressional Black Caucus (CBC) requested
that the Administration respond similarly.

In what seemed like an amazing turn of events, Donna Shalala, Secretary of the Department of Health
e . and Human Services announced that her department had determined,

: 1998 — African American leaders .
: declare a state of emergency for : through existing research, that needle exchange programs are

their community, launching the
¢ Minority AIDS Initiative.

effective in reducing the spread of HIV and AIDS and did not
encourage the use of illegal drugs. President Clinton, despite his own
Secretary of Health and Human Services’ report, did not lift the ban on the use of federal funds for needle
exchange programs.

By the turn of the century, 21.8 million people worldwide had died from HIV/AIDS. Great strides had
been made in terms of treatment and therapies, as well as in terms of accessing treatment and care.
Infrastructure that had not existed before AIDS that had been created to serve PLWAs had effects beyond
the infectious disease. At this time, and based on the advancements in the United States, the focus of
many advocates’ efforts started to turn outside of the country to developing nations around the world. In the
year 2000, the United States and the United Nations declared HIV and AIDS a national and world security
threat. That same year, the 13" International AIDS Conference was held for the first time in a developing

nation, South Africa, which helped expose the impact of AIDS on developing nations. Additionally,

Congress appropriated its first significant sum of money to the By 2000, 21.8 million people worldwide

Global AIDS and Tuberculosis Relief Act and as part of the : had died from AIDS prompting both the
¢ US and United Nations to declare AIDS
Millennium Declaration, which features the Millennium : anational and world security threat.

Development Goals, including helping to halt the spread of
HIV/AIDS. Domestically, the first expansion waivers (under 1115) were approved in DC, Maine, and
Massachusetts. These waivers allow Medicaid programs to offer services to people with HIV without ever

having had an AIDS diagnosis.
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In his 2003 State of the Union Address, President George W. Bush astonished the world by announcing
a plan to contribute $15 billion over five years to address the AIDS crisis in some of the world’s most
devastated countries. Congress met his challenge and passed the President’'s Emergency Plan for AIDS
Relief in a matter of months. President Bush then appointed Randall Tobias as the nation’s first Global
AIDS Coordinator, which carries the rank of an Ambassador.

In June 2004, President Bush announced his support for reauthorization of the CARE Act, and
addressed the waiting list in the AIDS Drug Assistance Program with a one time $20 million in additional
funding. Meanwhile, the Institute of Medicine released a study that finds that over 233,000 people in the

United States do not have consistent access to Highly Active Anti-Retroviral Treatment (HAART).
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Section lll: Summary of the CARE Act
PURPOSE

The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act is a Federal law designed to
ensure access to quality healthcare for people living with HIV/AIDS (PLWASs). This program funds primary
healthcare and supportive services that remove barriers to care while helping people enter and stay in care.
The CARE Act was first enacted by Congress in 1990 and was reauthorized in both 1996 and in 2000. Both
reauthorizations included revisions that help ensure that the CARE Act is current with medical and support
service advances. Currently, more than 500,000 people access CARE Act services.

This vital program was created to fill in gaps of coverage that may exist for the under/uninsured, and
those on Medicare or Medicaid whose benefits may not be sufficient. The CARE Act is designed to ensure

T PP . that a person living with HIV/AIDS has access to needed services from

: The Ryan White CARE Act was : . . . . . .
© created to fill gaps in care coverage : Point of diagnosis through treatment to hospice services, if need be.

: andis apayer of last resort. Although comprehensive in nature, the Ryan White CARE Act is

mtendedtobethepayeroflastresort for those needing services. Initially, the program was developed to
address the burden that would have been placed on the United States’ public health infrastructure and the
emergency care sites that were seeing a large number of AIDS patients. Projections from the time it was
enacted detail that annual new infections would have strained the health infrastructure to the point of
collapse.

In order to bridge gaps in service at the local level, despite being a federal program, the CARE Act
utilizes various mechanisms to provide funding to states, cities and individual community based
organizations. This multifaceted approach is accompanied by a system of allocating funds based on both
formula and competitive grants processes.

The Health Resources Services Administration (HRSA), which oversees the CARE Act for the US
Department of Health and Human Services, has adopted the following as the guiding principles for CARE

Act programs:

Revise care systems to meet emerging needs.

Ensure access to quality HIV/AIDS care.

Coordinate CARE Act services with other healthcare delivery systems.

Evaluate the impact of CARE Act funds and make needed improvements.
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STRUCTURE

In order to meet the diverse needs of the people living with HIV/AIDS and their individual communities,
the CARE Act contains five funding streams; Titles I-1V and Part F. Title | is a combination of formula and
competitive funding for metropolitan areas. Title Il is a combination of formula and competitive grant
funding for state and territory health departments. Title 11l provides funding to clinics in traditionally
underserved rural and urban areas via competitive grants. Title IV provides funding for programs that serve
the needs of women, children and their families through competitive grants. Part F provides funding for
dental services, a network of AIDS Education and Training Centers, evaluation programs, and Special

Projects of National Significance.

TITLE I: GRANTS TO ELIGIBLE METROPOLITAN AREAS

In order to qualify for Title | funding, an Eligible Metropolitan Area (EMA) with a population of more than

500,000 inhabitants must report at least 2,000 AIDS cases during the most © In 1991, there were 16

: Eligible Metropolitan Areas, :
: today there are 51 EMAs.

the CARE Act, there were 16 EMAs. Funding for an EMA is sent directly

from the Federal Government to the local grantee (typically the Mayor’s Office of the largest city in the

recent 5 year period. Currently, there are 51 EMAs. In 1991, the first year of

EMA). Then, the allocation of the funding is determined by a local planning council that is mandated to
have PLWA representation. The planning councils then determine how funding for the 24 CARE Act

services is to be spent in their EMA.

TITLE II: GRANTS TO STATES AND TERRITORIES

Title Il funds are available to the 50 US states, Washington DC, and the territories. Title Il is divided into
two parts. The first part is funding for the provision of medical care and support services for PLWAs. The
second component is the AIDS Drug Assistance Program (ADAP) which funds the purchasing of Anti-

Retrovirals and other medications.

Care and Services

Currently, approximately one-third of Title 1l funding goes toward providing various healthcare and
support services. Each state/territory has autonomy over the allocations process for its programs. A
majority of care and service dollars are used to support local health departments and community based
organizations that provide services to PLWAs.

An additional aspect of the Title 1l care and service program is the advent, in 2000, of the “emerging
community” grants. This new program came about as a result of the fact that metropolitan areas may be
dealing with heavy burdens related to the AIDS epidemic, but may not qualify for Title | status. Hence,
metropolitan areas that report more than 500 but less than 2,000 AIDS cases in the past 5 years are

gualified for this funding.
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AIDS Drug Assistance Program (ADAP)

Under Title 1l, states and territories use federal and local funds to provide medications for PLWA
residents of that state/territory. Each grantee has the ability to develop ADAP program rules as they see fit.
There are no Federal minimums about what medications should be on an ADAP formulary. Additionally,
each grantee is responsible for determining eligibility criteria for PLWA access to the ADAP. States, after
reaching a certain threshold of AIDS cases, are required to contribute a certain percentage of funding for
ADAP.

As a result of the 2000 reauthorization of the CARE Act, three percent of the overall ADAP appropriation

is allocated for grantees indicating "severe need" for added resources.

TITLE Ill: EARLY INTERVENTION SERVICES

Title 11l competitive award grants are designed to help support and bolster early intervention services for
PLWAs in rural and urban core areas. This is done via two methods. The first is the provision of funding to
existing providers who wish to increase their HIV treatment capacity. The second is the provision of funding
for providers interested in providing HIV services that need additional resources to plan for the capacity

building required to deliver the Early Intervention Services.

Early Intervention Services Grants
Title Il funding is comprised of competitive grants that are awarded directly to health care providers,
rather than to cities or states and territories (as in Title | and Il). Typically, Title lll funding is provided to
university and hospital medical centers, federally-funded Community and Migrant Health Centers, and other
clinics.
As the trend for new HIV and AIDS cases has been growing rapidly in the South and other rural areas,
trreeeee . MANY Of the Title 1 Early Intervention Services grants in recent

: In response to the growing southern AIDS . .
: crisis, Title Il EIS grants are being . years have been awarded to providers in small towns and rural

awarded in small towns and rural areas.
: areas.

Planning Grants and Capacity-Building Grants

The HIV/AIDS epidemic continues to spread into regions and areas that are deficient in HIV/AIDS
medical and supportive service providers. In order to combat this, planning grants and capacity-building
grants have been established to assist with developing an interested party’s ability to provide the needed

medical and supportive care.
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TITLE IV: GRANTS TO SERVE WOMEN, CHILDREN, YOUTH, AND FAMILIES

Title IV grants are competitive grants that are designed to meet the special needs that women, children,
youth and their families face when living with HIV. These grants help to coordinate medical care for families
when one or more family members are living with HIV. Additionally, Title IV helps provide access to
services that might otherwise not be available to a family dealing with HIV/AIDS, from neonatal and
pediatric specialty care, obstetric and gynecologic care, to clinical trial access. Moreover, Title IV can
provide access to medical care for caregivers of HIV positive children as well as supportive services such

as emergency housing, transportation, and peer support.

PART F
Part F is comprised of two separate programs that aid in the care and treatment of PLWAsS, although not
necessarily by providing direct patient services. The two programs are the AIDS Education and Training

Centers (AETC) and the Dental Reimbursement program.

AIDS Education and Training Centers

In order to assure that people living with HIV/AIDS receive optimal medical care, the CARE Act funds
the AIDS Education and Training Centers (AETC). The AETCs are a system of regional, university-based
training programs whose purpose is to educate healthcare providers about advances in the treatment of
HIV/AIDS. There are a total of 11 regional centers, and more than 70 associated sites, around the country
that are responsible for providing training to physicians, nurses and other health professionals.
Additionally, there are four national programs within the AETC network that overarch the regional focus of
each AETC. They are:

1. National Minority AETC: intended to improve the quality of care in minority communities by providing
training to healthcare professionals that addresses cultural issues around healthcare. Using this
approach, the goal is to develop more local leaders and improve minority participation in the
healthcare system.

2. National Resource AETC: responsible for developing and providing resources used to educate
healthcare professionals.

3. National Evaluation AETC: offers assistance with the development and efficacy measurement of
professional health education programs.

4. National Clinicians’ Consultation: offers up-to-the-minute information and individualized, expert

case consultation.

HIV/IAIDS Dental Reimbursement Program
Recognizing that a key to overall healthcare for PLWAs is access to quality dental services, the Ryan

White CARE Act makes provision for the reimbursement of dental care services. Aside from being able to
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maintain sound oral health to prevent or treat oral opportunistic infections, dental care is also strongly linked

with a PLWA's ability to maintain nutritional intake, which is vital to combating HIV/AIDS.

ADDITIONAL ASPECTS OF THE CARE ACT
Apart from the five structured Titles of the CARE act there are two additional components that reach

across all the Titles: The Special Projects of National Significance and the Minority AIDS Initiative.

Special Projects of National Significance

Special Projects of National Significance (SPNS) are novel projects that are undertaken with the
purpose of improving the service delivery system for PLWAs. These programs are proposed, implemented,
and then evaluated. The findings from these programs are then shared with the entire service community.
Additionally, SPNS successes are eventually incorporated and standardized into CARE Act programs.
SPNS projects address a wide variety of issues including the development of ways to increase PLWA
treatment retention rates, designing programs for PLWAs with multiple health diagnoses (i.e. hepatitis C,
diabetes, mental health issues, etc.), and increasing the enrollment in treatment of marginalized

populations.

Minority AIDS Initiative

As the HIV/AIDS epidemic has developed in the United States, the number of racial and ethnic
minorities severely impacted by HIV/AIDS has increased dramatically. In order to address this issue, in
1999 the Minority AIDS Initiative was funded by Congress to ensure that resources were being utilized to
provide medical and supportive services to emerging HIV/AIDS populations. As a result, each Title of the

Care Act has a mandate to dedicate a minimum amount of funding to addressing the needs of minorities.
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Section IV: Summary of the Institute of Medicine
Summary of the IOM Report “Public Financing and Delivery of HIV/AIDS Care”
In May of 2004, the Institute of Medicine (IOM) produced a report, mandated by the 2000 Ryan White
CARE ACt reauthorization, on the pUb“C ﬁnanCing StrUCtureS -
: The IOM report recommended a new federally
of HIV/AIDS programs for low-income individuals (Public : funded program for low-income PLWAs that

. . . . : provides early access, continuous coverage
Financing and Delivery of HIV Care, Securing the Legacy of : and uniform benefits.

Ryan White). The results of the report are 1o be used to help s
guide the HHS, who commissioned the study, and other decision makers in the 2005 reauthorization of the
CARE Act to meet current and future challenges of the HIV/AIDS epidemic. The IOM Committee on
Financing and Delivery of HIV Care, comprised of experts in program provision and finance, was convened
to develop a framework for a system of public financing and delivery of primary care and health-related
support services for low-income, uninsured, and underinsured individuals with HIV.

After several years of work, the committee recommended the establishment of a new federally funded
program for low-income HIV infected persons that provides early access, continuous coverage, and uniform
benefits to best meet the needs of those with HIV/AIDS. The new entitlement program, administered by the
states and financed by the federal government, would allow for access to essential service provision to all
HIV-positive individuals, from the point of HIV diagnosis through all acuity levels and stages of disease
progression.

The I0M report also recommended that the CARE Act be preserved, in part, to meet additional, unique
needs of people living with HIV/AIDS. The new program would provide enormous benefits in lives saved,
e . health maintained, and medical and socioeconomic costs deferred or

: The AIDS Institute supports the IOM : _ . _
: report and its recommendations. : avoided. The report and its recommendations are supported by The

AIDS Institute and should serve as the philosophical basis for the work of advocates and government
officials alike as they focus on the 2005 reauthorization of the Ryan White CARE Act.

Specifically, the IOM recommends ensuring continuous and equitable access to high quality healthcare
from the point of diagnosis of HIV infection for all people in need of public assistance regardless of where
they live. The IOM report is instructive in the sense that the proposed system would go far in addressing
the current state of quality of HIV/AIDS care and access to that care, while rectifying many of the funding

problems related to the discretionary nature of the CARE Act.

Analysis of a Current Broken System
In order to reach its recommendations, the IOM committee first studied and analyzed the current

financing and delivery of publicly provided HIV/AIDS services. They concluded that the current system is:
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complex and undermines the significant advances made in the development of new technologies to
treat HIV/AIDS, such as highly active antiretroviral therapy (HAART). Many individuals experience
delays in treatment access or are provided only limited options for specific drugs or important
laboratory monitoring. As a result, each year there are missed opportunities to reduce mortality,
morbidity, and disability among individuals with HIV infection. It is not uncommon for patients to
receive care for the first time with advanced disease stages. The fact that about 40,000 new AIDS
diagnoses and 16,000 deaths occur each year further indicates that our current system is failing to
ensure adequate health care for persons living with HIV infection (CDC, 2002). A similar number of
new infections each year indicated that the threat to the public’s health from HIV continues (Fleming
et al., 2000).

While the report identifies numerous successes of HIV/AIDS care in the US, mainly the dramatic drop in

the number of deaths from AIDS, the IOM identified new and difficult challenges including:

the central role of adherence to the therapeutic regimen and the attendant risk of drug resistance to
HAART,; the changing demographics of the epidemic and the challenges presented by those
changes; and, the increasing incidence of both medical and social comorbid conditions among
people living with HIV/AIDS. Most importantly, the course of the illness has changed. Individuals
with HIV are living longer and require care that is more suited to that for a chronic illness rather than

an acute terminal illness.?

The Ryan White CARE Act, when initially written in 1990, addressed the acute needs of those living
and, unfortunately, dying of an acute illness. With the advent of HAART, therapy today for most
consists of a number of prescription drugs delivered in outpatient settings and requires access to
high-quality primary care. In addition, many individuals require a variety of other services including
substance abuse and mental health treatment, case management, and prevention services. The
care delivery system, and the financing that supports it, has struggled to adapt to the shift in the

locus of service delivery and to integrate HIV care among numerous and multidisciplinary providers.®

The IOM identified other problems as well, mainly that there are significant inequities in access to the
standard of care for HIV across geographic and demographic populations. According to IOM Committee

Chair Lauren LeRoy,

L iom report, executive summary, page 3.
% Ibid,
* ibid.,
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Much of this disparity is related to the patchwork of financing mechanisms across the country and
the programs' widely disparate eligibility requirements and benefit packages, all of which result in
fragmentation of coverage and significant variations in the type of services available to people with
HIV in each state. For many people, the current system does not allow for sustained access to
highly active antiretroviral therapy, or HAART, and services that support adherence to treatment.
The lack of sustained access to HAART is a clear indicator of poor quality care. Without this
treatment, individuals face increased illness, disability, and death. Furthermore, the committee noted
that the current federal-state partnership for financing HIV care is unresponsive to the fact that

HIV/AIDS is a national epidemic with consequences that spill across state borders. *

The Committee reached these conclusions after it examined two federal programs that provide services
to HIV infected people - Medicaid and Ryan White CARE Act. It concluded:

both allow for a tremendous amount of variability in the benefits an HIV-infected person can receive.
Benefits in one area often fall well below those considered standard in others. The federal-state
partnership, embodied in the Medicaid program, in particular, allows states to respond to the
epidemic in significantly different ways that may not be the most efficient or effective in light of the
nationwide epidemic. HIV-infected individuals living in one state may not be eligible for Medicaid
services in another state because of differences in income thresholds or they may receive fewer or
more services because the benefit packages vary in each state (e.g. limitations on prescription

drugs or coverage of case management, hospice services).’

The Committee found similar inequities in the delivery of services under the Ryan White CARE Act,

which is designed to fill the gaps in care left by Medicaid. They found:

Access to HAART and primary care, for example, varies significantly by state and city of residence,
in part due to varying income eligibility requirements for the Accord.ngtothmomzaeooo ............
AIDS Drug Assistance Program (ADAP) under Title Il of the Zg\ﬁtsh‘gcg ;‘gcoe"gsﬂlgihi';’s;?ws
Ryan White CARE Act and in part due to the varying reSOUIrCe  “..ccccoommiiiiiiiiiiiiiiiiiiiieeniecciiine :
allocation decisions made by localities. Substantial state variation also occurs in the types of drugs
covered and number of prescriptions allowed (Morin et al, 2002). Budget shortfalls can also lead to
further restrictions in the ADAP program, such as enrollment caps or benefit limitations, as they did

in June of 2003.°

* Statement by Lauren LeRoy, President and CEO, Grantmakers In Health and Chair, Committee on the Public Financing and
Delivery of HIV Care, Public Briefing. May 13, 2004, Washington DC.
® Executive Summary, p. 7
® Ibid, p. 8
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The I0M determined that an astonishing 233,000 people in the United States who know their HIV status
do not have consistent access to HAART. As a locally controlled, discretionary program that relies on
annual appropriations by Congress, CARE Act programs cannot ensure continuity of care from year to year,
nor can they ensure that all eligible individuals infected with HIV will receive a minimum basic set of

services...’

IOM Committee Recommendation
In order to improve the current broken system, and to address the needs of the future, the IOM
committee recommended the establishment of a federally funded entitlement program called the HIV

ISR R R R Comprehensive Care Program (HIV-CCP) that would treat low-
: The IOM committee recommends the :

: creation of a federally funded, state © income individuals with HIV and would be administered by the
: administered, entitlement program titled :

: the HIV Comprehensive Care Program @ states.

: (HIV-CCP). :

rerseeseressersessnessrosssersessnesnsssssesnesssssnsorssenes To assist the states in implementing the program, the federal
government would pay for costs directly attributable to efficient administration of the program. To receive
federal funding, states must ensure compliance with federal standards and operate programs according to
principles of accountability and transparency. Under the federally sponsored program, the federal
government would relieve the states of the full cost of providing care to HIV infected individuals through
their Medicaid programs.®

The program has several primary design features that are critical to achieving the goals of the program.
They are: eligibility requirements; benefits; access to experienced providers and provider reimbursement;

quality and program management efficiencies; and interaction with other programs.

Eligibility
e Open to individuals with HIV whose family income is under 250 percent of the federal poverty level
(FPL), which is around $23,000.
¢ Individuals with HIV infection whose family income is above 250 percent of the FPL would be

allowed to establish eligibility for coverage by spending-down or buying-in on a sliding scale basis.

Benefits
¢ Each eligible individual with HIV would be entitled to a uniform, federally defined benefit package
that reflects the standard of care for HIV/AIDS.
¢ Benefits would include HAART and other drug therapies, primary care services, obstetrics and
reproductive health services for HIV-infected women, case management, prevention services,

mental health treatment, and substance abuse treatment.

"ibid, p. 8
8 ibid, p. 12.
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Provider Reimbursement
e Provider reimbursement would be set at the Medicare reimbursement rates.
Cost Offsets
¢ Recommends that Congress implement measures that lower the cost of drugs, such as applying
Federal Ceiling Price or the Federal Supply Schedule price currently used by some major federal
programs.

e This would lead to an estimated discount off of Medicaid ARV prices of 9 to 25 percent.

Improving Quality and Programmatic Efficiencies

e To be determined by the state, e.g., some states may administer through their Medicaid agency.

e Create demonstration projects for Centers of Excellence as models of care—the assembly of highly
trained, experienced HIV providers and coordination of their activities to provide support for HAART
adherence and access to medical and non-medical services. It is assumed that a wide range of
providers, including community based providers who have experience and expertise working with
the affected populations, will be a part of these Centers. Centers of Excellence would receive

funding for data collection and program evaluation.

Within the first year of implementation
: the IOM recommended program would
: enroll 285,000 PLWAs.

¢ Ryan White CARE Act programs would be altered and reteeteterereeete s e st et e e e n et se e st setennesena ]

Coordination with Other Programs

would provide services to those not eligible for the new entitlement program.

e Ryan White CARE Act would provide ancillary services such as assisting individuals in enrolling in
the new federal program, filling in any remaining service gaps, and supporting delivery system
improvements.

o Title Il would play an important role by funding community health centers, hospital or university-
based medical centers by participating as Centers of Excellence, and/or would provide services to

those in need not covered by the program.

The Potential Benefits
o Inits first year of implementation, the recommended program would enroll approximately 285,000
individuals with HIV/AIDS.
e The majority of these people are currently receiving Medicaid, however, 58,697 individuals would
gain access to Highly Active Antiretroviral Therapy.
e Premature deaths would decrease by 55.9 percent over 10 years, from 35,489 to 15,664 deaths.
o Through prevention counseling it is estimated that more than 3,000 new infections could be

prevented annually.
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¢ The Committee estimates that the incremental cost of providing HAART to 58,697 individuals for ten
years in 2002 dollars is $2.65 billion.

: . ¢ Adding the cost of the other elements that the committee
: According to the IOM, 58,697 people

: would gain access to HAART and recommends for comprehensive care is estimated to be $5.56
¢ premature AIDS deaths would drop by : - )
i 55.9% over 10 years. billion, discounted, over 10 years.

o The cost per quality-adjusted life-year gained by implementing
the program is $42,972 in 2002 dollars; an amount that is comparable to other widely accepted
healthcare investments.
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Section V. Necessary Medical and Attendant Social Care
After considering and assessing the current situation regarding care and treatment of low-income people
living with HIV/AIDS in the US, and in light of the current provisions of the Ryan White CARE Act, The AIDS

Institute proposes that a reauthorized CARE Act adhere to the principles noted below:

Keep Current with Epidemiological Trends Together with Medical and Technological Advancements

In order to offer proper medical care, Ryan White CARE Act grantees and providers must be kept
current in epidemiological trends, together with medical and technological advancements. If there is an
outbreak in a certain population subgroup, providers should be made aware of this and be on the outlook for
it so that it can be properly treated.

In addition to offering competent and well trained medical providers (see discussion below), the care
and treatment that Ryan White CARE Act providers offer must be current. Given that there are changes
and rapid advancements in the treatment of HIV/AIDS, CARE Act providers should have access to the most
current life-saving treatments. There are recognized standards of care that establish the selection of
treatments from all FDA-approved anti-HIV medications. Each of the federal HIV treatment guidelines is a
living document developed by experts in the field, supported by the latest clinical research and clinical
practice experience, as well as responsive to the arrival of newly approved medications within each class.

The Public Health Service (PHS) HIV Treatment Guidelines are widely accepted as the standard of care
for HIV and AIDS. The world’s best HIV research doctors, who also have real life experience in treating
patients, develop these guidelines. This distinguished panel reviews and updates the guidelines
periodically and they, in our view, are the best qualified to develop the drug formularies.

The AIDS Institute supports that in the administration of Ryan White CARE Act services, medical
providers must follow the PHS HIV Treatment Guidelines.

Provide Access to Cutting Edge Clinical Trials

One way to provide cutting edge medical care to those living with HIV/AIDS is through participation in
clinical trials. HIV/AIDS clinical trials are necessary in determining the safety and/or effectiveness of drugs,
vaccines, other therapies, or new ways of using existing treatments. They can be used as a mechanism for
making promising new treatments available for those who are faced with no other treatment options.
Treatment options can be limited both by personal fiscal constraints and viral resistance. Clinical trials also
allow those individuals that have resistance to all FDA-approved therapies to attempt a therapy before it is
available to the general public, while it is still in the trial phases. The costs for these trials frequently are
shared by pharmaceutical manufacturers and the government. Compassionate use programs are a product
of pharmaceutical companies which make investigational new pharmaceuticals available for the same

group. Pharmaceutical companies sponsor both expanded access and compassionate use programs.
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The Ryan White CARE Act already calls for coordination of clinical trials between the National Institutes
of Health (NIH) and Ryan White CARE Act grantees. The AIDS Institute supports this cooperation and

wishes that this cooperation be expanded. The 2000 reauthorization called

: The AIDS Institute supports ¢ for enhancing and expanding voluntary access to these trials, “especially in

: cooperation between NIH and :

: Ryan White CARE Act : communities that are not reasonably served by such projects”. Efforts should
: grantees to provide access to ) o ]

: clinic trails for PLWAs. : be undertaken to ensure that this cooperation is occurring and arrangements

between the NIH and Ryan White CARE Act grantees are being carried out.
Further, groups who are not usually provided access to clinical trials should be included in them on a priority

basis.

Recruit and Retain Competent, Specialized, Certified, Healthcare Practitioners as well as Service
Staff

According to the American Academy of HIV Medicine (AAHIVM), with the advent of HAART, HIV
disease might now be considered a manageable lifelong iliness for many individuals. Since HIV-positive
patients can now live longer, healthier lives, they require less hospital and late-stage care and more long-
term care that involves assistance in many aspects of living with HIV/AIDS and working with
multidisciplinary healthcare teams. New technology, increased drug options, and changing treatment
guidelines are making treatment and care increasingly complex. Additionally, HIV-positive patients can
develop many noninfectious complications from their disease and the medicines used to treat the virus.®

In this environment, identifying experienced HIV healthcare providers with up-to-date knowledge of HIV
medicine has become crucial to improving the quality of, and access to, effective HIV medical care.™®

The Academy also reports that patients living with HIV/AIDS have better outcomes when they receive
their healthcare from providers and facilities with more experience in treating HIV positive patients.
Because of reduced morbidity, mortality, and inpatient costs as a result of state-of-the-art outpatient
treatment, such care models are cost-effective compared with the alternatives.!!

To help persons living with HIV/AIDS receive quality medical care, many organizations have created
various ways to identify those with sufficient experience and expertise in delivering HIV healthcare. The
American Academy of HIV Medicine, to improve both quality of, and access to, HIV medicine for persons
living with HIV/AIDS, has established a definition of an HIV Specialist that is based on specific evidence and
maintenance of continuing competency in key aspects of HIV medicine. With its definition of the AAHIVM
HIV Specialist™, the Academy (a) defines the specific skills and qualifications that HIV healthcare providers

should possess to be credentialed as an HIV Specialist, (b) obtains evidence of these skills and

s;(I)Dosition Statement on The HIV Specialist: Definition and Qualifications, The American Academy of HIV Medicine, April 2004, p. 1.
Ibid.
" bid.
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gualifications from a broad range of practiced HIV healthcare providers, and (c) does so on a continual
basis as clinically relevant information continues to change.*?
The AIDS Institute supports the effort of the Academy and other HIV medical provider groups in

ensuring there are HIV specialists who can offer expert care and supports that Ryan White CARE Act
: The AIDS Institute believes an HIV-

diagnosis in the family doctors’ office or by a primary care doctor ~ : diagnosis by a family doctor or primary
: care physician should immediately

should immediately trigger a referral to specialized care. Primary : trigger areferral to an HIV specialist.

medical providers meet a minimum level of competency. An HIV-

care doctors need to be trained to recognize symptoms,

recommend testing, and become a part of a referral network so that newly diagnosed patients can be linked
to specialized care immediately. Further, healthcare professionals in emergency departments and
emergency medical personal should be effectively trained and have access to the same network. This will
not only benefit those living with HIV/AIDS, but ensure the government is buying cost effective services and
the care they are funding is sufficient.

In order to recruit competent medical providers, Ryan White CARE Act medical providers, including
doctors, nurses, and other practitioners, must be adequately compensated. In order to retain them,
compensation levels must remain competitive.

The Ryan White CARE Act should continue its system of educating and training HIV medical
practitioners and providing Technical Assistance to grantees so that they can offer the most cutting edge
healthcare.

Underlying the medical support that the Ryan White CARE Act provides are the attendant support
services that assist CARE Act clients in accessing and adhering to their medical care. That staff, as well,

must be adequately trained and sensitive to those living with HIV/AIDS.

Care Must Be Made Available to all Low-Income People Infected with HIV/AIDS, No Matter Where
They Reside

The Ryan White CARE Act must meet the needs of all low-income people with HIV/AIDS, no matter
where they reside. Not only does this mean the care and treatment offered by Ryan White CARE Act
providers should be comparable across the country, but that if a client moves from one area to another, that
client should still be able to easily access services. As a predominately federal funded healthcare program,
the Ryan White CARE Act is meant to fill in the gaps left by Medicaid, Medicare, state programs, and
private insurance programs for low-income people with HIV/AIDS. The end result of all these programs
should be comparable services for every client, no matter where they reside. In reality, the current public
healthcare system for people with HIV/AIDS is a patchwork of care, with where you reside being one of the

significant factors in determining the quality of your healthcare.

12 .
Ibid.
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A low-income patient’s quality of healthcare is determined by a number of factors, including 1) Medicaid
benefits offered by the states; 2) Medicare benefits; 3) Ryan White CARE Act benefits; and 4) Private
Health Insurance.

Medicaid currently provides the largest source of public funding for HIV/AIDS care in the U.S. In

In FYO05, it's estimated that FY2005, it is estimate