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March 16, 2010
The Honorable Tom Harkin
Chairman
Subcommittee on Labor‐HHS‐Education
Senate Appropriations Committee
131 Dirksen Senate Office Building
Washington, DC 20510

The Honorable Thad Cochran
Ranking Member
Subcommittee on Labor‐HHS‐Education
Senate Appropriations Committee
113 Dirksen Senate Office Building
Washington, DC 20510

The Honorable David R. Obey
Chairman
Subcommittee on Labor‐HHS‐Education
House Appropriations Committee
2358‐B Rayburn House Office Building
Washington, DC 20515

The Honorable Todd Tiahrt
Ranking Member
Subcommittee on Labor‐HHS‐Education
House Appropriations Committee
1016 Longworth House Office Building
Washington, DC 20515

Dear Chairmen Harkin and Obey and Ranking Members Cochran and Tiahrt:
On behalf of the Communities Advocating Emergency AIDS Relief (CAEAR) Coalition, I am
writing to urge your support for increased funding for the Ryan White Program in the FY
2011 appropriations.
CAEAR Coalition is a national membership organization which advocates for federal
appropriations, legislation, policy and regulations to meet the care, treatment, support
service and prevention needs of people living with HIV/AIDS and the organizations that
serve them. CAEAR Coalition's proactive national leadership is focused on the Ryan White
Program as a central part of the nation's response to HIV/AIDS. CAEAR Coalition’s members
include Ryan White Program Part A, Part B, Part C and Part F consumers, grantees, and
providers.
The reauthorization of the Ryan White Program signed in October 2009 was a tremendous
victory for people living with HIV/AIDS and those who care for them. We are grateful for
Congressional efforts to ensure that this vital program continued uninterrupted when it
expired in September.
CAEAR Coalition respectfully requests that Congress provide the following FY 2011 funding
for the Ryan White Program:








$905m for Part A (+225.9m)
$474.7m for Part B base (+55.9m)
$1,205.1m for Part B ADAP (+370.1m)
$337.8m for Part C (+131m)
$84.8m for Part D (+7m)
$50m for Part F AETC (+15.2m)
19m for Part F Dental (+5.4m)

CAEAR Coalition
March 16, 2010

As President Obama noted when he signed the legislation in October, “over the past 19 years this
legislation has evolved from an emergency response into a comprehensive national program for the
care and support of Americans living with HIV/AIDS. It helps communities that are most severely
affected by this epidemic and often least served by our health care system, including minority
communities, the LGBT community, rural communities, and the homeless. It's often the only option
for the uninsured and the underinsured. And it provides life‐saving medical services to more than
half a million Americans every year, in every corner of the country.”
The legislation passed last year includes small increases in the annual authorized appropriations for
the program and, if appropriated, these increases would provide important and much‐needed new
funds to those on the ground. These authorized amounts, however, are well below the level of need
in hard‐hit communities, especially in light of years of stagnant funding. Attached are calculations
highlighting the level of funding required in FY 2011 to bring Part A and Part C up to their required
levels of funding by FY 2012 (see attachment A). It is also crucial that additional funds be made
available to the AIDS Education and Training Centers in Part F to support the training of health care
providers to care for the growing patient caseloads.
The Ryan White program’s contributions to the nation’s fight against HIV/AIDS are evident in our
firsthand experiences with the program and confirmed by OMB’s Program Assessment Rating Tool
(PART). The PART found that the Ryan White Program has contributed to the decline in the number
of new AIDS cases and deaths due to HIV/AIDS (see Attachment B). The PART assessment also gave
the program a score of 100% in Program Results and Accountability, making it one of only seven out
of 1,016 federal programs to receive that score. Key to its effectiveness is the program’s proven
ability to address disparities in access to HIV treatment and care––the program serves women and
racial and ethnic minorities in significantly higher proportions than their representation among
reported AIDS cases.
The FY 2011 appropriation presents a crucial initial opportunity for you to restore the Ryan White
Program to the levels of funding demanded by the epidemic as the Centers for Disease Control and
Prevention continue their increased efforts to expand HIV testing to help people living HIV learn
their status. With the continued influx of newly diagnosed individuals into care and the additional
56,000 estimated new cases of HIV every year, the Ryan White program must receive adequate
increases to meet the health care and supportive services needs of individuals already in care and
those newly identified HIV patients.
The attached charts shows the ever‐growing gap between the number of people living with AIDS in
the U.S. in need of care and the resources available to serve them (see Attachment C). For example,
between 2001 and 2007 the number of people living with AIDS grew 33% and yet funding for
medical care and support services in the nation’s hardest hit communities grew less than 12%
between 2001 and 2010. Similarly, funding for Part C–funded, community‐based primary care
clinics, which provided medical care for people living with HIV/AIDS in rural and urban communities
nationwide, grew by only 11% between 2001 and 2010 as the number of people they care for grew
by 52%. We have also included additional background information on HIV/AIDS in the U.S. and on
the Ryan White Program (see Attachments D and E).

CAEAR Coalition
March 16, 2010

CAEAR Coalition looks forward to working with you and your committees to provide high quality,
appropriate community‐based HIV medical care, support services and treatment for the more than
one million Americans living with HIV/AIDS.
Sincerely,

Ernest Hopkins
Chair, Board of Directors
Attachments

Attachment A

Building the Capacity of Ryan White Program
Part A Services: FY 2010-2012
1,381,418––the estimated number of people living with HIV/AIDS in 20121

1,005,672––the estimated number of people living with HIV/AIDS in Part A jurisdictions in 20122

201,134––the estimated number of uninsured people living with HIV/AIDS living in a Part A
jurisdiction in 20123

$5,190 per person per year for outpatient medical care (including lab work, STD/TB/Hep
screening, and ob/gyn care) and some related support services, including dental, mental health,
substance abuse treatment, case management and home health care4
$1,043,885,460––the estimated amount to meet the need for outpatient medical care (excluding
medications) and some related support services at Ryan White Program Part A-funded care
centers in 2012 [$5,190 x 201,134]

Annual increase required in FY2010–2012 to reach 2012 goal of $1,043,885,460
given FY 2010 funding levels:
 FY 2010: $663,082,000+$15,992,000=$679,074,000
 FY2011: $679,074,000+$225,899,306=$904,973,306
 FY2012: $904,973,306+$138,912,154=$1,043,885,460

FY2011 Request––$904,973,306
1.
2.
3.
4.

Based on the Centers for Disease Control and Prevention, New Estimates of U.S. HIV Prevalence, 2006. Estimate equals CDC’s 2006 estimated cases multiplied
by their annual estimated prevalence increase for the years 2007–2010.
Percentage based on US Department of Health and Human Services Fiscal Year 2009 Justification of Estimates for Appropriations Committees, p. 171.
Percentage based on data from Kaiser Family Foundation, Financing HIV/AIDS Care: A Quilt of Many Holes, May 2004.
Institute of Medicine, Committee on the Public Financing and Delivery of HIV Care, Public Financing and Delivery of HIV/AIDS Care: Securing the Legacy of
Ryan White, 2005. Cost estimates are based on data from a variety of studies from 1998 to 2002 and are not adjusted for medical inflation.

Building the Capacity of Ryan White Program
Part C Services: FY 2010–2012
1,381,418––estimated number of people living with HIV/AIDS in 20121
248,070––estimated number of people living with HIV/AIDS served by Part C providers in 2008 [Number served in
2007 (236,032) + 5.1% annual increase2]
79,382––estimated number of uninsured living with HIV/AIDS served by Part C in 20083

168,688––estimated number underinsured living with HIV/AIDS served by Part C providers in 20083

$3,501 per person per year for outpatient medical care (including lab work, STD/TB/Hep screening, and ob/gyn
care) and some related support services, including dental, mental health, substance abuse treatment,
case management4

$277,916,382––estimated cost of providing care to uninsured people living with HIV [79,382x$3,501]

$129,383,696––est. cost of providing care to underinsured people living with HIV
[168,688x$7675]

$407,300,078––estimated funding needed to meet demand for outpatient medical care (excluding medications) at
Ryan White Program Part C care centers in 2012.5
Annual increases required in FY2010–2012 to reach 2012 goal of $407,300,078, given FY 2010 funding levels:
 FY 2010: $201,877,000+$4,948,000=$206,825,000
 FY2011: $206,825,000+$130,959,718=$337,784,718
 FY2012: $337,784,718+$69,515,360=$407,300,078

FY2011 Request––$337,784,718
1.
2.
3.
4.
5.

Based on the Centers for Disease Control and Prevention, New Estimates of U.S. HIV Prevalence, 2006. Estimate equals CDC’s 2006 estimated cases multiplied by their annual
estimated prevalence increase for the years 2007–2012.
2007 data provided by the HRSA HIV/AIDS Bureau. Annual increase based on increase in patients served between 2006 and 2007.
Percentages of uninsured and underinsured from correspondence from Julie Gerberding, MD, MPH and Elizabeth Duke, PhD to The Honorable Henry Waxman regarding his
questions on the 2006 Revised Recommendations for HIV testing and the impact on demand for services. September 9, 2008 (page 6). Available online at:
http://oversight.house.gov/story.asp?ID=1675.
Gilman BH, Green, JC. Understanding the variation in costs among HIV primary care providers. AIDS Care. 2008:20;1050–6. The mean cost of care in the study is $2,956 for the
years 2002 and 2003. Adjusting that amount for medical inflation rates published online at www.blus.gov/news.release/cpi.nr0.htm for the years 2004–2007 generates the estimated
cost of $3,501.
Conservative estimate of costs for underinsured. Based on Institute of Medicine, Committee on the Public Financing and Delivery of HIV Care, Public Financing and Delivery of
HIV/AIDS Care: Securing the Legacy of Ryan White, 2005, for average use of two often uncovered services: mental health services and substance abuse treatment.

Request developed collaboratively by American Academy of HIV Medicine, CAEAR Coalition, and HIV Medicine Association

Attachment B

OMB: The Ryan White HIV/AIDS Program Works
The White House Office of Management and Budget’s
assessment of the Ryan White Program found it to be in
the top 1% of all federal programs in the area of
“Program Results and Accountability.”
In its 2007 Program Assessment Rating
Tool (PART), OMB gave the Ryan White
Program its highest possible rating of
“effective”—a distinction shared by only
18% of all programs rated. According to
OMB, effective programs “set ambitious
goals, achieve results, are well‐managed
and improve efficiency.”

Ryan White Program
PART Assessment Scores
Purpose & Design

100%

Strategic Planning

86%

Program Management

91%

Program Results/Accountability

100%

Half of the OMB ranking is based on the
category of “program results and accountability.” Out of the 1,016 federal
programs rated––98 percent of all federal programs––the Ryan White Program
was one of seven that received a score of 100% in “Program Results and
Accountability.”

OMB’s Summary Assessment of the Ryan White Program
The program has had a positive impact. It has contributed to the decline in the number of
AIDS cases and deaths due to HIV/AIDS. From 1999 to 2003 deaths due to HIV/AIDS went
from 5.3 to 4.7 per 100,000. A cause of the decrease is increased use of antiretroviral
medications. In 2000 the program's AIDS Drug Assistance Program (ADAP) served 128,078
clients. In 2005 ADAP served 143,339 clients.
The program has exhibited strong and effective collaborations with similar programs. The
program collaborates with Federal, State and local partners, as well as with private and non‐
profit HIV/AIDS care, treatment and advocacy groups. By working with this wide range of
partners, persons infected with and affected by HIV/AIDS receive coordinated comprehensive
care and support services.
The program has demonstrated improved management and oversight of the use of Federal
funds. The previous PART review and other assessments indicated deficiencies in the oversight
of grantees' use of Ryan White funds. The program has taken corrective action by expanding
grantee technical assistance and monitoring grantee financial accountability and performance.

Attachment C

HIV/AIDS Funding Gaps: FY 2001–2010
Ryan White Part A Funding Gap
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Attachment D

HIV/AIDS Epidemic Remains a Public Health
Emergency in the U.S.
¾More People than Ever are Living with HIV and AIDS


More than 1.1 million Americans living with HIV and AIDS.1



455,636 people living with AIDS in the 50 states, DC and dependent areas.2

¾Almost Half of All People with HIV Who Need Anti‐HIV Therapies Are Not Receiving Them


45% of HIV‐infected people in the U.S. for whom antiretroviral therapy would likely be
recommended are not receiving it.3

¾HIV/AIDS in the U.S. Increasingly Affects Communities of Color, as Well as Economically‐
Depressed and Other Underserved Communities


African Americans account for 50% of new AIDS diagnoses and Latinos account for 19% of new
diagnoses, though they account for approximately 12% and 15% of the U.S. population,
respectively.4



Latina and African American women account for 77% of new infections among females in the U.S.5,6
The rate of AIDS diagnoses for black women was nearly 23 times the rate for white women. The
rate of AIDS diagnoses for black men was eight times the rate for white men. 7

¾Men who Have Sex with Men (MSM), Especially MSM of Color, Still Bear Large Brunt of
Epidemic


MSM made up more than two thirds (68%) of all men living with HIV in 2005, even though only
about 5% to 7% of men in the United States reported having sex with other men.8



A 2005 study of five large U.S. cities found that HIV prevalence among African American MSM was
46% and of those men, 68% were unaware of their HIV infection.9

¾CDC Initiative Aims to Bring Thousands of New HIV+ Patients into Care
CDC’s “Advancing HIV Prevention” initiative aims “to open up the door to [HIV] testing so that people can
learn their status and get the appropriate treatment and prevention services that they deserve and need.”
Many of the estimated 200,000 people living with HIV in the U.S. who are unaware of their HIV status that
are diagnosed under the new CDC initiative will turn to health care providers funded through the Ryan
White Program for their HIV‐related care.

¾Public Programs are Key to Health Care Access
20% of the people living with HIV who receive HIV‐related care are uninsured and 68%to 83% either rely on
public‐sector insurance programs or are uninsured.10

1

Kaiser Family Foundation, The HIV/AIDS Epidemic in the United States; October 2008.
CDC, HIV/AIDS Surveillance Report, Vol. 18, Cases of HIV Infection and AIDS in the United States and Dependent Areas, 2006
3
Teshale EH, et al., “Estimated Number of HIV‐infected Persons Eligible for and Receiving HIV Antiretroviral Therapy, 2003—United States,”, 12th Conference on
Retroviruses and Opportunistic Infections ,Abstract #167; 2005.
4
Kaiser Family Foundation, The HIV/AIDS Epidemic in the United States; October 2008.
5
Kaiser Family Foundation, Black Americans and HIV/AIDS; October 2008.
6
Kaiser Family Foundation, Latinos and HIV/AIDS; October 2008.
7
CDC, HIV/AIDS Among African Americans; August 2008.
8
CDC, HIV/AID and Men Who Have Sex with Men; http://www.cdc.gov/hiv/topics/msm/index.htm, June 28, 2007
9
CDC, Morbidity and Mortality Weekly Report, HIV Prevalence, Unrecognized Infection, and HIV Testing Among Men Who Have Sex with Men ‐‐‐ Five U.S. Cities, June
2004‐‐April 2005, 54(24);597‐601.
10
Kaiser Family Foundation, Financing HIV/AIDS Care, A Quilt with Many Holes; May 2004.
2

Attachment E

The Ryan White HIV/AIDS Program: Key to America’s
Response to the Domestic HIV/AIDS Crisis
¾Services from Coast to Coast in Communities Large and Small
The Ryan White Program provides lifesaving medical care and support services to more than half a
million low‐income people living with HIV/AIDS each year. Services are provided in urban and rural
communities in all 50 states and the territories. The program is a model for the efficient delivery of
services that respond to local needs and reduce the use of more costly emergency services and
inpatient facilities. Key to that success has been the flexibility the Ryan White Program provides to
states and localities to tailor program services to fill gaps in their networks of care.

¾Multi‐Part Structure Directs Services Where They Are Most Needed
The Ryan White Program’s multi‐part structure was designed to efficiently distribute resources where
they are needed most. Part A directs funds to the hardest‐hit municipalities, while Part C has been
used to improve access to care in rural and urban communities in great need. Part D provides access
to specialized care for women, children and families, while Part F supports oral health care and
specialized training for health care providers through the AIDS Education and Training Centers. The
Minority AIDS Initiative provides resources across the program to enhance access for racial and ethnic
minorities.

¾Adapting to Evolving Treatment Options
The Ryan White Program has evolved along with the HIV
epidemic. Originally a source of care for those at the end
of life, it now supports the comprehensive medical care
and enhancing support services necessary for the complex
treatment of HIV/AIDS with highly active antiretroviral
therapy (HAART). Care and treatment offered through
Ryan White‐funded providers and the Part B AIDS Drug
Assistance Programs help people living with HIV/AIDS
determine and access the most appropriate drug regimens.

One in four people living with HIV in the
U.S. receives their HIV medications
through Ryan White Program‐funded
AIDS Drug Assistance Programs (ADAP).
Source: U.S. Department of Health and Human
Services, Fiscal Year 2009, Justification of Estimates for
Appropriations Committees, Health Resources and
Services Administration.

¾Medical Care and Support Services Make Treatment with Anti‐HIV Medications
Possible
The administration of drugs does not by itself result in successful treatment; additional medical and
support services are also essential. To that end, the Ryan White program provides a medical care and
other services to support the management of and adherence to complex drug regimens. The
selection and initiation of an antiretroviral
By 2006, 88.6% of Ryan White Program‐
regimen are critical elements of successful HIV
funded primary medical care providers had
treatment. The programs supported by the Ryan
implemented a quality management program.
White Program provide the infrastructure in
Source: U.S. Department of Health and Human Services, Fiscal
which people living with HIV/AIDS can take an
Year 2009, Justification of Estimates for Appropriations
Committees, Health Resources and Services Administration.
anti‐HIV/AIDS drug regimen under proper
ongoing medical supervision, including costly

Attachment E

laboratory testing. Without the experience and expertise of these medical professionals––many of
them trained through the Ryan White Program––the powerful drugs used to manage HIV/AIDS could
easily be misused or insufficiently managed and result in serious consequences such as viral
resistance, complications, including increased risk of heart disease, high cholesterol, anemia,
diabetes, kidney and pancreatic and liver dysfunction; and treatment failure.
Competing needs, such as food, nutrition services, and housing, and barriers to care, such as lack of
transportation or childcare, limit access to HIV health care services. One study found that more than
one‐third of people living with HIV in the health care system postponed or went without care during a
six‐month period because of competing needs and barriers. These barriers were also associated with
significantly greater odds for never receiving antiretroviral treatment. Others went without food,
housing, and clothes in order to pay for their care.1 While the majority of Ryan Program funds
support HIV treatment, a portion also provide key support services, such as food and transportation,
as well as case management services to link people living with HIV/AIDS to medical care and support
services.

¾Addressing Disparities in Access to Care
The Ryan White Program provides HIV/AIDS care and treatment services to a significantly higher
proportion of racial/ethnic minorities and women than their representation among reported AIDS
cases.
Ryan White Clients Served Compared to Overall AID Cases

64%
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Source: U.S. Department of Health and Human Services, Fiscal Year 2009, Justification of Estimates for Appropriations
Committees, Health Resources and Services Administration.

Footnote
1.
Cunningham WE, Andersen RM, Katz MH, et al. The impact of competing subsistence needs and barriers on access to medical care for
persons with human immunodeficiency virus receiving care in the United States. Medical Care. 1999;37(12):1270‐1281.

HIV Health Care Access Working Group
February 23, 2010
Dear Majority Leader Reid, Speaker Pelosi, Majority Leader Hoyer, Majority Whips Durbin and Clyburn,
and Chairmen Rangel, Waxman, Miller, Baucus, Dodd and Harkin:
We urge you to stand firm for comprehensive, meaningful health reform and to do whatever it takes to
make the long overdue promise of health reform a reality for the millions of uninsured Americans,
including many with HIV/AIDS, who desperately need it.
We strongly support passage of comprehensive health care reform and use of the reconciliation process.
To best meet the health care needs of people living with HIV and AIDS, those with other chronic medical
conditions, and all uninsured Americans, the following critical issues must be addressed through the
reconciliation process:
•

Eliminate the provision that would require states to offer an incomplete benefits package to
new Medicaid enrollees and instead mandate a new comprehensive national benefits package
for all Medicaid enrollees. We strongly support providing access to Medicaid to all low income
individuals up to 133% of the federal poverty level. Yet, the current bill provides sub‐standard
Medicaid coverage to those newly eligible through the Medicaid expansion and jeopardizes the
current benefits that traditional Medicaid beneficiaries receive. There must be one standard,
comprehensive Medicaid benefits package and it must meet the care and treatment needs of
individuals who are low income and/or living with disabilities. A new national, mandated
comprehensive Medicaid benefits package will keep individuals healthy and productive and
avoid more complex, costly care.

•

Medicaid providers must be reimbursed at levels that will allow them to sustain the services
they provide to Medicaid patients. Medicaid rates average just 66% of Medicare rates for
primary care services and do not cover the cost of providing care. According to the
Congressional Budget Office, the planned expansion will increase enrollment in Medicaid and
the Children’s Health Insurance Program by as many as 15 million beneficiaries. In addition to
people living with HIV, millions of low‐income women, children, minorities and others with
disabilities will rely on Medicaid for their health care. Medicaid rates must be adjusted to 100%
of Medicare reimbursement in order to maintain an adequately‐sized Medicaid health care
workforce.

•

Ensure a reliable, stable coverage option and reduce geographic health disparities by
establishing a national Exchange and offering a national public plan option. Multiple, state‐
based exchanges will perpetuate existing geographic health disparities and result in a system
that is unnecessarily complex and difficult to navigate. A public plan option will help to lower
costs and a nationwide exchange will help to ensure that people living with HIV and others have
seamless access to care when moving across state lines.

•

Include the Early Treatment for HIV Act in the final health care reform bill. Allowing states to
expand Medicaid to people with HIV prior to the implementation of Medicaid expansion is

critical. To the extent that states take up this option, low‐income people with HIV, who have not
yet progressed to a disabling condition, will receive the care and treatment they need to
prevent disease progression. In addition, when the Medicaid expansion is implemented, this
population will be healthier and require less costly care through Medicaid.
•

Close the Medicare Part D coverage gap and make Medicare Part D coverage meaningful for
people with HIV. Most people with HIV enter the coverage gap in the second or third month of
their plan year and lose Medicare coverage for the remainder of the year unless they can afford
more than $4,500.00 out of their own pocket. People with HIV must have continuous access to a
regimen of multiple medications or risk disease progression and the likelihood of developing
resistance to effective medications. Ensuring adequate coverage through Medicare Part D will
allow people with HIV to remain healthy and avoid costly, complex disease care and
hospitalization.

•

Eliminate abstinence‐only‐until‐marriage funding. Abstinence‐only programs rarely provide
information on even the most basic topics in human sexuality and have generally proved
ineffective. These initiatives fail to provide young people with the science‐based, age‐
appropriate sexuality education they need to stay healthy. Eliminating abstinence only funding
will ensure tax‐payer money is not used to support ineffective and potentially harmful programs
for youth.

The HIV/AIDS community is committed to working with Congress to pass truly historic and meaningful
health care reform legislation this year. Enacting comprehensive health care reform will provide millions
of people living with HIV and other chronic diseases access to the care they need to stay healthy and
productive. We are counting on Congress to finalize meaningful health care reform legislation. We can’t
afford to abandon this vital effort.
For more information, please contact HHCAWG co‐chairs Laura Hanen of the National Alliance of State
and Territorial AIDS Directors at (202) 434‐8091 or Robert Greenwald of the Treatment Access
Expansion Project at (617) 390‐2584.

AIDS Action
AIDS Action Baltimore
AIDS Alliance for Children, Youth & Families
AIDS Foundation of Chicago
The AIDS Institute
AIDS Law Project of Pennsylvania
AIDS Project Los Angeles
AIDS Treatment Data Network
American Academy of HIV Medicine
Broward House (Fort Lauderdale, FL)
CAEAR Coalition
Cascade AIDS Project (Portland, Oregon)
Chase Brexton Health Services (Baltimore, MD)
Community Access National Network (CANN)
Community HIV/AIDS Mobilization Project
Gay Men’s Health Crisis

Harlem United Community AIDS Center
Health and Disability Advocates
HIV Medicine Association
HIVictorious, Inc. (Madison, Wisconsin)
Housing Works
Minnesota AIDS Project
National Alliance of State and Territorial AIDS Directors
National Association of People With AIDS
National Health Law Program
National Minority AIDS Council
NO/AIDS Task Force (New Orleans, LA)
Project Inform
Ryan White Medical Providers Coalition
San Francisco AIDS Foundation
Sexuality Information and Education Council of the U.S. (SIECUS)
Treatment Access Expansion Project
U.S. Positive Women's Network (PWN)
Victory Programs, Inc. (Boston, Massachusetts)
Village Care of New York
Women Organized to Respond to Life‐threatening Disease (WORLD)
Women Together For Change (St. Croix, U.S. Virgin Islands)

HIV Health Care Access Working Group
INCLUDE THE EARLY TREATMENT FOR HIV ACT (ETHA)
IN HEALTH CARE REFORM
February 26, 2010
Dear Speaker Pelosi:
The President’s most recent health care reform proposal is another important step forward towards
passage of strong and comprehensive health care reform. However, one important provision was not
addressed that would greatly improve health care access for people living with HIV. We urge you to
support inclusion of the Early Treatment for HIV Act (as in the final House bill) in health care reform,
providing states with an important vehicle for addressing the growing crisis in Ryan White-funded clinics
and AIDS Drug Assistance Program (ADAP).
Including the Early Treatment for HIV Act (ETHA) in the final health care reform bill will allow states to
expand Medicaid to people with HIV prior to the implementation of Medicaid expansion. It will provide
low-income people with HIV, who have not yet progressed to a disabling condition, access to the care and
treatment they need to prevent disease progression. In addition, when the Medicaid expansion is
implemented, this population will be healthier and require less costly care through Medicaid.
Immediate access to early care and treatment through ETHA is critical at this time. Our ADAP program, a
current primary resource for early access to HIV medications, is on the brink of the worst funding
shortfall in years and many states have been forced to greatly restrict access to live-saving medications.
Eleven state ADAPs have closed their doors to new clients and two states have dropped their financial
eligibility level to ensure they don’t run out of money to serve those currently on the program. Thirteen
states have instituted or anticipate instituting cost-containment measures such as reducing their eligibility
level, cutting drugs from their formulary, instituting annual expenditure caps per client or capping
enrollment. HIV clinics across the country are operating above their capacity and may be forced to turn
start turning individuals with HIV away.
It is critical that we support immediate passage of ETHA as part of health care reform. This will provide
an additional tool to states in their efforts to provide life-saving and life-sustaining care and medications
to many people living with HIV. We also strongly urge you to adopt the House measure that would bring
Medicaid payment rates in line with Medicare rates to ensure that our country’s neediest residents are not
left behind as we work to truly transform our health care system.
For more information, please contact HHCAWG co-chairs Laura Hanen of the National Alliance of State
and Territorial AIDS Directors at (202) 434-8091 or Robert Greenwald of the Treatment Access
Expansion Project at (617) 390-2584.
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