
1 



2 



3 



4 



5 



6 



7 



8 



9 



10 



The national ADAP budget grew to $1.88 billion in FY2011, an increase of 

approximately $100 million (5%) over FY2010.  Since FY1996, the budget has grown 

nine-fold.  While the ADAP earmark continues to represent the largest share of the 

budget, it no longer drives budget growth, as it did early on in the programôs history.  

For purposes of determining the overall ADAP budget, federal, state and drug rebate 

funds are counted. 
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In FY2011, the ADAP earmark was $813 million.  The earmark was one-quarter of the 

national ADAP budget in FY1996, the year it was created, rose to more than two-thirds 

(68%) of the budget in FY2000 and has most recently declined as a share of the overall 

budget to less than half (43%) in FY2011.   
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In September 2011, ADAPs received $40 million to address ADAP waiting lists and 

other unmet ADAP needs.   ADAP emergency funding awards were made to 30 states, 

with funding amounts ranging from $74,324 in North Dakota to $6.9 million in Florida. 
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State contributions accounted for $299 million, or 16% of the overall ADAP budget in 

FY2011, an increase of 9% over FY2010.   
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Drug rebates accounted for $618.9 million, or 33%, of the overall ADAP budget in 

FY2011.  Drug rebates have risen from 6% of the budget in FY1996 to 33% in FY2011.  

ADAPs must actively seek drug rebates and, while not all ADAPs do so (because of 

varying state drug purchasing mechanisms), drug rebates accounted for a quarter or 

more of the ADAP budget in 26 states.  This funding represents money that is returned 

to the state as a result of active filing of rebate claims with manufacturers based on past 

drug purchases.   

 

The Ryan White Program requires that rebate funds, once received, remain in the Ryan 

White Part B program. This funding is considered a part of the national ADAP budget as 

it facilitates additional drug purchases and thus drives overall program expenditures. 
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While not counted as an ADAP budget category in this report (due to its high variability 

and significant delays in receipt of funds), ñcost recoveryò for medications purchased 

through ADAP (other than drug rebates), represented $52 million in FY2011.  Private 

insurance recovery, in which an ADAP receives reimbursement from insurance 

providers, was the largest component of all cost recovery sources (78%).  Cost 

recovery from Medicaid represented 18% of this funding and other sources represented 

4%. 
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In FY2010, ADAPs expended $1.5 billion on prescription drugs, representing 82% of all 

ADAP expenditures.  Insurance premiums, deductibles, and co-payments represented 

13% of ADAP expenditures.  Two percent of ADAP funds were expended for program 

administration costs. 
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NASTAD continues to pursue a coordinated strategy to help save ADAPs. This three-

pronged approach includes securing additional resources for ADAPs from the federal 

government; maintaining, restoring, and increasing resources for ADAPs from state 

governments; and, continuing agreements between ADAPs and pharmaceutical 

manufacturers to provide financial stability and augment existing agreements, when 

applicable. 

Å From FY2008 to FY2011, federal ADAP funding (including Part B ADAP 

Earmark, Part B ADAP Supplemental and ADAP Emergency Funding) 

increased 10%. 

Å From FY2008 to FY2011, state contributions to ADAP increased 5%. 

Å From FY2008 to FY2011, estimated drug rebates increased 83%. 
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ADAP client enrollment and client utilization reached their highest levels in FY2011. 

ADAPs primarily serve low-income, uninsured clients, most of whom are minorities. 

Client demographics have remained fairly constant over time, although there are 

significant variations by state and region.  

  

During FY2010, 226,419 clients were enrolled in ADAPs nationwide, including 32,522 

new clients enrolled throughout the year.  Client enrollment ranged from 104 in North 

Dakota to 41,179 in California in FY2010.  Typically, fewer clients are served in ADAPs 

than are enrolled at any given timeðADAPs served 217,905 clients in FY2010. 

 

ADAPs provided medications to 138,173 clients across the country in June 2011.  Client 

utilization in June 2011 increased by 2% between June 2010 and June 2011.   

  

Mirroring the national epidemic, most ADAP clients are concentrated in states with the 

highest number of people living with HIV.  Ten states accounted for 63% (142,031 

clients) of total enrollment in FY2010; five states accounted for 47% (California, New 

York, Texas, Florida, and New Jersey) of total FY2010 enrollment.  The distribution is 

similar for clients served in June 2011.  

 

 

19 



In June 2011, client demographics were as follows: 

Å African Americans and Hispanics represented 59% (32% and 27%, 

respectively) of clients served.  Non-Hispanic whites comprised 35% of 

clients served.  Combined, Asians, Native Hawaiian/Pacific Islanders, and 

Alaskan Native/American Indians represented approximately 3% of the total 

ADAP population.  Multi-racial ADAP clients represented 1% of the total 

ADAP population.     

Å More than three-quarters (78%) of ADAP clients were men. 

Å Almost half of clients (43%) were between the ages of 25 and 44.  For the 

first time since the ADAP Monitoring Project began, those between the ages 

of 45 and 64 represented 50% of clients served by ADAP.   

Å Two-thirds (68%) of clients had income levels at or below 200% of the 

Federal Poverty Level (FPL).  In 2011, the FPL was $10,830 annually 

(slightly higher in Alaska and Hawaii) for a family of one.   

Å CD4 count information of clients was reported by 32 ADAPs and reflects 

clients enrolled in ADAPs over the last 12 months or the most recent 12 

months for which data are available.  Almost half of ADAP clients (43%) had 

CD4 counts of 350 or below (at time of enrollment or at recertification), one 

potential indication of more advanced HIV disease for ADAP clients.  
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