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Introduction Background Preliminary Results
= Prior to 2003, many studies identified public insurance and lack of insurance as Figure 3. HIV/AIDS population in Figure 4. Insurance Status of ADAP Figure 7. Ol Diagnosis by Figure 8. No OlI Prophylaxis
major barriers to optimal care for individuals infected with HIV. However, : . . . -
enlfhene wiltmiton e and cutnes kil fo BTV Sy e the Un{ted States and. New ]ersgz patients in the United States, June 2011 Insurance Type
improved markedly over the past decade. vs. patients enrolled in ADAPs® 10
= Studies published between 1999 and 2003 identified uninsured and Medicaid-
insured respondents as less likely to use highly active antiretroviral therapy 100% - 26.0%

(HAART) and prophylaxis against Pneumocystis jirovecii pneumonia (PCP) vs.

privately insured respondents (Figures 1 and 2).!° Lower mortality rates for

privately-insured respondents were also reported.* 50% 100
= Keruly et al. found that uninsured or Medicaid-insured HIV patients were less '

likely than privately insured persons to receive HAART prior to December

1997.> In 2005, Goldstein et al. found that publicly and privately insured survey 0%

p.ar’Ficip.ants in .Los Angeles, Milwaukee, New Yorl.< City, ancf! San Francis.cq were United States New Jersey
similar in receipt of HAART and PCP prophylaxis, but uninsured participants . o . . ’
were less likely to receive antiretrovirals.® Bhattacharya et al. showed that HIV- B Patients living with HIV/AIDS not in ADAP 0
related admissions were lowest for privately insured, higher for Medicaid Patients enrolled in ADAP Medicaid M Medicare M Private M Self-Pay PCP P/D MB TOXOplasmOSIS -
5
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Figure 9. HAART by Insurance Status

recipients, and highest for Medicare recipients.” o
= AIDS Drug Assistance Programs (ADAPs) provide HIV-related prescription Figure 5. ADAP Drug Figure 6. ADAP Drug Medicaid M Medicare M Self-Pay
drugs to low-income patients with HIV/AIDS who have limited or no

prescription drug coverage. Expenditures by Drug Class in the Expenditures by Drug Class in
»New Jersey 2010: 8,259 out of 34,131 patients living with HIV/AIDS enrolled United States, June 2011° New Jersey, June 2011° 0
(5t largest enrollment in the country) 7.0% HAART No HAART

= As resources such as ADAPs become increasingly more available to many HIV 1.6%__——= ; ;

patients, the disparities between patients with different types of insurance are Discussion

expected to decrease. o ) )

= After an initial evaluation of patients from January 1, 2011 through September
Figure 1. HIV/AIDS patient Figure 2. HIV/AIDS patient 0.9 30, 2012, 18 patients have been identified.
hospital admissions in 2000 admission rates from 1996-2000 0 = Of the 18 patients, the insurance coverage is: 7 Medicaid, 3 Medicare, and 8 Self-
pay.
- 0.0% = All 8 (100%) self-pay patients did not receive OI prophylaxis, while 4 of 7 (57%)
P HAART Expenditures HAART Expenditures Medicaid and 1 of 3 (33%) Medicare patients did not receive Ol prophylaxis.

= HAART was received by: 5/7 (71%) of Medicaid patients, 2/3 (67%) of Medicare
patients, but only 1/8 (12.5%) of Self-pay patients.
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