ADAP ADVISORY COMMITTEE MEETING
HENRICO DOCTORSHOSPITAL
MAY 20, 2008

Members Present: Bob Higginson PA-C, Nancy Wade RPh, CraighiP&Ph, Donald
Walker, Linda Eastham NP, Robert Brennan MD, Margaret Tipple K&den Council
OSS, Daniel Nixon DO, and David Wheeler MD.

VDH STAFF: Diana Jordan RN MS; Steve Bailey LCSW, FaygeB RN, Stephanie
Lewis, HIV Specialist and Rosalyn Campbell, Administrative Support

Guests: Mike Herbert and Ella Perkins
Other: Anne Rhodes

Diana Jordan, Director of Health Care Services called thegimgeto order at 10:15 a.m.
Welcome and introductions were made. Minutes from December 17, 2GR gneere
reviewed by members and approved.

Diana provided an update on VDH activities. The total Ryan Whitecavezeived for
this grant year was $28.8. The ADAP earmark was level funded andDié
supplemental received was $4.1 million. The total ADAP awarduated to $20.8
million. Diana also stated that VDH is working with the HRSA Projectd®@ffon budget
strategies using some ADAP funds for care services. There isfumaliag in the ADAP
stream and the services funding side has not kept pace with AD#ihdu ADAP
money will be used for additional services allowable under ADAPpe®alty situation
may occur if the money is not spent down to 2% by the end of the yrant Every
region who is operating consortia-based services will receivecacase, which will help
with services.

Diana informed the committee of the appointment of the new Vaddepartment of

Health State Commissioner, Dr. Karen Remley. An updategivas on the outcome of
General Assembly. The legislation on the simplification of H#&gting consent and
testing was passed. The process will be simplified andalliv health care providers to
test in compliance with CDC guidelines. The law will go inffet July 1, 2008. VDH

will be disseminating information in the future.

As mentioned at a previous ADAP Advisory Committee meeting, VDB started

testing under the CDC HIV testing grant. HIV testing ismgesonducted at community
health centers on the Eastern Shore as part of routine medreal Whitman Walker
Clinic in Northern Virginia is implementing a social networkingpdel as part of that
initiative.  Testing through the emergency rooms and correctionsnaireat the

implementation stage at this time.



Steve Bailey provided an update on the State PharmaceuticaibAssi®rogram (SPAP)
and other programmatic updates. Patient Services Incorporat@ds(B® contractor for
the SPAP. They recently completed a consumer satisfactioreysuhat will be
distributed to providers and consumers along with a written statusewvdhteveryone
involved in SPAP in the community. The responses ranged in the 808taction
ranges, and PSI will be looking at program issues that could pewed. PSI has
showed more cost savings than initially anticipated. They haveJsg responsive to
the client population and the agency. PSI has been able to enaoldgional 50 clients
in cost-sharing and possibly enrolling more. In addition to ADARIioations, clients
are able to access all of their medications under MedicateDPalVDH has been in
communication with HRSA in hopes of using some of the state funds to sppgmium
assistance and the administrative cost of ADAP outside tA® @Rocation of $285,000.
The full $285,000 will be used for cost sharing assistance. Tithiszduce the wait list
for cost sharing assistance. Over 100 people are enrolled in 8kAdhtly and new
applications are being received.

Steve attended a congressional briefing on May 16, 2008 in WashindgfonyVidginia
was invited to discuss the role of ADAP in health care natipnaleducate members of
congress and the members of the health committee about the rdBASf @nd the need
for increased funds to ensure that we are meeting the growtlstbaturring in the
ADAP programs. Another issue presented was that federarsictnnot be used toward
true-out-of-pocket (TrOOP) costs under Medicare Part D, whadlses the client to stay
stagnant in Medicare D and never progress to lower costs. akdtehind the initiation
of the SPAP. Congress asked about Virginia’'s experiences witly beie of the first
states to have a SPAP. If federal dollars could be used tow@@F, that would solve
problems in many states. There were 15 Congressmen represevgeadf the national
AIDS Advocacy Groups, AIDS Action, NAPWA, AIDS Institute, and NASET were in
attendance. A physician from Philadelphia attended, Dr. KwakWa, practices out of
the Philadelphia Department of Health and talked about the role ofvpasittcomes of
providing medications to people with HIV.

Several questions were raised about the demographics of the @B#B. Since there
are over 100 people enrolled, PSI will do a demographic breakdown ofscliélhe
results will be forwarded to committee members when availaldl question was asked
how are clients are identified. Clients are identified throughllbealth department
ADAP Coordinators who have clients with Medicare Part D on tiés. These clients
are to be referred to PSI. Case managers also make Ieefesravell. A new SPAP
brochure will be distributed soon.

Steve gave an update on the status of the ADAP Centralizadiligligand Enrollment
Program. As ADAP eligibility has become more complex, it bsome a burden for
local health departments. Funds have been set aside to pay for a centralized ploeess
Request for Proposals (RFP) was released on May 7, 2008 and theed&adbroposal
submission is June 30, 2008. It is a very specific RFP, espearalind data security
issues. HRSA requires that ADAP eligibility be done every 6 h®ontThe RFP is
posted on the VDH website and on the eVA site. Input on centraligghliley was



sought from consumers, ADAP Coordinators and providers. The focus gesips
will be posted on the Division’s website simultaneously at the tfnie pre-proposal
meeting. The pre-proposal conference is scheduled on May 21, 2008 a&.10:@dd is
open to the public.

With the additional funding, VDH was able to carve out funds to iserealherence
support at the local level. The VCU HIV/AIDS Center willopide assistance in
developing and implementing adherence programming that can beateglibroughout
the state to help local health departments assist consumers te adthetheir treatment
regimen.

Diana gave a programmatic update on projects that are lickérgs to ADAP and other
services. There are currently three Minority AIDS Initiatifunding projects in high
prevalence areas in the state that use intensive outreatdyms and strength-based case
management to ensure clients are linked into ADAP and followdifwavith eligibility.
VDH is looking to expand this initiative so that every region in the stdtéavie linkage
activities.

On April 4, 2008, the first annual Virginia Ryan White All Grantéé=eting was held in
Richmond. This event was held in collaboration with the Virginis/MIDS Resource
and Consultation Center and the local performance site for AIDSakdncTraining
Center. There were about 130 participants who gave positive tdedd&DH looks
forward to seeing a large annual Grantee event in the future.

The Leadership in Advocacy and Planning (LEAP) Training Progréinbe held on
June 4 through June 6, 2008. This is a free training and an opportursgnBumers to
become involved in Ryan White planning processes. All granteeséguieements for
consumer involvement. This is a great opportunity to have targetath¢raind giving
the skills necessary to enhance the ability to advocate. Wiehke L.E.A.P. training in
Norfolk late June 2008.

Diana informed the committee of the unit name change. HE€ath Services is now
HIV Care Services.

HRSA is sponsoring a new quality improvement initiative calledRagent Safety and
Clinical Pharmacy Collaborative. If a network or system @& davolves any HRSA
funded entity that system of care would qualify to participatééncollaborative. The
main focus is improving the effective use and safety of pharmaceuticals.

Faye Bates and Linda Eastham lead a discussion on the netaiement and goals of
the ADAP Advisory Committee. This was a continuation of the dismudghat was
initiated at the December 17, 2008 meeting. There was a reviefoohation obtained
from the previous meeting. The questions posed were “What is tha wisihe Virginia
ADAP Advisory Committee? What are the priorities of the ADA¥ogram in
Virginia?” The question for the present meeting for discussion V&hould the
committee focus on HIV-specific treatment?” However, LindatBam had a question



now that the HIV testing law has changed is it anticipatednioa¢ people will be found
who are HIV infected? There will be more people who will be iednef services, is
there any idea on how ADAP funding can be used for other resourced?av¥hisne
resources that ADAP money could be used?

Diana responded if ADAP money is limited just for the use of phegntacals, it would
be a struggle to spend it effectively. If there is a sudddinxi of clients needing
services, ADAP could handle the increase. One of the challengew to better use the
money now and to plan for the future. Based upon the present testiaive right
now, rates are slow, and it is difficult to gauge the impact of the testirajiua.

A question was asked about allowable services under ADAP. Deapanded that the
allowable services under ADAP included certain HIV specific,lalbgreach and linkage
into care, adherence support, health insurance continuation, premiums and copays.

There was a discussion about HRSA requirements for ADAP, shallawable, the
addition of medications to the formulary, and the requirement of addinglasses of
medication.  Nutritional supplements purchases are not covered und&P,ARut
allowable under Ryan White Part B funds. Other requirementsD@PA that a client is
HIV infected, ADAP is the payer of last resort, and medicatibias are HIV related.
Only approved FDA medications and cover every class of antiredteviiThere was a
lengthy discussion on HIV-relatedness. The top priority imgbadirectly related to HIV
treatment in antiretroviral therapy and opportunistic infectionssuggestion was made
to establish “tiers” of covered treatments and a pathwalldw the committee to follow
the funding in case of a funding shortfall.

Draft vision statement as per Advisory Committee discussion “ilBo oversee the
responsible provision and distribution of medications needed for people \Wtimdi1V
(PLWHASs) to maintain a good quality of life while living with an often longrtehronic
illness. Optimize adherence and monitor outcomes, evaluation and quality
improvement.” Diana suggested that further dialog can be domerigrence call or
email. Proposed goals are that no HIV positive Virginian \wi# Without medications

and no waiting list for ADAP. Mission statement and goald Wwd a continued
discussion at future advisory committee meetings.

Stephanie Lewis, HIV Specialist gave an update on the Virginia Medical Miogitor
Project. The project consists of matched interviews and medical rectractbs.
Information is collected on behaviors, clinical outcomes, type, and quality of care
received and identify met and unmet needs for HIV care and prevention services. The
were 24 facilities sampled in 2007. Of those, 22 facilities agreed to pasicip@

provider sites were contacted to participate. Presently, data collectichearid

interviews are being conducted. Interviews are to be completed by May 31, 2008 and
medical record abstractions are to be completed by July 31, 2008. It is aedidhmrtt

data will be available by the end of the year or early 2009.



Faye Bates presented some formulary issues before the committelngetfee double

dosing of Hepatitis B vaccines. The information submitted were footnotes from the
Recommended Adult Immunizations Schedule October 2007 through September 2008,
which addressed the medical indications for Hepatitis B vaccine for sfmonllation

for hemodialysis and immunocompromised clients. The question to the commistee wa
“Should Hepatitis B double dosing be a standard or clinician choice?” After a brief
discussion, it was decided that Hepatitis B double dosing is an option and not a standard.
Correspondence will be sent to inform the local health departments that double dosing of
Hepatitis B is acceptable if they receive a request, and that imbussable under

ADAP.

There was a medication addition to the formulary for discussion. The guestrspteake
the December 17, 2008 meeting, Dr. Klinger, had made some recommendations on an
addition of valproic acid (Depakote) to the formulary. She recommended adding
Depakote to the formulary as an alternative treatment for bipolar disdrdleium is
presently on the formulary. The other issue for discussion was the recommedati
removing chlorpromazine (Thorazine) from the formulary.

After much discussion, it was decided to add valproic acid to the formulary. Dueing th
course of the discussion, a request was made for Seroquel to be consideredutaryorm
addition. Information on Seroquel will be researched on the potential for abuse and cost.
The issue of removing chlorpromazine from the formulary was discussed. Hisaneth
been any request for this medication since it was added to the formulary. It was
suggested by Diana that the Richmond Behavioral Health Authority and otlwer maj
mental health facilities will need to be contacted to access utilizatiorsah#dication

and recommendations. Craig Parrish also mentioned that there are a coupdss @indr
the formulary that have not been used for 4 years. A review of medicatlofowibr

zero utilization will be an agenda item at the next ADAP Advisory Commmtissting.

No medications will be removed from the formulary at this time.

Anne Rhodes, Survey and Evaluation Research Laboratory, Virginia Commonwealth
University, presented the ADAP data report. She will e-mail the préisenta

committee members. Newly enrolled ADAP clients appear to be youngetheit

average age of clients new to ADAP in the last 3 years being 40.6 years abiopésel

for those on ADAP longer than 3 years. The largest increase in enrollment is th@413 t
age group with 28% of new clients in this category, compared with 10.8% of continuing
clients. The average length of time clients are on ADAP has increased tménths in
2007-2008.

There was a question about CD4 and viral load collection. Anne Rhodes stated that CD4
and viral loads available are primarily from time of intake, but updateddtdygnesults

are not consistently provided. The centralized eligibility system will Heatwlg that
information at 6-month intervals, making trend analysis possible. The SPABewill
collecting CD4 and viral loads at 6-month intervals as well. Diana mentiorteslltha

viral loads and CD4s are now reportable. The surveillance unit is receiving réports

do not have the electronic interface ready to make use of the data at this taige. Cr



Parrish mentioned that there is a new pharmacy computer system, with hearesofAt
present, CD4 viral and viral loads are being entered into the pharmacy compuater. syst
He will try to run a report with the information that is being collected.

Faye Bates gave a follow-up on the Seamless Transition Program. Wheg laokin
clients that are linked to ADAP at some point after referral, the revégeatrshowed a
success rate of 64% in 2006. Of the inmates not linked to ADAP, 10% were female. It
was suggested that a card or other materials be given to inmatease te help with
linking to services. The toll-free VDH HIV/STD/Viral Hepatitis Ho# number will be
included in the materials.

The meeting was adjourned at 2:00 p.m.



