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Ryan White Program Appropriations: FY2011 Request

. , - 5 House Senate
CAFAR BiesIEEntS FY 2010 CAI?A_R ACHLEEEE Approp. Approp.
Coalition FY 2010 Coalition FY 2011
Program FY 2010 Bud Conference e Budget Subcom. Full Com.
Request udget Report L Re :’est FY 2011 FY 2011
q Request Request q Bill Mark-up
Part A $766.1m | $671.1m | $679.1m $905m $679.1m | $694.0m | $679.1m

(+$103m) (+$8m) (+$16m) [ (+225.9m) (+$0m) (+$15m) (+$0)

PartB $514.2m $418.8m $418.8m $474.7m $428.8m $428.8 $418.8m
Base | (+$105.4m) | (+$10m) (+$10m) Q (+55.9m) | (+$10m) (+$10m) (+$0)

PartB | $1,083.6m | $835.0m | $835.0m [ $1205.1m | $855.0m | $885.0m | $885.0m
ADAP | (+$268.6m) | (+$20m) | (+$20m) [(+370.1m) | (+$20m) | (+$50m) | (+$50m)

$268.3m $211.9m $206.8m $337.8m $211.9m $211.9m $206.4m

PartC | s66.am) | (+$10m) | (+$a.0m) | (+131m) | (+¢5.1m) | (+$5m) | (-$0.5m)*
S $134.6m +$76.8m $77.8m $84.8m $77.8m $77.8m $77.8m
(+$57.8m) (+0) (+$0.9m) (+7m) (+$0) ($+0) (+$0m)
Part F $50.0m $38.4m $34.8m S50m $37.4m $37.4m $34.7m
AETC (+$15.6m) (+$4m) (+$0.4m) [ (+15.2m) | (+$2.6m) (+$2.6) (+0)
;:,:tt; $19.0m $15.4m $13.6m $19m $15.4m $15.4m $13.6m
- (+$5.6M) (+$2m) (+0.2m) (+5.4m) (+1.8m) (+$1.8m) (+$0)

*Committee indicates that it has maintained funding at FY2010 levels. We are working to clarify the discrepancy.

As of August 2, 2010




[EXCERPT]

DEPARTMENTS OF LABOR, HEALTH AND HUMAN SERVICES, AND EDUCATION,
AND RELATED AGENCIES APPROPRIATION BILL, 2011

REPORT
of the
COMMITTEE ON APPROPRIATIONS
U.S. SENATE
on
S. 3686

HIV/AIDS BUREAU
ACQUIRED IMMUNE DEFICIENCY SYNDROME
RYAN WHITE AIDS PROGRAMS

“The Committee is aware that many of the benefits currently provided through Ryan White Care
Act programs will become available to people living with HIVV/AIDS over the next few years
through State high-risk pools, health exchanges and other newly authorized programs. The
Committee expects HRSA to offer a plan for how to transition Ryan White benefits into a larger
system of care so that Ryan White resources may be targeted to the areas of most need. The plan
should include a year-by-year list of actions needed by the administration, the Congress and the
States in order to ensure the smoothest possible transition for beneficiaries. The Committee
expects the plan no later than 8 months after enactment of this Act.”
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A United Voice for the Ryan White Program c A E A R

A Leader in Ryan White Reauthorization
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A United Voice for the Ryan White Program A
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CAEAR Caoalition is a national membership organization which advocates for federal appropria-
tions, legislation, policy and regulations to meet the care, treatment, support service and pre-
vention 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 legislation as a central

part of the nation's response to HIV/AIDS.

MEMBERS

California

Alameda County Office of AIDS

Black Coalition on AIDS, San Francisco
Desert AIDS Project, Palm Springs
HIV/AIDS Provider Network, San Francisco
Los Angeles Gay & Lesbian Center

San Francisco AIDS Foundation

San Francisco Department of Public Health
San Francisco Part A Planning Council

Connecticut
B Connecticut AIDS Resource Coalition, Hartford
B Family Centers Inc., Stamford CARES Program

Florida

B Care Resource, Miami
B Miami Beach Community Health Center

Georgia

B AID Gwinnett, Duluth

B Atlanta Part A Planning Council

B Grady Infectious Disease Program, Atlanta

lllinois

B Chicago Department of Public Health,
Division of STD/HIV/AIDS

B Chicago Part A Planning Council

B Heartland Health Outreach, Chicago

B The CORE Center, Chicago

Maryland
B Chase Brexton Health Services, Baltimore
B InterGroup Services, Inc., Baltimore

Massachusetts

B Boston Public Health Commission, HIV/AIDS
Services Division

B Fenway Community Health Center, Boston

Minnesota
B Hennepin County Human Services and Public
Health Department

New Jersey

B Bergen/Passaic Part A Planning Council

B Newark Department of Health and Human
Services

New York

H AIDS Service Center NYC, New York

B Brooklyn AIDS Task Force

B Harlem United Community AIDS Center

B NYC Department of Health & Mental Hygiene
B Village Care of New York

Pennsylvania

B Action AIDS, Philadelphia

B Mazzoni Center, Philadelphia

B Philadelphia Department of Public Health

National

B National Association of AETCs

B National Association of People with AIDS
B Ryan White Foundation

Affiliate

B Bristol-Myers Squibb

B OraSure Technologies, Inc.
B Tibotec Therapeutics

CAEAR Coalition | www.caear.org | 202-789-3565




Timeline for Health Reform Implementation: Overview
Reform will unfold incrementally. Although some major elements of reform begin in 2010, others will be

implemented over the course of several years.
In 2014, the most substantial changes—including shared responsibility for coverage, expansion of Medicaid,
insurance exchanges, and creation of an essential benefits package—will take effect.

Early retirees: A temporary reinsurance
program will help offset the costs of
expensive premiums for employers provid-
ing retiree health benefits.

Access to care: Funding will be increased by $11
billion over five years for community health centers
and the National Health Services Corps to serve
more low-income and uninsured people.

Small-business tax credits: Small businesses (25 or
fewer employees and average wages under $50,000)
that offer health care benefits will be eligible for tax
credits of up to 35 percent of their premium costs for
two years.

Coverage for young adults:
Parents will be able to keep their
children on their health policies
until they turn 26.

“Doughnut hole”
rebates: Medicare will
provide $250 rebates to
beneficiaries who hit the
Part D prescription drug
coverage gap known as
the “doughnut hole.”

Benefit disclosure: Employers will be required to disclose the value of
benefits provided for each employee’s health insurance coverage on the
employee’s W-2 forms.

New payment and delivery approaches: A new Center for Medicare and
Medicaid Innovation will test reforms that reward providers for quality of care

rather than volume of services. Medicare will increase payment for primary care

physicians by 10 percent for primary care services.

CLASS Act: A national, voluntary insurance program for purchasing community

living assistance services and support (CLASS) will be established. All working
adults will be automatically enrolled—unless they opt out—through payroll

deductions that, after five years, will qualify them for monthly payments toward

services to help them stay at home should they become disabled.

Medicare value-
based purchasing:
Medicare will reward
hospitals that provide
higher quality or better
patient outcomes.

Administrative
simplification: Health
insurers must follow
administrative simplifi-
cation standards for
electronic exchange of
health information to
reduce paperwork and
administrative costs.

B oo SR o S

High-risk pool: People with preexisting condi-
tions who have been uninsured for at least six
months will have access to affordable insurance
through a temporary, subsidized high-risk pool.
Premiums will be based on the average health
status of a standard population. Annual out-of-
pocket costs will be capped at $5,950 for
individuals and $11,900 for families.

Protection for children: Insurers can no longer
deny health coverage to children with preexist-
ing conditions or exclude their conditions from
coverage.

Preventive care: All new group and
individual health plans will be required to
provide free preventive care for proven
preventive services. In 2011, Medicare also
will provide free preventive care.

Annual review of
premium increases:
Health insurers will be
required to submit justifica-
tion for unreasonable
premium increases to the
federal and relevant state
governments before they
take effect, and to report
the share of premiums
spent on nonmedical costs.

New insurance rules:
Insurance companies will
be banned from rescind-
ing people’s coverage
when they get sick, and
from imposing lifetime
caps on coverage.
Restrictions will be placed
on annual limits.

Pharmaceutical manufacturer fee: An annual, nondeductible fee will be
imposed on pharmaceuticals and importers’ branded drugs, based on
market share.

OTC drug reimbursement restrictions: Over-the-counter
drugs not prescribed by a doctor will no longer be reimbursable
through flexible spending accounts or health reimbursement
arrangements, or on a tax-free basis in health savings accounts.

Physician quality reporting: Medicare will launch a Physician Compare
Web site where beneficiaries can compare measures of physician quality and
patient experience.

“Doughnut hole” discounts: Medicare beneficiaries in the Part
D prescription drug coverage “doughnut hole” will receive 50
percent discounts on all brand-name drugs. By 2020, the
“doughnut hole” coverage gap will be closed.

Premium share spending: Health plans in the large-group market that
spend less than 85 percent of their premiums on medical care, and plans in
the small-group and individual markets that spend less than 80 percent on
medical care, will be required to offer rebates to enrollees.

Flexible spending
limits: Contributions to
flexible spending accounts
(FSAs) will be limited to
$2,500 a year, indexed to
the Consumer Price Index
(CPI).

Shared responsibility for coverage: Individuals will be
required to carry health insurance, and employers with 50 or
more workers will be required to offer health benefits or be
subject to a fine of $2,000 per employee (not counting the
first 30 employees) if any worker receives governmental
assistance with premiums through the insurance exchanges.

New rules for insurers:
Insurers will be banned from
restricting coverage or basing
premiums on health status.
Annual, in addition to lifetime,
limits on benefits are banned.

Insurance industry
fee: Insurers will pay
an annual fee, based on
market share, to help
pay for reform.

Premium subsidies: Premium and cost-sharing
assistance on a sliding scale will make coverage afford-
able for families with annual incomes between $30,000
and $88,000 that buy plans through the exchanges.

Medicare managed care plans: Four- and five-star
Medicare private plans will receive 5 percent bonuses
as a reward for providing better clinical quality and
patient experiences.

2014

Insurance exchanges: New state-based marketplaces
will offer small businesses and people without
employer coverage a choice of affordable health plans
that meet new essential benefit standards.

Essential benefits package: The Department of
Health and Human Services will establish an essential
standard benefits package for policies sold in the
exchanges and individual and small-group markets
with a choice among tiers of plans (bronze, silver, gold,
and platinum) that have different levels of cost-sharing.

Independent payment advisory board. A new
independent payment advisory board within the execu-
tive branch will work to identify areas of waste and
federal budget savings in Medicare. The board's recom-
mendations must not ration care, raise taxes, or change
Medicare benefits, eligibility, or cost-sharing.

Medicaid expansion: Medicaid eligibility will be
expanded to all legal residents with incomes up to
133 percent of the federal poverty level. Currently,
states have different—and in many cases very
low—eligibility thresholds, and most states do not
cover adults without children.

High-cost insurance
plans: Insurers will
face a 40 percent
excise tax on policies
with premiums over
$10,200 for individu-
als or $27,500 for
family coverage.
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