
 

 

  
 

 
 

 
 

 
 
 
 

 
 

 
 
 

 
 
 
 
 

 
 

 
 

 
 

 

 

 

 

 

 

 

 

JULY 2024 BIG IDEAS 

Medicaid Leadership Must Ensure 
Access to Longer-Acting HIV Products 

Greater Federal and State Medicaid Leadership is 
Required to Embrace the Potential of Innovative Longer-
Acting Products for HIV Treatment and Prevention 

MEDICAID NEEDS TO 
STAY CURRENT ON HIV 
DEVELOPMENTS 

Longer-acting (LA) products 
hold the potential to dramatically 
improve HIV prevention and care. 
Critical policy actions include: 

Federal Leadership Should 
Articulate a Roadmap for LA 
Integration 

• CMS and HHS partners should 
develop a comprehensive 
update to their 2016 
Informational Bulletin on HIV 
prevention and care delivery 

• CMS should issue policy 
guidance on Medicaid’s role 
in supporting uptake and 
persistence of PrEP use 

• CMS should designate an ofcial 
in the Administrator’s ofce 
to coordinate HIV policy and 
increase collaboration with 
other parts of HHS 

States Should Create a Level 
Playing Field for Plans and 
Support Delivery System 
Transformation 

• State Medicaid programs should 
revisit managed care contract 
standards to support LA 
implementation 

• State Medicaid programs should 
ensure access to all covered 
ART medications across all 
health plans 

Medicaid always has been the largest source of fnancing for HIV care 
in the United States, covering an estimated 40% of non-elderly adults 
with HIV.1 People with HIV, however, account for fewer than 1% of 
Medicaid benefciaries and less than 2% of federal Medicaid spending.2 

While Medicaid covers a signifcant share of people with HIV, federal 
Medicaid policymakers and many state Medicaid ofcials may not be 
sufciently focused on the unique needs of people with and vulnerable 
to HIV, may not stay abreast of changing HIV clinical practices, and may 
not understand the importance of focusing attention on HIV services 
and issues in the face of other, larger Medicaid constituencies. Further, 
progress toward improving population-level HIV viral suppression also 
may lead to an impression that HIV prevention and care is not in need 
of greater policy attention. HIV prevention and care outcomes, however, 
frequently have been found to be worse in Medicaid than for persons with 
private insurance.3 There is also a broad array of factors such as poverty, 
lack of transportation, limited English profciency, and experiences of 
discrimination and marginalization that are common among Medicaid 
benefciary populations that undermine engagement in care, adherence to 
prevention and treatment, and good health outcomes. States have varied 
in their commitment to addressing and reducing barriers to adherence to 
care and good health outcomes. Advances in HIV clinical practices with 
the development of longer-acting (LA) products for HIV treatment and 
prevention could be transformative and could lead to more durable viral 
suppression, improved health outcomes, and fewer HIV cases. Unless 
Medicaid programs adapt and respond to these developments, however, 
the opportunity they provide will be missed. 

People with HIV as a share of 
Medicaid benefciaries 

People with HIV as a share of 
Medicaid spending 

Share of non-elderly adults with HIV 
covered by Medicaid 



 

 
 

 

 
 

 

2 For more than a decade, highly efective forms of HIV 
pre-exposure prophylaxis (PrEP) have been available,4 

yet uptake and use has been poor and uneven and 
PrEP uptake among Medicaid populations is lower 
than those who are privately insured.5 This has led 
to a widening of disparities in access and a further 
concentration of new HIV transmissions among Black, 
Latino, and transgender communities, and other 
populations disproportionately likely to be eligible 
for Medicaid.6 LA HIV PrEP and antiretroviral therapy 
(ART) treatment regimens are now available that are 
administered via intramuscular injection every two 
months and many more products and modalities of 
administration are on the horizon (such as LA oral 
medications7 and implants under the skin,8 etc.). 
Many communities and individuals express interest 
in accessing these products,9 yet uptake has been 
quite poor. These products also often require a shift 
from products accessed at a pharmacy to provider-
administered products in a clinic that brings changes 
and sometimes challenges in stafng, inventory control, 
and billing and purchasing practices. This moment 
calls for a greater understanding of Medicaid coverage 
requirements and benefciary protections, as well as 
Medicaid options and fexibilities for adopting new 
coverage and utilization management frameworks. 
Renewed commitment among federal and state 
Medicaid leaders is needed at this critical juncture: 

Balancing the sometimes-competing policy goals of access and good 
fnancial stewardship of the program demands that federal policy leaders 
provide a vision for how to adapt Medicaid programs (as well as Medicare 
and marketplace health plans). 

1. FEDERAL LEADERSHIP SHOULD 
ARTICULATE A ROADMAP FOR LA 
INTEGRATION 

The Centers for Medicare & Medicaid Services (CMS) 
administers the Medicaid program in conjunction with 
states. As such, it has a responsibility to ensure that 
states comply with Medicaid requirements and monitor 
or approve waivers. While outpatient prescription 
drug coverage is an optional beneft, all state Medicaid 
programs agreed to provide clinically-appropriate 
access to all FDA-approved prescription medications 
and must comply with federal requirements. States 
must conduct utilization review to promote safety 
and may manage spending through a variety of tools. 
For example, a state may require prior authorization 
for any covered outpatient drug. Balancing the 
sometimes-competing policy goals of access and 
good fnancial stewardship of the program demands 
that federal policy leaders provide a vision for how to 
adapt Medicaid programs (as well as Medicare and 
marketplace health plans). This must consider access to 
LA products that may improve adherence, which raises 

new challenges such as diferent stafng requirements 
for providers, diferent drug purchasing and 
administration practices. This may call for re-evaluating 
current standards of utilization review that may not 
give sufcient credence to the clinical necessity of 
products that can improve persistence and adherence 
to prevention and treatment regimens. There are 
several priority actions that CMS should consider: 

POLICY ACTION: 

CMS and HHS partners should develop 
a comprehensive update to their 2016 
Informational Bulletin on HIV prevention and 
care delivery 

In 2016, CMS published an informational bulletin 
along with the Department of Health and Human 
Services (DHHS), the Health Resources and Services 
Administration (HRSA), and the Centers for Disease 
Control and Prevention (CDC) on Opportunities to 
Improve HIV Prevention and Care Delivery to Medicaid 
and CHIP Benefciaries.10 The bulletin states that the 
purpose was to inform Medicaid agencies of important 
advances that occurred since the 2011 CMS State 
Medicaid Director letter (SMD) on HIV Coverage and 
Service Opportunities in Medicaid.11 In the nearly eight 
years since this bulletin was published, signifcant 
changes in HIV care have occurred that merit an 
updated bulletin. 

The 2016 bulletin addressed HIV surveillance, testing 
and diagnosis, PrEP, linkage to and retention in 
care, state innovation to support engagement in 
care, efective treatment with ART, monitoring and 
improving viral load suppression, a spotlight on state 
quality improvement activities, and substance use 
among people with HIV. All of these areas remain 
relevant, but critical policy developments have taken 
place since this bulletin. In December 2021, President 
Biden released the latest update to the National HIV/ 
AIDS Strategy for the United States and a new bulletin 
should reinforce this national policy direction and 
refect the Strategy’s key priority actions.12 Further, on 
assuming ofce, President Biden issued an Executive 
Order in January 2021 on advancing racial equity 
and support for underserved communities through 
the Federal government.13 Racial inequities in HIV 
acquisition rates and outcomes are often quite large, 
and Medicaid programs are critical contributors to 
reducing these inequities. Initiated by the Trump 
Administration in 2019, Congress also has provided new 



 
 

 

  

 

  

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 

 

 
 

 

3 discretionary resources to support the Ending the HIV Epidemic (EHE) 
Initiative that set a goal of reducing the number of new HIV infections 
by at least 90% by 2030, for an estimated 250,000 total HIV infections 
averted.14 The initiative has focused on areas where HIV transmission 
occurs most frequently, providing 57 geographic focus areas with an 
infusion of additional resources, expertise, and technology to develop 
and implement locally tailored EHE plans. In Medicaid expansion states, 
Medicaid is contributing to EHE goals, paying for labs, visits and meds. In 
non-expansion states, EHE funding is often used to fll in these gaps. 

A notable feature of the 2016 bulletin was its discussion of the importance 
of making available single-tablet regimens (STRs) as one strategy to 
increase adherence to treatment. It provided important guidance for 
Medicaid programs to consider in developing their formularies to “minimize 
potential barriers presented by utilization management techniques so 
that Medicaid and CHIP benefciaries living with HIV can readily access 
all regimens described for potential use in the DHHS guidelines.”15 LA 
products for HIV treatment and prevention raise similar issues for Medicaid 
access and utilization management policies, but also bring additional 
complexities. These products have diferent modes of administration, may 
not always meet the statutory defnition of a “covered outpatient drug” 
and new thinking will be needed around supporting adherence when the 
desired behavior is not to take a medication daily, but to dose it over many 
weeks or months. An updated bulletin should refect the current state of 
HIV care and services and help states to anticipate the availability of and 
demand for a greater range of LA products. 

THERE IS A ROBUST 
PIPELINE FOR HIV 
LONGER-ACTING 
PRODUCTS 

So far, one longer-acting (LA) 
injection is approved for HIV 
treatment and a second is 
available for PrEP—both require 
provider administration once 
every two months. 

There are, however, many 
more LA products currently 
in development, including oral 
formulations, vaginal rings, and 
injections, some of which would 
only need to be administered 
once every six months. Also in 
development are implants (which 
are small devices inserted under 
the skin) and microarray patches 
(also known as microneedle 
patches) that are applied like a 
small bandage. 

TECHNOLOGIES FOR 
DRUG DELIVERY 

Microarray Patch 

Longer-Acting 
Injection 

Implant 

Longer-Acting 
Oral Pill 

In this pipeline are an array 
of products that could be 
administered by a healthcare 
provider as well as some that 
could be self-administered, 
including injections. The varied 
array of LA products must be 
met with policies that reduce 
or remove barriers to accessing 
the treatment and prevention 
services needed to administer or 
delivery these medications. 

POLICY ACTION: 

CMS should issue policy guidance on Medicaid’s role in 
supporting uptake and persistence of PrEP use  

HIV PrEP was approved by the Food and Drug Administration (FDA) in 
2012. CDC recently published estimates of PrEP use in 2022 that show that 
while a large majority of white people with an indication for PrEP were 
using it, only about one in four Latinos and fewer than one in fve Black 
people with an indication for PrEP were using it.16 AIDSVu analyzed these 
data and found that as PrEP use has increased, equity has decreased. 
Regionally, Black people made up 52% of new HIV diagnoses in the South, 
but only 21% of PrEP users; in the Midwest, Black people made up 48% of 
new HIV diagnoses, but only 12% of PrEP users. Additionally, they found that 
in 2022, there were only fve Black PrEP users for every Black HIV diagnosis 
and only nine Latino PrEP users for every Latino HIV diagnosis, compared 
to 36 white PrEP users for every white HIV diagnosis.17 Cisgender women 
represented about one ffth of new HIV infections in 2021 and over half of 
those were among Black women, yet only 15% of women who could beneft 
from PrEP were using it.18 While transgender women comprise a small 
share of HIV cases they are disproportionately impacted. In 2019-2020, one 
study in seven major cities found that 42% of transgender women had HIV, 
with 62% of Black transgender women living with HIV.19 There is a need for 
Medicaid programs to implement strategies for ensuring access to PrEP 
for all disproportionately impacted populations. Moreover, while limited 
Medicaid data are available, a recent study found that states that expanded 
their Medicaid programs had PrEP use rates 1.4 times higher (as a share of 
the general population) compared to states that did not expand Medicaid.20 

Medicaid programs cannot be merely observers to the low and highly 
disparate uptake of PrEP. CMS should provide tailored guidance to states on 
the importance of PrEP and the extremely high efectiveness of PrEP when 



 
 
 

 
 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 
 
 

 
 
 

 
 

 
 

 
 
 

 
 
 

 
 

 

 

 
  

  
 

4 adequate adherence is supported. CMS should also 
work collaboratively with states to identify models and 
best practices to scale up access to PrEP for those with 
a clinical indication for it, and to monitor and improve 
PrEP adherence and persistence. With an eye toward 
the aforementioned Executive Order on racial equity, 
CMS should ofer suggested actions to increase equity. 
As part of this guidance, CMS should articulate how LA 
products can assist states in achieving these goals. 

We cannot end HIV without CMS 
playing a leading role, but too 
frequently, their engagement in 
HIV policy is ad hoc and reactive 
instead of utilizing deep knowledge 
of their programs to provide a 
forward-thinking vision. 

A natural starting point for new CMS Medicaid 
PrEP guidance should begin with the guidance 
issued in 2021,21 for DHHS by the CMS Center for 
Consumer Information and Insurance Oversight 
(CCIIO), along with the Departments of Labor and 
Treasury that provided expanded implementation 
guidance for the US Preventive Services Task Force 
(USPSTF) PrEP recommendation.22 This guidance 
describes components of the PrEP regimen beyond 
the medication and required PrEP services and 
discusses coverage obligations for Medicaid expansion 
populations and optional coverage for non-expansion 
populations. Issuing specifc PrEP guidance for 
Medicaid would be consistent with a whole-agency 

approach to advancing PrEP use and PrEP equity. In 
addition to the CMS CCIIO guidance issued by CMS, 
the agency also has proposed a National Coverage 
Determination (NCD) to facilitate more uniform 
access to PrEP services for Medicare benefciaries 
by establishing coverage of all FDA-approved PrEP 
products under Medicare Part B.23 

POLICY ACTION: 

CMS should designate an ofcial in the 
Administrator’s ofce to coordinate HIV 
policy and increase collaboration with other 
parts of HHS 

A KFF analysis of FY 2022 federal spending found 
that CMS programs make up almost 91% of the 
federal investment in HIV care (based on estimated 
HIV spending in Medicaid, Medicare, and the Ryan 
White HIV/AIDS Program).24 Despite this, there is 
no senior ofcial at CMS with HIV expertise who is 
dedicated to considering how Medicaid, Medicare, and 
marketplace policies can advance our collective eforts 

to implement the National HIV/AIDS Strategy and work 
toward ending the HIV epidemic. We cannot end HIV 
without CMS playing a leading role, but too frequently, 
their engagement in HIV policy is ad hoc and reactive 
instead of utilizing deep knowledge of their programs 
to provide a forward-thinking vision. 

CMS should consider appointing a senior-level executive 
in the ofce of the CMS Administrator to advise on and 
coordinate HIV policy. This individual need not dedicate 
their full-time to HIV policy, but should have access to 
the administrator, should be able to work across all CMS 
programs, including Medicare and the marketplaces, and 
also have sufcient knowledge of the Medicaid program 
to be able to efectively work with states to use the range 
of Medicaid policy levers to support ongoing updates 
to state programs to incorporate clinical and other 
advances to improve HIV prevention and care outcomes. 
While working with external stakeholders should be 
a part of this individual’s responsibility, the position 
should not be primarily focused on public engagement. 
Rather, there is a need for an expert that understands 
the health care fnancing and services delivery landscape 
and how quality incentives could be deployed to 
improve uniformity of HIV outcomes. Additionally, this 
individual should consider how changes in HIV clinical 
care are evolving, including anticipating a growing array 
of LA products and assessing the opportunities and 
barriers to their use, and to help states to plan for and 
incorporate them into use to minimize access barriers 
and population-level inequities in access by benefciaries. 

Additionally, CMS either through the Center for Medicaid 
and CHIP Services or elsewhere, should establish 
mechanisms for ongoing consultation with other health 
care programs within HHS, including the HRSA HIV/AIDS 
Bureau (HAB), the CDC Division of HIV Prevention, the 
Bureau of Primary Health Care, as well as the Substance 
Abuse and Mental Health Services Administration 
(SAMHSA), and the Indian Health Service (IHS). 
Whereas CDC and HRSA already operate the CDC/ 
HRSA Advisory Committee on HIV, Viral Hepatitis and 
STD Prevention and Treatment (CHAC), we recommend 
ongoing consultation with these other agencies with a 
specifc focus on advancing HIV policies within Medicaid 
and other insurance programs. Moreover, these agencies 
have signifcant resources that can strengthen CMS’s 
understanding of HIV outcomes and expand knowledge 
across their provider networks. For example, the CDC 
operates the Medical Monitoring Project (MMP), which 
is a surveillance system designed to produce nationally 
representative data on clinical and behavioral outcomes 
among adults receiving medical care for HIV infection 
in the U.S. This is a rich data source that can be used to 
guide Medicaid policy by illuminating gaps, barriers, and 
opportunities . Additionally, HRSA has extensive clinical 
expertise and its network of funded providers and AIDS 
Education and Training Centers (AETCs) can provide 
essential support to Medicaid programs. 



 
 
 

 

 

 

 

 

 

 

  
      

 

 
 

 
 

 
 
 

 
 

 
 

 

 

 

5 STATES ARE TAKING 
ACTION TO PROTECT & 
ENHANCE HIV CARE IN 
MEDICAID 

Across the country, some states 
have taken steps to ensure 
access to medications, promote 
better outcomes such as viral 
suppression, and address barriers 
to access and adherence through 
policy. 

Ensuring Access to HIV 
Treatment and PrEP: 

• California, Nevada, and Texas 
prohibit Medicaid drug vendor 
programs and drug formularies 
from restricting access to 
medically necessary single-
tablet regimens (STRs) and anti-
retroviral therapy. 

• Currently, 46 state Medicaid 
programs, including Washington 
D.C., do not require prior 
authorization for PrEP. 

Implementing Quality Measures: 

• Six states have incorporated 
diferent HIV quality and 
performance measures in 
their Medicaid Managed 
Care Organization (MCO) 
procurements and contracts. 

• Eight Medicaid programs 
reported on HIV viral load 
suppression through the 
Medicaid Adult Core Measure 
Set in 2019. 

Addressing Structural 
Determinants of Health: 

• The California Advancing and 
Innovating Medi-Cal (CalAIM) 
framework reforms Medicaid 
to promote whole person care 
integrating physical health, 
behavioral health and local 
service providers to address the 
social drivers of health at the 
state-level. 

• The Oregon Health Authority 
provides housing supports 
and services to address 
homelessness and housing 
insecurity among Medicaid 
enrollees 

Adapted from: SELLARS DORSEY, STATE 

STRATEGIES TO END THE HUMAN IMMUNODEFICIENCY 

VIRUS (HIV) EPIDEMIC (September 2021), 
https://viivhealthcare.com/content/dam/ 
cf-viiv/viivhealthcare/en_US/pdf/state-
strategies-to-end-the-hiv-epidemic.pdf 

2. INDIVIDUAL STATES SHOULD CREATE A LEVEL 
PLAYING FIELD FOR PLANS AND SUPPORT DELIVERY 
SYSTEM TRANSFORMATION 

Each state operates its own Medicaid program within broad federal 
parameters. States determine the method and level of payments to 
providers and determine delivery system options, including how to utilize 
and contract with for-proft health plans to deliver Medicaid services. 
Thus, states individually craft policies and approaches to services 
delivery to address unique features of their states and their benefciary 
populations. States have largely moved to capitated models of care 
that seek to shift risk for some health costs to health plans, in place of 
exclusively reimbursing providers on a fee-for-service basis.25 While the 
theory is that health plans are free to compete on the basis of cost and 
quality, it has been challenging for states (or any payors) to create the 
right balance of fexibility and requirements to prevent adverse selection 
and arbitrary coverage denials or overuse of utilization management 
including prior authorization, where health plans seek to maximize their 
profts not by providing good care and producing good outcomes, but 
by actively seeking to exclude complex or high-cost patient populations. 
This is particularly challenging when clinical practices change frequently 
or when signifcant innovations are introduced where plans have limited 
cost experience to utilize in setting rates. These challenges are heightened 
for preventing and treating HIV, especially in the face of forthcoming new 
products for which uptake and cost are uncertain and which also require 
clinical transformation in how services are purchased and delivered. 

The capacity of states to efectively meet the HIV prevention and treatment 
needs of their residents is heavily impacted by whether or not the state 
has adopted Medicaid expansion. The same tools are available to Medicaid 
expansion and non-expansion states to most efectively use their resources to 
meet the needs of their Medicaid benefciaries and improve the health of their 
residents. Medicaid expansion states, however, are simply able to do more, 
cover more people, and thus produce better population-level outcomes. 

To ensure that health plans comply with the requirements of the Medicaid 
law and to ensure that they remain a viable way serve people with HIV and 
to prevent HIV, states have a responsibility to defne the terms of health 
plan competition to protect appropriate access: 

POLICY ACTION: 

State Medicaid programs should revisit managed care contract 
standards to support LA implementation 

In the 1990s when Medicaid programs began adopting capitated managed 
care programs not only for relatively healthy children (who generally 
use fewer health services), but also people with disabilities (including 
people with HIV/AIDS), shortcomings in the managed care model quickly 
emerged. States adopted capitation to control Medicaid spending, but they 
also often bought into the theory that care should be comprehensively 
managed to prioritize access to critical services and limit access to services 
that were not medically necessary or that yielded fewer benefts. A key 
strategy to actually make Medicaid managed care work was to support 
state Medicaid programs to write better contracts to more clearly defne 
the responsibilities and expectations of health plans. For people with HIV, 
for example, improved contracts would have specifc requirements to 
deliver services in a manner consistent with best clinical practices and HHS 
guidelines for the use of antiretroviral agents.26 

https://viivhealthcare.com/content/dam/cf-viiv/viivhealthcare/en_US/pdf/state-strategies-to-end-the-hiv-epidemic.pdf
https://viivhealthcare.com/content/dam/cf-viiv/viivhealthcare/en_US/pdf/state-strategies-to-end-the-hiv-epidemic.pdf
https://viivhealthcare.com/content/dam/cf-viiv/viivhealthcare/en_US/pdf/state-strategies-to-end-the-hiv-epidemic.pdf


  
 

 
 
 

 
 

 
 
 

 
 

 
 

 
 
 
 
 

 
 

 
 

 

          

  

  

  

 

 

6 MEDICAID CAN CONTRIBUTE TO THE ENDING THE HIV EPIDEMIC (EHE) INITIATIVE 

Ending the HIV Epidemic requires maximizing the use of Medicaid in each state. Braiding together a diverse set of 
funding mechanisms, including Medicaid, Ryan White HIV/AIDS Program (RWHAP) grants, Ending the HIV Epidemic 
in the U.S. (EHE) funding, private insurance, local or state funds and foundation support will maximize the reach of 
novel HIV prevention and treatment, including access to longer-acting (LA) products.1 

MAXIMIZING THE POTENTIAL OF MEDICAID 

BRAIDED FUNDING EXTENDS 
THE REACH OF HIV SERVICES 

Adapted from Braided Funding Extends the Reach 
of Services: A Roadmap 

EHE 
Funding 

Use Ryan 
White HIV/ 

AIDS Program 
(RWHAP) and 
Other Social 
Determinants 

of Health 
Support 

Maximize 
State 

Medicaid 
Potential 

Tap into 
Health 

Exchanges 

Specialized Medicaid Health Plans: 
New York, California, and Florida have 
created Medicaid Special Needs Plans 
that not only cover the same services 
as traditional Medicaid plans but also 
have the ability to tailor specialized 
coverage to meet the needs of people 
living with or placed at elevated risk 
for HIV.2 Replicating this model in 
other states could facilitate access 
to LA products and other treatment 
and prevention options for those 
most afected by HIV. For example, 
Amida Care, New York State’s largest 
Medicaid Special Needs Plan, takes a 
member-centered approach. Members 
are surrounded by an integrated care 
team of providers, social workers, 
health navigators, consumer workers 
with lived experience around HIV care 
and prevention, care coordinators, 
behavioral health specialists, nurses, 
pharmacists, and others who work 
together to address the needs of the 
whole person. As a result, Amida Care 
has achieved viral suppression for 80% 
of members living with HIV, an increase 
from 60% in the early 2000s; cured 
nearly 2,000 members of Hepatitis C, a 
leading cause of death among people 
living with HIV; and helped over 60% of 
transgender members access gender-
afrming care, including surgeries, 
within three years of membership. 

Gender-afrming Care: Transgender 
and gender-expansive people are 
especially vulnerable to contracting 
HIV. LA products present a vital 
opportunity to durably suppress viral 
loads and prevent new HIV infections. 
Access to gender-afrming care is a 
top priority for people of transgender 
experience. Medicaid can facilitate 

this by: tracking gender identities 
beyond the traditional M/F binary 
choice, aligning Medicaid policy 
with current Endocrine Society and 
WPATH standards,3 funding respite 
care for recovery after gender-
afrming surgeries, and ensuring 
nondiscrimination per Section 1557 of 
the Afordable Care Act (ACA). 

Minimize Practices that Arbitrarily 
Restrict Access to the Full Range of 
ART Medications: CMS and states 
should work towards ensuring that 
all patients can access the right HIV 
medications based on their individual 
needs, as determined in consultation 
with their care provider. Minimizing 
prior authorization, step therapy and 
other restrictive practices in HIV care 
can reduce the health care inequity that 
fuels the HIV epidemic.4 

Community Health Workforce: States 
should invest in building a health 
services workforce of people living 
with and most afected by HIV to 
maximize the reach and impact of 
the HIV healthcare delivery system. 
Medicaid and Medicare rates should 
accommodate living-wage employment 
in health navigation and outreach 
for people living with HIV, including 
LGBTQ+ and communities of color. 

Quality Incentives: States should 
consider creating new Quality Incentive 
Programs (QIPs) that encourage 
Medicaid health plans to work with 
their provider networks and members 
to achieve higher viral load suppression 
rates and PrEP uptake among Medicaid 
recipients. 

Payment Innovation for LAI: CMS 
should advance state Medicaid 
proposals that implement payment 
innovations to incentivize LAI uptake 
for HIV treatment and prevention. 
Options would include using waiver 
authority. These innovations should 
not be limited to the traditional Value 
Based Payment or Accountable Care 
Management models. 

1 CICATELLI ASSOCIATES INTERNATIONAL, BRAIDED FUNDING EXTENDS THE REACH OF SERVICES: A ROADMAP, https://targethiv.org/sites/default/fles/media/documents/2023-05/TAP-in-Braided-
Funding.pdf (last visited June 27, 2024). 

2 New York State Department of Health, HIV Special Needs Plans (HIV SNPS) (2024), https://www.health.ny.gov/diseases/aids/general/resources/snps/ (last visited June 27, 
2024). 

3 World Professional Association for Transgender Health, Standards of Care Version 8 (2022), https://www.wpath.org/soc8 (last visited June 27, 2024). 

4 Lindsey Dawson & Rachel Dolan, State Medicaid Management of Prescription Drugs for HIV Treatment and Prevention, KFF (June 4, 2020), https://www.kf.org/hivaids/ 
issue-brief/state-medicaid-management-of-prescription-drugs-for-hiv-treatment-and-prevention/. 

https://targethiv.org/sites/default/files/media/documents/2023-05/TAP-in-Braided-Funding.pdf
https://targethiv.org/sites/default/files/media/documents/2023-05/TAP-in-Braided-Funding.pdf
https://targethiv.org/sites/default/files/media/documents/2023-05/TAP-in-Braided-Funding.pdf
https://www.health.ny.gov/diseases/aids/general/resources/snps/
https://www.wpath.org/soc8
https://www.kff.org/hivaids/issue-brief/state-medicaid-management-of-prescription-drugs-for-hiv-treatment-and-prevention/
https://www.kff.org/hivaids/issue-brief/state-medicaid-management-of-prescription-drugs-for-hiv-treatment-and-prevention/


 

 
 

7 While states have gained much experience with 
partnering with health plans and better defning 
expectations, there is a need for a fresh look at 
Medicaid managed care organization (MCO) contracts 
to ensure that they are consistent with current 
practices. For example, health plans often defne for 
themselves when services are medically necessary, 
which is the threshold for establishing contract 
obligations to provide a specifc service. This also may 
include setting standards for utilization management, 
including prior authorization. With the advent of 
LA options for both treatment and prevention, new 
standards may be required to defne when a health 
plan must provide access. A component of this is 
fresh consideration of a plan’s obligations to provide 
easy access to all antiretroviral agents, when so many 
clinically efective products exist, yet some products 
may overcome signifcant barriers to adherence and 
persistence. Existing contracts based on historical 
prescribing practices are likely out-of-date and 
create too many options for health plans to either 
decline to cover new products or raise concerns with 
adverse selection. Note that federal law creates 
binding obligations on states to provide access to all 
clinically-appropriate medications. If health plans do 
not provide this access, the legal obligation remains 
with the state to ensure this access. 

POLICY ACTION: 

State Medicaid programs should ensure 
access to all covered ART medications across 
all health plans 

All states ofer prescription drug coverage in their 
Medicaid programs. States either directly reimburse 
pharmacies for drugs dispensed or utilize Medicaid 
MCOs. The Medicaid drug coverage program is 
controlled directly by each state, and states have 
fexibility to manage the beneft. In all cases, states 
use preferred drug lists (PDLs) to establish which 
drugs are available to benefciaries often without 
prior authorization, step therapy, or other restrictive 
processes.27 While there is no requirement that drugs 
on the PDL have no prior authorization, this is generally 
the practice. States either directly set their PDLs or 
utilize MCOs to manage the beneft.28 When states 
allow MCOs to manage the beneft, MCOs either must 
align with a state-set PDL or have fexibility to set their 
own PDLs. If an MCO does not cover certain drugs (per 
their contracts), the MCO and the state must ensure 
that enrollees can access the drug directly from the 
state Medicaid agency. There should be a process 
in place to ensure access. There are drawbacks and 
benefts for HIV drug coverage with these diferent 
approaches.29 Regardless of the approach taken by the 
state, states must ensure that ART medications as a 
class are covered consistently with minimal restrictions. 

State Medicaid programs should include ART 
medication in an aligned PDL (i.e. it must meet 
minimum state standards, but can exceed them). Such 
an approach allows states to set the standard that 
all Medicaid recipients can access ART medication, 
whether the pharmacy beneft is managed by an MCO 
or the state directly. This maximizes the opportunity for 
the state to have transparency and predictability when 
accessing rebates, while preserving the ability of MCOs 
to strengthen ART coverage as needed. 

Critically, an aligned PDL preserves HIV service 
providers’ access to the federal 340B drug pricing 
program.30 By statute, the 340B program enables 
covered entities, including HIV service providers, to 
maximize limited federal resources to reach more 
eligible patients and provide more comprehensive 
services.31 Under the 340B program, drug 
manufacturers provide outpatient drugs to covered 
entities at discounted prices, and the diference in price 
is utilized by the covered entity to stretch resources.32 If 
a state directly controls the PDL, covered entities lose 
access to the maximum 340B beneft.33 

In states that have not expanded Medicaid, 340B 
can be a critical resource, alongside Ryan White HIV/ 
AIDS Program and its AIDS Drug Assistance Program 
(ADAP) to allow HIV service providers to maximize the 
reach of HIV treatment and prevention initiatives.34,35 

THE TIME IS NOW 

Over the last four decades, we have made a lot of 
progress at preventing and treating HIV. As the largest 
source of fnancing for HIV care, Medicaid programs 
have been essential contributors to this progress. At 
diferent phases of the epidemic, clinical advances 
and strong consumer advocacy to protect access 
have enabled huge leaps forward at improving clinical 
outcomes, such as when efective ART regimens 
frst became available, or when STRs became widely 
adopted. The promise of a growing array of LA 
products provides a very signifcant opportunity to do 
even more to support sustained HIV viral suppression 
and improve health and quality of life for people with 
HIV, and also to more efectively prevent HIV. To seize 
this opportunity, we need greater federal and state 
Medicaid leadership, and we need it now. 
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