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The Ryan White HIV/AIDS Program After the Patient
Protection and Affordable Care Act Full Implementation:
A Critical Review of Predictions, Evidence, and Future

Directions
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The Ryan White HIVIAIDS Program (RWHAP) has been effective in serving
people living with HIV (PLWH). Our goal was to examine the impact of the
implementation of the Affordable Care Act (ACA) on the program’s role in
HIV care and its clients. We utilized critical review to synthesize the literature
on the anticipated effects of the ACA, and assess the evidence regarding the
early effects of the ACA on the program and on PLWH who receive RWHAP
services. To date, research on the impact of ACA on RWHAP has been frag-
mented. Despite the expected benefits of the ACA to PLWH, access and linkage
to care, reducing inequity in HIV risk and access to care, and coping with co-
morbidities remain pressing challenges. There are additional gaps following
ACA implementation related to immigrant care. RWHAP’s proven success in
addressing these challenges, and the political threats to ACA, highlight the
need for maintaining the program to meet HIV care needs. More evidence on
the role and impact of RWHAP in this new era is needed to guide policy and
practice of care for PLWH. Additional research is needed to explore RWHAP
care and its clients” health outcomes following ACA implementation, with
a focus on at-risk groups such as immigrants, transgender women, homeless
individuals, and PLWH struggling with mental health problems.
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improved individual health outcomes
and a substantial reduction in HIV trans-

Introduction

In 2014, more than half of the people
living with HIV (PLWH) in the United
States received services provided by
the Ryan White HIV/AIDS Program
(RWHAP)! This safety-net program pro-
vides medication, health care, and wrap-
around services for uninsured and un-
derinsured PLWH,? with demonstrated
effectiveness in increasing continuity
of care, engagement in care, and the
use of antiretroviral therapy (ART) by
its clients."">® Linkage to care and use
of ART are necessary for achieving viral
suppression, which in turn leads to

mission.® The program was designed to
provide a comprehensive array of med-
ical and support services, yet as a payer
of the last resort, it cannot fully address
the non-HIV-related medical needs of
PLWH.” Consequently, the implemen-
tation of the Affordable Care Act (ACA)
raised uncertainty regarding the future
need for the program and the care pro-
vided to its clients. Whereas numerous
reviews and editorials analyzed the an-
ticipated impact of the ACA on HIV
care prior to full ACA implementation
in 2014, including in the context of

RWHAP,>81% we were able to identify
only 1 review of the literature on the
impact of the ACA after implementa-
tion.' Although that review included
some RWHAP-related data and out-
lined directions for future research, to
our knowledge scholars did not focus
on the post-ACA role of the program,
the impact of ACA on RWHAP services,
or health outcomes of its clients. Such
an examination is crucial in view of
the pivotal role of the program in HIV
care provision, and its implications for
policy and practice.

To begin addressing this knowledge
gap, we examine the research on the
role of the RWHAP before the adoption
of the ACA, integrate the literature on
the anticipated effects of the ACA on
PLWH served by the RWHAP, and ex-
amine the evidence on the early effects
of the ACA on PLWH served by the
RWHAP. To better understand the im-
portance of both the RWHAP and the
ACA in care for PLWH, it is important
to understand the challenges facing
this care.

Challenges in HIV Care in the
United States

The availability of ART transformed
HIV infection from a terminal illness
to a chronic, treatable condition. How-
ever, 3 overarching and interrelated
challenges loom over HIV care in the
United States: inadequate linkage to
care, inequity in HIV risk and access
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to care, and the high prevalence of co-
morbidities. Early and continued use
of ART results in virologic suppression,
which reduces mortality and morbidity,
prevents further transmission,'® and is
highly cost-effective.'” However, many
PLWH experience delays in linkage to
care, fail to be retained in care, or are
unable to adhere to treatment. Con-
sequently, only about half of persons
diagnosed with HIV and 30% of PLWH
achieve viral suppression in 2016.'8
PLWH who are unaware of their HIV
status or who have not achieved viral
suppression are at risk of infecting oth-
ers. With about 38,500 people newly
diagnosed with HIV in the United States
annually, effective HIV treatment is im-
portant not only for the health of in-
dividual patients, but also as a crucial
public health measure.'®

A related issue involves disparities
in care and health outcomes. At each
point of the HIV care continuum, the
burden of HIV morbidity and mortality
disproportionately affects vulnerable
ethnic and racial minorities, young
adults, sexual minorities, and people
with low-income.'® The third challenge
relates to treatment of comorbidities,
including serious mental health disor-
ders, substance use disorders,?® and
chronic hepatitis B or C.?! Moreover,
the prevalence of age-associated co-
morbidities such as cardiovascular,
chronic kidney, and bone diseases is
growing, as a result of the aging of the
PLWH population, as well as a combi-
nation of HIV- and ART-related factors??

These challenges to HIV care are fur-
ther complicated by barriers created
by the complex US health policies and
systems, including insufficient medical
insurance coverage. Before the imple-
mentation of the ACA, PLWH were at
increased risk of being uninsured. In
2010, fewer than 1 in 5 PLWH had pri-
vate insurance, compared with two-
thirds of all Americans. About half of
PLWH were enrolled in Medicaid or
Medicare, and about a third were un
insured. In view of the positive corre-
lation between survival rates for PLWH
and insurance coverage, lack of insur-
ance among PLWH is a serious concern.
Uninsured PLWH are typically younger,
have income levels at or below the
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federal poverty level (FPL), and are
more likely to have been homeless in
the last 12 months?* The RWHAP has
a pivotal role in addressing the major
care needs of PLWH, including linking
clients to care, reducing inequity in HIV
risk and access to care, and addressing
comorbidities.

RWHAP Prior to the ACA

RWHAP was created by the Ryan White
Comprehensive AIDS Resources Emer-
gency (CARE) Act of 19902 Its primary
goals are to (a) reduce the use of costly
inpatient care, (b) increase access to
care for underserved populations, and
(c) improve quality of life2* One of few
disease-specific programs, RWHAP is a
safety network rather than a health in-
surance program. It is funded through
a series of grant programs that are
federally administered by the Health
Services and Resources Administra-
tion (HRSA) HIV/AIDS Bureau to cities,
states, territories, and public health dis-
tricts. The funds are then distributed
to regions and provider organizations
to fund treatment and wrap-around
services*4%5

Among the strengths of the program
is its provision of funds to HIV care
facilities, which are typically more ef-
fective in treating PLWH than general
clinics.?2® In addition, the program
funds a wide variety of services, includ-
ing primary care, training programs
for health care practitioners,2 assis-
tance in identifying sources of care,
access to medications, transportation
to care sites, and provision of the nec-
essary documentation to insurers and
health care practitioners?” AIDS Drug
Assistance Programs (ADAPs) are a
substantial component of the RWHAP,
providing prescription medications to
lower income, uninsured, and under-
insured PLWH. In 2010, approximately
one fourth of PLWH in the United States
were enrolled in an ADAP, and ADAP
funds accounted for 41% of the $1.93
billion in RWHAP spending in 20062

Receiving RWHAP services has been
consistently shown to be associated
with better health outcomes?82% For
uninsured and underinsured PLWH, as-
sistance from the RWHAP has resulted

92

in significantly higher use of ART (94%
for those receiving RWHAP assistance
versus 52% for those without) and viro-
logic suppression (77% for those with
assistance versus 39% without withou)?
Likewise, for insured PLWH, RWHAP
assistance is associated with greater
use of ART (96% for those with RWHAP
assistance versus 90% for those without
assistance) and higher rates of virologic
suppression (81% for those with assis-
tance verses 76% for those without),
likely due to the provision of wrap-
around and support services, including
case management, which helps retain
persons in medical care>*2°

The ACA and Its Expected
Implications for PLWH

The ACA was signed into law in March
2010 (Public Law 111-148) with the goals
of expanding medical insurance cover-
age, reforming the individual medical
insurance market, reducing the rate of
increases in health care spending, and
improving the quality of clinical care®
It was expected to have substantial im-
plications for PLWH. An important goal
of the ACA was to reduce the number
of uninsured Americans, which was ex-
pected to benefit the many uninsured
PLWH 2 In the private health insurance
market, the ACA prohibits insurance
companies from denying insurance
due to preexisting conditions, including
HIV infection? Allowing young adults
to stay on their parents’ private insur-
ance plans until they are 26 years old
was expected to benefit some of the
younger PLWH 3! Moreover, individuals
with income between 100% and 400%
of the FPL qualify for tax credits and
subsidies for private insurance plans
operated through the health insurance
marketplace?

The ACA provides incentives to states
to expand eligibility for Medicaid for
their residents. Before the expansion,
in many states individuals had to both
fall below a threshold income and fit
into a specific eligibility category, such
as disability, having children, or being
pregnant? Under the ACA's Medicaid ex-
pansion, categorical eligibility require-
ments are eliminated and all Ameri-
cans with incomes below 138% of the
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Figure 1. Top—Rates of HIV diagnoses per 100,000 people among adults and adolescents
in the United States in 2015, by state. Adapted from the US Centers for Disease Control
and Prevention 34 Bottom—Medicaid expansion by state.

FPL are eligible for Medicaid. In National
Federation of Independent Business v.
Sebelius, however, the Supreme Court
ruled that the methods the Act used to
influence states to adopt the Medicaid
expansion were too coercive and that
states must have the option of decid-
ing whether or not to expand Medicaid
without facing the penalty of losing all
Medicaid funding.? Given this choice,
19 states chose not to expand Medicaid
eligibility.* With high levels of health
disparities, including among PLWH
in many of these states, the uneven
adoption of the Medicaid expansion
was expected to increase health ineg-

uities among PLWH after ACA imple-
mentation' (Figure 1).

Scholars and policy makers expected
that the combined effect of the expan-
sion of Medicaid and the reformation
of the private health insurance market
would result in fewer PLWH having to
wait until they were disabled to qualify
for medical coverage, including ART2
In addition to improving health out-
comes, early access to ART prevents
new infections?? Earlier care is also
associated with longer life expectancy
and increased job productivity®* Table
2 summarizes the main predictions by
scholars and practitioners.
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Expectations Regarding the ACA
Impact on RWHAP Services

The ACA was predicted to decrease the
number of underinsured people by 70%
by eliminating annual limits and life-
time limits on health care coverage,'?
which in turn was expected to reduce
the number of uninsured and under-
insured PLWH relying on RWHAP? Fur-
thermore, increased access to ART was
expected to result in cost savings to
RWHAP ADAPs. For those PLWH who
are dually eligible for Medicare and
Medicaid, from 2012 through 2020 the
ACA is incrementally reducing the gap
between the ceiling at which Medicare
stopped paying for 75% of drug costs
and “catastrophic coverage.” These cov-
erage gaps require certain PLWH to pay
the full costs of prescription drugs until
the onset of catastrophic coverage. Re-
ferred to as a “doughnut hole” in Medi-
care prescription drug plans, these gaps
are expensive for PLWH,*>* who can
reach the ceiling quickly because of
the high costs of ART. Specifically, ART
alone of-ten costs more than $2500 per
month, and the ceiling in 2010 for most
Medicare Part D plans was $3610.35

Before this provision of the ACA
went into effect in 2012, ADAPs would
take over paying the costs of medica-
tion once patients hit their ceiling, and
because patients were not paying out-
of-pocket, they would not reach the
catastrophic spending level at which
Medicare would again cover the costs
for medication.’® Under the ACA, how-
ever, ADAP expenditures count toward
out-of-pocket medication costs, thus
individuals receiving ADAP benefits
may reach the catastrophic spending
level and Medicare funds may resume
paying for medication.'” In addition,
payments by ADAPs can now count to-
ward true out-of-pocket costs. These 2
changes will shift some of the costs for
covering medication from the RWHAP
to Medicare3®

Moreover, following ACA implemen-
tation, many states moved their ADAPs
from a program that purchased med-
ications to a program that purchased
health insurance coverage® The Henry
J. Kaiser Family Foundation concluded
its report on ADAP by contrasting the
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recent past of challenges that faced
ADAP that led to the creation of waiting
list, to the current state in which “emer-
gency funding, increased rebates from
manufacturers, and the implementa-
tion of the ACA have relieved much of
this pressure.” However, the impact
of this “pressure relief” on PLWH was
not examined. Moreover, this cost
saving change was expected to result
in reduced average cost per PLWH. In
July 2017, National Alliance of State
and Territorial AIDS Directors (NAS-
TAD) related to these changes, stating
that the increased financial resources
can be used to provide services that
increase virologic suppression by ad-
dressing structural and systemic bar-
riers and staffing quality management
programs. NASTAD has compiled a list
of “best practices,” ideas and mecha-
nisms used by states “to expand the
range, quality, and effectiveness of ser-
vices being offered through RWHAP
Part B programs and/or ADAPs.”>”
However, it is unknown to what degree
these strategies are implemented by
different states, and researchers did
not examine how states are using the
new funding sources and their impact
on care and on patient-centered health
outcomes.

The implementation of Patient-Cen-
tered Medical Homes (PCMHSs) is an-
other aspect of the ACA that was ex-
pected to improve health outcomes for
PLWH. PCMHSs increase retention in
care and medication adherence, 2 fac-
tors that are crucial to improving health
outcomes for PLWH? The National HIV/
AIDS Strategy and the ACA positioned
the PCMH as important strategy in
improving quality of care and cost
containment, and scholars therefore
expected the ACA to increase use of
PCMH *® However, only 1 study exam-
ined PCMH for PLWH following ACA.
The pilot study utilized interviews with
key informants who shared positive
experiences, and the authors called for
studies employing stronger evidence >

Limitations of the ACA for PLWH

The ACA may also have limitations.
First, it categorically excludes legal im-
migrants from Medicaid eligibility for a
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5-year waiting period, and it excludes
undocumented immigrants entirely.?
Second, scholars expressed a concern
that the increase in health care ben-
efits may result in an overwhelming
increase in demand on the health care
workforce, particularly safety net pro-
viders.*® In addition, although access
to insurance will increase for individu-
als in states that have expanded Med-
icaid, HIV disparities will grow due to
the continued lack of insurance among
PLWH in non-expansion states." Final-
ly, as much of the funding for RWHAP
relies on uncertain funding levels, schol-
ars and advocates called for acknow-
ledging the importance of the unique
services the program provides, such
as wrap-around services and medical
case-management. RWHAP health care
and social services practitioners sur-
veyed and interviewed prior to ACA im-
plementation highlighted the impor-
tance and effectiveness of the wrap-
around services provided by RWHAP
and expressed concern about lower
reimbursement rates under the low-
income health plans and Medicaid ex-
pansion, which could affect the sol-
vency and availability of HIV practitio-
ners.*' A related concern they shared
was the quality of care PLWH might
receive from primary care providers
without HIV expertise.*!

Experiences from Previous
State-Based Health Policy
Reforms

In addition to predictions regarding the
impact of ACA on RHWAP and its cli-
ents, indirect evidence about the effects
of systemic changes in insurance pro-
vision is available from states that at-
tempted near universal coverage prior
to implementation of the ACA. Nearly
a decade before the ACA began, Mas-
sachusetts began moving toward near
universal health care coverage, which
both improved outcomes (including
rates of retention in care and viral load
suppression) and access to insurance
for PLWH.'® Even with near universal
coverage, however, RWHAP funds re-
mained an essential source of funding
and were increasingly used to pay for
insurance premiums and copayments
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in order to ensure retention in care.
Similarly, in California, although 53%
of individuals who were receiving ser-
vices through a RWHAP transitioned
to a low-income health program from
January 2011 to June 2012, the number
of individuals receiving care through
the RWHAP increased slightly.*? Six-
teen out of 18 agencies that provided
services under the RWHAP, including
case management, continued to do so
to clients who transitioned into the
low-income health programs.*? In ad-
dition, substance abuse treatment was
not available through the low-income
health plans, and thus PLWH contin-
ued to rely on RWHAP practitioners for
those essential services. Before the
2014 ACA implementation, RWHAP
practitioners strongly supported the
need for the program in the post-ACA
environment.**> Services for undocu-
mented immigrants with HIV infection,
PLWH who reside in states that did not
expand Medicaid, and the need for
wraparound services, especially case
management, were noted as major rea-
sons for the need for RWHAP post-ACA.

In sum, these early observations
clearly demonstrated the important
role that the RWHAP was expected to
play in the new healthcare landscape.
However, concerns were raised about
its funding level and political support,
especially as Congressional decision is
needed for appropriation of RWHAP
funding.** In light of the concerns and
hopes that preceded the ACA imple-
mentation as described here, it is im-
portant to explore the evidence on the
impact of the ACA on the program
and its clients, as well as on the role
of RWHAP following the 2014 full roll
out of the reform. The following sec-
tion describes this evidence.

Empirical Evidence: Early
Observations of the Effect
of the ACA on RWHAP and
its Clients

Early reports on the impact of the ACA
on the general population revealed that
it has largely increased the number of
insured Americans by approximately
16.4 million, consisting of those who
were previously uninsured and gained
coverage due to the longer eligibility
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Table 1. Selected Information Sources Related to Patient Protection and Affordable Care Act (ACA) and Ryan White HIV/AIDS

Program (RWHAP)

Source Content of Information Link
AIDSVu Interactive online mapping tools with national and local HIV  https://aidsvu.org/

care and prevention information and resources

Center for Disease Control and
Prevention (CDC)

Policy, planning, and strategic communication

https://www.cdc.gov/hiv/policies/index.html

Health Resources and Services

RWHAP information

https://hab.hrsa.gov/about-ryan-white-hivaids-program/

Administration (HRSA)
Kaiser Family Foundation (KFF) ® RWHAP information . https:{/vvvvvv.kff.orq/hivaid§/fact—sheet/the—rvan—vvhite—
o Links to reports on HIV-related policy, legislations, reports, hivaids-program-the-basics/
and projections e https://www.kff.org/hivaids/
National Alliance of State and ¢ National RWHAP Part B and ADAP Monitoring Project o https://www.nastad.org/sites/default/files/resources/

Territorial AIDS Directors
(NASTAD)

2018 Annual Report, data available for 2016
Medicaid waiver maps and links to additional information

docs/2018-national-rwhap-partb-adap-monitoring-

project-annual-report.pdf

about Medicaid Waivers e https://www.nastad.org/maps/medicaid-waiver-map

for youth to remain on their parents’
plans, the Medicaid expansion, and
marketplace options.*® RWHAP-related
information after the ACA is available
through the grey literature, ie, govern-
ment and non-for profit organizations
(Table 1). Some data are now available
on the effects of the ACA on HIV care*
In a study that compared compensated
and RWHAP or uncompensated care in
Medicaid expansion versus non-expan-
sion state sites,*” half of PLWH relying
on RWHAP or uncompensated care
shifted to Medicaid in the first months
of 2014 in expansion state sites. In
contrast, reliance on the program and
uncompensated care remained con-
stant in non-expansion state sites. The
researchers concluded that “[i]n the
first half of 2014, the ACA did not elimi-
nate the need for RWHAP safety net
provider visit.” In an editorial commen-
tary, the authors noted that the study
included data for the first 6 months of
2014, at a time when many PLWH were
still struggling to enroll in the ACA.*®
Emerging evidence suggests a posi-
tive impact of the ACA on clients’ health
outcomes. Analysis of RWHAP sup-
plementary service provision after the
ACA revealed that almost half of the cli-
ents in the Southeast sample received
RWHAP supplementary services. Re-
ceipt of these services was associated
with increased odds of viral suppres-
sion and of 2 measures of retention
in care.*? Other researchers focus on
specific aspects of HIV care and health

outcomes that are relevant to RWHAP.
Hellinger?” reported that the availabil-
ity of insurance in 4 states dramatically
reduced hospitalizations among PLWH.
The analysis of hospital discharge data
from 2012 through the June 2014 in
4 states that expanded Medicaid and
2 that did not revealed that hospital-
izations of uninsured PLWH fell from
13.7% to 5.5% in the 4 Medicaid expan-
sion states?” In contrast, this percent-
age rose from 14.5% to 15.7% in the 2
nonexpansion states. Moreover, unin-
sured PLWH were 40% more likely to
die in the hospital than those with in-
surance coverage?’

In a study conducted in Virginia,?
authors examined receipt of RWHAP
core medical, support, and insurance
or direct medication assistance through
ADAP. Of PLWH who engaged in any
HIV care in 2014, 58% received any
RWHAP service and 17% received all 3
types of services (comprehensive as-
sistance). Receiving more classes of
RWHA services was associated with
improved HIV outcomes as evidenced
by retention in care and viral suppres-
sion. The authors concluded that the
program’s services were still required
for optimal health outcomes of many
PLWH #°

Even after implementation of the
ACA, however, out-of-pocket costs for
ART remained high for PLWH insured
by marketplace plans.®® The monthly
out-of-pocket costs for HIV medica-
tions offered by the top 12 insurance

95

companies extending Qualified Health
Plans on Michigan's Health Insurance
Marketplace Exchange ranged from
$12 to $667 per medication®® Three
Marketplace insurance plans placed all
31 assessed medications on the high-
est cost-sharing tier and charged 50%
copayments for the medication. The
researcher concluded that the high cost
of coinsurance may discourage low-
income PLWH from taking advantage
of the ACA and may act as a barrier to
medicine adherence.>

Government reports provide some
promising results as well. For instance,
one fifth (20.6%) of RWHAP clients
had no health care coverage in 2016,
a decrease from 27.6% in 2012. These
national reports, although demonstrat-
ing encouraging results, should be in-
terpreted cautiously given limitations
of data and measurements5' Most no-
tably, in the absence of national data,
reports based on RWHAP client data
are based only on clients who were en-
rolled in care. For others, it is unknown
whether they dropped out of care or
are seeing non-RWHAP providers.

Moreover, geographical differences
remain largely underexplored. For ex-
ample, whereas few changes were ob-
served in retention in care nationally,
New Mexico saw a drop from 81%
(n=1279) in 2015 to 60% (n=766) of
RWHAP clients retained in care®' Such
local changes highlight the importance
of understanding and addressing nat-
ional trends, as well as geographic-
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based processes. See Table 2 for a
summary of major findings regarding
the impact of ACA on RWHAP and its
clients.

Continuing Need for RWHAP
After the ACA

Despite the ACA's expansive provisions,
including those aimed at insuring mil-
lions more Americans, PLWH may still
not be able to afford all of the costs of
medication and treatment, or even to
become or remain uninsured. Approxi-
mately 43% of PLWH live in states that
did not expand Medicaid to all indi-
viduals making less than 138% of the
FPL,' thus many remain uninsured.
Non-expansion states are typically in
the South. These states also account
for a substantial proportion of all HIV
cases and for a growing proportion of
new infections. HIV care infrastructure
and access in Southern states were
already the weakest prior to ACA im-
plementation.'® Consequently, these
states experience the biggest burden,
but have the fewest resources given
the lack of Medicaid expansion. Fur-
thermore, many immigrants remain
ineligible for Medicaid coverage.'”
For these uninsured populations, the
RWHAP may be the only source of HIV
care, thus the need remains for the
RWHAP safety-net function.

In addition, some individuals have
fluctuating income near the FPL, which
may result in a phenomenon called
“churning.” Churning refers to invol-
untary changes in individuals’ in-
surance.? Churning occurs when an
individual is sometimes eligible for
Medicaid (ie, making less than 138%
of the FPL) and at other times ineli-
gible (making more than 138 % of the
FPL) and thus required to purchase
insurance through a state exchange.®
These changes in insurance coverage
may result in interruption of care, but
the RWHAP could ensure continuity
of coverage by covering the costs of
medical visits and medications dur-
ing transition phases.®® Furthermore,
it may be prudent to use the RWHAP
funds to help pay premiums for those
PLWH who are unable to do so entirely
on their own.'®
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The RWHAP is also essential for
covering medication copayments and
services not covered by Medicaid or
private insurance plans. Given the high
cost of HIV medication, without contri-
butions toward copayments from the
RWHAP, PLWH may still be unable to
afford medications.®>? Furthermore,
the health outcome benefits of wrap-
around services, including housing
assistance and transportation to health
care, have been well documented. The
ACA does not cover wrap-around ser-
vices. The RWHAP can cover the de-
ductibles and copayments for PLWH
on marketplace private insurance
plans, which may otherwise be unaf-
fordable.!” The RWHAP can also assist
with case management and assistance
in obtaining other benefits.*” Consid-
ering administrative services, RWHAP
care coordinators are likely to play a
continuing and major role in enrolling
low-income PLWH in insurance pro-
grams or Medicaid"”

The ACA provides preventive free
care with no copay, including free HIV
testing. This provision was expected
to uncover over 2,500 new HIV cases
by 20172 Combined with the effect of
new recommendations to begin ART as
soon as possible after diagnosis, there
will be additional demand for ART and
wrap-around services. This will place
additional demand on the RWHAP,
which is the only source of assistance
for wrap-around services and which will
be particularly important for providing
ART to low income PLWH in states that
have not expanded Medicaid."”

In summary, although the ACA is
likely to substantially increase health
care coverage and improve health out-
comes for PLWH, numerous provisions
of the RWHAP remain crucial for this
population. As the number of PLWH
in the Unites States is projected to in-
crease by at least 24% over the next
decade, increased funding for the
RWHAP may be necessary to meet
the demand for services" The adapt-
ability of the RWHAP, which has been
pivotal in its success in ensuring care
for PLWH, is expected again to be vital
in meeting the changing care needs of
PLWH under the ACA. “The welcome
expansion of insurance under the ACA
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is complementary to, not a substitute
for, the care completion services his-
torically delivered by the RWHAP.”*?
The RWHAP will play an indispens-
able role in allowing PLWH “to take
full advantage of the increased access
made newly available by the ACA,”
and thereby increase their lifespans,
increase their quality of life, increase
their productivity, and reduce transmis-
sion and incidence of HIV.*?

Conclusions

Research and Practice Implications.

The importance of RWHAP to health
outcomes of PLWH was well docu-
mented before the ACA implementa-
tion! In the time since the 2014 full ACA
implementation, studies examined the
degree to which care was compensated
or not,*” and more recently the out-
comes of RWHAP clients post-ACA.*°
Most studies that examined the im-
pact of the ACA on PLWH did not focus
on RWHAP specifically or collect data
before the 2014 full ACA implementa-
tion.>® Therefore, the claims regarding
impact of the ACA on health outcomes
of RWHAP clients or former clients
need further substantiation. Research
should explore, using national data, the
impact of ACA on RWHAP and non-
RWHAP clients, with a focus on those
who experienced changes to their
medical insurance coverage following
the establishment of the ACA. More-
over, research should focus on specific
groups of PLWH that are at increased
risk of being underserved, such as un-
documented immigrants, transgender
women, homeless individuals, and
those with mental health issues. In
addition, research should explore the
impact of the ACA of RWHAP staff, ex-
amining implementation strategies,*'
professional strategies and personal
adjusting to ACA, as well as possible
burnout that may lead to a reduction in
HIV work force.

Following lingering gaps in HIV care,
the 3 central dimensions to examine in
future research on RWHAP post-ACA
relate to linkage to care, inequity in
access to care, and comorbidities. Stud-
ies are needed to explore the role of



The Affordable Care Act and the Ryan White Program Volume 27 Issue 3 September/October 2019

Table 2. Summary of Main Pre—Patient Protection and Affordable Care Act (ACA) Prediction and Post-ACA Impact Regrading

the Ryan White HIV/AIDS Program (RWHAP)

Article Type of article or analysis and

primary subject or variables

Main Conclusions

Sample Pre-ACA Implementation Articles Predicting ACA Impact on RWHAP

Martin, 201233 Nonempirical .

ACA impact on HIV clinical care

RWHAP future is uncertain. Funded through annual appropriations, it may be
more vulnerable to budget cuts or elimination

The program will continue to fill insurance coverage gaps, and support provision
of care by HIV specialists

Predicted a shift from directly funding clinical care to funding wrap-around
insurance

Abara, 20142 Nonempirical o

ACA and low income people living with HIV

ACA will reduce the number of uninsured PLWH
The number of PLWH relying on RWHAP will decrease.

(PLWH) o Cost savings were expected to AIDS Drug Assistance Program (ADAP)
e Exclusion of immigrants remains a concern
Cahill, 2015™M Nonempirical . Accsss té) insurance will increase for individuals in states that have expanded
Medicai
RWHAP and ACA o . . .
e HIV disparities will grow due to the continued lack of insurance among PLWH in
non-expansion states
¢ Increased funding for the RWHAP may be necessary to meet the demand for
services with projected growth in number of PLWH
Kates, 201310 Nonempirical o The ACA will expand coverage to PLWH
ACA PLWH and RWHAP e RWHAP will still be needed to provide comprehensive, quality HIV care and to help

engage and retain PLWH in care, as assistance with treatment adherence and case
management are not typically covered by insurance plans

Empirical Peer-Reviewed Articles Published Pre-ACA Full Implementation

Hazelton, 2014%! Qualitative analysis .

In-depth interviews with policymakers and °
clinicians concerning challenges and strategies

to address changes accompanying health care
expansion

Clinicians highlighted the importance of RWHAP wrap-around services

They expressed concern about solvency and availability of HIV clinicians and
about the quality of care PLWH might receive from primary care practitioners
without HIV expertise

Cross-sectional analysis of early evidence from .
California on transition to a reformed health insur-
ance system for PLWH

Leibowitz, 201342

RWHAP practitioners highlighted the need to continue the program due to:

- The continued need for services for undocumented immigrants who are not

covered under the ACA

- PLWH who reside in states that did not expand Medicaid and
- The need for wrap-around services, especially case management, that are unique

to the program

Martin, 2013"7 Qualitative analysis .

In-depth interviews of ADAP service providers
regarding changes anticipated with the ACA

ADAP managers predicted that the focus of ADAP will change to “wrap-around
services” including assistance of clients with out-of-pocket expenses

Some expressed concerns about possible elimination of ADAP

Sood, 201443 Mixed methods o

Interviews with RWHAP practitioners to identify
crucial components of RWHAP

Descriptive statistics regarding practitioner percep-
tions of quality and importance of RHWAP, value
of components of RWHAP, and concerns

RWHAP practitioners highlighted the need to continue the program due to:

- The continued need for services for undocumented immigrants who are not

covered under the ACA
- PLWH who reside in states that did not expand Medicaid and

- The need for wrap-around services, especially case management, that are unique
to the program

Reports Published Post-ACA Full Implementation

Health Resources and  RWHAP annual client-level data
Services Admin-
istration (HRSA), .

20173

One-fifth of RWHAP clients had no health care coverage in 2016, a decrease from
27.6% in 2012

These national reports should be interpreted cautiously given data
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Table 2 (continued). Summary of Main Pre—Patient Protection and Affordable Care Act (ACA) Prediction and Post-ACA Im-
pact Regrading the Ryan White HIV/AIDS Program (RWHAP)

Article

primary subject or variables

Type of article or analysis and  Main Conclusions

Reports Published Post-ACA Full Implementation (continued)

Kaiser Family Founda-
tion, 2017%6

Analysis of the Centers for Disease .
Control and Prevention (CDC) data

of national estimates of changes in .
insurance coverage among PLWH since

the ACA implementation

States changed their ADAPs' focus from purchasing medications to purchasing health
insurance coverage and emergency funding

Increased rebates from manufacturers and the ACA have relieved much of the financial
pressure on the program, and this cost saving change was expected to result in reduced
average cost per PLWH

However, the impact of this change was not examined

National Alliance of
State and Territorial
AIDS Directors
(NASTAD) 37

Compilation “of ideas and

mechanisms currently employed by
states”- no specific methods listed

The increased financial resources following reduced costs to RWHAP can be used to
provide services that address structural/systemic barriers and staffing quality management
programs

The authors provided a list of “best practices” used by states “to expand the range, quality,
and effectiveness RWHAP Part B programs or ADAPs

However, the degree to which these strategies are implemented, how states are using the

new funding sources, and their impact on care and on patient-centered health outcomes

remain unknown

Empirical Peer-Reviewed Articles Published Post-ACA Full Implementation

Berry, 201647

Quantitative analysis of Medicaid o
expansion and type of insurance

coverage for practitioner visits before

and after implementation of the ACA .

Half of PLWH relying on RWHAP or uncompensated care shifted to Medicaid in the first months
of 2014 in expansion state sites. In contrast, reliance on the program and uncompensated care
remained constant in non-expansion state sites

The ACA did not eliminate the need for RWHAP safety net clinician visit in the first half of 2014

Diepstra, 2017%°

Quantitative analysis of data on receipt e
of RWHAP core medical, support, and
insurance or direct medication assis-
tance through ADAP in Virginia

and viral suppression

Of PLWH who engaged in any HIV care in 2014, 58% received any RWHAP service and
17% received all 3 types of services (comprehensive assistance)

e Receiving more classes of RWHA services was associated with improved retention in care

o The program'’s services were still required for optimal health outcomes of many PLWH

Kay, 2018%°

Alabama

Quantitative analysis of RWHAP .
supplementary services provision in .

measures of retention in care

Almost half of the clients received RWHAP supplementary services
Receipt of these services was associated with increased odds of viral suppression and 2

RWHAP post-ACA in linking PLWH to
care at diagnosis, retention in care,
and adherence to treatment. These
future studies should include health
outcomes, including virologic suppres-
sion among PLWH who experienced
changes following ACA, mortality and
morbidity, and prevention of further
transmission.

Moreover, future research should
focus on specific populations and
known inequities in HIV care and risk
of HIV infection. As previously dis-
cussed, it is important to explore the
effect of post-ACA changes to care on
vulnerable, at-risk populations includ-
ing ethnic and racial minorities, young
adults, sexual minorities, and low-in-
come PLWH. Similarly, future studies
should explore the impact of ACA on
current or former RWHAP clients with
comorbidities. For example, what is the

current level of access to mental health
services among PLWH in general, and
particularly among the third of PLWH
with serious mental health or substance
use disorders? What are the utilization,
quality of care, and health outcomes
among PLWH with cardiovascular dis-
ease, chronic kidney disease, or other
age-associated comorbidities?

Future studies should also focus on
PLWH’s ability to navigate the current
system, as well as the ability of RWHAP
staff, such as case managers, to facili-
tate this navigation. Studies conducted
before ACA implementation document-
ed that PLWH who were medically in-
sured had higher survival rates than
those who were uninsured.'® There-
fore, future research should explore
whether the increased coverage under
the ACA led to an increase in longevity
among the newly insured, and whether
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this led to decrease in inequities in
health outcomes among specific de-
mographic groups such as younger
PLWH 2* Similarly, whereas in this re-
view we considered the implications of
the ACA to PLWH who receive RWHAP
care, examination of the effects on new
infections and HIV prevention efforts
should also be carried out.

Policy Implications

In view of the evidence regarding the
importance of the RWHAP as a safety
net for PLWH, despite ACA implemen-
tation, which include specific associa-
tion with viral suppression, retention in
care, and prevention of transmission,
policy makers should maintain support
for RWHAP programs. Whereas some
also expect cost savings, it is important
to use this opportunity for providing
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additional needed services for vulner-
able populations. While RWHAP is main-
tained, policy makers should also com-
mission a comprehensive cost analysis
of the combined benefits of ACA and
RWHAP to examine the long-term eco-
nomic implications. If there are cost
savings, it will be important for prac-
tioners to leverage savings to enhance
health services and outcomes with
policy makers ensuring such gains are
realized.

Community advocates, activists,
and practitioners need to remain active
in arguing for the merits of RWHAP-
provided wrap around services for vul-
nerable subgroups. It is important to
engage in advocacy and education to
prevent the elimination of these ser-
vices in short-sighted efforts to reduce
costs. Cost-saving calculations often fail
to take public health benefits into con-
sideration, incorrectly viewing RWHAP
as a form of health insurance rather
than the public health program that
it is. In the era of “treatment as pre-
vention” and “U=U" (“undetectable =
untransmittable”), where national HIV
incidence is finally decreasing, it is
crucial that we present evidence of
the individual health improvements
and the reduction in HIV transmission
as ongoing benefits of RWHAP in the
post-ACA era. @)
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