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ENVIRONMENTAL
CHANGES



New Opportunities and Challenges
Presented by HAART

HIV services have shifted from a death and dying
model to a chronic disease medical model

Primary care, medications, and virologic testing
have becomethelocus of the HIV care continuum

Services like case management, substance abuse
and mental health treatment, transportation, and
housing have moved from primary to adjunctive
Services

Service demand by new and ongoing patientsis
Increasing sharply



New Financial Challenges
Resulting From HAART

Local HIV care systems struggle to meet the
growing cost of care, drugs, and virologic testing

Complexity of HAART hasresulted in the need
for new services (e.g., adherence education) to
support patients clinical care

Policy makers experience pressureto sustain
outmoded services despite declining demand (e.g.,
LTC)

Some communities have insufficient fundsto
support HIV care and some providersreport
Inadequate funding



New | nsurance Challenges

Resulting From HAART

HAART hasdelayed disability previously
experienced by HIV -infected individuals

While able to continue employment, individuals on
HAART are often under-insured (e.g., no
prescription or dental coverage) or have capson the
number of annual or “life-time’ services

Employersareincreasingly selecting managed care
plansto reduce health insurance costs

— Inadequate coverage, HIV inexperienced clinicians, prior
authorizations, caps on service use, limited or no mental
health or chemical dependency services, inadequate
reimbursement for HIV providers



Other Challenges

HIV-infected individuals are eligible for multiple
discretionary and entitlement programs

These programs ar e often poorly coordinated,
Inaccessible, result in gapsin insurance cover age,
and lead to duplication and gapsin benefits

A complex set of bureaucracies and eligibility
criteria must be navigated during the cour se of
HIV infection

Asaresult, many HIV-infected individuals
experience periodsin which they are inadequately
Insured for HIV treatment, drugs, virologic
testing, and ancillary services



Other Challenges

Medicaid enrollment has grown rapidly during the HIV
epidemic- it isthe single largest payer of HIV care, far
exceeding the CARE Act

Welfare and M edicaid reform, welfare diver sion
Initiatives, and an improved economy haveresulted in
declinesin M edicaid enrollment

Despite declinesin enrollment, two-thirds of Medicaid
program report that expenditures exceed their budgets

Medicaid enrollment among HIV-infected individuals
that are not disabled islikely to increase as States
expand dligibility

L arge numbers of Medicaid enrolleesmust enroll in
capitated managed care systems; disenrollment isnot an
optionsin many States



Other Challenges

Some HIV providers experience decreasing
reimbursement for their patientsenrolled in
Medicaid and/or erosion of their patient base
because they do not participate in networks

Mainstream managed care plansare poorly
prepared to provide a minimal standard of HIV
care; accessto experienced HIV careprovidersis
limited; careisoften significantly constrained

States are making significant and varied changes
In Medicaid eligibility and coverage, leading to
geogr aphic inequities



APPROACHES TAKEN BY
STATE MEDICAID
PROGRAMS TO FINANCE &
DELIVER CARE TO
PERSONSWITH HIV



APPROACHESTO ENROLLING HIV
POSITIVE INDIVIDUALSIN MEDICAID

¢ Facilitaterapid enrollment through:
@ Presumptive dligibility
@ Fast-tracking SSI applications
€ Training disability deter mination staff regarding HIV
€ Training HIV clinical and case management staff to

prepare SSA applications

¢ Expanding Medicaid €ligibility to include
Individualsthat are HI'V -infected but that do not
meet the SSA disability criteria
€DC, MA, ME, GA, FL, CA, WI




APPROACHESTO MANAGING HIV -
INFECTED RECIPIENTSIN MEDICAID
FEE FOR SERVICE (FFS) SYSTEMS

¢ “Mainstream” Medicaid recipientsin FFS, whether
the State has an expansive or narrow covered
benefits package

¢ Enhanced covered benefits package (e.g., HIV
targeted case management)

¢ Enhanced payments

¢ Coordination with State and local HIV planning
efforts

¢ Collaboration with State HIV/AIDS surveillance
efforts



APPROACHESTO MANAGING HIV -
INFECTED RECIPIENTSIN
MEDICAID MANAGED CARE SYSTEMS

¢ “Mainstream” recipients

¢ Carve-out HIV positiverecipientsinto fee-for-
service, If a mandatory enrollment system

¢ Carve-out HIV-related services

¢ Carve-in HIV services by broadening covered
Services

¢ Require HIV -specific product features (e.g.,
experienced HIV providers, network standards,
HIV QA measures, HIV -specific access standar ds,
plan staff training)



APPROACHESTO MANAGING HIV -
INFECTED RECIPIENTSIN
MEDICAID MANAGED CARE SYSTEMS

¢ Enhance capitation rates (for chronic disease
populationsor HIV/AIDS), special risk pools, and
other special financing arrangements

¢ HIV/AIDS disease management
¢ HIV/AIDS managed care “ special needs’ plans
¢ “Mixed” approach based on assistance category




Overview of the
Michigan Medicaid
Program



Michigan M edicaid

e 1.4 million enrolled, down 1.5% between
1995-1998

e In 1998, 51% of enrolleeswere children,
21% adults, 7% elderly, 20%
blind/disabled

e 44% of Medicaid beneficiariesrecave
cash assistance

e $5.6 billion in expenditures, 3.5%
INCrease

e Medicaid finances 38% of M| births
e Mandatory managed care enrollment



MICHIGAN MEDICAID
MANAGED CARE PLAN ENROLLMENT

The Wellness Plan 113,407 Priority Health 25,256
Great LakesHealth Plan 76,291 Molina Healthcareof M1 24,380
Community Choice M| 68,428 Physicians Health Plan of Mid-M|

OmniCareHealth Plan 66,044 N 22,089
HealthPlus of M| 55,174 Physicians Health Plan of S\gzl,\f]ég
Total Health Care 44861 | | ypper Pen. Health Plan 17,303
Cape Health Plan 40,140 McL aren Health Plan 14,505
Midwest Health Plan 32,873 M-Care HMO 11,950
Health Plan of M| 29,578 Care Choices HM O 7.454

Community CarePlan 28,067 Botsford Health Plan 6,684




Review of
Basic Managed Care Concepts
And Ther Application to
Financing And Delivering
HIV Care



Some M CO goals...

Clearly define patient
populations, modify
their care seeking
behavior, & predict ther
care use & costs

| dentify high risk & high
cost patients

| dentify & minimize
financial risk

M aximize profitability
Organize systems of care
that achieve these goals

D
Sc/c\




PLAN SELECTION CRITERIA

¢ Established provider network
¢ Geographic coverage
¢ Sufficient capacity & accessible services

¢ Acceptable marketing, enrollment, grievance,
& disenrollment procedures

¢ Established quality assurance program
¢ Fiscal solvency

¢ Established administrative & governance
structure

¢ Meets State managed carelicensurecriteria




ORGANIZING HIV SERVICES
IN MANAGED CARE SETTINGS

Training & experience of clinical staff & thar
willingnessto treat HIV-infected patients

Ability to rapidly disseminate new therapeutic
approaches & provide on-going training

Contractual relationships with HIV specialists & social
support programs

Up-to-date quality assurance programs
Attitudes of other patients treated in same settings &
communitiesin which services are provided

Adequacy of capitation rate setting system to cover
current & anticipate future HIV costs

Confidentiality, disclosure, & privacy
Casefinding & outreach



FINANCING & DELIVERY OF HIV SERVICESIN A
MEDICAID MANAGED CARE ENVIRONMENT

O

CORE SERVICES
CAPITATED, MCO
BEARS RISK

FFS PROVIDERS
OF CARVED-
OUT SERVICES

GRANT-
FUNDED
AGENCIES
BEARING NO
RISK PROVIDE ‘
WRAP-
AROUND

SERVICES
THROUGH

LINKAGE
AGREEMENTS

AGENCIES &
PROVIDERS
SUB-
CONTRACT
WITH MCQOs
TO PROVIDE
SOME CORE
SERVICES,
BEAR SOME
RISK




CHALLENGESTO SETTING HIV CAPITATION RATES

It isdifficult to identify the claims of HIV infected recipients
Historical service utilization data may be:
unavailablefor all planned services,
based on a small number of patients,
heavily influenced by high or low cost users,
unableto account for “case-mix,”
untimely
Historical data on service costs may be:
based on inefficiently operated programs,
offset by other grant funding streams,
or reflect cross-subsidization of programs

“Carved out” services (e.g., drugs and diagnostics) may
Influence medical management in unplanned ways




HIV RISK ADJUSTERS

Age and gender

Sour ce of insurance (i.e.,, canrisk be spread across
several payers)

Spectrum of HIV disease (i.e.,, HIV asymptomatic,
symptomatic, AIDYS)

Surrogate clinical markers(i.e.,, CD4 count, viral load)

Other clinical co-morbidities(i.e., other chronic
diseases, substance abuse, mental iliness, tuberculosis)
Psycho-social co-morbidities(i.e., poverty,

homel essness)



WHY PARTICIPATE IN MANAGED CARE?

Enhancethe quality, accessibility, coordination, and
continuity of carefor managed care memberswith HIV

Ensure your agency’s ability to access HIV-infected
populations enrolled in managed car e plans so your
agency can offer them grant-funded prevention and
psychosocial services

|mprove your agency’slikelihood of financial survival
Diversify your agency’s client and income base

| nfluence the gover nance and policy making process
within managed care plans

Adopt sound business practices used by managed care
plansto improve your agency’s productsand more
efficiently use scar ce resour ces




ADVERSE SELECTION

Attracting members who are sicker than the
general population

Thisresultsin higher than budgeted expenses
for the plan

M COs may avoid enrolling individualswho are
sicker than the “average” patient

Some M COs may avoid enrolling HIV-infected
Individuals because of their relatively high
treatment cost



| mproved | ntegration of HI'V Care Networks:
One Way To Meet The Challenge

|ntegrated servicedelivery systems are:

e Entitiesthat directly provide or support
provision of integrated health care and social
support servicesto a defined population

e Networks offer comprehensive services and
has a centralized structure that coordinates
and integrates services provided by member
organizations and clinicians participating in
the network (Shortell, 1996)



INTEGRATED SERVICE DELIVERY SYSTEMS

e Adopt local strategic, systemic planning that
focuses on the greater good of the care déelivery
system, not individual organizational self-interest

e Planning emphasizes pur poseful development of
care modelsthat reflect local needs

e Blend funding sour cesto maximizerevenue

e Adopt uniform €ligibility standards, with higher
Income individuals making contributions through
sliding fee scales

e Establish a core minimum service package,
regar dless of payer

e Provide one-stop shopping wherefeasible




INTEGRATED SERVICE DELIVERY SYSTEMS

e Useprovider assignment and utilization
management to reduce duplicated services or
unnecessary care

e May use prospective global budgeting, capitation
payments, and other strategiesto control costs

e Cost containment may be achieved through
enrollment or benefit caps, negotiated pricesfor
drugsor other services, and efficienciesin service
delivery and administrative costs

e Reinvest revenue gained from an efficient system
by expanding the number of individuals served or
Increasing the benefits provided



Center for Integrated
HIV Care Networks
(CIHCN)

Center for Health Services Research & Policy
George Washington Univer sity
School of Public Health & Health Services



CIHCN'S GOALS

Demonstrate the feasibility of integrating
traditional, community-based HIV providersto
Improvethe quality, capacity, and coordination of
HIV careby:

— Reengineering the HI'V care continuum based on a
managed car e model

— Adopting sound business practices

— Optimizing HIV care resources

— Minimizing organizational redundancy
— Enhancing linkages among ASOs

— Integrating Medicaid, CARE Act, and other funding
streams



CIHCN'S GOALS

Enhancethe ability of integrated HIV care
networ ks to compete successfully as managed care
organizations and network providers by
Improving the HI'V care system through
partnerships

Enhance the ability of Medicaid and other
managed car e systemsto serve HI V-infected
Individuals through contracting with HI'V -
experienced networks



CIHCN'S PARTNERS

GWU CENTER FOR
HEALTH SERVICES
RESEARCH & POLICY

AETBS

CIHCN
NYSDOH THE
LEWIN PEER
NAPWA AIDS GROUP TRAINERS

INSTITUTE




ONSITE TECHNICAL ASSISTANCE MODEL

Networ k readiness and environmental assessment

Network strategic planning and identification of
network providers

Product development

Financial risk assessment and development of risk
assignment strategies

Network financing, integration of funding
streams, and capitalization

Networ k formation and gover nance
Administrative structur e development



ONSITE TECHNICAL ASSISTANCE MODEL

M IS development

Marketing plan and materials development
M anaged car e contract development and
negotiation

Quality assurance program development and
Implementation

Ongoing cost and utilization assessment

Start-up and ongoing technical assistance
Ongoing evaluation



ONSITE TECHNICAL ASSISTANCE MODEL

ASO board and staff training
Strategic planning

Administrative, capacity, financial, and M 1S
assessment

Unit cost development
Utilization management
Product development

| nfrastructur e development



ONSITE TECHNICAL ASSISTANCE MODEL

Consumer education regarding managed care
and integrated networks

Consumer input into program design,
marketing materials, and grievance process

Networ k member education
Member satisfaction assessment



ONSITE TECHNICAL ASSISTANCE MODEL

Policy and financing
Rate setting

Managed car e contract specification
development

L egislative analysis and development



Service Area: Detroit, Ann Arbor,

Y psilanti, Lansing, Flint, & adjoining
counties

Lead Agency: AIDS Partnership
Michigan (Detroit)

Other Network Members: AIDS
Consortium of Southeast Michigan
(Detroit), HIV/AIDS Resour ce Center
(Ypsilanti), Wellness AIDS Services
(Flint), Lansing Area AIDS Network
(East Lansing), CARES (K alamazoo)

Service M oddl: Case management
Estimated Patients Served: Unclear
Managed Care Saturation: High

Funding Sources: Titlel, I1, 1V,
HOPWA, SAMSHA, CDC, State,
foundations

MICHIGAN




TA Reguested:

| dentifying “best practices’ for
network development

e Strategicplanning

Bringing HIV clinical providersinto
the network

Networ k administrative structure
development

Rate setting

Unit cost development
Business plan development
Marketing

Outcomes measur ement

Other TA |Identified By Reviewers:

Medicaid managed care HIV
program development

MICHIGAN




Service Area: Lehigh Valley & Capital
Region
Network: LinkCare

Lead Agency: AIDSNET (Titlell
consortium)

Other Network Members: Lehigh Valley
Hospital, AIDS Services Center, AIDS
Qutreach, Easton Hospital, St. Luke's
Hospital, Berks AIDS Network, Behavioral
Health Choices, Family Health Council of
Central PA, AIDS Planning Coalition of
South Central PA, Pinnacle Health System,
Community Psychological Center,

Service Model: Integrated clinical, case
management, & support services
Estimated Patients Served: + 1,000
Managed Care Saturation: High within
year

Funding Sources: Titlell, 11, HOPWA,
State, foundations

PENNSYLVANIA




TA Provided Or Planned:

Business plan & administrative
structure development

Network governance

Financial risk assessment & network
financing

MIS

Product development & marketing
Managed car e contracting

Quality assurance program
development and assessment

Unit cost & utilization assessment
Evaluation

Policy development regarding HAB
payer of last resort, case management
reimbursement, & managed care
HIV service coverage

PENNSYLVANIA




Service Area: New York City

boroughs of Brooklyn & Staten Idand | NNF\\/ YORK CITY

Lead Agency: SIBRO

Other Network Members: Brooklyn
AIDS Task Force, Discipleship
Qutreach Ministries, Dr. Jordan
Glaser, Project Hospitality, Richmond
Home Needs Services, Staten | dand
AlIDS Task Force

Service Moddl: Integrated clinical, case
management, & support servicesfor
adults

Estimated Patients Served: + 1,500

Managed Care Saturation: Growing
rapidly in Medicaid population
Funding Sources. Medicaid, Titles|,
|, 11, CDC, HOPWA, State, City




TA Provided Or Planned: NEW YORK CITY

e Businessplanning
e Network infrastructure development

e Funding sourcesfor capacity
development

e Governance and revenue distribution
e MIS

Unit costing and sub-capitation rate
setting

Quality assurance

Program evaluation
Outcomesresearch

Training

Funding stream integration




A Network Readiness & Environmental
Assessment Are Used To Develop A
Technical Assistance Plan & Budget

METHODS
e Self-assessments by network providers
e On-site assessments

e Interviewswith policymakers, consumers, &
other key stakeholders

e Interviewswith managed care plan staff
e Funding & serviceprofiles
e Supplemental information




ONSITE TECHNICAL ASSISTANCE MODEL

State Policymakers
Policy & financing
Rate setting

Managed car e contract specification
development

L egidlative analysis & development




ONSITE TECHNICAL ASSISTANCE MODEL

Networ k

| dentification of best practicesused by HIV & other
networks

Network readiness & environmental assessment

Network strategic planning & identification of network
providers

Product development

Financial risk assessment & development of risk
assignment strategies

Network financing, integration of funding streams, &
capitalization

Networ k formation & governance
Administrative structur e development




ONSITE TECHNICAL ASSISTANCE MODEL

Networ k
MIS development
Marketing plan & materials development
M anaged car e contract development & negotiation

Quality assurance program development &
Implementation

Ongoing cost & utilization assessment
Start-up & ongoing TA
Ongoing evaluation




ONSITE TECHNICAL ASSISTANCE MODEL

AIDS Service Organizations
ASO board & staff training
Strategic planning

Administrative, capacity, financial, & MIS
assessment

Revenue enhancement

Unit cost development
Utilization management
Product development

| nfrastructur e development




ONSITE TECHNICAL ASSISTANCE MODEL

Consumers & Network Members

Consumer education regarding managed care
& Integrated networks

Consumer input into program design,
marketing materials, & grievance process

Network member education
Member satisfaction assessment




TECHNICAL ASSISTANCE MATERIALSTO
BE PREPARED BY CIHCN

Policy briefs & options papers

Network readiness & environmental assessment tools
On-sitetraining modules

Prototype TA materials

Model contract specifications

Quality measures & improvement practices

Methods for assessing the impact of integrated HIV
care networkson delivery of HIV care

Data collection tools, analytic plans, & model reports



