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Introduction
In 2010, the Federal Centers for Medicare & Medicaid Services (CMS) approved a
California Medicaid waiver (pursuant to § 1115 of the Social Security Act) that
authorized counties to receive federal Medicaid funds for health services they provide to
certain low-income individuals. In July, 2011 California took the first steps toward
statewide Medicaid expansion by implementing a partial expansion under this waiver.
The waiver expanded coverage through new programs called Low Income Health
Programs (LIHPs) to over 500,000 low-income Californians. Counties began to provide
those services in 2011, through the LIHPs. The county LIHPs can set income eligibility
for the program at up to 200 percent of the Federal Poverty Level (FPL). The counties
also may cap the program and create waiting lists. In 2012, several thousand
Californians with HIV/AIDS who had previously received services through the Ryan
White HIV/AIDS Program began to receive services through LIHPs instead. As
California moves towards full health reform implementation in 2014, the experience with
early expansion reveals several important lessons regarding care for people living with
HIV/AIDS.
The Ryan White HIV/AIDS Program
The Ryan White HIV/AIDS Program was created by Congress in 1990 to provide HIV
care and services to low-income people who are uninsured and underinsured. The
program has become a major source of the nation’s HIV care and support services and
is currently funded at $2.4 billion annually. 1 The Ryan White Program provides funding
for services for low-income HIV positive individuals, including to states for the AIDS
Drug Assistance Program (ADAP), which helps low-income uninsured and underinsured
HIV positive individuals access prescription medications.2 Ryan White funding has been
credited for building some of the first effective medical homes for people with a chronic
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disease, necessitated by the complexity of HIV care and the frequent presence of
complicating factors including substance abuse, poverty, comorbidities, and social
stigma.3 Ryan White-funded clinics around the country offer a range of services in
addition to primary and specialty medical care, which include case management,
psychological counseling, social services, pharmacy consultation, substance use
treatment, palliative care, spiritual counseling, and adherence counseling. 4 In addition,
many Ryan White-funded clinics have established “care teams” that work with each
patient.5 Many of these services and the coordination necessary to ensure that they are
delivered in a patient-centered model are not covered by Medi-Cal or the LIHPs. In
California, many low-income people living with HIV/AIDS depend on Ryan White
services. In 2010, 97,626 clients received Ryan White services and 39,783 clients used
ADAP.6
The Low Income Health Program (LIHP) and People living with HIV/AIDS
The State Office of AIDS, which administers California’s Ryan White-funded ADAP, and
the Department of Health Care Services (DHCS), which oversees the LIHPs, did not
effectively coordinate services for uninsured people living with HIV/AIDS. Nor did CMS
communicate with the Health Resources and Services Agency (HRSA), the federal
agency which oversees the Ryan White Program, about responsibility for services under
the waiver. As a result, the State and counties did not plan to provide services for
people living with HIV/AIDS in LIHPs. Instead, counties mistakenly believed they could
rely on Ryan White funding, including ADAP, to provide primary care and medications to
people living with HIV/AIDS rather than transfer responsibility for their care to the LIHPs.
Ryan White Funds as “Payer of Last Resort” and the LIHPs
Neither the state nor the counties clearly understood that Ryan White would not pay for
services where coverage was available from another source, including Medicaid funds
through the LIHP. The Ryan White HIV/AIDS Treatment Extension Act of 2009 “payer of
last resort” provision prohibits grantees from expending Ryan White funds:






to make payments for any item or service to the extent that payment has been
made, or can reasonably be expected to be made, with respect to that item or
service;
under any State compensation program, under an insurance policy, or under any
Federal or State health benefits program (except for a program administered by
or providing the services of the Indian Health Service); or
by an entity that provides health services on a prepaid basis.7

This is intended to ensure that Ryan White funds will only be expended for services
when no other source of payment is available. Because California’s LIHPs are Medicaid
programs, they fit the definition of “Federal or State health benefits program,” and
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therefore Ryan White funds may not be used to pay for any services that LIHPs will
cover.
In July, 2011, CMS clarified that LIHPs must ensure that their provider networks are
adequate to meet the needs of enrollees with HIV, including those who had previously
received Ryan White-funded care.8 People living with HIV often need a wide variety of
services, including medical case management, peer advocacy, and employment
supports, not all of which are part of the LIHP benefits package. Since LIHPS must
cover many services that were previously funded through Ryan White, including
physician services, prescription and non-prescription medications, medical equipment
and supplies, and outpatient hospital services,9 LIHPs must ensure that their provider
networks include enough providers, and those with HIV expertise, to meet the needs of
enrollees with HIV. Ryan White funds can, however, continue to pay for services that a
LIHP does not cover. Ryan White funding will continue to be needed to fill the gaps
when the Medi-Cal Expansion is implemented in 2014, to pay for specialty services
needed by people living with HIV when these services are not fully covered by MediCal.10
Transitioning People living with HIV/AIDS from Ryan White to LIHP
Because the California Administration did not understand the Ryan White Program’s
“payer of last resort” provision, the state and counties did not plan for the costs, provider
networks, or transition of people living with HIV/AIDS from Ryan White services to
LIHPs. When the oversight was discovered, people living with HIV/AIDS and their
providers experienced an abrupt and unplanned transition as the LIHPs scrambled to
make changes to address their obligations. Because there was no formal coordination
between the State Office of AIDS, which administers Ryan White funds and services,
and DHCS, which administers the LIHPs, there was no state oversight to plan for the
transition. Since the LIHPs had not anticipated the cost of these services, some
counties chose to dramatically lower program eligibility levels to limit their financial
obligations. For example, San Francisco, which originally planned to cover individuals
with incomes up to 133% FPL in its LIHP, reduced income eligibility to only 25% FPL.11
Other LIHPs attempted to recruit Ryan White providers into their provider networks in
order to ensure continuity of care for LIHP enrollees with HIV who had previously
received coverage through Ryan White.12 One of the biggest struggles for the LIHPs
was funding an adequate drug formulary for people with HIV, since the antiretroviral
(ARV) prescription medications used by most people with HIV are expensive. Most
LIHPs began looking for options to purchase ARVs at discounted rates.13
Once the LIHP was operating in a county, Ryan White grantees were asked to submit
plans to the State Office of AIDS outlining how they planned to transition their LIHP
eligible Ryan White clients to the LIHPs. In some jurisdictions the transition went
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forward reasonably quickly, and fairly smoothly, while in others there was a need for
significant planning prior to beginning the transition. Beginning in March 2012, ADAP
administrators in the counties that were ready were instructed to begin screening people
for potential LIHP eligibility at their next Ryan White or ADAP redetermination, referring
them to the LIHPs if they were likely eligible.14 Despite these efforts, for some people
the transition from Ryan White to LIHP required switching to a new provider and
pharmacy with little to no notice. In Los Angeles and Alameda County, two counties with
some of the largest number of LIHP eligible Ryan White clients, the transition did not
begin until July and August of 2012 respectively. 15 Not all Ryan White providers,
including pharmacy providers, were included in LIHP networks.
Advocates raised concerns about the potential for disruption and loss to continuity of
care during the transition from Ryan White services to LIHPs and questioned whether
the LIHPs have the capacity to provide comprehensive coordinated care like that
provided under Ryan White. Today, there are thousands of former Ryan White clients
enrolled in LIHPs; in Los Angeles county, the largest LIHP in the state, approximately
5,000 people with HIV/AIDS are enrolled.16 While the LIHPs have managed to provide
services for all the Ryan White clients so far, similar concerns about capacity exist as
California prepares to transition this population into the Medi-Cal program in 2014.
Changes to the LIHPs to accommodate the Transition of People living with
HIV/AIDS
While people living with HIV/AIDS transitioned from Ryan White to LIHPs, advocates
continued to seek solutions to ensure they received appropriate services with as little
disruption to care as possible. In 2012 the state successfully obtained an amendment
to the 1115 Waiver that allowed the state to roll over certain authorized but unexpended
funds to the state’s Safety Net Care Uncompensated Care Pool.17 As a result, the state
was able to establish an HIV Incentive Transition Program for infrastructure
development by designated public hospitals to support services for people with HIV in
LIHPs.18 These new funds are intended to help counties that have both large numbers
of low-income people living with HIV/AIDS and a public hospital. Counties that do not
have a designated public hospital, however, are not able to benefit from the new funds
that are available.
Lessons Learned and Looking Ahead
California’s experience of transitioning people living with HIV/AIDS from Ryan Whitefunded care into new coverage highlights the importance of careful planning and
collaboration for transitions of this kind. As California prepares to transition many more
people into Medi-Cal and Covered California in 2014, we offer the lessons below to help
ensure that future transitions are as smooth as possible.

4



Leadership and Collaboration—No single agency at the federal level is
formally charged with assisting the transition for people living with HIV/AIDS and
planning for coordinated care after 2014. A new level of leadership from HIVfocused agencies, such as the Health Resources and Services Agency (HRSA),
will be essential to ensure a successful transition of these individuals into MediCal in 2014, as well as to fill gaps in services after 2014. In addition, new
coordination between CMS and HRSA is critical to ensure that HIV services are
integrated into the Medi-Cal expansion or Exchange coverage after 2014 and
that Ryan White programs continue to provide coverage where gaps exist. HRSA
should develop adequate and timely guidance, with stakeholder input, to assist
Ryan White providers to integrate their care within Medi-Cal or Exchange
coverage and provide wraparound coverage. CMS should direct state Medi-Cal
agencies to reach out to Ryan White grantees and other providers to plan for the
Medi-Cal Expansion.
Similarly, because there is not a single California agency with ultimate
responsibility, the State Office of AIDS, DHCS and Covered California should
work together to coordinate the transition of coverage for people living with
HIV/AIDS in 2014. The agencies will need to communicate frequently and
collaborate closely to ensure a smooth transition. All three agencies must also
engage with stakeholders to identify and address transition issues, including
continuity of care for individuals with AIDS/HIV with Ryan White providers.



Planning and Engagement—Many critical decisions regarding health care
reform implementation are being made at the federal and state level, including
the development and implementation of insurance marketplaces, Medicaid
expansion, the essential health benefits and alternative benefits plans, and new
insurance protections. Advocates for people living with HIV/AIDS and Ryan
White providers should be engaged in these conversations to ensure that the
needs of those with HIV/AIDS are addressed.
In California, planning for the integration of HIV care services into the Medi-Cal
Expansion and Covered California is critical to ensure that there is no disruption
in care and to ensure comprehensive HIV care is available in 2014 and beyond.
Many uninsured HIV positive Ryan White clients will likely be eligible for Medi-Cal
in 2014. Therefore, HIV advocates need to directly engage at the state level on
Medi-Cal policies to ensure that the program will meet the needs of people living
with HIV/AIDS. In addition, the State Office of AIDS must continue its health care
reform stakeholder advisory committee meetings and secure appropriate
representation from DHCS and Covered California. As part of the planning
process, DHCS and Covered California should continue to regularly convene
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their LIHP Transition Stakeholder meetings, and include stakeholders with HIV
care expertise, to ensure a smooth transition from LIHP to Medi-Cal Expansion
(and Covered California) for enrollees living with HIV.


Transition and Access— Most uninsured people living with HIV/AIDS will be
moving from Ryan White to new insurance coverage through Medi-Cal or
Covered California. It is unlikely that the health care systems will be fully ready to
support a safe transition for all eligible HIV-positive people by January 2014
without disruptions or loss to care. In order to fulfill the promise of health care
reform for people living with HIV/AIDS, ongoing transition strategies that will
minimize disruption in care must be developed before people living with
HIV/AIDS are moved into the new coverage options.
Nationally, HRSA should ensure that all new Medicaid Expansion and
Marketplace networks are capable of serving clients transitioning from Ryan
White services to new coverage, including having adequate provider, clinical and
pharmacy networks as well as a complete drug formulary. HRSA should also
establish updated payer of last resort guidance to address the Ryan White
services coverage and access issues during the transition. While Ryan White
cannot pay for services covered under other programs, this requirement should
not impede Ryan White from providing access to services that are not provided
by another payer, or effectively coordinating services among payer sources. In
addition, in each state, HRSA should work with state agencies and community
stakeholders to articulate and plan for services that will need to continue to be
provided through Ryan White to ensure the continuity of the cost effective and
quality HIV care. HIV care providers are experts in care delivery and are central
to maintaining the patient centered care that has improved HIV health outcomes.
HRSA should also continue to work with clinical health services to ensure that
clients can continue to receive Ryan White services up until they are fully
engaged in new coverage and able to access all services, including prescription
medications.
In California, the State Office of AIDS and local Ryan White planning bodies
should work with DHCS and Covered California to plan Ryan White resource
allocation. The allocation must ensure that the needs of LIHP enrollees with HIV
and AIDS are addressed in the Medi-Cal expansion and Covered California.
Continuity of care with existing specialty providers should be a high priority.
Finally, Ryan White programs will continue to be needed to provide services that
improve health outcomes for all people with HIV but may not be covered under
Medi-Cal or Covered California. Increases in medical case management, health
benefit counseling and navigation resources should be made available to people
living with HIV/AIDS who will be eligible for new insurance coverage in 2014.
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Education and Communication—Because Ryan White funding and services
have developed a continuum of HIV-specific expert care, people living with
HIV/AIDS and their providers have come to depend on Ryan White agencies for
necessary information about their health care benefits and rights. Therefore,
many people living with HIV/AIDS and their providers are not well connected to
Medi-Cal or private insurance. It will be essential to develop improved education
and communication materials in this rapidly changing environment. To ensure
successful integration and continuity of all aspects of quality HIV care, Ryan
White grantees and providers will require timely and reliable information,
updates, technical assistance and guidance. HRSA, the National Association of
State and Territorial AIDS Directors and the AIDS Education and Training
Centers should provide capacity building and technical assistance aimed at
helping AIDS/HIV providers navigate moving from grant-driven systems to
negotiating, contracting, and interacting with multiple coverage products.
In California, HIV entities, including the State Office of AIDS, HIV-specific
agencies and the AIDS Education and Training Centers, need to take a stronger
role in creating communication networks and ensuring that accessible and
usable information regarding changes in all systems of care gets distributed
regularly. Ryan White allocation planners will also need to increase resources for
individual health benefits counseling and navigation assistance. In particular,
premiums and co-pays in the Exchange may be far greater than what LIHP
enrollees have been paying, and Ryan White providers should be prepared to
counsel those individuals who transition into Covered California about their
options for assistance with costs. Moreover, provider rates, both medical and
pharmacy, are likely to be lower in Medi-Cal and Covered California than in Ryan
White-funded programs. Thus, all stakeholders will have to collaborate to
develop strategies to address sustainability of service delivery and continuity of
patient centered medical care.
Additionally, the transitions to managed care in California thus far have illustrated
that individual assistance will be needed by many people living with HIV/AIDS
who will be newly eligible for the Medi-Cal expansion or Covered California to
navigate healthcare access and patient protections. DHCS and Covered
California should work with the State Office of AIDS to ensure that information is
distributed through trusted networks. DHCS and Covered California should also
convene outreach events that involve community-based organizations. For LIHP
enrollees, DHCS and Covered California must collaborate with the counties and
the State Office of AIDS to send appropriate notices about the transition, to
ensure that enrollees have all the information they need. Counties without LIHPs,
or with very low LIHP income caps, should also find ways to outreach to county
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health program beneficiaries and users of Ryan White-funded services who will
likely become newly eligible for the Medi-Cal Expansion and Covered California
in 2014. To help ensure that notices are comprehensive as well as
understandable to consumers, advocates familiar with HIV care should have the
opportunity to review and comment on any draft notices or other outreach
materials with enough advance notice before they are finalized.
Conclusion
Thousands of people who currently access health care services through the Ryan White
program will become eligible for new coverage in 2014. California’s experience moving
people from Ryan White-funded care into LIHPs highlights the importance of careful
planning for this transition. Government agencies, care providers and advocates will
need to work closely together to ensure that people living with HIV/AIDS maintain their
access to critical services while they move into these new coverage options.
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