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Introduction
People living with HIV (PLWH) who have low viral loads can
have better health outcomes and lower risk of transmitting
HIV.1 However, in 2014, half of the 1.1 million people living
with HIV in the United States were not virally suppressed.
PLWH often have multiple, complex conditions, are more
likely to experience homelessness, and have higher rates of
mental health and substance use disorders that complicate
treatment.2 Care coordination can be an important tool for

states to increase rates of virologic suppression by helping
PLWH access and maintain treatment, stay engaged in
care, and address other needs such as housing, nutrition,
transportation, and behavioral health services.3 Both Med-

icaid and the Ryan White HIV/AIDS Programs (RWHAP) offer
care coordination services, but the type and intensity of these
services can vary widely based on how they are delivered, who
delivers them, and who can access them. Because the RWHAP
is by statute the “payer of last resort,”4 states must avoid duplication of services to individuals, some of whom may qualify for
both programs, or may “churn” between the two programs as
they gain and lose eligibility.5 Collaboration between Medicaid and the RWHAP is key; by working collaboratively across
agencies to manage services for PLWH, state policymakers
can maximize scarce resources and ensure they are making
the best use of available expertise and capacity to address the
needs of PLWH.

About This Series
States, through their Medicaid and Ryan
White HIV/AIDS programs, play critical
roles in supporting access to care for
people living with HIV (PLWH). PLWH can
be among the most medically complex
individuals covered by state health
programs, incurring costs up to five-times
greater than the average Medicaid beneficiary.
Research shows that early,
comprehensive treatment can
significantly improve health outcomes for
PLWH and reduce their overall cost of
care. Given increasingly constrained state
budgets, state policymakers are working
to ensure that care to this population is
accessible, well-coordinated, and
effective. This series of reports are
designed to give Medicaid and RWHAP
administrators an understanding of each
other’s programs, and highlight key
opportunities for collaboration.

What are care coordination, care management, and case management?
Care coordination, care management, and case management can mean different things depending
on the program or payer source. Definitions vary, but common elements of these services include
assessment, person-centered care planning, ensuring linkages to necessary medical, social and other
supports, and monitoring and follow up.
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Overview of Medicaid Care Coordination Benefits
Care coordination services are provided under a number of state Medicaid options and authorities.6
Table 1 provides an overview of available services.

Table 1. Medicaid Care Coordination Options
Description

Features/Considerations

Targeted Case Management (TCM)7
Services to assist individuals in accessing medical, social,
educational, and other necessary services.

States generally use TCM to support complex
populations, including PLWH.

Health Homes8
Supports a team-based approach that includes care
management and care coordination as two of six core
health home services.

Target populations must have two or more chronic
conditions or one chronic condition and be at risk
for another. Several states currently include HIV as a
qualifying condition in their health home programs.

Home and Community-Based Services
(HCBS) Waiver (Section 1915(c))9
Provides a range of services including case management,
based on a person-centered care plan.

States may waive certain Medicaid requirements,
such as state -wideness, comparability, and rules
related to income and resources. HCBS support
individuals who would otherwise require nursing
home care. State may limit the number of enrollees.

Home and Community-Based Services State
Plan Option (Section 1915(i))10,11
Can support a range of services, including case
management, based on a person-centered care plan.

States define eligibility for §1915(i) services. States
can choose to enroll individuals earning less than
150% of federal poverty levels even if they do not
meet institutional levels of care. For both §1915(c)
and §1915(i), the state must demonstrate conflict-free case management, which requires independent review of care planning. As a state plan option,
the state may not cap enrollment.

Section 1115 Demonstration Waiver12,13
Provides states with flexibility to design and test innovative
models and strategies in their Medicaid programs.

States may waive certain Medicaid requirements,
such as state-wideness, benefit design, and
reimbursement. Waivers must be budget-neutral for
the federal government.

Primary Care Case Management (PCCM)14
Physician-based care management that includes provision,
location, coordination, and monitoring of primary care
services.

PCCM is not limited to specialty or high-needs
populations. States may develop enhanced PCCM
models to support populations with more intense
care coordination needs.

Managed Care Contracting15
States must ensure that Medicaid managed care
organizations (MCOs) provide care coordination to
enrolled beneficiaries, with additional requirements for
enrollees identified by the state as having special health care
needs or in need of long-term care.

States may contract with MCOs to provide specialty
services and more intensive care coordination for
certain populations, such as PLWH.
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Overview of the Ryan White HIV/AIDS Program
(RWHAP) Case Management
The RWHAP is a federal program that provides states with funding for medical care and support services,
such as case management, for eligible PLWH.16 Unlike Medicaid, the RWHAP is not an entitlement
program. Both medical and non-medical case management are allowable services under the RWHAP
Parts A-D.17 Eligibility, as well as the scope of case management services offered by each state, can vary
based on state priorities and available federal and state funding.18
•

•

Medical case management helps PLWH:
• Access services that help support their adherence to complex HIV treatments, and
• Improves their clinical outcomes.19
Non-medical case management helps PLWH access necessary social services, such as financial
assistance and legal aid.20

As the payer of last resort, RWHAP resources can only be used if a RWHAP client is not eligible for
coordination services under Medicaid or another payer.21

Key Policy Issues
State policymakers from Medicaid and the RWHAP share an interest in working together to ensure that
PLWH have access to physical and behavioral health care and other supports necessary to improve health
outcomes. By leveraging the expertise of a state’s specialized HIV providers, developing processes to avoid
duplication of services, and training providers to meet the specialized needs of PLWH, states can make the
most of limited resources. Outlined below are strategies states are using to align Medicaid and RWHAP care
coordination programs.

Facilitate cross-agency care and service delivery by specialized HIV providers and
service organizations. Medicaid and RWHAP can benefit from using the same providers to serve PLWH
enrolled in these programs:

•

Managed care contracting: States, including New York, have created specialty managed care plans

•

Health homes: Wisconsin was the first state to implement a health home model designed exclusively

•

1915(c) waivers: California’s §1915(c) waiver, AIDS Medi-Cal Waiver Program (MCWP), provides home-

for Medicaid beneficiaries living with HIV. New York’s HIV Special Needs managed care plans (SNPs)
exclusively serve New York City and are required to coordinate care among the state’s RWHAP, specialized
providers, social service agencies, and other service organizations.22

for PLWH in 2012, after state legislation required the Medicaid agency to implement a care coordination
program for beneficiaries living with HIV.23 AIDS service organizations may serve as health home
providers under Wisconsin’s model, using their capacity and experience serving PLWH.24 Alabama, New
York, and Washington also have health homes that include HIV as a qualifying condition, and work closely
with RWHAP partners to ensure adequate care coordination through these models.25

and community-based services, including case management, to PLWH who would otherwise require
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institutional care, nursing facility care, or hospitalization. MCWP and RWHAP utilize the state’s specialized
care providers in a number of ways. The California Department of Public Health, which administers the
state’s RWHAP, also operates the MCWP. Case managers help PLWH enroll in RWHAP or other qualifying
services if they no longer qualify for waiver services in order to maintain the health of the participant. In
certain counties, the same providers serve PLWH enrolled in either program.26,27,28

Use data to link individuals to services and reduce duplication. Data can help states target

care coordination services to PLWH who are not engaged in care and increase rates of virologic suppression;
but data is often siloed in separate departments or agencies. Clinical and surveillance data is typically
housed within public health agencies, while claims data is held within the state Medicaid agency.29 State
and federal restrictions on how and what data on PLWH can be shared30 may also create barriers to the flow
of information between state Medicaid programs and RWHAP. To address these challenges, the RWHAP and
state Medicaid programs can:

•

Reduce duplication of care coordination services through interagency data sharing. States can

develop an interagency data-sharing strategy, such as a data-sharing agreement, a memorandum of
understanding or a data-sharing policy.31 The Washington Department of Health administers a HIV/
AIDS case management program for Medicaid beneficiaries living with HIV. To reduce duplication of care
coordination services, the HIV/AIDS case management program’s daily operations are managed by the
Department of Health, but the Health Care Authority (Medicaid) pays for case management services. To
achieve coordination of services, the two agencies have an interagency agreement, which allows them to
share the names of beneficiaries receiving case management.32 Several of California’s HIV care programs,
including the RWHAP and MCWP, utilize the AIDS Regional Information and Evaluation System (ARIES), a
shared data system that allows state program staff and providers to monitor and coordinate medical care
and support services for PLWH across programs.33

Align training for care coordinators across the Medicaid and RWHAP programs. To

better address the needs of PLWH, the New York Department of Health’s AIDS Institute established standards
of HIV care and program standards for managed care plans to ensure quality medical care for PLWH or those
at risk of HIV.34 The AIDS Institute conducts quality-of-care reviews and provides technical assistance to
managed care plans to help them meet the specific health care needs of Medicaid beneficiaries living with
HIV.35
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Conclusion
States can use resources efficiently and effectively by aligning care coordination services between Medicaid
and the RWHAP. Medicaid has a number of different authorities available to support care coordination for
PLWH and these services and systems can be enhanced through close collaboration with the state RWHAP.
These state innovations demonstrate several ways that Medicaid and the RWHAP can work together to
keep PLWH connected to necessary services, make the most of existing expertise, and avoid duplication of
services.

For additional resources detailing how state agencies can improve care for PLWH, read National

Academy for State Health Policy, Toolkit: State Strategies to Improve Health Outcomes for People Living with
HIV
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