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Introduction
HIV is a complex and chronic infectious disease, requiring long-term
adherence to medication regimens, care coordination, and access
to care not only to treat the disease itself, but for common, co-occurring conditions that can impede HIV treatment, such as mental health and substance use disorders (SUD). State strategies to
support people living with HIV (PLWH) can be complicated by the
overlapping roles of Medicaid and Ryan White HIV/AIDS programs
(RWHAPs), including the overlap in the populations they serve. Eligibility criteria for these programs vary across states, but both programs serve low-income PLWH, provide medical care, prescription
drugs, and supportive services, and experience frequent “churn” as
PLWH gain and lose eligibility for these programs. While Medicaid
is the largest payer of health care services for PLWH,1 RWHAP AIDS
Drug Assistance Programs (ADAPs) provide a critical safety net for
PLWH who are not eligible for Medicaid and provide wrap-around
services and supports for others.
Increased collaboration between Medicaid and RWHAP ADAPs can
help states minimize duplication and fragmentation of services
and ensure that scarce resources are used most effectively. To
better coordinate Medicaid pharmacy benefits and ADAP services,
states have a number of policy levers to consider, such as examining drug formulary design and purchasing strategies (including
the use of 340B discounts), and prescribing policies.

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.

Overview of Medicaid Outpatient Prescription
Drug Coverage
All state Medicaid programs provide outpatient prescription drug coverage to their beneficiaries.2 States may
reimburse pharmacies for drugs dispensed to Medicaid beneficiaries directly or through Medicaid managed
care plans. Each state manages its own drug coverage program, using a number of tools and processes to
address the needs of its Medicaid population within the context of scarce state resources. Through preferred
drug lists (PDLs), states establish which drugs are available to beneficiaries without the need for prior
authorization, step therapy approaches, or other processes. PDLs can help direct providers and patients
toward lower-cost or generic drugs. States may also use prescription limits, pharmacy benefit managers,
and other approaches designed to manage costs while supporting access to necessary medications. States
also participate in the Medicaid Drug Rebate Program, a federally-administered program that requires drug
manufacturers to negotiate an agreement with the Secretary of Health and Human Services to provide drug
rebates to state Medicaid programs. Under the agreement, state Medicaid programs must cover all drugs
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made by that manufacturer in their Medicaid drug coverage program.3 Participating companies must also
provide discounted drugs through the 340B Drug Pricing Program.4

Overview of AIDS Drug Assistance Program
RWHAP is authorized by Title XXVI of the Public Health Service
Act5 and administered by the Health Resources and Services
Administration (HRSA) HIV/AIDS Bureau. RWHAP funds and
coordinates with cities, states, and local community-based
organizations to provide direct health care and support
services to PLWH. A major component of RWHAP is the
state ADAP, which provides eligible PLWH with prescription
drugs, as well as assistance with health insurance premiums
and drug cost-sharing. All US states and territories have an
ADAP program, supervised by the state health department
or another state government agency. Each state ADAP
maintains a formulary of drugs that can be paid for by
ADAP funds. Formularies vary by state, but must include
drugs from each class of HIV antiretrovirals (ARTs). Other
medications may be covered by a state’s ADAP formulary,
including those for the prevention or treatment of HIVrelated opportunistic infections, and those that treat
mental health and other co-morbid conditions. ADAP
Advisory Committees, typically comprised of clinicians,
consumers, and RWHAP program administrators, make
recommendations and decisions about changes to a
state’s ADAP formulary. The 340B Drug Pricing Program,
administered by HRSA, allows ADAPs to access discounted
outpatient drug pricing through a direct purchase or
pharmacy network/rebate model.6 Title XXVI of the Public
Health Service Act designates RWHAPs as payers of last
resort, meaning funds may not be used to pay for claims
that could be paid by private insurance or through another
state or federal benefit, including Medicaid.7 If an ADAP
client becomes eligible for coverage under another payer,
the ADAP must retroactively back-bill that payer for services
provided to recoup costs.
Both ADAPs and Medicaid or Medicaid managed care plans
have the ability to contract out some or all of their pharmacy
operations to pharmacy benefit managers (PBM). These
organizations provide administrative and pharmacy claims
management services, which can include contracting with
pharmacy networks, developing and managing formularies,
performing drug utilization review, and mail order pharmacy
services.8

ADAP Drug
Purchasing Models
Direct Purchase Model: ADAPs can
purchase drugs from manufacturers,
wholesalers, or a purchasing agent (e.g., a pharmacy
benefits manager). Drugs are
dispensed by a pharmacy or contracted
pharmacy services provider.
Pharmacy Network/Rebate Model: ADAPs
submit claims to drug manufacturers for
rebates on drugs purchased through a retail pharmacy
network at a higher price than
the 340B price.
Source: Health Resources and Services Administration HIV/AIDS
Bureau, AIDS Drug Assistance Program
(ADAP) Manual (Rockville, MD: Health Resources and Services
Administration, 2016)

https://hab.hrsa.gov/sites/default/files/hab/clinicalquality-management/adapmanual.pdf

Who is payer of
last resort?
While Medicaid typically pays a claim only
after other liable third parties have made
payment, Section 2617(b)(7)(F) of the
Public Health Service Act mandates that
RWHAP be the payer of last resort -- after
Medicaid and other state and federal
programs.
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Key Policy Issues
Outlined below are opportunities for Medicaid agencies and RWHAPs to identify and address barriers at the
intersection of these two programs:

Review alignment of prescription drugs available across Medicaid and ADAP. Specific
ARTs and related drugs are critical components in successfully managing HIV, and continuous access to these
drugs can lead to better outcomes.9 Even short-term lapses in an ART regimen can increase the risk of disease
progression, and increase viral rebound.10 When a state’s ADAP formulary, Medicaid PDL, and drugs covered
by managed care plans are developed independently, the fragmented coverage can create unintentional
gaps in drug availability, or disruptions in access for individuals moving between or covered under multiple
programs. Key areas for cross-agency alignment include:
•

Access to consistent ART medications even as eligibility fluctuates between ADAP and Medicaid. To
support consistent access, some state ADAPS map their drug formularies to that of the Medicaid PDL in
their state. This can reduce the risk of disruptions in treatment for beneficiaries as their program eligibility
changes. Washington, DC has contracted with a PBM to manage both the Medicaid PDL and ADAP
formulary, creating a more seamless experience for individuals who move between the two programs.

•

Availability of specialty drugs, such as those used to treat SUD and hepatitis C. SUD and conditions
such as hepatitis C disproportionately affect PLWH posing additional health care and cost challenges.11 In
response, Rhode Island expanded its ADAP formulary to include a range of drugs for the treatment of
SUD, including naltrexone. The Illinois Department of Public Health (IDPH) added five hepatitis C drugs to
the state’s ADAP. The Rhode Island and Illinois health departments work closely with their Medicaid
programs to ensure medication alignment across programs.12,13 The 2018 NASTAD ADAP formulary data
indicates that most states offer some SUD drug therapies as part of their ADAP formularies.14

Establish systems to prevent duplicate rebates or discounts on prescription drugs. States

are prohibited from receiving a rebate for a drug that was already subject to a discount under the federal
340B program.15 To avoid having a drug manufacturer pay a rebate to the state Medicaid agency (under
the Medicaid Drug Rebate Program) and a discount to the state ADAP (a 340B-covered entity) for the same
drug, ADAP programs are required to have mechanisms in place to prevent duplicate discounts.16 Given the
range of ADAP drug purchasing models and Medicaid payment structures, and the number of pharmacies
that need to coordinate and monitor the status of prescription drug claims, preventing duplicate payment
has proven challenging. A 2016 Office of the Inspector General study found that claims-level identifiers
could improve accuracy in identifying 340B drug claims, helping states correctly collect rebates on claims
submitted by managed care plans.17 However, this approach is not always used. New Jersey is one of six
states that requires Medicaid managed care plans to identify and inform Medicaid of each 340B-purchased
drug claim by including a modifier to identify claims purchased at the 340B discount.18

Identify common barriers to accessing necessary medications. Supporting evidence-based

prescribing practices and facilitating access to medications for PLWH is a critical factor in maintaining health
and managing costs.19 States can review policies and practices regarding:

•

Prior authorization and other treatment limitations. States may have policies that limit the
number of prescriptions that beneficiaries can have filled during a specific time period or require prior
authorization for name-brand drugs.20 Louisiana's RWHAP works closely with the state’s five Medicaid
managed care plans to make sure that plans’ covered doses of ART align with federal treatment
guidelines, eliminating the need for prior authorization for these medications.21 Oklahoma allows

NATIONAL ACADEMY FOR STATE HEALTH POLICY | Download this publication at www.nashp.org

State Strategies to Improve Collaboration Between Medicaid and AIDS Drug Assistance Programs

4

six covered prescriptions per month for eligible adult members. HIV drugs, along with other drug
exemptions, are excluded from these limitations and do not count toward the monthly allowable
prescription limit.22

•

Medication synchronization and reimbursement for partial refills. States such as New York are
looking at how medication synchronization–the ability to fill a partial prescription–can help increase
adherence and support better outcomes for Medicaid beneficiaries with complex, chronic conditions
such as HIV.

Create systems to coordinate verification of eligibility and avoid duplication of services.

ADAPs must verify beneficiary insurance coverage, identify the primary payer, and back-bill for any charges
that are the responsibility of other payers.23 Close coordination and data sharing between Medicaid
and ADAP can support compliance with ADAP’s payer-of-last-resort status. They can also help eliminate
duplication of health care services, such as viral load monitoring, which is covered by both programs. RWHAP
and Medicaid programs can improve coordination by:

•

Leveraging Medicaid systems. Wisconsin’s ADAP uses the state’s Medicaid electronic benefits eligibility
and management system (ForwardHealth interChange) to process drug claims. In Wisconsin, Medicaid
beneficiaries cannot be dually enrolled in ADAP because Wisconsin Medicaid covers all ADAP formulary
drugs. When a pharmacy submits an ADAP claim, the system can identify if that client has other insurance
that should be billed first or in lieu of ADAP. The system can also identify retroactive Medicaid eligibility,
and, if ADAP claims have been paid during that time period, can recoup costs by reducing future
payment to the pharmacy.24

•

Streamlining eligibility determinations. PLWH often have changes in their eligibility status. Because of
this churn, ensuring that PLWH have consistent access to drugs is a continuous and often complex
process.25 To better manage these transitions, Washington, DC established the HIV Pharmacy Network
through the collaborative work of its health department and Medicaid program. The HIV Pharmacy
Network includes a roster of pharmacy providers who dispense ARTs and HIV-related drugs to Medicaid
beneficiaries. These pharmacies also participate in the ADAP co-payment assistance program.
Washington, DC engaged the services of a PBM to assess and update beneficiaries’ eligibility for Medicaid
in its Medicaid Management Information System and the ADAP online eligibility file. The PBM also
provides claims management. Washington, DC is using this approach to increase access to
a broad network of pharmacies for Medicaid and ADAP beneficiaries, streamline program eligibility
determinations, and reduce back billing when clients churn between programs.26

Conclusion
Medicaid programs and RWHAP ADAPs across the country have worked collaboratively to overcome barriers
to providing affordable, effective, and consistently-accessible prescription drugs for PLWH. Overcoming
these barriers does not always require a major state policy change or significant investment; rather, states
have improved alignment across programs, developed processes to monitor resources more effectively,
and/or modified systems in ways that support better care. As states work to balance budgets and manage
rising prescription drug costs, it is important that Medicaid programs and RWHAP ADAPs work together to
effectively focus their limited financial resources and overcome the complexities and fragmentation of these
two programs.

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

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