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Abstract of Dissertation

Transitioning from Categorical Support for Clinical HIV Testing in the District of
Columbia to a Stronger Reliance on Third Party Reimbursement: A Case Study

Newly enacted provisions outlined through the Patient Protection and Affordable
Care Act (ACA) may substantially expand health care coverage in the United States and
require or incentivize third party payers to offer reimbursement for preventive services
that receive a Grade A or B rating from the United States Preventive Services Task Force
(USPSTF). Using a qualitative case study approach, this study sought to gain a better
understanding of the challenges and facilitators that primary care clinics providing HIV
testing in the District of Columbia (DC) may encounter as they transition away from
dedicated support through external grant funding and implementation support to a
stronger reliance on coverage through third party reimbursement (TPR). Since the release
of the 2006 Centers for Disease Control and Prevention (CDC) recommendations for
routine HIV testing, the DC Department of Health (DOH) has provided substantial
support for the implementation of HIV testing through the provision of free rapid test kits
to implementing sites. Because of this support, most sites have not actively sought out
third party reimbursement.

An implementation science framework guided the study’s exploration of the
factors, mechanisms, and processes that may contribute to moving through this transition
and achieving the sustainable implementation of HIV testing in DC. An embedded case
study design was utilized that incorporates three sub-units of analysis including: DC
government representatives, reimbursement stakeholders, and DC DOH-supported
primary care providers. Data was collected through document review and interviews.

Purposeful, non-probability sampling was used to identify key informants and their



organizational affiliations at the appropriate sub-units of analysis. Four primary care
clinics were selected based on three criteria: number of clinic patients, availability of
dedicated resources for HIV testing, and testing models and their implications for billing
and reimbursement.

The study found support for its initial propositions. Key informants were
knowledgeable and held favorable views about a shifting resource environment resulting
from decreased public funding and expanded health care coverage through ACA.
However, when it came to the transition away from categorical support for HIV testing
from HAHTA to a stronger reliance on TPR, clinical informants perceived this transition
less favorably. This sentiment resulted from challenges they encountered in trying to seek
TPR to sustain their testing programs. Barriers to a successful transition to a stronger
reliance on TPR included policies and procedures related to third party billing and
reimbursement, resource constraints, organizational factors, and communication between
stakeholders. Third party reimbursement barriers largely had to do with testing strategies
that were not compatible with current third party policies and procedures. Specific
challenges included current categorical support, staffing models and use of non-
credentialed providers, bundled reimbursement rates, and inadequate reimbursement.

Key recommendations resulting from this study include: 1) Assessment and
Expansion of FQHC Coverage of Preventive Services; 2) Expansion of coverage for
testing by non-credentialed providers; 3) Increased requirements for DC Medicaid
MCOs; 4) Update for Medicare’s national coverage determination for routine testing; 5)

Expansion of HAHSTA’s support to explore ways to facilitate reimbursement for rapid

Vi



HIV testing; 6) Improved communication between stakeholders; and 7) Ongoing clinic

assessment of third party billing and reimbursement.
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Chapter 1: Introduction
BACKGROUND

Newly enacted provisions outlined through the Patient Protection and Affordable
Care Act (ACA) may substantially expand health care coverage in the United States and
require or incentivize third party payers to offer reimbursement for preventive services
that receive a Grade A or B rating from the United States Preventive Services Task Force
(USPSTF). For many clinical providers, especially those serving clients at risk for HIV
who have historically often depended on categorical funding for HIV testing, this seminal
shift in the health care coverage landscape raises questions about how to transition away
from dedicated funding towards third party coverage and how to address the
implementation challenges that accompany this change.

Since 2006, many clinics have followed national guidance from the Centers for
Disease Control and Prevention (CDC) to provide routine opt out HIV testing for all
persons aged 13 to 64 years in all health care settings as a normal part of medical
practice, similar to screenings for other treatable conditions (CDC, 2006). To help
incentivize the uptake of these guidelines and to encourage the scale up of testing in
general, the CDC provided grant support to local health departments and organizations to
support their local testing initiatives. This support however began to decrease in 2012 as
a result of an economic recession, reprioritization of funding to highly impacted areas as
recommended by the National HIV/AIDS Strategy, and the implementation of the
Affordable Care Act and the expansion of health care coverage nationally.

From 2006 until 2013, third party coverage for routine HIV testing was

challenging. This was because CDC guidance for routine testing did not align with



national guidance from the USPSTF - a federally appointed panel of experts convened to
review evidence of the benefits and potential harms of preventive services and whose
recommendations are often used to inform public and private coverage decisions
(Institute of Medicine [IOM], 2010). During this time, USPSTF guidelines only identified
risk-based testing and testing for pregnant women, as opposed to routine testing, as
recommended preventive services (Chou R, Selph S, Dana T, Bougatsos C, Zakher B,
Blazina I, et al., 2012). Because of this as well as other factors such as limited health care
coverage among persons at the highest risk for HIV, testing initiatives at the local level
continued to be largely funded through CDC and health department funds as opposed to
third party coverage. However, in April 2013, the USPSTF recommendations changed
and routine testing was upgraded to a Grade A status that is indicative of strong support
for the benefits of a preventative service. This change increased the likelihood of third
party coverage nationally since many payers look to USPSTF recommendations when
making coverage decisions (USPSTF, 2013).

The enactment of the Patient Protection and Affordable Care Act (ACA) has
contributed to expanded coverage for HIV testing because through its provisions health
care coverage has been expanded and third party payers are now required or incentivized
to cover preventive services that receive a Grade A or B rating. Beginning in January
2013, ACA began requiring states with expanded Medicaid to cover all USPSTF Grade A
and B services without cost-sharing. ACA began incentivizing states with traditional
Medicaid to cover all preventive services by offering an enhanced 1% Federal Medical
Assistance Percentage (FMAP), which is the federal match percentage allocated to states

to contribute to the costs of administering their Medicaid programs (Kaiser Family



Foundation [KFF], 2013). In addition to Medicaid’s coverage of preventive services,
Medicare is authorized to cover Grade A and B preventive services that undergo
coverage determination. As of August 2014, Medicare has yet to make this determination
for routine HIV testing (AIDS Institute, 2013).

While there is strong potential for the expansion of third party reimbursement at a
time of decreasing public support for HIV testing, there are current implementation
challenges that need to be better understood and addressed. A 2013 survey of the
National Alliance of State and Territorial AIDS Directors (NASTAD) asked respondents
from health departments to rank the leading barriers to successful third party
reimbursement (TPR) and they reported the following: 1) HIV/AIDS program staff lack
of knowledge about billing and reimbursement; 2) inadequate information technology
(IT) infrastructure; 3) a lack of program capacity to support providers in implementation;
4) a majority of clients do not have insurance; and 5) non-clinical services are not
reimbursable.'

Specific studies in the peer-reviewed literature have uncovered additional barriers.
Diverse reimbursement models and the bundling of the cost of HIV testing in an
encounter rate were identified as challenges in multiple health care settings (Hsieh,
Wilbur, & Rothman, 2012). The complexity of bill coding has been identified as one such
challenge. Providers must be well versed in a diversity of appropriate codes for various
testing situations in order to be successfully reimbursed and to avoid complications in
billing audits (HIV Health Reform, 2012). The issue of credentialing is another challenge

identified by stakeholders. Both public and private payers may not reimburse for testing

! Survey was conducted prior to change in Essential Health Benefit regulation expanding coverage of
preventive services.



provided by a non-credentialed personnel (CDC, 2013). Additional barriers to sustainable
routine HIV testing cited in the literature include resource constraints; burdensome
informed consent and pre-testing requirements; burdensome regulations for testing
technologies; insufficient provider time and competing priorities; lack of provider
training; provider perception of patients being at low risk; and perceived patient
reluctance/refusal towards testing (Korthuis, Berkenblit, Sullivan, Cofrancesco, Cook,
Bass, et al., 2011; Johnson, Mimiaga, Reisner, VanDerwarker & Mayer, 2011; Sullivan
& Fiellin, 2010; Burke, Sepkowitz, Bernstein, Karpati, Myers, Tsoi, et al., 2007).

Data from a recently conducted mixed methods pilot study that focused on HIV
testing in the District of Columbia (DC) has informed this study’s deeper examination of
resource constraints and third party billing and reimbursement. This pilot study” found
that a small sampling of primary health clinics supported by the DC Department of
Health’s HIV/AIDS, Hepatitis, STD and TB Administration (HAHSTA) to conduct HIV
testing identified third party billing and reimbursement challenges as one of their primary
barriers to the continued scale up and sustainability of their testing programs. One site
identified a credentialing policy that limits who is legally authorized to order testing to
physicians, nurse practitioners, or physician assistants (Skillicorn, Peterson, Bennett,
Rocha, Cooper, Smith, & Castel, 2012). Several sites discussed how reimbursement rates
are often inadequate to cover the total costs incurred (Skillicorn et al., 2012). Lastly, a
couple of the sites discussed how they are just now grappling with reimbursement

challenges because until recently they have been relying primarily on the receipt of free

2 This mixed methods study had a broad focus on HIV testing in the District amongst community-based
organization, health clinics, and hospitals. Through a survey of providers and qualitative interviews, the
study explored targeted, routine, and social network testing amongst all sites receiving free rapid HIV test
kits from HAHSTA during fiscal year 2011.



rapid test kits from HAHSTA. They indicated that HAHSTA has been encouraging them
to rely more on third party reimbursement for their testing programs. There was the
perception that the health department may continue shifting towards stronger reliance on
third party reimbursement as a strategy to sustain testing initiatives over the long term
(2012).

PROBLEM STATEMENT

To date, HIV testing has largely been a public health mandate and expenses have
been covered by CDC, departments of health, and local providing clinics and
organizations. This resource climate however is now changing due to newly enacted
ACA provisions through which health care coverage has been expanded and third party
payers are now required or incentivized to cover many preventive services. As a result,
there is evidence that the CDC and health departments are encouraging testing performed
in clinical settings to be reimbursed by third party payers. At the same time, clinics are
reporting barriers to being able to successfully seek third party reimbursement for HIV
testing.

While there is some literature related to barriers associated with third party
reimbursement, to date there has not been an in-depth study of how clinics are moving
through this transition period in which categorical support for HIV testing is declining
and there is increasing pressure to rely more heavily on third party reimbursement.
Numerous questions remain unanswered as to the extent to which categorical funding
will be decreased, how clinics will adapt their practices to seek more third party
reimbursement, and whether third party billing and reimbursement will be sufficient to

sustain current testing programs or if additional support will still be needed.



PURPOSE OF STUDY

Using a qualitative case study approach, this study explored how primary care
clinics in DC are making a transition from categorical support to third party
reimbursement and associated barriers and facilitators. A specific focus on primary health
care clinics allowed for an in-depth study of third party reimbursement challenges in
clinical settings that are well positioned to benefit from the change in the USPSTF rating
for routine HIV testing and the expansion of coverage for preventive services through
ACA. Studying the sites currently supported by external funding and resources through
HAHSTA provided a lens through which to understand the impact of coverage expansion
and whether testing programs will become more independently sustainable and whether
continued support will still be necessary and available.

Drawing upon the current literature and a conceptual framework that characterizes
determinants for the effective implementation and sustainability of a given practice or
innovation, specific attention was paid to the exploration of four potential barriers that
may explain difficulties faced by clinics in transitioning to a stronger reliance on third
party reimbursement. These proposed barriers include - inadequate third party
reimbursement, resource constraints, inadequate organizational support for testing, and
stronger communication and coordination between HAHSTA and health care clinics.

The study also considered larger policy questions related to the shifting landscape
brought about by a change in the USPSTF rating for routine testing and the expansion of
health care and preventive services coverage through ACA including how these changes

will affect currently implementing clinical sites, what lessons can be learned and



disseminated to newly adopting sites in the future, and recommendations for resource

allocation moving forward.

RESEARCH QUESTIONS & PROPOSITIONS

1. How are primary care clinics, which are supported by HAHSTA to implement HIV
testing in DC, transitioning from a primary reliance on categorical support for testing
to a stronger reliance on third party reimbursement for testing as a result of the
changes related to the implementation of the Affordable Care Act and USPSTF

recommendation changes?

a. What policies and practices are in place for HIV testing during this transition

from categorical funding to third party reimbursement?

b. What knowledge do primary care providers supported by HAHSTA to
conduct HIV testing have about the transition from categorical funding to

third party reimbursement?

c. What beliefs do primary care providers supported by HAHSTA have about

the transition from categorical funding to third party reimbursement?

Propositionl: While these clinics are making efforts to transition, they are experiencing
barriers related to a stronger reliance on third party reimbursement.
Propositionla: Primary care providers and organizations supported by HAHSTA
have diverse policies and practices for HIV testing ranging from transparent
policies and routine opt out testing implementation to absent policies and risk-
based and opt-in testing implementation. Practices also vary with respect to

testing staff and accreditation, testing technologies, resources dedicated to testing



programs, and billing and reimbursement practices. Some of this diversity in
practice may reflect unique adaptive contexts while some of it may be reflective
of incorrect adaptation of the practice or barriers hindering its full
implementation.

Proposition1b: Primary care providers supported by HAHSTA to conduct HIV
testing are knowledgeable about the transition from categorical to third party
reimbursement.

Propositionlc: Primary care providers supported by HAHSTA believe that their
current testing programs are not currently sustainable at the same volume of

testing without some continued categorical support.

What are the major facilitators and barriers to a stronger reliance on third party

reimbursement?

a. How do the structure and processes of third party reimbursement affect ability

to transition? Is third party reimbursement sufficient?

b. How does resource availability at the clinic-level from internal and external

sources affect ability to transition?

c. How do clinic-level organizational factors such as structure, leadership and
management, human resources, and communication affect ability to

transition?

d. How do HAHSTA and HAHSTA-supported primary care providers interact

with one another and how does this affect their ability to transition?



Proposition 2: Major facilitators include a strong understanding of and favorable beliefs
toward the importance of transitioning to third party reimbursement, resource availability,
and organizational support. Major barriers include third party reimbursement challenges,
resource constraints, weak organizational support for testing and absence of other
supportive organizational factors, and a need for stronger communication and
coordination between HAHSTA and supported clinics.

Proposition 2a: Another critical barrier to the continued scale up and

sustainability of routine HIV testing among primary health clinics supported by
HAHSTA is the structure and processes of third party reimbursement.

Proposition 2b: A primary barrier to the implementation and sustainability of

routine HIV testing among HAHSTA-supported primary health clinics is
inadequate clinic-level resources to sustain testing programs.

Proposition 2¢: Strong organizational support at the clinic-level for routine HIV

testing facilitates the implementation and sustainability of the practice, while a
lack of organizational support acts as a barrier.

Proposition 2d: Communication and feedback mechanisms are adequate but could

be improved upon. Technical assistance and training opportunities are adequate
with the exception of those that are specific to billing and reimbursement
strategies.

CONCEPTUAL FRAMEWORK
This study utilized an implementation science conceptual framework to help

guide its exploration of the factors, mechanisms, and processes that may contribute to



achieving a transition from categorical support for HIV testing to a stronger reliance on
third party reimbursement.

The use of a conceptual framework from the field of implementation science
allowed for a fuller exploration of the gap between evidence-based practice and outcomes
attained in a controlled study setting and real world implementation of that practice
(Blase, Fixen & Duda, 2011). This study used the “Conceptual Model for Considering the
Determinants of Diffusion, Dissemination and Implementation of Innovations in Health
Service Delivery and Organization,” developed by Greenhalgh, Robert, Macfarlane, Bate
& Kyriakidou (2004). This framework was developed after conducting a systematic
review of the diffusion of service innovations literature.

The framework depicts the movement of a given innovation of interest — which in
the case of this study is the transition from categorical support for testing to a stronger
reliance on third party reimbursement - and its unique characteristics through what this
study will term the “Support System” and the “User System” (Greenhalgh et al., 2004).
For the purpose of this study, the Support System construct was HAHSTA, and the User
System construct was the health care provider system in DC. The framework captures the
dynamic interaction between both sides of the system as the innovation is disseminated,
adopted, implemented, and maintained over time. This framework acknowledges the
potential for external influences through what is termed the Outer Context, which
includes such things as the sociopolitical climate, inter-organizational norms, incentives
and resources, and other factors associated with environmental stability. While the
complete framework will be outlined and described in detail in Chapter 2, a simplified

version of the framework is depicted in Figure 1 below. The domains have been shaded
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by incremental intensity to demonstrate their level of importance in this study ranging
from white indicating minimal importance in this study to dark blue indicating high
importance. The domains of primary interest include the Linkage between the Change
Agency and the User System at the Implementation, Routinization, and Consequences
stage (2004).

Figure 1: Operating Conceptual Framework: Transition to Stronger Reliance on Third
Party Reimbursement for HIV Testing

User System

/ Stages of \

Implementation

Support System

System Antecedents

Resource System
(Grant Funding & 3"
Party Coverage)

& J
Quter Context ( System Readiness \
Diffusion
f N
A

‘ U
«
>

\/

)L

Knowledge Purveyors
(CDC & USPSTF Testing
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& J/
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Source: Adapted from Greenhalgh T, Robert G, Macfarlane F, Bate P & Kyriakidou O. (2004). Diffusion
of Innovations in Service Organizations: Systematic Review and Recommendations. Milbank Quarterly;
82(4):581-629.

This study relied on this framework to explore the gap between the
recommendation by HAHSTA for clinics to rely more strongly on third party
reimbursement for costs associated with their HIV testing programs and the unique
barriers faced by clinics as they try to implement and sustain this practice. The
consideration of organizational antecedents for innovation readiness and implementation

determinants in the framework such as the availability of dedicated resources, influences

11



of leadership, and the strength of linkages and communication between HAHSTA and
clinics, allowed for a more comprehensive and informed analysis of factors of influence
as clinics move through this transition. Findings from this exploration guided the
development of policy and practice recommendations for enhancing clinics’ ability to
successfully navigate this funding transition.

PROJECT DESCRIPTION

This study utilized a qualitative case study research design to better understand
how primary care clinics, which have been supported by HAHSTA to implement HIV
testing, are transitioning from this categorical support to a stronger reliance on third party
reimbursement. A qualitative research approach allows for the exploration of the meaning
that individuals or groups attribute to a given phenomenon (Creswell, 2009). This
approach was appropriate for this study, which sought to understand how key
stakeholders in DC understand the transition from categorical funding to third party
reimbursement for routine HIV testing. A case study design was used for this study
because it facilitates an in-depth exploration of a given phenomenon — transition in
funding for HIV testing — in addition to its context and complex conditions without the
intent of manipulation or comparison of change between groups (Yin, 2003).

A single case study design, as opposed to a multiple case study approach, was
substantiated because the phenomenon of interest meets the condition of being a “unique”
case (Yin, 2003). For this study, DC provided a unique case of study for several reasons,
which will be discussed in further detail in Chapter 2, including: 1) a history of providing
generous public benefits for health insurance coverage, 2) being an early adopter of the

Affordable Care Act, 3) a severe HIV/AIDS epidemic, and 4) a public health department
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taking proactive steps to encourage clinics to bill and seek third party reimbursement for
routine HIV testing. An embedded design was used because there were multiple sub-units
of interest in this study, including: DC government representatives, reimbursement
stakeholders, and primary care providers that receive support from HAHSTA to conduct
HIV testing.

A notable strength of the case study is its use of multiple sources of evidence.
When data from various sources corroborate similar findings this strengthens the validity
of the study (Yin, 2003). For this study, data was collected from two data sources
including through document review and interviews. Examples of key documentation that
were selected for collection in this study include: HIV testing data, billing records,
program materials, and policies and procedures at both the District- and clinic-levels.
Interviews with sampled key informants provided important information about the
following domains of interest - understanding of and beliefs and attitudes about routine
testing, testing policies and guidelines, testing practices, and barriers and facilitators.

Purposeful, non-probability sampling was used to identify key informants and
their organizational affiliations at the appropriate sub-units of analysis. At the
government sub-unit level, senior-level or program-specific personnel within DC
government —i.e. HAHSTA and the Department of Health Care Finance (DHCF) — were
selected. HAHSTA informants were selected based on their knowledge of and familiarity
with programming and policies related to the implementation of routine HIV testing in
DC and the transition from categorical support to third party reimbursement. DHCF
informants were selected based on their knowledge of health care finance, managed care,

and billing and reimbursement for health care services in DC. At the reimbursement
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stakeholder sub-unit level, key informants were selected based on their organizational
affiliations and their personal knowledge as it may relate to billing and reimbursement of
preventive services such as routine HIV testing. At the primary care clinic sub-unit level,
personnel were selected based on their ability to provide information related to how
routine testing is implemented during the transition from categorical funding to third
party reimbursement and the associated barriers and facilitators. Personnel who were
knowledgeable about the following were invited for interviews which discussed topics
including: organizational characteristics and patient demographics, finance structure and
third party reimbursement, policies and procedures, programming, and human resources.

Primary care clinics were selected from among the eight primary health care
clinics in DC that HAHSTA supported through the provision of free rapid HIV test kits
and in most instances grant funding. Primary care clinic sites were selected based on
three criteria of interest, which include number of clinic patients, availability of dedicated
resources for HIV testing, and testing models and their implications for billing and
reimbursement.

A variety of strategies were utilized for data analysis including data review,
coding, category construction, and interpretation. All findings were related back to the
study’s research questions, propositions, and conceptual framework. Several strategies
were utilized to minimize threats to reliability and validity including triangulation,
member checking, and use of rich detail.

SIGNIFICANCE & POLICY IMPLICATIONS
This study has the potential to provide a significant contribution to the field for

several reasons. First, this study was designed to capture a snapshot in time of how
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clinics are grappling with a changing resource climate resulting from expanded health
care coverage through ACA implementation and increased coverage for routine HIV
testing as a result of a USPSTF recommendation change. A case study approach allowed
for an in-depth, real-time exploration of the impact of this shifting resource environment
in DC. It is believed that an enhanced understanding of this context change and how
clinics adapt to it may be helpful for other clinics and jurisdictions as they move through
similar transitions resulting from national-level changes.

Second, the study provides a lens through which to identify the specific barriers
and facilitators to being able to successfully seek third party reimbursement and sustain
testing programs during changing financial times. This information may be helpful for
other clinics and jurisdictions if they are facing similar challenges regarding third party
reimbursement and related resource constraints.

Third, the study identifies possible policy and program recommendations that
may help implementing clinics, future adopting ones, and possibly other jurisdictions as
they move through similar transitions and seek to overcome barriers related to third party
reimbursement and to make decisions about continued public support for testing
programs and resource allocation.

Lastly, the implications of this study are broad reaching in that while the study
focuses on this transition in resources among DC clinics implementing HIV testing
programs the findings from this study may be applicable to coverage of HIV testing and
possibly other preventive services in other jurisdictions. While generalizability is limited

for qualitative case study approaches, the study design does allow ample detail for the
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reader to determine whether there are cross-cutting issues that may applicable in diverse
settings.
DELIMITATIONS

This study purposefully limited its scope to the examination of how primary care
clinics that are currently supported by HAHSTA are transitioning from categorical
support to their party reimbursement and the associated barriers and facilitators. Other
health care settings were not considered. The focus of the study was very much on the
implementation and sustainability stages of change as opposed to systems readiness or
the adoption stage of change. The study utilized an implementation framework that
explores the gap between a given innovation or recommendation and its actual
implementation in a real-world context and the associated factors, as opposed to a
comprehensive program evaluation framework that seeks to systematically assess inputs,
outputs, outcomes, and impact.
SUMMARY

Chapter 1 has provided an overview of a proposed study to explore how primary
care clinics in DC are transitioning from categorical support to third party reimbursement
and the associated barriers and facilitators to implementation. The chapter provided
background information, explained the purpose of the study, outlined the study’s research
questions, described the approach that will be used, and discussed the study’s
significance and policy implications. Chapter 2 will provide an overview of the current
literature and will introduce the conceptual framework that will guide this study. Chapter

3 will go into detail about the study’s research design and methodology. Chapter 4 will
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present study findings, and Chapter 5 will contextualize the study’s finding and present

policy and programmatic recommendations.
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Chapter 2: Literature Review

OVERVIEW

A changing prevention and resource landscape is resulting in a transition from
strong historical categorical support for clinical HIV testing, to a stronger reliance on
third party reimbursement. Subsequently, CDC and departments of health are beginning
to encourage local clinics and other providers to seek third party reimbursement (TPR) to
cover the costs of HIV testing programs. In making this transition, providers are facing
numerous challenges associated with successful coverage of costs through TPR. The first
section of Chapter 2 will provide relevant background information necessary for
contextualizing this study’s research questions and propositions. The section will discuss
the national and local DC HIV/AIDS epidemic, the importance of routine HIV testing,
national and local recommendations and funding for testing, changes in the resource
landscape and other factors influencing a transition from categorical support for testing to
third party reimbursement coverage, and barriers associated with this transition. The
second section of this chapter will discuss the conceptual framework that guided this
study. This section will discuss the factors, mechanisms, and processes that may
influence how primary care clinics in DC are transitioning from categorical support for
HIV testing programs to a stronger reliance on third party reimbursement. Organizational
factors that may serve as barriers or facilitators to testing implementation will be outlined
in this section.
BACKGROUND INFORMATION

HIV/AIDS Epidemic
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The HIV/AIDS epidemic continues to be a serious public health challenge in the
United States (US), especially in highly impacted areas such as the District of Columbia,
with certain groups more disproportionately affected than others. According to the CDC,
there are approximately 1.1 million people living with HIV/AIDS in the United States,
with an estimated incidence of 50,000 new infections of HIV per year (CDC, 2013Db).
Approximately 16% of those infected are unaware of their infection status (CDC, 2013b).
The cumulative estimated number of AIDS diagnoses through 2010 in the US is
1,155,792, and the cumulative estimated number of AIDS deaths through 2010 is 636,048
(CDC, 2011). Certain groups are disproportionately affected by HIV/AIDS with men
who have sex with men (MSM) accounting for 63% of those infected with HIV/AIDS by
risk group, and Black men and women accounting for 44% of infected persons by race
(CDC, 2013b).

The District of Columbia has one of the most severe and generalized HIV/AIDS
epidemics among major metropolitan areas in the United States. As of 2012, 16,072
District residents were reported to be living with HIV/AIDS out of a population of
approximately 632,323, accounting for an overall prevalence of 2.5% among those 13
years of age and older (DC DOH, 2013). This rate exceeds the 1% or greater prevalence
cut off that the World Health Organization uses to define a generalized epidemic.
Compared to other metropolitan areas, the Washington DC metropolitan area had the
eleventh highest AIDS diagnosis rate of 19.5 per 100,000 compared to the national
average of 10.2 as of 2011(CDC, 2012).

The epidemic in the District disproportionally affects certain groups based on sex,

race/ethnicity, age, and mode of transmission. Surveillance indicates that men in the
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District are more heavily affected than women with men accounting for 72.7% of living
HIV cases (DC DOH, 2013). Despite Black men and women accounting for 48.6% of
District residents over the age of 12, they make up a striking 75% of residents living with
HIV compared to 16.6% of Whites and 6.2% of Hispanics. Amongst men, 68.5% of
Black men are living with HIV compared to 21.9% of White men. Amongst women, the
racial disparity is even greater with 92.6% of Black women living with HIV compared to
2.6% of White women (DC DOH, 2013). Older DC residents are also disproportionately
affected by the epidemic with 31.1% of residents between 40-49 years of age living with
HIV, 29.4% between 50-59 years of age, and 12.5% over the age of 60 (DC DOH, 2013).

The leading mode of transmission in the District remains MSM, accounting for
44% of HIV/AIDS reported cases, compared to heterosexual transmission at 26% (DC
DOH, 2013). Black MSM and MSM/injection drug use (IDU) accounted for 26% of
transmissions, White MSM and MSM/IDU, and Hispanic MSM and MSM/IDU was 4%.
Black Heterosexual Females accounted for 16% of transmissions, Black Heterosexual
Males was 10%, and White Male Non-MSM was 3%. Black Male IDU accounted for 7%
of reported transmissions and Black Female IDU was 5%. Other modes of transmission
other made up the remaining amount of reported transmissions (DC DOH, 2013).

Data from the National HIV Behavioral Surveillance (NHBS), a cyclical cross-
sectional study of three high risk populations, show that HIV/AIDS prevalence among
high risk populations may be higher than what surveillance data indicates. This may be
because surveillance data only captures reported cases and so may underestimate

prevalence. NHBS data show that HIV prevalence was 14.1% among MSM, 13.0%
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among IDU, and 5.2% among heterosexuals at high risk for HIV (CDC DC ECHPP,
2011).
Importance of Early HIV Testing & Linkage to Care and Treatment

The introduction of highly active antiretroviral therapy (HAART) in the mid-
nineties resulted in substantial reductions in HI'V-related morbidity and mortality. Since
1995, the age-adjusted death rate associated with HIV disease has decreased by over 80%
(KFF, 2012). Today a person who is diagnosed with HIV at an early stage can live a long,
healthy life. HIV/AIDS is no longer considered to be fatal as it was in the 1980s. One
study estimated that at least three million years of life have been saved in the U.S. due to
care and treatment of HIV-infected individuals (Walensky et al., 2006). A 2010 modeling
study found that the estimated life expectancy of recently diagnosed, asymptomatic HIV-
infected persons without AIDS who are still treatment naive at 24 weeks after diagnosis
is almost comparable to uninfected individuals. For HIV-infected individuals, the
estimated median number of years lived from age 25 was 52.7 years for men and 57.8
years for women, compared to 53.1 years for men from the general population and 58.1
for women (Van Sighem, Gras, Reiss, Brinkman & de Wolf, 2010).

Various studies have shown that knowing one’s HIV status has important
implications for prevention. A 2005 meta-analysis study found that high risk sexual
behavior is significantly lower in HIV positive persons who are aware of their status
compared to those unaware of their status. The study analyzed 11 independent findings
and found the prevalence of unprotected sex to be approximately 68% lower for HIV-
infected persons who were aware of their status (and engaging in sex with partners who

were not already HIV positive) compared to those who were unaware of their HIV status
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(Marks, Crepaz, Senterfitt, Walton, & Janssen, 2005). A 2012 modeling study by Hall et
al. estimates that undiagnosed HIV infection accounts for almost one half (49%) of new
HIV infections. The study estimates that for every 100 people newly aware of their status
eight transmissions could be averted per 100 persons (Hall, Holtgrave, & Maulsby,
2012).

Observational and randomized controlled studies have provided strong evidence
indicating that the reduction of an HIV positive patient’s viral load through antiretroviral
therapy (ART) can substantially reduce one’s risk in transmitting HIV to a partner due to
decreased levels of active HIV in the blood or genital fluid (Cohen & Gay, 2010). A
2010 observational study of 3,000 serodiscordant® heterosexual couples in Africa found
that when the infected partner was on treatment there was only one seroconversion® (0.37
per 100 person years) compared to 102 seroconversions when the partner was not on
treatment (2.24 per 100 person years) (Donnell et al., 2010). This study’s findings were
corroborated by a multi-country, randomized controlled trial, HPTN 052, which found a
96% reduction in HIV transmission when therapy was started when the HIV-infected
partner’s CD4 count was between 350-550 rather than less than 250 (Cohen et al., 2011).

A seminal modeling study published in 2009 by Granich et al. introduced the
concept of “treatment as prevention (TasP).” The study used a mathematical modeling
approach to predict the reduction in new HIV cases if universal and annual HIV testing
followed by prompt initiation of treatment for positives were to be fully implemented.
The authors found that HIV incidence and mortality could be reduced to less than one

case per 1000 per year within 10 years of full implementation of the proposed approach

3 Serodiscordant refers to when one partner’s HIV status is positive and the other partner’s is negative.
* Seroconversion refers to infection when there is an immune response to the HIV virus and antibodies are
present.
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(Granich, Gilks, Dye, De Cock, & Williams, 2009). This theoretical model made a
number of assumptions that should be taken into consideration when thinking about its
application in real-world settings. For example, the hypothetical test case assumed a
generalized epidemic with a 17% prevalence rate, that most cases were heterosexual, and
that in addition to the implementation of annual HIV testing that a full package of
prevention interventions would be available, accessible, and affordable (Granich et al.,
2009). Furthermore, the model assumed that all diagnosed individuals would receive
ART without taking into consideration the barriers to linkage and retention in care
(Dieffenbach & Fauci, 2009). Many of these inputs may vary based on the specifics of
local epidemics and the resources available.

To examine the feasibility of a modified “TasP” approach in a real-world context,
a National Institutes of Health (NIH)-supported study, HI'V Prevention Trials Network
(HPTN) 065, assessed the feasibility of a community-level testing, linkage to care, plus
early treatment strategy in the US (HPTN, 2010). The 36-month study was conducted in
two intervention communities - the District of Columbia and the Bronx, New York.
Study components included expanded HIV testing, linkage to care, treatment, viral
suppression, prevention for positives, and patient and provider surveys. Through this
study, HAHSTA supported expanded routine HIV testing in clinical settings including
emergency departments and in-patient settings and provided additional resources and
technical expertise to the study’s testing partners in DC (CDC DC ECHPP, 2011).

Due to mounting evidence demonstrating the benefits of early access to ART for
those infected with HIV, clinical guidelines for the start of HIV treatment changed as of

March 2012. ART is now recommended for all HIV-infected individuals, regardless of
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CD4 counts (DHHS, 2012). Various studies cited in the guidelines have shown that early
ART is associated with improved immune function, quality of life, and survival time
(DHHS, 2012). The strength of the recommendation varies based on CD4 cell count prior
to start of treatment. CD4 counts less than 350 cells/mm’ receives a very strong
recommendation; between 350 to 500 cells/mm’ a strong recommendation; and above
500 cells/mm’a moderate recommendation. A moderate recommendation, as opposed to a
strong recommendation, for CD4 counts above 500 cells/mm® was given due to a lack of
randomized-trial data indicating a definite benefit of therapy in patients with higher CD4
counts in addition to potential risks of short- and long-term complications and non-
adherence concerns (DHHS, 2012). Clinicians will need to continue to assess with their
patients the risk-benefits of treatment and make individual treatment plans that may or
may not involve early treatment accordingly.

Now that clinical guidelines have changed early treatment may become a more
widespread approach. San Francisco and New York City were early adopters of early
access to ART in 2010 and 2011, respectively, and released guidance in their
jurisdictions prior to the change in DHHS clinical guidelines indicating that all newly
diagnosed HIV persons should have access to ART regardless of CD4 count (Das, Chu,
Santos, McFarland, Vitttinghoff, & Colfax, 2011; New York City Department of Health
and Mental Hygiene [DOHMH], 2011). Other jurisdictions such as DC have
subsequently adopted similar approaches. In 2013, DC began offering treatment on
demand to 8,449 persons (DC DOH).

Undiagnosed Infection & Delayed or Late HIV Testing
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Despite the strong benefits of early testing and access to care and treatment,
delays in diagnosis still persist. Of the approximate 1.1 million people living with HIV in
the US, the CDC estimates that about 16% of new infections are undiagnosed (2013). The
percentage of estimated undiagnosed HIV infection varies by demographics and risk
categories. A 2010 study using an extended back-calculation model estimated that
undiagnosed HIV was 22.2% for blacks/African Americans; 21.6% for
Hispanics/Latinos, and 18.8% for whites (Campsmith, Rhodes, Hall, & Green, 2010).
Based on transmission category, undiagnosed HIV was about 23.5% for MSM; 26.7% for
high risk heterosexual contact for men and 21.1% for women; and 14.5% for male IDU
and 13.7% for female IDU (Campsmith et al., 2010).

According to the CDC'’s analysis of confidential name-based HIV surveillance
systems in 40 states, 33% of the estimated 41,768 adults and adolescents diagnosed with
HIV infection in 2008 progressed to AIDS within one year of their HIV diagnosis
(2012b). Late testing is a marker of missed opportunities for early testing and access to
care and treatment since the progression from HIV infection to AIDS without treatment
typically takes about 10 years (CDC, 2009). A recent survey conducted by the Kaiser
Family Foundation found that more than half (54%) of 18 to 64 olds reported ever having
been tested for HIV, with 22% indicating that they had been tested within the last 12
months (Washington Post & KFF, 2012). The national trend in testing increased between
1997 and 2004 but since then has not changed substantially. The survey found that higher
risk groups such as Blacks, Hispanics, and young adults were more likely to report
having been tested (Washington Post & KFF, 2012), which may be due to more risk-

based approaches to testing (IOM, 2010).
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In the District of Columbia, late testing remains high. Approximately 33.5% of
HIV cases diagnosed in the District between 2005 and 2009 were late testers and
progressed to AIDS within one year of their diagnosis (DC DOH, 2012). Estimates from
NHBS indicate that only one-third to one-half of people in the District may be aware of
their HIV status (CDC DC ECHPP, 2011). Among those diagnosed with HIV through the
study, 41.2% of MSM, 30.3% of IDU, and 47.2% of at-risk heterosexuals had previously
been unaware of their HIV status (CDC DC ECHPP, 2011). Of those who were unaware
of their infection status in one of the cycles of the study that focused on heterosexuals at
risk for HIV, about three quarters of them had been in contact with the health care system
and yet were not offered HIV testing as part of routine or emergency care (Magnus et al.,
2009). Despite evidence of missed opportunities for testing, there has been a promising
trend in the number of HIV tests being conducted in the District. In 2013, there were
177,000 publicly supported HIV tests compared to 43,000 in 2007 (DC DOH, 2013).
National-level Recommendations and Support for Routine HIV Testing

To help address the issue of late and missed opportunities for HIV testing across
the US, the CDC released updated guidelines in 2006 for HIV testing for adults,
adolescents and pregnant women in health care settings. The revised guidance
recommended routine opt out HIV screening for all persons aged 13 to 64 years in all
health care settings, including hospital emergency departments, urgent care clinics,
inpatient services, substance abuse treatment clinics, public health clinics, community
clinics, correctional health care facilities, and primary care settings (CDC, 2006). The
revised guidance did not modify the previously existing guidance pertaining to targeted

risk-based testing in non-clinical settings.
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The CDC defines screening as a “basic public health tool used to identify
unrecognizable health conditions so treatment can be offered before symptoms develop,
and for communicable diseases, so interventions can be implemented to reduce the
likelihood of continued transmission” (2006). The guidance defines routine screening® as
the provision of an HIV test for all persons in a defined population. This is contrast to
diagnostic testing that is done for persons with signs or symptoms of HIV infection, or
targeted or risk-based testing that is done for sub-populations of persons deemed at
higher risk based on behavioral, clinical or demographic characteristics, such as pregnant
women (2006). The guidelines specify that “routine” screening should be “a normal part
of medical practice,” similar to any other types of screening (e.g. cholesterol, blood
sugar, cancer screenings) performed on a regular basis at health care visits for other
treatable conditions (CDC, 2006).

The CDC recommendations offered new guidance about how routine testing
should be implemented in clinical settings including the following:

1) Routine testing should be conducted in a given health setting unless the
prevalence of undiagnosed HIV infection is documented to be less than 0.1%. If
this data is missing, then screening should be initiated until it is established that
there is a diagnostic yield of less than 1 per 1,000 patients screened, at which
point such screening is no longer necessary (CDC, 2006). Routine testing was in
contrast to a previous targeted risk-based testing approach.

2) Testing should offered on an opt out basis, meaning that the patient will be
informed that testing will be done unless the patient declines. This is contrast to

opt-in testing in which the patient is asked whether he/she would like testing.

> Screening and testing will be used interchangeably.
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3) Separate written patient consent and prevention counseling for screening is not
necessary. This change was meant to facilitate testing in clinical settings as many
jurisdictions have had in place counseling requirements.

4) Repeat testing should be performed at least annually for those who are identified
as “high risk,” including “injection-drug users and their sex partners, persons who
exchange sex for money or drugs, sex partners of HIV-infected persons, and
MSM or heterosexual persons who themselves or whose sex partners have had
more than one sex partner since their most recent HIV test” (CDC, 2006).

5) Linkage to care for confirmatory testing, counseling, clinical care, support and
prevention services is essential (CDC, 2006).

Figure 2: Testing Definitions

Diagnostic testing: Performing an HIV test for persons with clinical signs or symptoms consistent
with HIV infection.

Targeted testing: Performing an HIV test for subpopulations of persons at higher risk, typically
defined on the basis of behavior, clinical, or demographic characteristics.

Screening: Performing an HIV test for all persons in a defined population.

Opt out screening: Performing HIV screening after notifying the patient that 1) the test will be
performed and 2) the patient may elect to decline or defer testing. Assent is inferred unless the
patient declines testing.

Informed consent. A process of communication between patient and provider through which an
informed patient can choose whether to undergo HIV testing or decline to do so.

HIV-prevention counseling. Interactive process of assessing risk, recognizing specific behaviors
that increase risk for acquiring or transmitting HIV, and developing a plan to reduce risks.

Source: Centers for Disease Control and Prevention [CDC]. (2006). Revised Recommendations for HIV
Testing of Adults, Adolescents, and Pregnant Women in Health-Care Settings. Morbidity and Mortality
Weekly Report [MMWR], Sept; 55(RR-14).

Support of Rapid Testing and Third Party Reimbursement for Testing
To help incentivize the uptake of these guidelines and to support national HIV

prevention efforts in general, the CDC has historically provided grant funding to local
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health departments and organizations to support their local prevention and testing
initiatives. The CDC’s funding opportunity, PS07-768, Expanded Integrated Human
Immunodeficiency Virus (HIV) Testing for Populations Disproportionately Affected
Primarily African Americans or the “Expanded Testing Initiative,” resulted in an
expanded use of rapid tests, as opposed to conventional blood-based testing, in a variety
of settings and with diverse populations (National Alliance of State and Territorial AIDS
Directors [NASTAD], 2011). In 2010, a NASTAD survey found that rapid testing made
up 61% of all HIV tests conducted by health departments. Health departments reported
the test’s sensitivity and ease of use for integration into clinic flow and use in diverse
settings as important factors in their determination of testing technology of preference
(2011). Both conventional screening and rapid testing rely on the detection of antibodies
to HIV in a patient specimen, have comparable levels of sensitivity and specificity, and
require confirmatory testing for those testing positive. Conventional tests must be read in
a laboratory and results may take up to a week. This is in contrast to rapid testing in
which results can be read onsite within 30 minutes or less. The CDC reports that in 2000,
30% of persons testing positive and 39% of those testing negative did not return for
results making linkage to care more challenging (2014).

As aresult of expanded insurance coverage for preventive services through ACA
implementation, the CDC and local health departments have recently begun to explore
the possibility of increased reliance on TPR to help cover the costs associated with testing
programs. CDC’s 2011 PS12-1201 funding opportunity announcement asked applicants
to describe a plan increasing the sustainability of their testing program including a

specific plan for how to receive third party reimbursement (TPR) from payers such as
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Medicare, Medicaid, and private insurance (2011b). Subsequent FAOs have requested
similar information about TPR efforts at the local level. A presentation by a CDC official
at the 2013 U.S. Conference on AIDS provided a rationale for an increased focus on TPR
including an expanded insured population, a mechanism by which to increase the
sustainability of programmatic activities, and a diversification of funding streams for
health departments (CDC, 2013). AIDS organizations, such as NASTAD, are aware of
the change in the fiscal landscape and are highlighting the importance of health
departments engaging in efforts to seek TPR at the local level as way of leveraging
resources in an effort to be able to “provide essential services and carry out core public
health functions” (2013). NASTAD asserts that as a result of ACA implementation and
increasing investments in the health care delivery system that public health agencies will
need to “actively develop and maintain relationships with provider and payer systems,
including federally qualified health centers and state insurance and Medicare/Medicaid
agencies” (2013).
Routine Testing and Support in the District of Columbia

The District of Columbia was the first jurisdiction in the country to adopt and
actively implement a policy of routine, opt out HIV testing for residents in accordance
with the CDC’s 2006 recommendations. DC guidance from HAHSTA differs only in that
it encourages repeat testing more frequently for high risk persons (every six months as
opposed to annually) and it expands the age range for recommended testing (14 to 84 as
opposed to 13 to 64) (DC DOH, 2011). Since then, HAHSTA has disseminated guidance
on both routine and targeted testing to community providers, provided free rapid HIV

tests kits and grant funding to providers, and conducted a scale up campaign from 2006 —
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2007 in addition to numerous social marketing campaigns targeted at both providers and
the community (CDC DC ECHPP, 2011).

The scale up campaign titled “Come Together DC- Get Screened for HIV” (Castel
et al., 2012) reached out to public, private, and community-based organizations and
encouraged the use of rapid opt out HIV testing. All participating sites that agreed to the
required reporting requirements received test kits free of charge. An evaluation of the
campaign found that 38,585 persons were tested for HIV, compared to the previous year
in which only about 20,000 publicly funded tests were conducted. The upward trend in
the number of tests continued even after the end of the campaign (Castel et al., 2012).
From 2007 to 2008, there was a 68.4% increase in number of tests; from 2008 to 2009,
there was a 27.3% increase in number of tests; and there was an 18.0% increase from
2009 to 2010 (CDC DC ECHPP, 2011). During this same time period, the District
expanded testing into hospitals, primary care settings, managed care organizations, and
community-based organizations (CBO) (HPTN, 2010). In 2009, HAHSTA launched a
social marketing campaign to providers titled “Ask for the Test/Offer the Test” to educate
them about how incorporate routine HIV testing as part of a clinical standard of care
(CDC DC ECHPP 2011). Beginning with the scale up campaign, HAHSTA has made
sustained efforts to provide free HIV test kits to community providers. From 2011 —
2012, HAHSTA provided 45 organizations with free rapid test kits. Of these, 20 were
community-based organizations, eight were hospitals, and 17 were health clinics
(HAHSTA, 2011c). In 2013, HAHSTA provided 34 organizations with free rapid tests
kits. Of these, 14 were community-based organizations, six were hospitals, and 14 were

health clinics (HAHSTA, 2013). Additional grant funding has also been available to
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providers to conduct routine and targeted testing. These funds helped to cover the overall
costs associated with testing including staff, counseling, etc.
United States Preventive Services Task Force Recommendations

From 2006 to 2013, CDC recommendations for routine HIV testing did not align
with recommendations from the US Preventive Services Task Force (USPSTF) - a
federally appointed panel of experts convened to review evidence of the benefits and
potential harms of preventive services and whose recommendations are often used to
inform public and private coverage decisions (IOM, 2010). During this time period, the
USPSTF recommendations provided HIV testing for pregnant women and individuals
assessed to be at high risk® with a Grade A rating, but only provided routine HIV testing
with a Grade C rating. The C rating indicated at the time that there was no
recommendation for or against the service and resulted in limited coverage for routine
testing (Chou et al., 2012). This changed in April 2013, when the USPSTF issued a new
recommendation for routine HIV testing in closer alignment with the CDC’s 2006
recommendation (USPSTF, 2013). The recommendation provides routine HIV testing
with a Grade A status that is indicative of strong support for the benefits of a preventative
service.

Bernie Branson, a lead author on the 2006 CDC HIV testing guidelines, has

suggested that the discrepancy in recommendations between CDC and USPSTF may

% The U.S. Preventive Services Task Force (2005) defines increased risk for HIV infection if the individual
receives health care in a high-prevalence or high-risk clinical setting (defined as 1.0% or greater, as
opposed to CDC recommendations which recommend routine testing unless HIV prevalence is documented
to be less than 0.1%), or reports one or more of the following risk factors: “men who have had sex with
men after 1975; men and women having unprotected sex with multiple partners; past or present injection
drug users; men and women who exchange sex for money or drugs or have sex partners who do;
individuals whose past or present sex partners were HIV-infected, bisexual, or injection drug users; persons
being treated for sexually transmitted diseases (STDs); and persons with a history of blood transfusion
between 1978 and 1985.”
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have resulted from differences in methods and purpose in developing the
recommendations, with the CDC having a greater focus on public health implications
while the USPSTF recommendations may have resulted more from a focus on clinical
outcomes (IOM, 2010). Since the previous USPSTF review, stronger evidence has
emerged regarding the clinical benefits of early treatment including improved immune
function, quality of life, and survival time (DHHS, 2012). Having CDC and USPSTF
national-level guidance better aligned with one another provides the medical community
with more standardized guidance and the opportunity for improved access to third party
coverage for testing.
Affordable Care Act

In order for third party coverage to be a viable option for coverage of clinical HIV
testing, individuals need to have insurance or be eligible for insurance enrollment. Many
of those at greater risk for HIV/AIDS have historically been uninsured or underinsured.
Prior to the full implementation of the Patient Protection and Affordable Care Act
(ACA), less than 17% of HIV positive individuals had private insurance compared to
65% of the general population (Snider et al., 2014). Almost 30% did not have any health
insurance, and the remaining percentage of HIV positive individuals received coverage
through Medicaid or Medicare or other public payers or support systems such as the Ryan
White Program (CDC, 2012c). ACA has the potential to greatly expand health care
coverage, including enhanced coverage of preventive services, through Medicaid,
Medicare and some private insurance plans.

Starting in 2014, the Act allows for expansion of Medicaid coverage to all persons

under 65 with incomes up to 138% of the federal poverty level (FPL). Previously,
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Medicaid eligibility was not available to childless adults who did not meet financial
eligibility and categorical eligibility requirements such as for pregnant women, the
elderly, parents with dependent children, or having a permanent disability diagnosis
(KFF, 2014). Due to the Supreme Court ruling, National Federation of Individual
Business v. Sebelius (132 S. Ct. 2566 [2012]) which assessed the constitutionality of the
Act, it was determined that states were not obligated to expand their Medicaid coverage
at risk of losing their federal Medicaid funding. As of April 2014, 27 states, including
DC, decided to expand Medicaid eligibility, 21 decided against expansion, and 3 states
still have open debate (KFF, 2014b). It is currently estimated that approximately17
million uninsured nonelderly adults are eligible for coverage through Medicaid expansion
(KFF, 2014c).

Beginning in January 2013, ACA began requiring states with expanded Medicaid
to cover all USPSTF Grade A and B services without cost-sharing. ACA began
incentivizing states with traditional Medicaid to cover all preventive services by offering
an enhanced 1% Federal Medical Assistance Percentage (FMAP), which is the federal
match percentage allocated to states to contribute to the costs of administering their
Medicaid programs (KFF, 2013). In addition to Medicaid’s coverage of preventive
services, Medicare is authorized to cover Grade A and B preventive services that undergo
coverage determination. As of August 2014, Medicare has yet to make this determination
for routine HIV testing (AIDS Institute, 2013).

The creation of federally-administered or state-based Health Benefit Exchanges
through ACA is expanding coverage by providing premium and cost-sharing subsidies up

to 400% federal poverty level (FPL) (KFF, 2013). ACA mandates that all new group and
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individual private health plans cover “A” and “B” rated preventive services without cost
sharing as of September 2010. Most other plans are required to do this as of January 2014
(KFF, 2013; AIDS Institute, 2013). As one of many covered Women’s Preventive
Services, ACA also requires that private insurance plans cover HIV screening and
counseling for all sexually active women without cost sharing (DHHS, 2013).

Barriers to Third Party Reimbursement and Sustainable HIV Testing Programs

Despite increasing opportunities for expanded health care coverage and third
party reimbursement, the literature indicates that reimbursement efforts to date have been
limited and that health departments and local providers are encountering substantial
barriers in seeking TPR. A 2013 survey by NASTAD on health department billing and
reimbursement efforts found that few health departments and local providers are billing
third party payers and that few health departments are requiring providers to seek
reimbursement. Of the 46 health departments that responded to the survey, 29 indicated
they provide direct services to clients and of those 11 sought TPR. Thirty-two responding
health departments indicated that some of their publicly supported providers are currently
seeking TPR. Only 11 health departments indicated that they require publicly supported
providers to bill third party payers (NASTAD, 2013).

The 2013 NASTAD survey of health departments asked respondents to rank the
leading barriers to successful TPR and they reported the following: 1) HIV/AIDS
program staff lack of knowledge about billing and reimbursement; 2) inadequate
information technology (IT) infrastructure; 3) a lack of program capacity to support
providers in implementation; 4) a majority of clients do not have insurance; and 5) non-

clinical services are not reimbursable.
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A 2012 study of HIV testing in emergency rooms by Hsieh, Wilbur, & Rothman
identified third party reimbursement as a critical barrier to address. They called into
question the sustainability of these programs given their historic strong reliance on test
kits provided for free through public funding from federal, state, or local dollars. Because
of this categorical support, the authors indicated that providers lack the experience
necessary to successfully bill and receive reimbursement. A noted challenge in these
settings is that testing may not be covered as an additional cost if a capitated
reimbursement rate is utilized. In this case, the cost of testing gets bundled into a
prospectively determined reimbursement rate. The authors identified the need to either
increase reimbursement through fee-for-service (FFS) health care plans that will separate
out the cost, or for plans to change their reimbursement methodology to reimburse above
the capitated rate for managed care plans (2012).

Diverse reimbursement models and the bundling of the cost of HIV testing in an
encounter rate was identified as a challenge in multiple health care settings, not just ERs.
A staff member from the Pennsylvania/Mid-Atlantic AIDS Education & Training Center
presented at the 2013 US Conference on AIDS on this challenge through the context of
the Pennsylvania Medicaid system (PA/MA AETC, 2013). She indicated that their
Medicaid program is a managed care system that provides limited fee-for-service
payments with the majority of reimbursement provided through bundled payments. This
payment methodology does not result in any additional revenue to health centers
providing testing service. If testing is a new service or one that has historically been
covered by grant funding, the bundle may not incorporate the potential added cost of HIV

testing for clinics. She noted that generalizable solutions to these challenges are limited
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because of how reimbursement varies plan to plan and organization to organization
depending on their specific contracts.

The complexity of bill coding has been identified as another barrier by
stakeholders in the field. A presentation by a Texas Department of Health staff member
indicated that providers struggle with knowing the appropriate billing codes for various
testing situations. Billing expertise is necessary in order to successfully obtain TPR and
to avoid complications in billing audits (HIV Health Reform, 2012).

The issue of credentialing is another challenge identified by stakeholders. Both
public and private payers may not reimburse for testing provided by a non-credentialed
personnel (CDC, 2013). Many clinics use lay or “peer testers” to administer a rapid HIV
test and provide counseling and education as needed in walk-in clinical settings or
outreach settings. CBO’s often use peer testers in outreach settings as well. Until
recently, a CMS policy for Medicaid FFS plans tied coverage to the provision of
preventive services by a credentialed provider. However, effective January 2014, this
policy changed and CMS now allows coverage for preventive services if the services are
recommended by credentialed providers (CMS, 2013). Other payers, especially private
payers, have had more latitude in their ability to provide coverage for services provided
by non-credentialed providers. However, the extent to which they provide this coverage
varies by jurisdiction and plan.

Additional barriers to sustainable routine HIV testing cited in the literature
include resource constraints, burdensome informed consent and pre-testing requirements,
burdensome regulations for testing technologies, insufficient provider time and

competing priorities, lack of provider training; provider perception of patients being at

37



low risk, and perceived patient reluctance/refusal towards testing (Korthuis et al., 2011;
Johnson, Mimiaga, Reisner, VanDerwarker, & Mayer, 2011; Sullivan & Fiellin, 2010;
Burke et al., 2007).

According to a recent survey of health departments by NASTAD, funding
constraints ranked highest in a listing of potential barriers to routine testing, with 89% of
departments identifying this as a problem (2010). Heavily reliant on public funding for
testing initiatives, health departments are concerned about the sustainability of expanded
testing (NASTAD, 2010). Provider-level data have also identified lack of funding and
resources to support testing implementation as a barrier. A 2011 study conducted in
Massachusetts found that community health center providers had concerns about the
financial, human and physical resources needed for increased testing (Johnson et al.,
2011).

Numerous studies have identified and discussed provider-level barriers (Korthius
et al., 2011; Sullivan & Fiellin, 2010; Burke et al., 2007). In a cross-sectional study of
general internists and their beliefs about routine testing, participants cited other priorities
at time of visit (79%) and lack of time (63.9%) as their highest ranking obstacles to
expanded testing (Korthius et al., 2011). The Burke et al. study identified lack of provider
knowledge and training as a barrier in multiple studies. The study recommended that
educational materials and training be available to providers through continued education
and educational modules on infection control training so they can stay abreast of
changing HIV testing requirements and recommendations over time (Burke et al., 2007).

Provider perceptions around patient refusal of the test and patient risk are other

apparent barriers. In the Korthius et al. study, 30% of providers believed that their patient
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population was not at high risk for HIV and so did not prioritize testing (2011). Thirty-
nine percent of providers reported conducting targeted testing based on risk factors,
rather than routine testing as recommended by the CDC (2010). In the same study, 63.9%
of general internists identified patient reluctance/refusal as a problem (Korthius et al.,
2011). In contrast to this frequent perception, other studies have found relatively high
rates of acceptance by patients, including 67% in community health care settings (Myers
et al., 2009) and 73% of veterans who participated in an online survey said they would be
“very likely” to accept testing if offered (Valdiserri, Nazi Mclnnes, Ross, & Kinsinger,
2010).
Federally Qualified Health Centers and Prospective Payment Reimbursement Model

Because two of the clinics sampled in this study included a federally qualified
health center (FQHC) and a “look-alike” center, some background information regarding
the unique payment structure of these clinics will be discussed briefly. This background
information will help provide context for some of the challenges that are uncovered in
this study. FQHCs provide primary care services to predominantly low income, publicly
insured or uninsured individuals. Full FQHCs receive federal grant funds under Section
330 of the Public Health Service Act. Look-alike centers comply with all grant
requirements and receive enhanced Medicaid reimbursement rates but do not receive base
funding (MedPAC, 2011).

The bundling of TPR into an encounter rate is particularly challenging for
federally qualified health centers that utilize a prospective payment system. This system
provides an enhanced Medicaid reimbursement rate for each patient encounter, and most

services, including HIV testing in many cases, are included within this bundled rate.
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Clinics will receive the encounter rate through reimbursement directly from the Medicaid
beneficiary’s insurance and if this amount is lower than the encounter rate then a state
agency that handles the Medicaid program will make the clinic “whole” by providing the
encounter rate minus the amount reimbursed by insurance.

The baseline encounter rates were originally established back in the early 2000s.
At that time, existing FQHCs in a given jurisdiction were asked to determine their total
reasonable costs for fiscal years 1999 and 2000 and then divide by the average for the
total visits for those years (National Association of Community Health Centers
[NACHC], 2011) The only opportunity for increasing this rate moving forward was for
standard medical inflation, which is determined by the Medicare Economic Index, or
through a request for a change in scope. A change in scope is not possible in all
jurisdictions because the process for this must be developed by a given state. This process
would have to define a qualifying event for a scope change and also establish a
methodology for computing the change in rate. For jurisdictions without this process in
place, such as DC, health centers are limited in their ability to seek rate adjustments for
expanded services throughout the years apart from changes in inflation. While PPS
provides a payment rate floor per visit, states are not required to use this reimbursement
methodology. Instead, they could develop an Alternative Payment Methodology (APM)
as long as it does not pay less than the PPS payment floor (NACHC, 2011).
Health Care Payment Reforms

Various provisions through ACA may offer other alternatives to the PPS system
that states may want to consider moving forward. Beyond expanded coverage for

preventive health services, ACA is also creating opportunities for payment reform models
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that have the potential to move health care systems and providers away from visit-based
reimbursement models to ones that reimburse based on affordability and quality of care
outcome measures. Strategies include such things as pay-for-performance programs,
bundled payments for care improvement, health care innovation awards, accountable
service organizations, and medical home models. These payment reforms are positioned
to foster broader systems-level change for health centers that will help to address some of
the payment challenges and other resource constraints associated with current visit-based
third party reimbursement models. The reforms move away from volume-based
reimbursement to outcomes-based reimbursement.

Pay-for-performance programs is a broad umbrella term for certain types of
programs that incentivize quality and efficiency in patient care as opposed to volume-
based payments to clinics for services provided. An example of this includes hospital
value-based purchasing in which Medicare FFS payments to hospitals will take into
consideration their performance on a range of quality measures (American Public Health
Association [APHA], 2013). A couple of reforms work to incentivize coordinated care
across multiple providers. The bundled payments for care improvement initiative
encourages hospital and community providers to work together to improve efficiency in
care through bundled payment to multiple providers who have agreed to coordinate their
care. Funding through Medicare FFS for the establishment of accountable care
organizations (ACO) functions in a similar way in which networks of providers
coordinate care and then receive bonuses for meeting quality and cost goals (APHA,
2013). Funding through Medicare and Medicaid support patient centered medical home

models in which primary care practices receive monthly fees to provide comprehensive
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care for patients, especially those with chronic conditions. A special demonstration
program supports federally qualified health centers in adopting medical home practices
and becoming accredited by the National Committee for Quality Assurance (NCQA).
Finally, health care innovation awards provide funding to organizations that have new
ideas for provision of high quality and cost-effective delivery of care. State innovation
models incentivize the development and testing of state-based models that meet these
objectives (APHA, 2013).
Third Party Reimbursement Challenges in the District of Columbia

In accordance with USPTF guidelines even prior to the rating change, routine
HIV testing should have been covered through third party billing in the District of
Columbia because it qualifies as a high prevalence setting (one percent or greater).
However, to date, there has been minimal evidence of successful billing and
reimbursement for routine testing in the District despite it being a covered Medicaid
service (KFF, 2014b). In an effort to further scale up routine testing, leverage resources,
and move towards a more sustainable model for covering programmatic costs of a
District-wide testing initiative, HAHSTA has begun exploring options for health care
providers to secure third party reimbursement for their testing programs including
passing a bill mandating testing coverage in emergency departments, disseminating
information about how to bill for testing to health care providers, and providing funding
opportunities to incentivize third party billing and reimbursement (DC DOH, 2011b).

In 2008, DC passed Bill 17-487 titled “Insurance Coverage for HIV Testing in
Emergency Departments Act of 2008 that requires health benefit plans (including

private plans and public plans such as Medicaid and DC Healthcare Alliance) to cover the
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cost of one voluntary HIV test per year while receiving emergency medical services at a
hospital emergency department in DC (DC City Council, 2008). The bill requires that
coverage must include the costs of the administration of a rapid test and confirmatory
testing if necessary, the analysis of the test including in a laboratory if appropriate, and
the delivery of the follow-up guidance by hospital staff (2008). The bill prohibits insurers
from instituting higher co-payments, deductibles or coinsurance as a direct result of the
insured using the covered benefit (2008).

Evidence from a recently conducted mixed methods pilot study that focused on
HIV testing in the District suggests that since passage of the bill providers have begun
trying to bill for testing, yet insurance companies have resisted providing specific
payments for HIV testing (Skillicorn et al., 2012). Insurance companies have argued that
the payment is covered through prospectively negotiated bundled rate payments to
hospitals for a variety of services that are outlined in contract agreements between the
insurer and the hospital. Providers of testing have argued that the bundled rate does not
comprehensively cover testing services.

In 2011, HAHSTA circulated a “Dear Colleague” letter to area health care
practices with a reminder of local guidelines regarding routine HIV testing and providing
them with the appropriate billing codes (DC DOH, 2011). That same year DC DOH
released a Request for Applications (RFA) to assist health care centers to develop a
sustainable billing process for HIV testing. Four organizations received funding to
establish billing programs for HIV testing services (DC DOH, 2011b). A subsequent

RFA was released in 2013 to continue supporting billable clinical testing. This RFA
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encouraged increased use of conventional testing as opposed to rapid testing as a way to
circumvent identified barriers to TPR (DC DOH, 2013Db).

Data from the recently conducted pilot study that focused on HIV testing in the
District has informed this study’s deeper focus on resource constraints and third party
billing and reimbursement. The survey component of this mixed methods study found
that clinics and hospitals supported by DC DOH to conduct HIV testing identified
resource constraints (40.5%) and third party billing and reimbursement (28.1%)
challenges as two of their primary barriers to the continued scale up and sustainability of
their testing programs (Skillicorn et al., 2012). During one of the interviews, a key
informant identified a credentialing policy that limits who is legally authorized to order
testing to physicians, nurse practitioners, or physician assistants. The key informant said
that due to staffing, work flow, or capacity issues, this regulatory constraint serves as a
barrier to the clinic’s successful receipt of reimbursement (Skillicorn et al., 2012). Key
informants at several sites discussed how reimbursement rates are often inadequate to
cover the total costs incurred, including such things as staff time, counseling, space, and
other associated resources, which to date grant funding from HAHSTA has helped to
cover (Skillicorn et al., 2012). Lastly, a couple of the site key informants discussed how
they are just now grappling with reimbursement challenges because until recently they
had been relying primarily on the receipt of free rapid test kits from HAHSTA. This
changed though when they applied for and received newly available funding from
HAHSTA designed to incentivize clinical sites to begin seeking third party

reimbursement for testing. Their perception was that the health department may shift
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towards relying more heavily on third party reimbursement as a strategy to sustain testing
initiatives over the long term. (2012).

As 0f 2011, 90% of DC residents had some type of health care coverage including
DC Alliance,” Medicaid or Medicare or private insurance. The District was an early
adopter and implementer of ACA and projects that by the end of 2014 there will be
universal health care coverage for nearly all residents (CDC DC ECHPP, 2011). Because
of this robust health coverage of DC residents, it is believed that billing and
reimbursement of routine HIV testing is a viable strategy in the District if related barriers
can be addressed.
IMPLEMENTATION SCIENCE CONCEPTUAL FRAMEWORK

The section that follows will provide an overview of a conceptual framework that
guided this study as it sought to understand the factors, mechanisms, and processes that
may contribute to the sustained implementation of routine HIV testing in the District
among DC DOH-supported primary health care providers. The framework allowed for
the exploration of the study’s research questions and propositions especially as they relate
to contextualizing the implementation of routine testing, understanding the interactions
between providers and HAHSTA, identifying organizational factors that may facilitate or
impede testing efforts, and assessing the availability of resources needed to sustain the
practice.

Implementation science has been defined as “the scientific study of variables and

conditions that impact changes at practice, organization, and systems levels; changes that

" DC Alliance covers DC residents who are not eligible for Medicaid and Medicare and whose income falls
under 200% of the federal poverty level.
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are required to promote the systematic uptake, sustainability and effective use of
evidence-based programs and practices in typical service and social settings”

(Blase, Fixen, & Duda, 2011). The goal of the science is to understand and bridge the gap
between science (evidence-based practice) and the real world implementation of that
practice that results in similar outcomes as in a controlled, study setting. While much
research has been done to demonstrate the effectiveness of programs, less has been done
on the processes used in real-world settings to achieve and maintain programs and their
projected outcomes (Blase et al., 2011).

This study utilized a conceptual framework that comes from the implementation
science literature titled the “Conceptual Model for Considering the Determinants of
Diffusion, Dissemination and Implementation of Innovations in Health Service Delivery
and Organization,” hereafter referred to as the “Greenhalgh framework.” This framework
was developed by Greenhalgh, Robert, Macfarlane, Bate and Kyriakidou (2004) after
conducting a systematic review of the diffusion of service innovations literature. They
described the framework as “memory aide” with the purpose of “considering the different
aspects of a complex situation and their many interactions.”

A few of the critical findings from the authors’ literature review helped to inform
this study’s scope and approach. First, the authors called for more theory-driven research
approaches to better understand the link between determinants and outcomes of
implemented interventions, programs, or guidelines. By utilizing the Greenhalgh
framework, this study sought to better understand the connection between the
determinants and outcomes of the implementation of routine HIV testing in the District.

Second, the authors recommended a focus on the implementation process rather than an
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exploration of causal inferences. This study explored the different processes that different

organizations use to implement HIV testing to gain a more contextualized understanding

of practice. Lastly, the authors suggested an ecological approach to research that takes

into account the wider context in which program takes place (Greenhalgh et al., 2004).

This study strove to conduct an in-depth exploration of the availability of dedicated

resources for testing, including third party billing and reimbursement.

Figure 3: Conceptual Model for Considering the Determinants of Diffusion,
Dissemination, and Implementation of Innovations in Health Service Delivery and
Organization, Based on a Systematic Review of Empirical Research Studies
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The Greenhalgh framework depicts the unique characteristics of a given

innovation of interest — which in the case of this study is the transition from categorical

support for testing to a stronger reliance on third party reimbursement - and its movement

through a Support System and User System. For the purpose of this study, the Support
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System included what the Greenhalgh framework categorizes as the Resource System,
Knowledge Purveyors and Change Agency. These are the entities (e.g. resource,
knowledge, technical and programmatic) that provide support to the User side of the
framework. This study understood HAHSTA to be the change agent of interest within the
Support System. The User System encompassed the provider portion of the framework
that was being influenced to adopt and implement the innovation of interest. The health
care providers who were currently supported to implement HIV testing were the
providers of interest in this study’s consideration of the User System.

The framework captures a dynamic interaction between the two sides of the
system in relationship to the adoption and implementation of the innovation. It depicts the
process of diffusing (passive communication and influence) and disseminating (active
communication and influence) the innovation of interest into the provider system. The
framework also highlights the dynamic Linkage characteristics between the Support and
User Systems.

In addition to these components, the framework outlines different stages of
readiness for change that the provider system may move through in the adoption and
implementation of the innovation. These stages include — System Antecedents; System
Readiness; Adoption/Assimilation; and Implementation, Routinization, and
Consequences. This study had a specific focus on the Implementation, Routinization, and
Consequences stage of change.

Lastly, the framework acknowledges the potential for external influences through
what is termed the Outer Context, which includes such things as the sociopolitical

climate, inter-organizational norms, and environmental stability.
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Each major component of the framework that relates specifically to this study and
the applicable elements of interest will be described in more detail in the sections that
follow. The framework’s constructs and variables will be further operationalized in
Chapter 3 through a listing and description of the key domains of interest in this study.
Innovation, Diffusion and Dissemination, and Linkage
Innovation

Drawing from elements discussed in E.M. Rogers’ Diffusion of Innovation
Theory, the Greenhalgh framework discusses key characteristics of the innovation that
influence its diffusion and uptake by the provider system. The model incorporates five
innovation characteristics discussed in Rogers’ model including relative advantage,
compatibility, low complexity, trialability, and observability, in addition to several other
factors that arose in their literature review but will not be considered for the purpose of
this study. This is because while certain characteristics of the innovation may be critically
important for an exploration of the uptake of a given innovation through the adoption
phase, they are less important for our focus on the implementation phase.

- Relative advantage has to do with the perception of an innovation as being better
than what superseded it (Rogers, 2003). In this study, the innovation of interest was the
transition from categorical support for testing to a stronger reliance on third party
reimbursement. This study explored the perception of the relative advantage of this
transition among HAHSTA-supported primary care providers who are implementing HIV
testing.

The compatibility of an innovation is the degree to which an innovation is

perceived as being consistent with the adopter’s existing values, norms, past experiences
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or needs (Rogers, 2003; Durlak & DuPre, 2008). This study sought to assess the extent to
which the funding transition is compatible with organizational and individual priorities,
values, norms and needs, as well as adaptable to an organization’s particular context in
terms of financing, staffing, administrative and logistical coordination, and organizational
policies, etc.

- Complexity is the degree to which an innovation is perceived as difficult to
understand and use (Rogers, 2003). Within an organization, the fewer response barriers
that must be addressed the more likely the innovation will be assimilated (Rogers, 1995).
Additionally, if the innovation can be divided into parts and adopted in increments, then
adoption is easier (1995). This study assessed the complexity involved in clinics
transitioning to a stronger reliance on TPR and how this impacted their resources,
staffing, time constraints, etc.

- Trialability is the degree to which an innovation can be experimented with on a
limited basis as it is being adopted (Rogers, 2003). A related factor is that of reinvention
whereby innovations are more easily adopted if adopters can adapt, refine or modify it
according to their preferences, needs and organizational practices (Greenhalgh et al.,
2004; Rogers, 1995; Durlak & DuPre, 2008). This study explored the extent of trialability
as well as reinvention by transitioning clinics as they tried to increase TPR for testing.
Evidence of trialability may be of interest to others in the field who have experienced
similar challenges and are searching for adaptive practices.

- Observability refers to the visibility of the benefits of an innovation to the

intended users (Greenhalgh et al., 2004). This study examined the extent to which clinics
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were able to observe the benefits of the transition from categorical support for testing to a
stronger reliance on TPR.

- Another innovation characteristic that has been found to be influential in later
studies after the development of the Roger framework is that of the knowledge required
to use it (the Innovation) and technical support. These characteristics have to do with the
likelihood of adoption based on the degree of support for how to adopt an innovation in a
particular context (Greenhalgh et al., 2004; Dearing & And, 1994). Because of this
study’s focus on the interaction between a Change Agency, HAHSTA, and testing
providers, an assessment of access to effective trainings and technical support was of
interest. These key characteristics of the innovation of interest were considered in this
study in an effort to better understand how providers understand the characteristics of this
innovation and how this understanding influences their implementation of the practice.
Diffusion and Dissemination

The Greenhalgh framework again strongly draws upon Roger’s Diffusion of
Innovation Theory in its examination of diffusion and dissemination. The authors present
the movement of an innovation as lying on a continuum with diffusion being
characterized as “passive, unplanned, informal, and decentralized” and dissemination
being characterized as “active, planned, formal, and often centralized” (Greenhalgh et al.,
2004).

Along this continuum are various components that influence the spread and
communication of the innovation of interest, including network structure and influence of
social networks, homophily between current users and the potential adopter, opinion

leaders who influence the beliefs and actions of their colleagues, boundary spanner

51



individuals who have strong social ties to the outside world and introduce concepts
within the organization, champions within the organization who actively support the
innovation, and formal dissemination programs (Greenhalgh et al., 2004; Rogers, 1995).

This study was concerned with influences on the active end of the
diffusion/dissemination continuum, namely champions and a formal dissemination
program.

- Champions are persons within an organization who act as advocates to influence
change and the adoption and sustainability of an innovation. They are individuals who are
trusted and respected by staff and administrators (Greenhalgh et al., 2004; Durlak &
DuPre, 2008). This study sought to identify organizational champions who have or are
influencing the transition from categorical support to TPR and to what extent their
support is beneficial.

- Formal Dissemination Program involves the planned dissemination of an
innovation. These programs often involve the participation of an external Change
Agency. According to Greenhalgh et al. (2004), and with strong evidence from Rogers
(1995), these programs are more effective in increasing the likelihood of adoption when
they:

“take full account of potential adopters’ needs and perspectives, with particular

attention to the balance of costs and benefits for them; (2) tailor different

strategies to the different demographic, structural, and cultural features of
different subgroups; (3) use a message with appropriate style, imagery,

metaphors, and so on; (4) identify and use appropriate communication channels;

52



and (5) incorporate rigorous evaluation and monitoring of defined goals and

milestones.”

This study examined the extent to which the actions of the Change Agency,
HAHSTA, align with the above criteria for effective dissemination.

Linkage

The Greenhalgh framework again relies on the work of Rogers in highlighting the
nature and quality of the linkage between a Change Agency and the adopting
organization. Characteristics of this linkage that will influence the likelihood of adoption
and successful implementation include 1) sharing of a common language, meanings and
value system; 2) ability to facilitate networking and collaboration among provider
organizations; and 3) engagement in joint evaluation (Greenhalgh et al., 2004).
Additionally, Greenhalgh and colleagues found through their review that the Change
Agency should have the “capacity, commitment, technical capability, communication
skills, and project management skills to assist with operational issues” (2004).

Since training and technical assistance were found to be barriers to the sustained
implementation of routine HIV testing in the literature, these issues were explored in
study. Similar to Greenlaugh and colleagues, Durlak and DuPre also conducted an
extensive review of the implementation science literature, and they found training and
technical assistance to be two important implementation variables (2008). They define
training as approaches that ensure providers have the necessary proficiencies and skills to
implement the intervention. They define technical assistance as the combination of
resources offered to provider once implementation begins to support the efforts of the

providers. This may include retraining in certain skills, training of new staff, emotional
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support, and mechanism to promote problem solving. This study assessed the extent to
which training and technical assistance were currently provided by HAHSTA to provider
organizations.

In this study, the linkage and interaction between HAHSTA as the Change
Agency and the HIV testing providers was of particular interest. This study was
interested in exploring barriers and challenges related to a funding transition within the
context of the interactive relationship between HAHSTA and providers. Previously
identified barriers such as resource constraints, training and technical support, insufficient
provider time, and provider knowledge and attitudes toward testing were considered
within a HAHSTA-provider dyad context. The Greenhalgh framework presents Linkage
as bi-directional.

Support System

For the purpose of this study the term Support System was used to collectively
categorize what Greenhalgh and colleagues (2004) identify in their framework as the
Resource System, Knowledge Purveyors and the Change Agency. While they go into
considerable detail for most of the components in their model, a notable shortcoming is
their lack of discussion about the Support System. No discussion is offered of the
Resource System or Knowledge Purveyors in their paper at all; a few brief sections
discuss the role of the Change Agency.

While a specific definition of a “Change Agency” is not provided, Greenhalgh
and colleagues (2004) do cite Roger’s 1995 work that conceptualizes a change agent in
terms of its role in affecting the diffusion and dissemination of an innovation especially

through the targeting of opinion leaders. The Greenhalgh framework depicts a continuum
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between passive diffusion and active dissemination. The change agent is shown as an
element most closely aligned with active dissemination. The authors note that the role of
an external change agency in planned dissemination will be more effective if the program
organizers take into account the needs and perspectives of the adopters and develop
strategies appropriately. Greenhalgh and colleagues also discuss the Change Agency in
terms of the strength of its ability to link and connect with the user system as influencing
the likelihood of adoption. For the purpose of this study, HAHSTA was considered the
Change Agency that is charged to support the dissemination of the funding transition of
interest among testing providers at different organizations within the User System.

The Greenhalgh framework’s construct of Knowledge Purveyors was defined in
this study as others within the Support System network that may influence the user
system regarding the transition of interest but are less active and direct in their influence
compared to the Change Agency. A specific example within the context of this study was
the CDC through their 2006 release of the national guidelines on routine HIV testing and
the newly revised USPSTF recommendations that give routine testing an A rating.

The Greenhalgh framework’s construct of the Resource System was understood to
be external to resources available through HAHSTA that affect the transition from
categorical support to TPR within the User System. Examples of such include the
availability of private funding, external funding by government sources (i.e. Ryan White
funding, HPTN 065 funding or direct funding from CDC to a provider organization), and
reimbursement through a third party payer such as private insurance, Medicaid, or
Medicare. All resources internal to DC DOH were considered through the Change

Agency construct; other variables were considered through the Outer Context construct.
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User System and Stages of Change

While not explicitly defined by Greenhalgh and colleagues (2004), the User
System is the organizational provider-side of the model that adopts and implements the
innovation of interest. Within this system, the organization moves through the different
stages of change including: System Antecedents System Readiness;
Adoption/Assimilation; and Implementation, Routinization, and Consequences. The last
stage of Implementation, Routinization, and Consequences is the primary stage of focus
in this study. The section below will discuss each of these stages in addition to identified
characteristics of organizations that influence the likelihood of adoption and
implementation of an innovation.
System Antecedents

In their review of the literature, Greenhalgh and colleagues (2004), found that
there were certain organizational characteristics that were positively associated with
innovation including 1) organizational structure (size, maturity, formalization,
decentralization, and slack resources that extend beyond base requirements for basic
operations); 2) absorptive capacity for new knowledge (ability to identify, interpret,
share, and reframe new knowledge and assimilate it into its existing knowledge base);
and 3) receptive context for change (presence of strong leadership, management and
effective data capture systems as well as a climate that allows for experimentation and
risk taking).
System Readiness for Innovation

Greenhalgh and colleagues (2004) found evidence in their review that there are

five factors that affect an organization’s readiness for the adoption of a particular
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innovation including: 1) tension for change (perceived tolerability of current situation);
2) innovation — system fit (similar values, norms, strategies and goals); 3) assessment of
implications (pre-assessment of potential implications of the adoption of the innovation);
4) support and advocacy (more supporters of the innovation than opponents); 5)
dedicated time and resources; 6) capacity to evaluate (ability to monitor and evaluate
innovation). This study explored how these factors may influence a clinic’s transition
from categorical support to TPR within the context of a shifting resource environment.
Adoption/Assimilation

Again, drawing heavily from the research of Rogers (1995), the Greenhalgh
framework (2004) includes various factors that have been identified to influence the
likelihood of innovation adoption on the part of the adopting individual or organization.
The congruence between the innovation and the potential adopter’s - needs, values and
goals, skills, learning style, and social networks — are all important factors for
consideration. Provider-level adopter characteristics were explored in this study by
asking currently implementing providers about their perceptions of the need for and
benefits of the shifting resource environment and the transition from categorical support
to TPR. Their understanding of adoption may have implications for sites that newly adopt
the practice in the future.
Implementation, Routinization and Consequences

Greenhalgh and colleagues (2004) differentiate implementation from routinization
in terms of the period of time that passes from adoption decision. They define
implementation as “the early usage activities that often follow the adoption decision”

(Meyers, Sivakumar, & Nakata, 1999). They define routinization and consequences as “a
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nonlinear process characterized by multiple shocks, setbacks and unanticipated events
(Van de Ven, Polly, Garud, & Venkataraman, 1999). For this study, routinization and
consequences were understood through the context of sustainability.

Factors that Greenhalgh and colleagues (2004) identify in their model regarding
the implementation process include: 1) organizational structure (adaptive, flexible, and
decentralized decision making); 2) leadership and management (high level support); 3)
human resources (motivation, capacity, and competence of adopting practitioners); 4)
dedicated resources and funding (availability of dedicated and ongoing funding for
implementation including internal and external resources); 5) intra-organizational
communication (effective communication across the organization); 6) inter-organization
networks (existence of supportive networks); 7) feedback (effective data collection and
review systems); and 8) adaptation/reinvention (adaptability to local context). Because
implementation is the primary stage of focus in this study, these implementation factors
will be examined closely in terms of the extent to which they are in place or accessible at
provider organizations and the support provided by HAHSTA to these organizations.
Outer Context

Greenhalgh and colleagues (2004) identified various external or Outer Context
factors that influence the likelihood of adoption and sustained implementation. These
include 1) inter-organizational norm settings (proportion of comparable organizations
that have or plan to adopt); 2) intentional spread strategies (existence of quality
improvement networks or collaboratives); 3) wider environment (impact or changes in
the surrounding environment or its stability, socio-political climate); and 4) political

directives (policy context, external incentives or mandates).

58



While the Greenhalgh framework offers useful descriptions of many
characteristics influencing implementation, it is believed that for the purpose of this study
it does not adequately capture the complexity of the external context in regards to its
interactions with the Support and User System sides of the framework. A 2010 study that
used the Greenhalgh framework to study the uptake of continuous quality improvement
in primary health care settings found that while the framework was useful the outer
context section was “underdeveloped and not sufficiently defined to take account of the
nature and complexity of the dynamic interactions between these elements and their
interaction with the User System” (Gardner, Dowden, Togni, & Bailie, 2010). The study
found that the socio-political context shaped organizational responses in different ways.

This study sought to expand upon this identified weakness of the framework
through its exploration of construct intersections. These intersections are critical to
understanding sustained resource support for HIV testing programs. This study explored
the intersection between newly aligned CDC and USPSTF recommendations as
Knowledge Purveyors, the potential for expanded third party coverage for testing through
the Resource System, and shifting resources from HAHSTA as the Change Agency.

Figure 1 shows this study’s operating framework, which is a modified version of
the Greenhalgh framework that highlights the variables of specific interest in the study.
For the sake of visual simplicity, the factors associated with each of the framework’s
major domains have been excluded in this depiction. The domains have been shaded by
incremental intensity to demonstrate their level of importance in this study ranging from
white indicating minimal importance in this study to dark blue indicating high

importance. The domains of primary interest include the Linkage between the Change
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Agency and the User System at the Implementation, Routinization, and Consequences
stage.

Figure 1: Operating Conceptual Framework: Transition from Categorical Support to
Third Party Reimbursement for Clinical HIV Testing

User System
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Source: Adapted from Greenhalgh T, Robert G, Macfarlane F, Bate P & Kyriakidou O. (2004). Diffusion
of Innovations in Service Organizations: Systematic Review and Recommendations. Milbank Quarterly;
82(4):581-629.

Operating Conceptual Framework
There are several reasons why the Greenhalgh framework was chosen to guide
this study. First, the framework allows for a close examination of this study’s focus on

the interaction between HAHSTA and the providers of HIV testing. The framework
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clearly depicts a strong linkage between the Support System and Change Agency and the
adopting User System.

Second, drawing from Rogers’ Diffusion of Innovation theory, the framework
captures the ongoing process of diffusion and dissemination through a triangulated
interaction between the innovation, Support System, and Provider System. This allows
for an examination of the diffusion and active dissemination of the funding transition of
interest and the support and technical assistance provided to clinics over time.

Third, the framework is adaptable to having a narrow focus on a given stage of
change. This is important in this study because all of the sampled primary care providers
who receive support from HAHSTA have testing programs currently in place allowing
for a strict focus on the implementation, routinization, and sustainability. This is in
contrast to the Diffusion of Innovation model’s strong focus on the adoption stage.

Fourth, the model has shown convergent validity with other systematic reviews
that have examined factors that affect implementation. Twenty-one of the 23 factors
identified in the Greenhalgh framework overlap with factors identified in the Durlak and
DuPre framework (2008). Similarly, there are overlapping factors identified in additional
studies done by Fixsen and colleagues (Fixsen et al., 2000).

Despite these advantages, the framework has some weaknesses as well. First, the
scope of the framework may be limiting in that it is a descriptive model, rather than an
explanatory model. While it can describe the mechanisms and processes of change, it
may not be able to explain why change may or may not occur in different settings. The
2010 Gardner study, which was previously discussed, found the framework to be limiting

in this capacity. Second, the framework may be overly simplistic in its sequential
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depiction of change. The Gardner study found the process of change to be much more
dynamic and less ordered than how change has been depicted in the framework and
discussed by the authors. Lastly, as noted previously, the Outer Context construct may be
inadequate in fully describing the complex interactions of socio-political elements that
may affect change (Gardner, 2010).
SUMMARY

The first section of Chapter 2 described the national and local DC HIV/AIDS
epidemic including details about how the District currently has a severe and generalized
epidemic. The section also covered general background information pertaining to the
importance of early HIV testing and routine HIV testing as a strategy to minimize late
testing. The section also discussed national and local recommendations and funding for
testing, changes in the resource landscape and other factors influencing a transition from
categorical support for testing to third party reimbursement coverage, and barriers
associated with this transition. The second section of the chapter discussed the conceptual
framework that helped guide this study in its exploration of its research questions and
propositions. The guiding framework was the “Conceptual Model for Considering the
Determinants of Diffusion, Dissemination and Implementation of Innovations in Health
Service Delivery and Organization,” developed by Greenhalgh, Robert, Macfarlane, Bate
and Kyriakidou in 2004. The framework was chosen because it allows for an in-depth
study of factors, mechanisms, and processes that contributed to the widespread
implementation of the innovation of interest. It has the ability to capture the dynamic
interaction between the support system and provider system. The framework also

acknowledges the potential for external influences through what is termed the Outer
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Context, which includes such things as the sociopolitical climate, inter-organizational
norms, incentives and resources, and other environmental factors. Chapter 3 will describe
in more detail how the framework guided the methods of this study and relates back to

the study’s research questions described in Chapter 1.
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Chapter 3: Methods

OVERVIEW

This study utilized a qualitative, case study research design to better understand
how HAHSTA-supported primary care clinics in DC are transitioning from a primary
reliance on categorical support for HIV testing to stronger reliance on third party
reimbursement. Data was drawn from participant settings through documentation review
and key informant interviews with DC government representatives, reimbursement
stakeholders, and HAHSTA-supported primary care providers. The data collected was
analyzed to identify general themes and to assess their alignment with the study’s guiding
research questions and the Greenhalgh conceptual framework. Chapter 3 will review the
study’s research questions and propositions and will include details about the study
design, case study approach, data collection and analysis procedures. The Chapter will
conclude with an assessment of the study’s strengths and limitations.
RESEARCH QUESTIONS & PROPOSITIONS

1. How are primary care clinics, which are supported by HAHSTA to implement

HIV testing in DC, transitioning from a primary reliance on categorical support

for testing to a stronger reliance on third party reimbursement for testing as a

result of the changes related to the implementation of the Affordable Care Act and

USPSTF recommendation changes?

a. What policies and practices are in place for HIV testing during this

transition from categorical funding to third party reimbursement?
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b. What knowledge do primary care providers supported by HAHSTA to
conduct HIV testing have about the transition from categorical funding to

third party reimbursement?

c. What beliefs do primary care providers supported by HAHSTA have
about the transition from categorical funding to third party
reimbursement?

Propositionl: While these clinics are making efforts to transition, they are experiencing
barriers related to a stronger reliance on third party reimbursement.
Propositionla: Primary care providers and organizations supported by HAHSTA
have diverse policies and practices for HIV testing ranging from transparent
policies and routine opt out testing implementation to absent policies and risk-
based and opt-in testing implementation. Practices also vary with respect to
testing staff and accreditation, testing technologies, resources dedicated to testing
programs, and billing and reimbursement practices. Some of this diversity in
practice may reflect unique adaptive contexts while some of it may be reflective
of incorrect adaptation of the practice or barriers hindering its full
implementation.
Propositionlb: Primary care providers supported by HAHSTA to conduct HIV
testing are knowledgeable about the transition from categorical to third party
reimbursement.
Propositionlc: Primary care providers supported by HAHSTA believe that their
current testing programs are not currently sustainable at the same volume of

testing without some continued categorical support.
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2. What are the major facilitators and barriers to a stronger reliance on third party

reimbursement?

a. How do the structure and processes of third party reimbursement affect

ability to transition? Is third party reimbursement sufficient?

b. How does resource availability at the clinic-level from internal and

external sources affect ability to transition?

c. How do clinic-level organizational factors such as structure, leadership
and management, human resources, and communication affect ability to

transition?

d. How do HAHSTA and HAHSTA-supported primary care providers
interact with one another and how does this affect their ability to

transition?

Proposition 2: Major facilitators include a strong understanding of and favorable beliefs
toward the importance of transitioning to third party reimbursement, resource availability,
and organizational support. Major barriers include third party reimbursement challenges,
resource constraints, weak organizational support for testing and absence of other
supportive organizational factors, and a need for stronger communication and
coordination between HAHSTA and supported clinics.

Proposition 2a: Another critical barrier to the continued scale up and

sustainability of routine HIV testing among primary health clinics supported by

HAHSTA is the structure and processes of third party reimbursement.
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Proposition 2b: A primary barrier to the implementation and sustainability of

routine HIV testing among HAHSTA-supported primary health clinics is
inadequate clinic-level resources to sustain testing programs.

Proposition 2¢: Strong organizational support at the clinic-level for routine HIV

testing facilitates the implementation and sustainability of the practice, while a
lack of organizational support acts as a barrier.

Proposition 2d: Communication and feedback mechanisms are adequate but could

be improved upon. Technical assistance and training opportunities are adequate

with the exception of those that are specific to billing and reimbursement

strategies.
STUDY DESIGN

A qualitative, case study research design was utilized in this study. According to
John Creswell, PhD, an expert in research design, qualitative approaches provide “... a
means for exploring and understanding the meaning individuals or groups ascribe to a
social or human problem” (2009). Creswell explains that the qualitative research process
“...involves emerging questions and procedures, data typically collected in the
participant’s setting, data analysis inductively building from particulars to general
themes, and the researcher making interpretations of the meaning of the data” (2009). A
qualitative research approach was appropriate for this study because it sought to explore
through an inductive data gathering process how key stakeholders in the District of
Columbia understand the transition from categorical funding to third party reimbursement

for routine HIV testing.
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Within qualitative research, there are a variety of strategies that can be used to
direct the research depending on the inquiry at hand — e.g. ethnography, grounded theory,
phenomenological research, and cases studies. The case study approach was selected for
this study based on its specific characteristics and strengths that aligned well with the
proposed scope of research and type of research questions being explored. A renowned
expert on case study methodology, Robert Yin, PhD, defines the case study as: “an
empirical inquiry about a contemporary phenomenon (e.g. a “case”), set within its real-
world context - especially when the boundaries between phenomenon and context are not
clearly evident” (2003). In this study, the phenomenon of exploration was the transition
in funding for routine HIV testing within the contemporary context of HIV service
provision and resource allocation in the District given a shifting landscape of expanded
coverage provision and federal and local budget cuts to public health programs.

According to Yin, three conditions should be met when using a case study
approach, including: a) type of research question, b) investigator control over behavioral
events, and c) extent of focus on contemporary rather than historical events (2009). For
the first condition, Yin explains that case studies should have an exploratory intent of
understanding “how” or “why” something is happening, which allows for the tracing of
operational links over time (2009). The research questions of interest in this study
explored “how” sites are experiencing a transition in funding support for HIV testing and
the associated barriers and facilitators and how they affect implementation. For the
second and third conditions, Yin finds that case studies are preferred when examining
contemporary events in which behaviors of interest cannot be manipulated (2009). The

examination of contemporary events is important in the case study context because the
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strategy draws strength from its ability to collect evidence from current events and
persons such as through access to relevant documentation and artifacts, direct
observation, and interviews. This is in contrast to historical research for instance in which
many of these collection methods would not be possible (Yin, 2009). This study relied
heavily upon document review and key informant interviews to assess the funding
climate for HIV testing in DC. The case study is also appropriate when behaviors of
interest cannot be manipulated, which is in contrast to experimental or intervention
studies that may seek to assess change in one or more groups of interest. This study
sought to understand a funding program in transition without the intent of intervening to
manipulate the behaviors of providers and other key stakeholders.

A necessary component of every case study is the selection of the case of interest.
According to Yin, the case is an entity (e.g. person, organization, service, etc.) in which
there are both spatial and temporal boundaries that separate it from its context, although
this separation may be unclear (2009). In this study, the case of interest was the transition
from categorical support to a stronger reliance on third party reimbursement for HIV
testing services in the District of Columbia from 2013 —2014. This definition provided a
spatial boundary that focused the study on one specific type of service provision in a
given geographical area. It also provided a temporal boundary that limits the scope of the
study to a one-year snapshot in time allowing for an in-depth examination of
contemporary HIV practices.

According to Yin, a single case study design, as opposed to multiple case study

approach, is appropriate when one of the following conditions is met: a) the case provides
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a critical test of existing theory, b) the case is rare or unique, c) the case is representative
or typical, d) the case is revelatory, or e) the case serves a longitudinal purpose (2009).

In this study, the single case design was justified because the District provides a
unique case of study for several reasons including: 1) its history of providing generous
public benefits for health insurance coverage, 2) being an early adopter of the Affordable
Care Act, 3) a severe HIV/AIDS epidemic, and 4) a public health department taking
proactive steps to follow CDC guidance to encourage clinics to bill and seek third party
reimbursement for routine HIV testing.

When there are multiple units of analysis involved in a single case of interest an
embedded case study design should be used. In this scenario, the units of analysis are
called sub-units (Yin, 2009). The embedded case study design allows for analysis within,
between or across sub-units (Baxter & Jack, 2008). While the transition in funding
support for routine HIV testing District was the overarching case of interest in this study,
there were various key stakeholders involved in this transition that constituted the
embedded sub-units which include: DC government representatives, reimbursement
stakeholders, and primary care providers that receive support from HAHSTA to conduct
HIV testing. Figure 4 below graphically depicts the embedded case study design that was

used for this study with the identified sub-units of interest for analysis.
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Figure 4: Embedded Case Study Design

Routine HIV Testing in the District

Primary Care Providers

Government Reimbursement
Representatives Stakeholders

Source: Yin, RK. (2009). Case study research: Design and methods (4th ed.). Los Angeles, California:
Sage Publication.

DATA COLLECTION
Data Sources

As noted earlier, an identified strength of the case study is its use of multiple
sources of evidence. When data from various sources corroborate similar findings this
strengthens the validity of the study. Yin has identified six commonly used sources of
evidence in the case study: documentation, archival records, direct observation,
participant-observation, interviews, and physical artifacts (2009). This study utilized two
of these data sources including documentation and key informant interviews. Each of
these and their respective strengths and weaknesses are discussed below.
Documentation

In case studies, relevant documents of interest may include: correspondence such
as letters or emails; meeting materials such as agendas and minutes; program materials
such as proposals, progress reports, and evaluations; legal documents such as statutes,

policies, or regulations; and media materials such as articles or videos. According to Yin,
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the advantage of document review is that the collected documents are reviewable
multiple times, exact in terms of details, and broad in terms of coverage of events.
Potential disadvantages include difficulty in retrieving and accessing documents of
interest and bias of document author or editor (Yin, 2009).
Documentation that was collected in this study include: HIV testing data; billing
records; program materials; and policies, regulations, and procedures at both the District-
and clinic-levels. Information abstracted from these documents provided contextual
information informing this study and were also used to triangulate information gathered
through the key informant interviews. Descriptions of these documents are provided
below along with the associated research question(s) of interest.
e Program Evaluation and Monitoring System (PEMS) testing data - HAHSTA-
supported sites must report HIV testing data through PEMS which is a national
HIV prevention monitoring system supported by CDC. Examples of variables that
sites must report include: demographics and number of HIV tests conducted,
confirmatory tests, HI'V positive persons, received positive results, referrals for
care and treatment, and linkages to care and treatment within three months and
within six months. Aggregated data for publicly supported primary care clinics
was accessible through HAHSTA and provided relevant information pertaining to
Research Question #1 about how HIV testing is being practiced in DC.

e HAHSTA policies and procedures, communications, and program and training
materials - These materials included HAHSTA policies and procedures about
HIV testing, Dear Colleague letters to providers about routine HIV testing, social

marketing materials promoting HIV testing to providers, requests for proposals
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for HIV prevention activities in the District, and technical assistance and training
guidance. This information portrays programmatic initiatives, guidance, and
communication pertaining to the promotion and implementation of HIV testing in
the District. These materials relate to Research Question # 1 about how HIV
testing is being conducted in the District and Research Question # 2 about how
the Department of Health and HAHSTA-supported primary care providers
communicate and interact with one another.

Clinic policies and procedures - These materials included such things as policies,
procedures, and other evidence-based guidance about routine HIV testing. These
materials relate to Research Question # 1 about how HIV testing is being
conducted at a given site.

Billable Clinical HIV Testing Clinic Reports - Sites that responded to and
received funding through a HAHSTA RFA to conduct billable clinical HIV
testing must report the number of tests billed to third party payers and numbers of
billed tests reimbursed for payment along with percentage of reimbursed
payment, amount of revenue generated, and number of tests publicly funded.
Information in these reports helped to assess progress to date and barriers and
facilitators encountered in the billing and reimbursement process as they relate to
Research Question # 2.

Clinic-level billing records for HIV testing - Billing records that indicate whether
third party reimbursement was sought and received and at what amount provided
helpful information for Research Question # 2 about the extent to which

successful reimbursement is occurring, the coding used, and the varying amounts
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of reimbursement. Each participating clinic was asked to select 20 HIV testing

records and report on the information above by completing a data abstraction

form that is found in Appendix E.

e Insurance policies related to the reimbursement of HIV testing — The three
Medicaid MCOs were asked to complete a spreadsheet indicating how they
reimburse for blood-based and rapid HIV testing to help answer Research
Question # 2.

Key Informant Interviews

For case studies, interviews provide a very important source of data about
behavioral events (Yin, 2009). They allow participants to respond in open-ended ways,
offering their views on reality and their experiences with a given phenomenon (Yin,
2003). According to Yin, interviews provide targeted and insightful information. The
interview allows the researcher a forum through which to ask targeted questions that
relate directly to the inquiry of interest. The strength of the interview as a tool for data
collection is its ability to explore causal inferences and explanations (Yin, 2009).
Potential weaknesses include response bias due to the way the questions are worded or
social desirability bias when the respondent responds in a socially “correct” way (Yin,
2009).

Interview tools guided semi-structured discussions; the tools can be found in
Appendix B. While each tool was adapted for respondents from each of the three sub-
units of the case study, the main purpose and sequencing of questions remained
consistent. The main domains of interest within the interview tools were derived from the

study’s research questions and framework.
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Operationalizing the Greenhalgh Framework: Primary Domains & Variables of Interest

Drawing from the Greenhalgh framework described in Chapter 2, below is a listing of
this study’s primary domains and variables of interest and their operational definitions
(Greenhalgh et al., 2004). A complete mapping of research questions, propositions, key
domains and variables, and data sources can be found in Appendix A.

e Understanding of transition from categorical to third party reimbursement -

Knowledge of ACA implementation, USPSTF recommendation changes, and
HAHSTA funding criteria.

e Beliefs and attitudes about transition and sustainability of their testing programs -

Perception of the relative advantage of the funding transition of testing programs.
Perception that the transition is compatible with organizational and individual
priorities. Beliefs about how HIV testing should be done in a clinic setting during
this transition in regards to its complexity, its adoptability and adaptability, and
available support or technical assistance. Beliefs about the current sustainability
of their HIV testing programs as well as prospects for expanded reimbursement
and third payer coverage options as a result of the recent change in USPSTF
testing recommendations and ACA implementation.

e Implementation and sustainability of HIV testing policies and practices during

transition - Description of how testing is offered and conducted at clinical sites
during this transition.
0 Availability and content of policies and guidelines related to the
implementation of routine testing at the District- or clinic-level during this

transition.
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0 Patient demographics and volume and number of tests conducted in last
fiscal year.

0 How testing is offered - opt in or opt out testing.

0 Consent practices - HIV specific or general; written or verbal.

0 Counseling practices - whether required or not and scope of practice.

0 Confirmation for preliminary positives - onsite or offsite confirmatory
testing.

0 Linkage to care strategies - availability and type of services.

0 Reporting procedures - scope and type of requirements.

0 Testing technologies - rapid, point-of-care testing (oral or finger prick),
conventional enzyme immunoassays (EIAs) testing (venipuncture), or
fourth generation testing to identify acute HIV infection.

0 Human resources - peer or accredited (physician, physician’s assistant or
nurse practitioner) testing staff. Motivation, capacity, and competency of
implementing practitioners.

0 Third party billing and reimbursement procedures - Practices used by
clinics to request and receive funds from health insurance companies to
cover fees associated with the provision of health care services such as
HIV testing.

e Facilitators and barriers to a stronger reliance on third party reimbursement -

Factors that either support or impede reimbursement efforts in clinics including

how practices can be continued over the long term with the goal of minimizing
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external financial support and other assistance and maximizing internal
resources to sustain the practice.

O Third party billing and reimbursement -

= HIV testing staffing models — use of peer or accredited staff for
testing.

= Coding and billing practices — identification of the International
Classification of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM) and Common Procedural Terminology (CPT) codes
and use of these codes to bill health insurance companies for
testing.

» Medicaid contracting models — identification of contractual models
for the reimbursement of health care services by insurance
companies

= Reimbursement — receipt of funds from health insurance
companies to cover fees associated with HIV testing services
provided by clinic sites.

0 Dedicated resources - availability of funding, space, administrative
support and staffing, and linkage to care services that contribute towards
testing efforts at clinics.

0 Organizational factors — involvement of leadership and management, de-
centralized decision making, presence of a testing program champion,

competent staff, support from human resources, billing and reimbursement
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expertise, and strong communication and assessment mechanisms in place
at clinics.

0 Interactions and linkage between clinical providers and HAHSTA, DHCEF,
and Insurance Companies — effective communication and information
mechanisms in place; availability of user orientation, technical assistance,
and ongoing support; facilitation of networking and collaboration; and
involvement in joint evaluation.

Key Informant Selection

Purposeful, non-probability sampling was used to identify key informants and
their organizational affiliations at the appropriate sub-units of analysis — DC government
representatives, HAHSTA-supported primary care providers, and reimbursement
stakeholders. Because the aim of qualitative research is not to make a statistical
generalization and rather to allow for the elucidation of a given phenomenon of interest,
non-probability methods of sampling are appropriate and commonly used (Merriam,
2001). Purposeful sampling selects interview participants based on a specific purpose or
set of criteria justifying their selection (Creswell, 1998). Purposeful sampling is useful in
case study research because it allows the researcher to choose a case and informants
based on their perceived ability to inform the research questions and to explore the
phenomenon of interest in detail (Merriam, 2001). The extent to which to sample should
be based upon an estimate of adequate coverage of the phenomenon of interest by
sampled participants. Sampling should be continued until no new information is

forthcoming and there is data saturation (Merriam, 2001).
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In this study, 30 key informants were selected from each of the identified sub-

units of analysis within the case study design. Criteria for selection were determined a

priori for the purpose of estimating the identification of a minimal sample of key

informants that would be able to provide coverage of useful information about the

context and complexities of the phenomenon of interest.

Table 1: Study Participants by Sub-unit Level

Number of Key | Key Informant Type | Relevant Information of Interest
Informants
DC Government
3 HAHSTA Personnel Leadership view on routine testing and shifts in resource
allocation; HIV prevention portfolio — mission, goals,
strategies, grants; and HIV testing operations — grants,
activities, and reporting
2 Department of Health | Managed care, insurance, billing
Care Finance
Personnel
Reimbursement Stakeholders
3 Medicaid MCOs Insurance policies and plans and reimbursement
Representatives procedures
1 Advocacy National level polices and initiatives as they relate to
Organization Staff ACA, USPSTF, President’s Budget, and Federal
Agency guidance
2 Health Care Third party billing and reimbursement specific to
Association Staff primary care services and community health centers that
provided background information for this study
2 Academic Researchers | Research related to health care finance and billing and
reimbursement in DC that provided background
information for this study
Primary Care
18 Clinic Staff Organizational characteristics, HIV testing policies and
procedures, third party billing and reimbursement

The criteria for selection and identification of the key informants is described in
the sections that follow. The HAHSTA-supported primary care provider’s sub-unit will
be discussed last because this sub-unit involves a separate discussion of the sampling of

clinic sites.
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At the DC government representative sub-unit level, five senior-level or program-
specific personnel within DC government were selected. Three personnel from HAHSTA
were selected based on their knowledge of and familiarity with programming and policies
related to the implementation of HIV testing in the District and the transition from
categorical funding to third party reimbursement. Two personnel from DHCF were
selected based on their knowledge and familiarity with health care finance, managed care
including Medicaid MCOs, Medicaid fee-for-service, and billing and reimbursement of
health care services in the District including HIV tests. DHCF provides health care
services to low-income children, adults, the elderly, and persons with disabilities in the
District. The agency does this through the management of public benefits programs
including DC Medicaid, Healthcare Alliance, Healthy Families, and the Right Rx
Initiative.

At the reimbursement stakeholder sub-unit level, eight key informants were
selected based on their organizational affiliations and their personal knowledge as it
relates to billing and reimbursement of preventive services such as HIV testing. Two key
informants from two of the three Medicaid MCO plans were selected to relay their
knowledge of how the specific plans interacted with DHCF, negotiated contracts with
clinics, and reimbursed for procedures such as HIV testing. One key informant was
selected from a DC-based advocacy organization to share insights into how third party
reimbursement for routine testing is changing as a result of recent USPSTF changes and
ACA. Two key informants from two different DC-based health care associations were
selected to learn more about billing and reimbursement of primary care services at

community health centers. Two academic researchers were selected based on their
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experience in conducting national and local level research related to health care finance
and billing and reimbursement for HIV services.

At the primary care provider sub-unit level, 18 staff members from four clinics
were selected based on their ability to provide information related to how HIV testing is
implemented during the transition from categorical funding to third party reimbursement
and the associated barriers and facilitators. Personnel who hold the following positions
were targeted: Chief Financial Officer, Medical Provider, Testing Coordinator, and
Public Benefits/Billing Coordinator. Staff members were selected based on position held
and recommendations from program personnel if there were multiple staff from which to
choose for a given position. If clinics did not have specific staff for any one of these
positions, then the staff person with the most relevant expertise pertaining to the
information of interest was selected. Table 2 below outlines the relevant information of
interest by position type.

Table 2: Selection of Study Participants at Clinic Sub-unit Level

Informant Position Relevant Information of Interest

Chief Financial Officer Organizational characteristics, finance structure, third party
billing and reimbursement

Medical Provider Organizational characteristics, policies, programs, and
procedures

Testing Coordinator Program goals, staffing, procedures, reporting

Public Benefits Coordinator Third party billing and reimbursement

Site Selection

At the primary care provider sub-unit level, sampled sites were selected from
among HAHSTA-supported primary health care clinics in the District. Key criteria of
interest were used to determine which of these sites to select.

In the District, HAHSTA provided free HIV test kits to 45 organizations to

implement HIV testing from 2011 - 2012. Of these, 20 were community-based
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organizations, eight were hospitals, and 17 were health clinics (DC DOH, 2011c). Of the
health clinics, eight of them were primary health clinics, which is the clinic type of
interest in this study. These clinics are community health clinics that provide care to
diverse patient populations including the uninsured, underinsured, and insured through
both public and private insurance. Medicaid, the primary payer of interest in this study
for understanding billing and reimbursement challenges, is accepted at all of these clinics.

A purposeful sampling strategy was used to select clinics based on the
representation of a range of variation, or maximum variation. This strategy involves
selecting sites or individuals based on identified dimensions of variation that are deemed
the most relevant and important for the population of interest (Maxwell, 2005). This
study sought a range of variation from within the criteria of interest that relate to
organizational and program factors that may affect implementation and sustainability
efforts. Below is a discussion of the criteria of interest followed by Table 4 that depicts
the sampling strategy as a matrix.
Site Selection Criteria

Number of clinic patients was the first factor of interest because it serves as a
proxy for assessing organizational size, which is one of the determinants of influence
depicted in the Greenhalgh framework for the implementation of innovations in health
service delivery (2004). While volume of testing was another metric of interest in
sampling clinics, it was determined not to be appropriate to use because HAHSTA data
was classified by whether an organization was a clinic or a community-based
organization and did not distinguish between tests done in a clinical setting versus an

outreach setting in the community. Because many of the clinics in this sample conduct a
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large number of tests in the community, it was felt that the data did not provide an
accurate representation of actual clinic-based routine testing for which third party billing
and reimbursement is feasible. Consequently, the number of unique clinic patients was
used as a proxy for organizational size which provides some measure of the extent to
which a clinic could have the capacity to conduct routine testing and seek third party
reimbursement. Variation of large to small numbers of unique patients was sought
between clinics.

Availability of dedicated resources for HIV testing was the second factor of
interest and is another determinant in the Greenhalgh framework (2004). This study took
into consideration the extent to which clinics received dedicated resources from
HAHSTA to support their HIV testing programs through receipt of HAHSTA grant
funding specific to HIV testing and/or clinical billing for routine HIV testing in addition
to receipt of free test kits. Six of the seven primary health clinics that received free test
kits from HAHSTA to conduct HIV testing also successfully applied for and received
grant funding for HIV prevention programs. Four of these six clinics received additional
grant funding specific to billable clinical HIV testing. The sampling strategy also took
into consideration funding for the NIH-supported HPTN 065 study previously discussed
because it provided clinics with additional resources for HIV testing, care, and treatment
and these additional funds could potentially influence testing implementation. Six of the
eight HAHSTA-supported clinics received funding through this study from 2012 —2013.
Because one of the propositions of this study is that billing and reimbursement is a major
barrier to the scale up and sustainability of routine testing, the study sought variation in

resource availability amongst clinics while also making the decision to strategically
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oversample clinics that received grant funding for clinical billing to ensure the collection
of adequate data to fully explore this issue.

Testing Models with Implications for Billing and Reimbursement - was the third
factor of interest and can be conceptualized as a type of dedicated resource in the
Greenhalgh framework, or alternatively as an outer context incentive in the framework
(2004). This study sought variation in testing models including test type (blood-based or
rapid test) and whether testing staff were accredited (physicians, nurse practitioners, and
physician assistants) or peer testers because the literature indicated that this type of
variation can have implications for successful third party reimbursement. Additional
consideration was given to gathering preliminary data on third party contracts such as
whether clinics had pre-negotiated, prospective contracting for capitation payments
versus fee-for-service health plan contracts, for example. Unfortunately this data was not
easily accessible and required further data collection once the full study was underway.

Table 4 below depicts the sampling strategy that led to the selection of the four
clinics that participated in this study. The clinic data was completed based on information
that was readily accessible through Internet searching or in background information
provided by HAHSTA. A final decision on clinic selection was made with the

information that was available despite some missing data.
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Table 3: Purposeful Sampling Strategy Matrix of Criteria for Selection of HIV Testing
Sites in the District

Org Size Dedicated Resources Implementation Models
# Unique HAHSTA
patients | [ AMSTA 1 “giing | HPTN 065 S@If | rost Type
HIV Grant Accreditation
2011 Grant
Blood,
Clinic 1 1000-1500 No No Care Non.— rapid,
accredited
outreach
.. Blood,
Clinic 2 1500 Yes Yes Test/Care Non- rapid,
accredited
outreach
Clinic 3 5,544 No No No Accredited | . Blood:
limited rapid
Clinic 4 31,876 Yes Yes No Accredited . BlOOd’ .
limited rapid
N/A
Clinic 5 2800 Yes Yes Test/Care N/A
Blood,
Clinic 6 1600 Yes No Test/Care | Mostly Non- rapid,
accredited
outreach
Blood,
Clinic 7 15,515 Yes Yes Test/Care Mostly Non— rapid,
accredited
outreach
Some blood,
Clinic 8 93,278 Yes No Test/Care Accredited rapid,
outreach

Four clinics were selected based on the above sampling criteria to ensure variation

seen among the eight primary health care clinics listed in Table 3. These four clinics

account for half of the clinics in the HAHSTA-supported primary care clinic sample.

Because the case study approach seeks to have an in-depth exploration of a given
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phenomenon, as opposed to a representative and a more cursory sampling of sites given a
context of limited time and resources, it is believed that this small sample size allowed
for a rich collection of data at each site through extensive document collection and key
informant interviews.

The final clinic sampling included clinics with the following characteristics. The
number of unique patients ranged from small to medium to large relative to the clinic
patient sizes amongst the eight primary care clinics included in the sampling strategy.
Numbers of unique patients included: 1500 (small), 15,515 (medium), 32,896 (medium),
and 93,278 (large). The clinic sample included four clinics that received HAHSTA HIV
prevention grants. Three of these clinics also received additional HAHSTA grant funding
for billable clinical HIV testing with one site serving as a comparison site. And, three of
these clinics also received support through HPTN 065 for testing and care and treatment
support with one serving as a comparison site. The clinic sample included one clinic that
primarily utilized blood-based lab testing, one that primarily used rapid tests by peer
testing staff as part of the primary care visit, one that primarily used rapid tests by
credentialed staff, and one that used a mix of blood-based lab testing and rapid tests by
peer testing staff.

Recruitment Strategy

Recruitment of the 30 participants in this study took place from August 2013 to
May 2014. The Principal Investigator (PI) of this study contacted selected key informants
via email or by phone and invited them to participate in the study. The invitation

described the study and explained what was being asked of the participant as it pertained
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to scheduling an interview and a request for documentation. An informed consent
information sheet accompanied the invitations and can be found in Appendix D.

The first step of the recruitment plan was to reach out to selected HAHSTA
personnel to notify them of the study. Because the PI of this study had worked with these
personnel previously, gaining access and securing their support for the study was not
difficult. This correspondence included a request for document acquisition, their
recommendations for identifying key informants at DHCF, and a request to schedule
interviews at a later date after interviews had been conducted at selected clinic sites. The
rationale for this sequencing of interviews was so clarifying questions pertaining to
programs and policy could be asked of HAHSTA personnel after data has been collected
from the majority of other key informants. Document collection from all key informants
was an ongoing process from the time the initial email was sent out to the interview dates
and site visits and during a follow up period. This extended period of time provided
ample time to collect the necessary documentation from the sites.

The second step was to contact the reimbursement stakeholder-level advocacy
representative to invite this person to participate in the study and to schedule an
interview. The rationale for speaking with the reimbursement key informant early in the
study was to gain a better understanding of the billing and reimbursement landscape and
the identified challenges from an advocate’s perspective so this could inform later
interviews.

The third step was to reach out to sampled primary care clinics. Because of the
extensive nature of the data collection request at these clinics - including interviews with

multiple staff members and document collection - an additional step was taken. The PI
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asked to schedule a phone call or meeting with a member of the clinic’s senior leadership
to discuss the study in detail and ensure that there was organizational support for the
study. Once this had taken place key informants were invited to participate, documents
were requested, and interviews were scheduled. Interviews were scheduled based on the
availability of key informants.

The fourth step was to invite and schedule interviews with DC government-level
key informants from DHCEF. One of DHCF key informants was then asked to identify
reimbursement stakeholder-level key informants from DC-based Medicaid managed care
insurance plans. Key informants from each of three Medicaid plans were then invited to
participate as well.

The final step included reaching out to HAHSTA personnel again and conducting
interviews with them. Speaking with them towards the end of the study allowed the PI to
ask clarifying and analytic questions based on data collected from the field.

A strategy for follow up to key informant interview and data collection requests
was utilized. Each person was given at least seven days to respond prior to being sent a
follow-up email and then another seven days prior to a phone call inquiry. If after 21
days, there was no response then the PI would follow up with a member of the senior
leadership staff for further guidance. The invitation correspondence requested that if the
individual was unable or unwilling to participate or not the appropriate respondent for the
particular questions of interest to please identify another person in a similar position who
might be able to participate. There were no instances of non-response.

Interview Procedures & Tool Development
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Interviews were conducted in a semi-structured format, allowing for a
conversational tone and for follow-up, probing questions when necessary to explore the
complexities of the issue at hand. The PI of this study conducted all interviews
throughout a nine-month time period. Interviews were primarily conducted face-to-face
at the respondent’s work place or location of his/her choosing; and, if this was not
possible, then by phone. In total, there were 22 hours of audio recordings with individual
interviews averaging 45 minutes in length.

All interviews were done on a voluntary basis. At the time of interview, the
interviewer read a brief description of the study and a statement of informed consent to
each key informant. This statement described the study’s purpose, procedures, potential
risks and benefits, confidentiality statement, and options for the right to refuse to
participate or agreement (See Appendix D.) The statement explained that the session
would be audio recorded and transcribed with the consent of the participant. It also
explained that every effort would be made to ensure confidentiality of information.
Personal identifiers were removed in the transcription and reporting of the findings;
research records were kept private. Consent was done verbally so as to minimize
identifying information.

Interview tools were used to guide semi-structured discussions with key
informants (See Appendix B). While the tools were adapted slightly for respondents in
each of the three sub-units of the case study, the main purpose and sequencing of
questions remained the same. The main domains of interest within the interview tool

flowed from the study’s research questions and the guiding conceptual framework.
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The questions included in the interview tool were adapted from previous studies,
including interview tools utilized in a related HIV testing study that provided pilot data
for this study, in addition to a 2007 study in DC evaluating an HIV testing campaign and
two other studies on barriers to HIV testing found in the peer-reviewed literature (Castel
et al., 2012; Myers, Koester, & Dufour, 2011; and Johnson, Mimiaga, Reisner,
VanDerwarker, & Mayer, 2011).

The interview tools were reviewed by the PI’s Dissertation Committee members
for clarity, phrasing, and sequencing of questions. The tools were refined throughout the
process based on ongoing assessment of key informant responses and content saturation.
To the extent possible, questions were drafted in such a way so as to be open-ended and
neutral, rather than yes-or-no-type questions or leading questions (Merriam, 2001). The
tools were submitted to GW IRB for approval prior to implementation.

Data Management

Interview recordings were transcribed by a transcription service vendor. The
audio recordings and transcripts were transmitted through a secure share drive. All
collected data, including audio recordings and transcriptions, were saved on the
researcher’s personal home computer that was password protected or on a secure drive
available through the George Washington University Department of Epidemiology and
Biostatistics. The PI listened to all audio recordings and verified the accuracy of the
transcripts and ensured that all transcripts were coded and de-identified. Once this quality
assessment was completed then transcripts were uploaded to ATLAS.ti v.7, the
qualitative software program that was used for data management and analysis. All

documents collected for review were also uploaded to the software program for analysis.
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Twenty-two hours of audio recordings were produced. Audiotapes will be destroyed no
later than three years following initial recording.
Protection of Human Subjects

Prior to implementation of this study, a protocol for this study was submitted to
and approved by the George Washington University Office of Human Research for
Institutional Review Board (IRB). The study was deemed minimal risk.

Various precautions were taken to ensure the protection of human subjects which
included obtaining informed consent from all study participants, taking measures to
remove personal identifiers in transcriptions and reporting of findings for confidentiality
purposes, and letting participants know that they could discontinue the study at any time
for any reason. The PI of this study had a current record of human subject protection
training through the Collaborative Institutional Training Initiative (CITI)

(www.citiprogram.org) that was maintained throughout the study.

DATA ANALYSIS

According to several experts in the field, qualitative research analysis is an
ongoing process that can be done concurrently with data collection (Merriam, 2001;
Maxwell, 2005; Creswell, 2009). This iterative approach allows for ongoing synthesis of
the information and helps refine follow up questions for future interviews or other types
of data collection (Merriam, 2001). Throughout the data collection stage in this study,
case study notes and memos were written periodically to facilitate this approach in an
effort to better understand and analyze the data as it emerged.

While there are diverse approaches to qualitative analysis, this study relied on the

following strategies recommended by Miles & Huberman (1994), which include: reading,

91



coding, displaying, reducing, and interpreting. First, there was a general reading and
review of all the data including transcripts and documents. This review also included the
notes and memos written during the data collection stage. Next, using ATLAS.ti
software, the data was coded and divided into categories or topics that then could be
displayed and compared to one another (Creswell, 1998). Some additional themes that
emerged were incorporated into the coding scheme and evolving analysis. To guide the
data reduction process, data was related back to the study’s initial theoretical
propositions, which was a strategy recommended by Robert Yin, in addition to the
emergent themes (2009). As part of this process, data that was not pertinent to the
propositions and major themes were then excluded from further analysis. The last step
was data interpretation and involved the final analysis of relationships and patterns of the
data (Miles & Huberman, 1994) and their relationship back to the initial research
propositions, domains, and variables in addition to those that emerged prominently.
Recommendations were then developed based on the final analysis findings.

A triangulation approach was used throughout the analysis stage. Triangulation
allows for the convergence of different lines of inquiry through the use of multiple data
sources to corroborate a given fact or phenomenon (Yin, 2009; Maxwell, 2005). As
discussed earlier, Yin identifies the use of multiple data sources as a great strength of the
case study approach (2009). Figure 5 depicts the convergence of evidence that was used
for the analysis of findings in this study, including evidence from key informant

interviews and document collection.
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Figure 5: Convergence of Evidence

Phenomenon

D .\ Interviews

Documents

Source: Adapted from Yin, RK. (2009). Case study research: Design and methods (4th ed.). Los Angeles,
California: Sage Publication.

This study employed various strategies to interpret the meaning of the data by
relating it back to the initial theoretical propositions, research questions, the conceptual
framework, key domains and variables, and the existing literature. Analysis was
conducted across primary domains by key informant type and clinic site. The goal was to
report the findings in a descriptive manner that outlined key themes in addition to
identifying policy and programmatic recommendations and questions for future research.
This study’s recommendations were then tailored to various audiences according to the
sub-units of analysis, including HAHSTA for programming and policy formulation
purposes; providers for the enhancement of HIV testing at their clinics; and
reimbursement stakeholders. Findings will be disseminated back to involved study
participants and organizations through an executive summary report.

Reliability and Validity

Social science research utilizes the concepts of reliability and validity to
determine the quality of a research design in its ability to measure and describe the
phenomenon of interest (Yin, 2009). From a qualitative research perspective, reliability,
or the consistency of findings, can be evaluated based on the degree to which the study
could be repeated and the same findings would be found. According to Yin, the

documentation of study procedures helps to minimize threats to a study’s reliability. The
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original proposal that was written and approved by the PI’s Dissertation Committee
served this purpose by clearly outlining the steps and procedures that were to be taken
throughout the course of the study. Yin also recommends the use of a case study database
which stores and clearly organizes all collected data as this resource would allow another
investigator to review the data and assess the chain of evidence that led to the study’s
findings (2009). The Atlas software program used in this study was organized in such a
way as to serve this purpose and could be accessible by request for review.

From a qualitative perspective, the internal validity of findings can be understood
in terms of the findings’ accuracy or trustworthiness (Creswell, 2009; Merriam, 2001). A
couple of strategies were used in this study to minimize threats to validity. The first of
which was through the triangulation of information to confirm findings. As discussed
previously, triangulation allows for the use of multiple data sources to corroborate a
given fact or phenomenon (Yin, 2009). This study’s use of key informant interviews and
document collection across different sub-units allowed for the triangulation of findings
from these different data sources.

The second strategy that was employed was member checking, which entails
having research participants review and assess the accuracy and credibility of the
findings. In this study, a sampling of key informants from each of the sub-units were
asked to review relevant key themes for accuracy (Creswell, 1998; Merriam, 2001).

In terms of external validity or the generalizability of the findings from this study
to other sites, the findings of qualitative research are often limited in this regard, as they
instead gain their strength from their particularity (Merriam, 2001). However, Yin

believes that a case study approach has the potential to generalize its findings to a broader
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proposition, theory, or new cases for study (2009). The rich, thick detail that is captured
through case study findings may allow for readers to determine its applicability for the
transfer or generalizability of the findings to other similarly situated settings (Creswell,
1998). The findings from this study may have the potential to inform future case studies
in other jurisdictions experiencing a similar transition from categorical funding to third
party reimbursement for their testing programs.

STRENGTHS & LIMITATIONS

For every type of research method, there are both strengths and limitations. The
case study design is no exception. This design was selected for this study because the PI
believed that the strengths outweigh the limitations in its ability to answer the research
questions of interest.

The strength of the case study approach includes its ability to answer how and
why questions and to describe and explain a given phenomenon in rich detail along with
its context. The design is appropriate when investigating contemporary events when the
purpose is not to manipulate behaviors (Yin, 2009). This type of research is helpful when
the intent is to better understand current processes, problems, and programs (Merriam,
2001). As discussed earlier, the case study approach is appropriate for answering the
research questions of interest in this study having to do with how clinics are experiencing
the transition from strong categorical funding for HIV testing to third party
reimbursement.

Notable limitations of the case study approach have to do with the potential for
bias and a lack of generalizability. Because of the nature of qualitative research in which

the researcher is the primary instrument for data collection and analysis, personal biases
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may influence or shape the approach and the study findings (Merriam, 2001). To
minimize the potential for researcher bias, the PI systematically laid out in as much detail
as possible the rationale for key decision points throughout the study such as for sample
selection, identification of data sources, and determination of data collection and analysis
procedures.

The second limitation is that of generalizability and the degree to which the
findings could be transferred to another population or setting (Yin, 2009). Because
qualitative research and the case study approach gains its strength from the particularity
as opposed to its generalizability, this standard of verification within social science
research poses a challenge (Merriam, 2001). Robert Yin posits that while a case study
approach does not have the ability to make statistical generalizations, it is able to make
analytic generalizations to a broader theory, conceptual framework, or to new cases for
study (2009). This study relied on rich detail and description to provide information to
readers so they can evaluate whether the situation described in this case study might align
with situations in other jurisdictions (Merriam, 2001). While resources were not available
for a multi-site design in this study, a future research study could utilize a multiple case
study design in an effort to increase the diversity of the phenomenon of interest and its
context so that there would be a greater range to choose from in assessing transferability
(2001).

SUMMARY

This study utilized a qualitative, single case study research design to better

understand the unique circumstances in which funding for HIV testing is transitioning

from categorical to third party reimbursement. An embedded case study design was
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utilized that incorporates three sub-units of analysis including: DC government
representatives, reimbursement stakeholders, and HAHSTA-supported primary care
providers. Data was collected from two data sources including through key informant
interviews and data collection. Purposeful, non-probability sampling was used to identify
key informants and their organizational affiliations at the appropriate sub-units of
analysis. Primary care clinics were selected based on three criteria that relate back to the
study’s research questions, propositions, and conceptual framework. The criteria of
interest included organizational size and number of clinic patients, availability of
dedicated resources for HIV testing, and testing models with implications for billing and
reimbursement. A variety of strategies were utilized for data analysis including data
review, coding, category construction, and interpretation. All findings were related back
to the study’s research questions, propositions, and conceptual framework. Several
strategies were utilized to minimize threats to reliability and validity including

triangulation, member checking, and use of rich detail.
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Chapter 4: Results

OVERVIEW

This study found strong evidence in support of its original propositions. The
findings outlined in this chapter follow the order of the study’s research questions and
sub-questions. The first section of the chapter will present evidence on the study’s first
research question about how clinics are transitioning from categorical support for HIV
testing to a stronger reliance on third party reimbursement. Sub-sections follow that
provide a brief description of the HIV testing policies and procedures that are in place at
the four sampled clinics and explore the knowledge and beliefs of clinical informants in
regards to this transition. The second section of the chapter will present evidence on the
study’s second research question about the barriers and facilitators associated with the
transition to a stronger reliance on third party reimbursement. Sub-sections follow that
discuss the specific barriers and facilitators associated with the transition in support for
HIV testing, which include third party billing and reimbursement, resource constraints,
organizational factors, and communication between stakeholders.
FINDINGS
Status of HIV Testing Policies, Procedures, and Practices at Selected Clinics

This study sought to understand the policies and procedures of the four sampled
clinics in regards to their HIV testing programs. The following section will describe
clinic demographics, organizational resources, testing policies, testing strategies, and
reimbursement procedures.

It was found that all four clinics were mission-driven and primarily served

minority and underserved populations. The number of patients served per year ranged
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from 863 patients to 100,000. Blacks made up the majority of patients seen at all four
clinics with percentages ranging from 51% to 72%. Hispanics made up a growing
proportion of their patient populations with percentages ranging from 8.5% to 17%. Male
to female ratios were fairly similar with men making up between 42% to 57% of patient
populations. The majority of their patients were publicly insured with Medicaid as the
largest source of coverage. Public insurance made up between 55% and 84% of patient
coverage with Medicaid ranging between 37% and 61%.

The diversity in clinic patients and patient demographics was expected based on
the study’s initial sampling strategy that sought out this diversity, especially in regards to
making sure the sample included clinics that ranged in organizational size from small,
medium, to large using patient load as a proxy for this. The second factor of importance
was to ensure that a large majority of patients were Medicaid insured as this enhanced the
study’s ability to examine expanded Medicaid coverage as a result of ACA
implementation, incentivized coverage of preventive services such as HIV testing, and
the billing and reimbursement challenges specific to this type of coverage.

In terms of organizational resources, the study found that all four clinics have
historically relied heavily on grants and fundraising as the primary sources of income,
however this is shifting and third party reimbursement (TPR) has increasingly become a
larger proportion of their revenue. Annual operating budgets varied substantially at the
four clinics, ranging from $2 million to $100 million. Revenue streams also varied with
grants and contracts making up 12% to 80% of annual revenue and third party
reimbursement ranging from 17% to 50%. HIV-specific grants and contracts included

funding from HAHSTA for their testing programs, Ryan White, and HPTN 065. All four
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clinics received free test kits from HAHSTA, and three received specific grant funding

to support clinical billing for HIV testing. One of the clinics was a full federally qualified
health centers (FQHC), which receives base grant funding from the Health Resources and
Services Administration (HRSA), one was a look- alike, which did not receive grant
funding but qualifies for Medicaid payment enhancements, and two were not FQHCs.

This diversity in organizational resources and dedicated resources for HIV testing
was again purposeful in this study’s sampling strategy. Based on the Greenhalgh
conceptual framework, organizational resources are an important factor in an
organization’s ability to successfully adapt an innovation of interest. As will be seen later
in the chapter, this diversity in organizational resources and specific support for HIV
testing will become an influential factor in the implementation and sustainability of
transitioning from categorical support to TPR for testing programs.

As for organizational policies about HIV testing, only one of the clinics had a
specific policy in place for HIV testing. A key informant at this site shared written
documentation that explained how testing should be conducted at the clinic and a
protocol for linkage to HIV care and treatment. The other three clinics did not have
internal policies in place; however, they reported following national guidance from CDC
and local guidance from HAHSTA. Two reported testing patients annually or more
frequently if they fell into a higher risk category, as is recommended by HAHSTA. The
third one reported testing annually when possible based on scheduling and staffing
capacity, and the fourth clinic reported testing patients at least once as an adult in a
medical setting and annually in walk-in and outreach settings. These findings are

interesting in that while the providers state that they are following CDC and HAHSTA
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guidance their actual testing practices differed from this guidance at two of the clinics in
which there was evidence of risk assessments to determine the necessity of annual
testing, and scheduling and staffing capacity challenges that hindered annual testing.

The clinics utilized a variety of testing strategies to maximize testing and
incorporate testing into their medical standard of care. All of the clinics conducted
medical testing, two had special walk-in clinics, and three conducted outreach testing. In
medical settings, two of the clinics primarily utilized rapid tests while the other two
clinics relied on conventional blood testing. The rapid testing was done by Medical
Assistants at one of the clinics as part of the process of assessing patient vitals and by
peer testers from the clinic’s outreach testing department at the other clinic. The other
two clinics added HIV conventional testing to other blood-draw lab orders. None of the
clinics had onsite labs that could read the results so for conventional testing the blood
was sent to a contracted lab with initial results available several days later. This waiting
period for results was a barrier cited by other key informants that could impede
immediate linkage to care.

Consent for testing in medical settings was either verbal or incorporated into the
general medical consent form. Consent in walk-in and outreach settings was done by
clients signing a separate consent form. Counseling was provided when deemed
“appropriate” in medical settings, and as part of the testing session in walk-in and
outreach settings. Separate written consent and counseling practices in walk-in and
outreach settings were not consistent with CDC recommendations which do not
recommend these practices as part of opt out testing in health care settings.

The number of tests conducted in 2013, as reported by PEMS data to HAHSTA,
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varied across the four clinics including: 1) 8,154 tests with a positivity rate of 1.4%; 2)
43,750 tests with a positivity rate of .3%; 3) 1,414 with an unknown positivity rate (data
not reported); and 4) 1,218 with a positivity rate of 2%. The conduct of routine testing by
these clinics which all had positivity rates above 0.1%" was in accordance with CDC
recommendations. While the positivity rates were above 0.1%, they were relatively low
compared to the overall prevalence rates of 2.5% in DC. The clinic positivity rates
included medical as well as walk-in and outreach testing outcomes. Reasons for this were
not explored in this study since the 2013 data was received after completion of the
interviews. Subsequent follow up on this issue would be helpful to better understand how
these rates compare to other clinics and organizations in DC conducting both medical and
targeted testing and the extent to which medical routine HIV testing at these clinics is
helpful in identifying new positives.

Variation in testing models was another purposeful selection criterion in this
study sampling strategy because the peer reviewed literature indicated that variations in
testing technology, consenting and counseling practices, and staffing accreditation have
implications for successful TPR. This variation will be examined in subsequent sections
of this chapter within the context of the challenges faced by clinics in seeking TPR.

To date, the sampled clinics have had limited success in receiving TPR for
testing. Based on reporting data from HAHSTA’s Billable Clinical Testing Grant, the
three clinics that participated were only able to bill between 1 — 89 tests per month with
reimbursement sought for between $0 — $120, and received an estimated yield between
$0 and $648. Separate abstracted billing data collected directly from the clinics showed

that clinics were billing both public and private insurers and received back between $0 —

¥ With possibly the exception of possibly Clinic 3 since data was not available.
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$16.80 per test. As outlined in Chapter 3, each clinic was asked to select 20 HIV testing

records and report on the billing and reimbursement outcomes. The purpose of this data

was to show a sampling of HIV records that were distinct from HAHSTAs billing and

reimbursement reporting data and that included more details such as type of testing

technology used, third party payer type, and coding used. Detailed billing and

reimbursement data by clinic is shown in Table 4 below.

Table 4: Billing and Reimbursement Data by Clinic

Clinic 1

Clinic 2

Clinic 3

Clinic 4

HAHSTA Billable
Clinical Testing
Grant: total
numbers of tests
billed per month

11 -89
conventional tests

N/A

1-13

HAHSTA Billable
Clinical Testing
Grant: % of all
tests billed per
month

7.5%

N/A

3.3%

65%

HAHSTA Billable
Clinical Testing
Grant:
reimbursement per
test sought per
month

Incomplete data
provided to
HAHSTA

N/A

$24 —120.00

$0.00 to $77.85

HAHSTA Billable
Clinical Testing
Grant: estimated
total
reimbursement
yield from TPR
per year**

$0.00

N/A

$648.00

$354.00

Data from Study
Abstraction Form:
CPT codes used

Data not available*

86703

86703

86703

Data from Study
Abstraction Form:
insurers billed

Data not available*

Private

Medicaid,
Alliance

Medicaid,
Medicare; Private

Data from Study
Abstraction Form:
dollars received
per TPR claim

Data not available*

Private: $0.00

$0.00 (all
conventional
testing)

Medicaid: $0.00
(bundled)

Medicare: $15.49

Private: $0.00 to
$16.80

* After numerous requests, this clinic did not submit an abstraction form.
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** Reporting year was from 10/1/2012 to 9/30/2013.

Testing strategies and reimbursement models served as barriers to successful
receipt of TPR. While these challenges will be discussed in more detail in the
forthcoming Barriers to Third Party Reimbursement section and then revisited again in
Chapter 5 in terms of possible recommendations, they will be briefly summarized here
within the context of clinical procedures and reimbursement practices.

For two of the clinics that primarily conduct conventional testing in medical
settings, the blood is sent to contracted offsite labs and the labs then receive
reimbursement, not the clinics. For the two clinics conducting rapid testing in medical
settings in which credentialed providers are overseeing the testing, reimbursement for
testing is often bundled into encounter rates. This is true for the one FQHC clinic in
which the clinic receives a flat Medicaid enhancement rate regardless of the number of
tests conducted. This also is the case for the non-FQHC clinics as well in that many
insurance companies will often bundle the test into the primary care visit reimbursement
rate rather than providing a separate reimbursement rate for the test. All of the clinics
conducting rapid testing in walk-in or outreach settings by non-credentialed providers
have not been seeking reimbursement for these services because to date these services
have not been reimbursable by insurers whose current policy is to require such services to
be conducted in medical settings under the supervision of credentialed providers.

Table 5 titled Characteristics of Clinics and HIV Testing Programs provides a
summary of the different clinics and their HIV testing programs that were uncovered
through interviews and data requests that have implications for their ability to
successfully bill for and receive third party reimbursement. Key variables include clinic

size and resources; testing volume, technologies, and staffing; and TPR practices.
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Table 5: Characteristics of Clinics and HIV Testing Programs

Clinic 1 Clinic 2 Clinic 3 Clinic 4
# Patients per year 6,016 100,000 3,000 863
% Public 55% 82% 84% 61%
Insurance
Budget $30 Million $100 Million $8.5 Million $2 Million
% Funding from
3" Party
Reimbursement for 17% 50% 30% 20%
All Eligible
Services
% Funding from
Grants and 23% 30-40% 12% 80%
Contracts
HAHSTA Support | Free rapid test Kkits; Free rapid test kits; | Free rapid test kits;

Billable Clinical Free rapid test kits Billable Clinical Billable Clinical
Testing Grant Testing Grant Testing Grant
FQHC Status Yes, look-alike Yes No No
Testing Type Medical, walk-in, Medical, medical . Medical, walk-in,
Medical

outreach outreach outreach
Primary Testing
Technology in Conventional Rapid Conventional Rapid
Medical
Primary Testing
Technology in Rapid Rapid N/A Rapid
Other Settings
Stafﬁng Model for Licensed Provider | Medical Assistant | Licensed Provider Peer
Medical
Staffing Model for Peer Medical Assistant N/A Peer
Other Settings
# of Tests
Conducted in 2013 8,154 43,759 1,414 1,218
Reimbursement Lab
Practices by reimbursement; Lab
Insurers Flat encounter rate; reimbursement; Lab Encounter rate

Medicaid wrap Flat encounter rate; reimbursement bundling
rate; credentialing | Medicaid wrap rate
requirements

Evidence was found to support this study’s original propositions that the sampled

clinics would have diverse policies and practices in place for their HIV testing programs

ranging from transparent policies for testing implementation to absent policies and risk-

based and opt-in testing implementation. Practices also were found to vary with respect to

testing technologies, testing staff and accreditation, resources dedicated to testing
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programs, and billing and reimbursement practices. These diverse practices relate back to
the organizational mission and goals of clinics to maximize testing. Divergence however
was found between national and local HIV testing guidance and actual clinic practices
which has resulted in increased tension as clinics attempt to transition to a stronger
reliance on TPR and yet are finding that their practices are not always compatible with
current third party reimbursement models.

Knowledge and Beliefs about ACA, USPSTF Recommendation Change, and
Transition to Increased Reliance on Third Party Reimbursement

This study explored the knowledge and beliefs of key informants regarding ACA
and its implications for clinical practice, USPSTF recommendation change for routine
testing, and a transition away from categorical support from HAHSTA towards a stronger
reliance on third party reimbursement (TPR). Each one will be discussed in turn.
Affordable Care Act

In regards to ACA, informants indicated that while ACA has affected their
practices, especially in terms of shifting patient populations from DC Alliance and Ryan
White to Medicaid and practicing in a more competitive insurance market, the overall
impact was not as substantial as they had initially anticipated. This may in part be due to
the generous public coverage benefits that had been offered in DC prior to ACA
implementation.

We did see a tremendous drop off in Alliance...we had budgeted a significant drop-off because of
what we heard and we just didn’t see it. We saw some drop-off but not like, I think we

projected like a twenty percent shift from Alliance to Medicaid. And we saw, this one particular
year that I’m thinking about we saw like a five percent drop. And then it seemed to sort of
stabilize.

Many of the key informants understood and held favorable views towards the

need to increase their third party billing and reimbursement capacity in order to adapt to
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ACA and decreased public funding resulting from less incoming funding from Ryan
White and HAHSTA for HIV prevention, care and treatment. This shift was seen as
compatible with organizational priorities to provide expanded health care to a more
diverse patient population beyond the provision of HIV specific care and treatment to
uninsured and underinsured populations. In response, informants noted that they have
taken measures to diversify their patient load, including accepting more insurance plans
including private ones and expanding from specialty HIV care to a larger primary care

practice focuses on chronic disease management.

We started seeing a trend about a month and a half ago with some of these newer insurance plans a
part of the (health care) exchanges...(were) actually taking the PPO plans off the table for a lot of
their employees so we’re seeing a lot more HMO plans in the market. And so since we don’t
accept (private) HMO’s that means that we’ll have to shift into accepting (private) HMO’s here
pretty soon. So we’re going to have to change and we’ll have to do some forward thinking into
what that means.

USPSTF Recommendation Change

In general, informants were less knowledgeable about the USPSTF
recommendation change for HIV testing. For those aware of the change, they thought it
was of minimal significance to them. Clinical informants had some awareness of this
change but did not think it was going to affect their practices. They believed that because
HIV testing was already a billable expense through Medicaid in DC, regardless of risk
status, that the recommendation change would not impact the other challenges they were

facing in regards to successfully seeking third party reimbursement.

(I) think in terms of HIV it (USPSTF recommendation change) has very little impact. I think (for)
HIV we’ve already gone to the position that we want to test anyone who’s sexually
active...Everyone’s kind of potentially at risk (for HIV) here in DC.

Conversely, public health and policy informants were more knowledgeable about
the specifics related to the recommendation change and were more enthusiastic because

they were concerned about broader reaching implications of this recommendation change
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across jurisdictions, not just DC specifically. Within a DC-specific context, HAHSTA
described this recommendation change in their Billable Clinical Testing RFA as a “game
changer” to help clinicians seek reimbursement for HIV testing from third party payers.
The differing views of informants was noteworthy in that the clinical informants were not
agreeing with one of the basic premises of HAHSTA’s decision to transition support so

strongly to TPR.

The USPSTF HIV screening grades are a game changer. Under the Affordable Care Act, private
health insurance policies created after March 23, 2010 are required to offer all preventive services
that have been given an —A or —B recommendation by USPSTF, at no extra cost to the
consumer. The law also gives state Medicaid programs financial incentives to cover USPSTF-
recommended preventive services for adults. The increased USPSTF rating and the ACA will
make it easier for clinicians to seek reimbursement for billable HIV screening services. (DC DOH,
2013b).

Since Medicaid coverage for routine testing was already a billable service in DC as of the
date of this RFA, the real game changer for HAHSTA’s decision to transition clinics to
TPR may have had more to do with CDC’s national request for billing and
reimbursement data in reports from local jurisdictions and less with the actual USPSTF
recommendation and expanded coverage for routine testing in DC.
HAHSTA'’s Clinical Billing Grants and Transition away from Categorical Support

For two years now, HAHSTA has implemented a Billable Clinical HIV Testing
Grant program to encourage clinics to begin shifting their reliance on HAHSTA for
receipt of free rapid HIV test kits to a stronger reliance on TPR. While clinical key
informants were aware of this shift and the grant program, they held unfavorable views
towards this transition due to barriers associated with TPR and a preference towards the
use of rapid testing as their preferred testing technology.

The August 2013 HAHSTA RFA described HAHSTAs rationale and the

proposed strategy for implementing this transition from categorical support to TPR. First,
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the RFA explained its rationale for why HIV testing in a clinical setting should no longer
be considered a public health-supported mandate but rather clinics should incorporate
testing as a preventive service into their standard of care and should begin billing for
these services in clinical settings. Referencing ACA and the recent USPSTF
recommendation change as justification, the RFA explained how these changes now
facilitate greater coverage of medical testing by third party payers providing the
opportunity for HASHTA to divert its dollars to more targeted testing in settings where
testing is more difficult to bill. Below are relevant excerpts from the 2013 RFA outlining

HAHSTA’s rationale and position on this resource transition:

HIV screening is a medical standard of quality care for District Residents. Like all other routine
medical services, providers should be performing those screenings and billing for services
rendered. HIV screening in medical settings is no longer an unfunded public health mandate...In
order to advance in our municipal scale up of HIV testing and to incorporate HAHSTA ‘s
recommendation of routine HIV screening, we need to dedicate our limited resources where there
is the greatest need. With the elevated rating of HIV screening and ACA ‘s requirement that
preventive services be covered by most payers, programs that are able to bill must do so, so that
HAHSTA can divert its HIV testing funds to programs that are ineligible to seek third party
reimbursement, HIV testing in non-traditional settings...(DC DOH, 2013b).

Second, HAHSTA’s RFA encouraged clinics to change their implementation
approach by minimizing the use of rapid tests and increasing conventional testing instead.
The RFA indicated that the reason for this is because TPR is less challenging for

conventional testing as opposed to for rapid testing.

In researching third party reimbursement options, we have learned that Medicaid and other private
insurers will not reimburse for peer based point of care testing (rapid tests). As a result, the way
that many of our clinical providers perform HIV screening will have to be retooled in order to
maximize reimbursement opportunities...HIV screening tests performed in laboratories are
covered by third party payers. Participating labs bill directly for blood analysis services, which
means that neither the client nor the referring clinical service would incur any expenses in
performing the tests (HAHSTA, 2013b).

Third, while the RFA indicated that HAHSTA will continue to support multiple
types of clinical testing, including walk-in and outreach testing, clinics will now need to

provide a justification for the continued use of rapid tests by clinics and an estimate of the
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proportion of these tests to be supported by HAHSTA:

Several community health centers offer multiple modalities of HIV testing services, to include
outreach, mobile and fixed site settings. Applicants in this section are encouraged to perform a full
array of HIV testing services however; a required component of these services is a fully integrated,
billable routine HIV screening program...Applicants intending to use rapid tests for all or part of
their HIV screening programs must include in their plans a strong justification with the rationale
for maintaining the use of rapid test kits and a projection of the proportion of those test kits that
are expected to be supplied from HAHSTA ‘s HIV test kit distribution program (DC DOH,
2013b).

While clinical key informants were very aware of HAHSTAs strategy to
decrease clinic reliance on the provision of free HIV test kits and to instead seek third
party reimbursement to support their routine testing programs, they perceived the
transition away from free HIV rapid test kits towards third party reimbursement as less
advantageous for their practices. The majority of senior clinicians and testing
coordinators at three of the four sites discussed implications in which the full impact of
this transition could potentially detract from their organizational goals to maximize their
HIV testing through various means including routine testing, walk-in testing, and
outreach testing because of reimbursement challenges. These clinics have developed
strategies and procedures that were designed to maximize testing volume and are now
more difficult to incorporate into a model that lends itself to enhanced third party
reimbursement.

To summarize, evidence was found to support this study’s original propositions
regarding the knowledge and beliefs of clinical informants regarding the transition from
categorical support to TPR. Informants across the four clinics were knowledgeable about
the shifting resource environment resulting from decreased public funding and ACA
implementation. Medical and testing informants were aware of coverage changes
resulting from USPSTF recommendation changes for routine testing. Overall the
informants held favorable beliefs about these changes and were taking concrete steps to
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adjust their financial and clinical practices accordingly. While knowledgeable about
HAHSTA'’s transition away from the provision of free rapid test kits to a stronger
emphasis on TPR, clinical key informants did not view this transition favorably. They
expressed concerns about how this transition was not compatible with their current
testing strategies and goals to maximize HIV testing volume. This perceived
incompatibility between the innovation of interest — e.g. the transition in support for
testing — and a clinic’s current beliefs and practices regarding testing is a factor according
to this study’s guiding conceptual framework that may function to lessen the likelihood
of the successful adoption of this funding transition unless alternative strategies can be
put in place to minimize the discord.

Barriers and Facilitators to the Transition to Stronger Reliance on Third Party
Reimbursement

This study found that the primary barriers faced by clinics as they transition from
categorical funding to a stronger reliance on TPR relate to third party billing and
reimbursement, resource constraints, organizational factors, and communication between
stakeholders. The most significant barrier discussed by key informants was testing
strategies that were not compatible with third party billing and reimbursement models
and methodologies. The challenges associated with this will be discussed in detail in the
section that follows with the other three barriers in the subsequent section.

Barriers Associated with Third Party Billing and Reimbursement

Factors associated with barriers related to third party billing and reimbursement
included testing technology (conventional vs rapid); categorical support; staffing model,
credentialing, and testing venue (medical, walk-in, or outreach); reimbursement models,

and adequate coverage for testing.
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Testing Technology
The key informants discussed challenges associated with third party billing and

reimbursement based on the type of HIV test that was being conducted either
conventional venipuncture testing or rapid point-of-care testing.
A. Conventional Testing

Reimbursement for conventional testing was relatively straightforward compared to
rapid testing. Since none of the sampled clinics had onsite labs, blood was sent to offsite
contracted labs which then billed for and received reimbursement for testing directly
from the insurer. Despite the cost-neutrality of this technology for clinics, key informants
voiced concerns about relying on it as a primary testing strategy and felt conflicted
because they believed HAHSTA still expected revenue generated by clinics through TPR
as part of their Billable Clinical Testing Grant outcomes.

Informants at three clinics discussed how primarily relying on conventional

testing for routine medical and walk-in clinical testing resulted in their opinion in a
decreased volume of testing and decreased uptake of testing by patients. One clinic
informant cited how conventional testing does not generate the same volume of testing as
rapid testing does in clinical walk-in settings. Three clinical respondents noted how
patients like to obtain immediate results and how this real-time response facilitates
linkage to care. One respondent also explained how their patient population is needle-
averse and how they have documented a relatively high percentage of patients (30%) not
following through to have their blood drawn after an order has been sent to the lab. One
respondent discussed how not all patients are in need of lab testing at a given visit

especially if the visit is of an acute nature. The concern is that relying solely on
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conventional testing could result in a lost opportunity to test a patient who may not have

had an HIV test in the last year and does not receive care regularly.

(In regards to) blood draws and we have continually said that number one our population is high
risk and they might not come back for their results and that’s fairly common. And number two we
don’t draw blood on everybody so we sort of miss those...And we’re not going to draw blood on
someone just to get a HIV test. And the other thing is our population is very needle adverse. |
don’t know, one would think that we’d sort of gotten over that but there’s a fair number of people
who will, they get their slip to go to the lab to get their blood drawn and they never go.

A key informant from HAHSTA shared differing views as to the importance of
the testing technology within the context of a medical setting. He thought the testing
technology is less meaningful if routine testing is fully integrated as a standard of care
and highlighted the need for clinics to understand that practice redesign may be
warranted to facilitate the transition. In this case, he believed that continuity patients
would surely have some reason for blood work over the course of the year and an HIV

test could just be added on to the lab panel.

Well, but that’s the thing, I think we’ve focused on the diagnostic as opposed to focus on the
practice. The reason why we focused on the diagnostic has been because we feel that the reason
why you do the rapid test is because you may not see that person again. But if you’re in a primary
care setting and you’re my patient who is there also because you may have some hypertension or
high cholesterol, or I get my periodic liver enzyme test done because I’m on statins and then well
okay you’re here, we’ll just check that box and add HIV to it.

B. Rapid HIV Testing

As opposed to conventional testing, reimbursement for rapid testing was much
more nuanced and difficult due to various challenges that will be discussed in turn.
Categorical Support

Current categorical support from HAHSTA through the provision of free rapid
tests was seen as problematic by some of the key informants because they could not seek
reimbursement for tests they received for free from the government. Two clinical
informants noted that because HAHSTA was currently providing them with free rapid
test kits they felt that seeking third party reimbursement for these tests would be
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considered “double dipping.” They found it hard to reconcile this with the reporting
requirements asked of them by HAHSTA as part of their Clinical Billing Grant.
One key informant used this as justification for why there were not billing for rapid HIV

tests:

(We don’t) seek reimbursement because (we) get the free test from DOH and (we) use those and
so we can’t charge and we don't charge for those tests...

Staffing Model, Credentialing, and Testing Venue

Staffing models that utilized non-credentialed staff to conduct testing was a
second challenge discussed especially by informants at clinics implementing a peer-based
staffing model. Many of the clinical informants preferred this type of testing to meet
client needs and to increase their volume of testing while minimizing costs associated
with credentialed providers and billing staff. Yet, the clinics using peer testers were
unsuccessful in seeking reimbursement because to date insurers have only provided
reimbursement for services rendered by a credentialed provider or under the direct
supervision of one. The credentialing issue particularly impacted the clinics that conduct
a high volume of testing primarily through walk-in and outreach testing models, which
included three of the four sampled clinics.

Two informants discussed their views on the importance of having peer testers
conduct testing in all types of settings, including medical, walk-in and outreach, in an
effort to meet client needs. An informant at one clinic indicated that they have received
guidance from HRSA and CDC in years past about the importance of incorporating peer-
based testing into their testing programs in an effort to make clients more comfortable
discussing sexual risk. An informant at another clinic that relies on peer-based testing for

their walk-in and outreach testing shared similar views and also added that peers have
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more time to conduct pre- and post-test counseling and that the populations they see are
in need of this type of education.

One clinic indicated having some success in seeking reimbursement for peer-
based testing in a medical setting because it used a hybrid model in which peer testers
conduct testing as part of the medical visit that is supervised by the attending physician.
Because of this oversight by a credentialed provider, the clinic has encountered fewer
problems associated with reimbursement. However, the noted disadvantage to this
approach was that the peer-based testing slowed down the clinic flow and the provider.
Informants at this clinic noted the challenges associated with this model, which includes
having to scale back their medical testing to just new patients receiving annual physical

€xams.

It was also a challenge trying to work them into the flow of a regular ... visit for the clients. [I:
how so0?]...So, sometimes the doctor is ready to come in, the tester is not finished with the client.
So, therefore that’s kind of holding the doctor up, the provider.

The response of HAHSTA informants to the credentialing challenges raised by
clinics was to incorporate HIV testing as a standard of care into a medical visit and to
rely primarily on conventional testing and avoid parallel systems of testing. HAHSTA
perceived walk-in testing as a parallel effort by clinics that does not conform to the

incorporation of routine testing as part of a standard of care.

What we also did was now, because last time we learned that the peer based models that they had
all implemented and implemented you know historically and had been very comfortable with were
(a) not going to be reimbursable using Rapid test. And, (b) they were not really conforming to
what the quality standard care is because it’s happening parallel to the medical process, right. So,
when we worked with them we wanted them to integrate the routine screening as part of their
medical care that they’re offering to their patients.

This response frustrated clinical informants because they interpreted HAHSTA as not
understanding and valuing their testing preferences and practices.

Clinical informants also discussed the advantages of walk-in and outreach testing as
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means through which they could meet their organizational goals of maximizing testing to
provide care to underserved populations. These testing options allowed the flexibility for
clients to walk into the clinic, or outreach setting, without an appointment and to receive
a rapid test and know their results in 20 minutes. This type of testing allowed for
anonymous testing which a couple of informants indicated some clients preferred so they
did not have to disclose identifying information. In response to requests for continued use
of rapid test kits in walk-in clinical settings, HAHSTA encouraged clinics to begin
making appointments for and having the testing supervised by credentialed staff so the

clinics could bill for these tests.

And, so we’re suggesting (for walk-in testing) make a chart, make an appointment, and bill for it...Put
it into your clinical flow...So even if you’re there for just an HIV test you create a chart. (So if) they
have an insurance you know (then) it’s an event that gets billed for by insurance.

In response to this guidance, clinical key informants countered by saying they did not
have the funds nor the capacity to do this which would involve covering the time and
costs associated with having credentialed staff oversee and sign off on a large volume of
walk-in testing, in addition to hiring more billing staff, whose salaries are higher than

peer testers, to account for the influx of billing requests.

The issue with (peer-based testing) is the whole insurance...hoop to jump through because that
means you have to have insurance in order to bill for it. And, it has to be verified. So, that takes
three more people to verify your insurance, make sure that you have it, and bill for it...(peer-
based, non-billable testing) seems to be cheaper than having our Public Benefits Coordinator who
makes $40,000 check to see if they have insurance or get them into insurance.

We do standing orders. And, so one (challenge) would be that a provider would have to review all

the labs, and, we do 10,000 HIV tests a year. So, again (the question) is (whether) it is cost
effective to have our Chief Medical Officer review all of the labs, probably not.

The informants believed that the amount of money it would cost them to increase their
staffing capacity to bill for these tests would outweigh the costs associated with paying
for rapid test Kkits.

In regards to outreach testing, both clinical and HAHSTA key informants agreed that
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they were not aware of a good model for seeking third party reimbursement for outreach
testing conducted in community settings since credentialed and billing staff are not
available for supervision and to collect client insurance information and bill for these
tests outside of a clinic setting. HAHSTA noted that they will continue to provide rapid

tests kits for outreach settings.

...Because there (is) still a significant subset of the population that does not access traditional
medical settings. And, so (there is) still a need (for)...organizations to go out and find the people. We
will give you all the tests you want for that (outreach testing).

The challenges associated with staffing models and testing venues again relate
back to differing views between clinics and HAHSTA as to the compatibility of testing
practices with transitioning to a stronger reliance on TPR. The clinics are arguing for the
ability to retain their current testing strategies which are in line with their organizational
goals to maximize their volume of testing, while HAHSTA is encouraging clinics to
incorporate testing into traditional clinical care in which a credentialed provider will
order a conventional HIV test. An exploration of alternative strategies for resolving the
reimbursement challenges associated with the clinics’ current testing strategies may help
to mitigate the tension between clinics and HAHSTA as they navigate this transition. A
recent CMS policy change at the federal level is one example of a possible solution,
which could facilitate reimbursement for services provided by non-credentialed
providers. While not yet adopted at the local level, the policy change allows for Medicaid
FFS coverage of preventive services recommended by a licensed provider. The CMS
policy change will be discussed in more detail in Chapter 5.

Reimbursement Models
A third challenge had to do with different reimbursement models for the coverage

of HIV testing. Clinics found it challenging when testing was bundled into a primary care
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visit encounter rate as opposed to being separated out as an individual reimbursement
expense. Medicaid handled this differently based on whether a clinic had an FQHC
status. Other public and private plans also handled coverage differently depending on the
specific plan and their negotiated contracted with clinics.

e Medicaid Reimbursement Model for FQHCs

The FQHC reimbursement model for Medicaid coverage results in no separate
payment for HIV testing. Instead, the cost of this service, in addition to most all other
services provided as part of a same-day visit, is included in their flat Medicaid encounter
rate and wrap payment. A clinical informant at one of the study’s two clinics eligible for
enhanced FQHC payment expressed their frustration with not being able to report

reimbursement as part of their Billable Clinical Testing Grant through HAHSTA.

HAHSTA gets angry because they’re saying well we want to know how much money you’re
getting reimbursed for that HIV test. (For the) majority of our patients (covered by) Medicaid, it’s
a bundle. So, it’s $X if it’s an HIV test or if it’s a 35,000 other tests. So, we don’t get any more
money to do (testing). So, we’re not really getting reimbursed for it.

Because the majority of Medicaid reimbursement in DC is through contracted MCOs,
which have individual contracts with each clinic and use different reimbursement
methodologies, it makes it difficult for clinics, insurers, and DHCF to accurately assess
what services are being reimbursed through the wrap and to what extent the encounter
rate is actually covering all rendered services and associated costs. Clinical, DHCF and
policy/advocacy informants agreed that the FQHC prospective payment system (PPS)
and the current encounter rates should be revisited since the base rate was originally
established over fourteen years ago and has only been adjusted year to year to keep up
with inflation. Unfortunately, DHCF indicated that they currently do not have a process

in place to consider reassessing a clinic’s encounter rate and to revise a scope of work for
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a clinic. They did however indicate that they are open to developing this process and

reviewing rates to better determine whether they are covering the costs of FQHC clinics.

So, basically in DC, all of the FQHC’s have been getting a PPS rate based on the scope of (the first
federally funded clinic in this jurisdiction). We also never had a process by which a health center could
submit a change in scope. So, we haven’t looked at PPS in DC for about 13, 14 years. And, so...we
anticipate spending some time now diving into it especially since there are so many more FQHCs then
there were in 2000. There was one or two and now we have seven.

A discussion about possible ways in which to conduct this review and assess rate
adjustment options will be discussed in Chapter 5.
e Medicaid Reimbursement Model for Non-FQHCs

The two clinics that were not FQHCs were able to receive limited Medicaid
reimbursement for testing compared to their FQHC/look-alike counterparts. Medicaid
MCO contracts with individual non-FQHC clinics varied as to their reimbursement
methodology. Service coverage could be based on a pre-determined fee schedule with
individual services itemized per billing code, a bundled encounter rate for a certain type
of visit for a specific number of minutes, or a capitated rate. The two non-FQHC sampled
clinics reported reimbursement based on the Medicaid fee schedule or bundled rate
agreements with neither reporting capitated rate agreements.

Both clinics noted that reimbursement according to a fee schedule was very
transparent. They billed for rapid testing and received reimbursement. The amount would
depend on the patient’s insurance and plan. Difficulty arose when the patient’s plan
provided a bundled rate, which could include the cost of the visit itself and other
associated procedures conducted during a visit. In this case, the clinic would receive
reimbursement for a 20-minute primary care visit and no additional money for the HIV

test.

Yeah, but there’s not a lot to negotiate about because we are primary care (we just provide) the
standard services and they (insurers) have a standard rate, how much they’re going to pay
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out...It’s fee-for-service and bundled...I don’t have a lot of information about that (how this
payment distinction is determined).... (For some), it doesn’t matter like how many other services
were provided but it’s just like a bundled fee-for-service. But some insurances pay like each, each
(CPT) code or service...Medicaid does (bundle).

e DC Alliance Reimbursement Model
DC Alliance plans functioned similarly to Medicaid enhancement rates for

FQHC:s in that they provided a flat encounter rate of $95 per visit. Clinics did not receive
separate reimbursement for HIV testing specifically. Informants from non-FQHC clinics
noted that as a result of ACA some of their Alliance beneficiaries became newly eligible
through expanded Medicaid coverage and were transferred to Medicaid. Their visit
reimbursement rates went down from $95 that Alliance reimbursed to the non-FQHC
Medicaid rate of somewhere between $60 — 86, resulting in a net loss in TPR revenue.

e Medicare Reimbursement Model for FQHCs and Non-FQHCs

Medicare reimbursement for FQHCs is similar to Medicaid in that it has a flat
encounter rate. However, to date, this rate has been based on FQHC cost reporting. This
will change starting in August 2014 when a new CMS policy will take effect and
Medicare will adopt the use of a PPS rate. Medicare reimbursement for non-FQHCs, and
for some FQHC look-alikes including the one in this study’s sample, provides a rate
based on a cost report. Clinics will get a certain amount for a visit and then some services
are determined to be outside of the visit coverage. To date, Medicare has not yet adopted
a coverage determination for routine testing so as to be in line with the new USPSTF
recommendation.

e Private Reimbursement Model

Private plans varied substantially in whether they would cover HIV testing as a

separate expense or as part of an encounter rate and the amount of coverage. Clinical
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informants noted that as they enlarge their patient populations to include more primary
care patients concomitantly with an expanding health care marketplace that they are
beginning to accept more private plans and privately covered patients. However, they are
quite unfamiliar with how these companies cover testing at this point in time when this
study was underway.
Adequate Coverage for Testing and Counseling

Clinics that have been successful in receiving some TPR discussed concerns
about the limited amount of reimbursement received and how this is not sufficient to
sustain their current testing initiatives. Clinics receiving TPR reported that
reimbursement ranged from $0 to 16.80. If they purchased the tests themselves, it would
cost them between $7 — 20. While this would barely cover the amount for the cost of the
test itself, this amount would not begin to cover staffing time associated with the
administration of the test or any counseling provided. One clinic indicated that they only
received $1.10 when they tried to seek reimbursement for administration of a
conventional test. Credentialing was also an issue for counseling services provided.
Counseling would only be a covered service if a credentialed provider counseled the
patient, and clinical informants noted that these providers typically do not have enough
time to conduct this counseling so it is more cost-effective for clinics to have peer testers
who have been specially trained in HIV counseling conduct these educational sessions
even if they cannot seek reimbursement for their services.
Facilitators to Third Party Reimbursement

Potential facilitators to third party reimbursement that were discussed by key

informants included ways in which FQHCs could have HIV testing reimbursement
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separated out from their encounter rate, and also various cost-saving strategies that would
benefit primary care clinics over the long term so they are not as dependent on per
encounter and service third party reimbursements. These strategies included performance
based payment systems and collaborative efforts to support primary care clinics in
providing care that will prevent more expensive specialized or emergency care, and

facilitating patient engagement in medical home models.

...There’s a lot of talk about pay for performance in terms, instead of paying for someone who
comes to the doctor and you get paid this much money through insurance...that the payment
methodologies may be somewhat different in the future (in) that there is more emphasis on
outcomes and how that will roll out instead of just getting paid for a visit.

And, we’re sort of waiting for when is it, when are people going to get a little bit more serious
about working together, so hospital, specialty care, primary care, like really working together
because that’s really where we’re going to be able to reduce cost...So if we’re doing primary care
and we’re doing a good job...it’s probably saving Medicaid money and (not) paying (so) many
hospital visit bills... Medicaid and other payers are going to have to get involved in this.

So I wish that was more of a public health message that was out there. The proper and improper
use of emergency rooms and like what is a medical home that people can link to.

Many of these identified facilitators are reflective of payment reforms being implemented
through ACA that adjust incentives and risks among payers and providers based on
clinical outcomes of interest. These reforms will be discussed again in more detail in
Chapter 5.

In summary, evidence was found to support this study’s original propositions that
one of the barriers faced by clinics transitioning away from categorical support to strong
reliance on TPR is the policies, models, and methodologies associated with TPR.
Difficulty arose due to an incompatibility between the clinics current testing strategies
and the current TPR policies, models and methodologies. According to this study’s
conceptual framework, this incompatibility may decrease the likelihood of clinics being
able to successfully adopt the innovation of interest unless alternatives solutions are

1dentified.
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Other Barriers and Facilitators to the Transition to Stronger Reliance on Third
Party Reimbursement

In addition to barriers specifically relating to third party reimbursement, other
barriers affecting a transition away from categorical funding to stronger reliance on third
party reimbursement included resource constraints, organizational factors, and
communication between stakeholders. The challenges associated with these factors will
be discussed in the section that follows.

Barriers Associated with Resource Constraints

In speaking with key informants and learning about organizational resources, it
became clear that some clinics were better positioned than others to adapt to a changing
environment in terms of decreased public funding for clinical programming and HIV
testing and a transition to a stronger reliance on third party reimbursement. Factors
associated with their ability to adapt had to do with the current status of their categorical
funding, revenue portfolio, strength of their third party reimbursement infrastructure and
staffing, and clinic resources and facilities.

Decreased Categorical Funding

Key informants from three clinics identified several examples of how categorical
support from HAHSTA has already begun decreasing, how this has been impacting their
programming, and how they have had to increasingly rely on other organizational
revenue and infrastructure to sustain their testing programs.

One clinical key informant described how their grant support from HAHSTA for
outreach testing has declined and how they have consequently had to decrease their

testing personnel because of this.

Like we used to have three grants that spoke to outreach and HIV testing. It looks like this year
we’re going to be down to one... I’ve (also) lost team members. People that you know I’ve trained
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or had them trained to (provide) a certain (level of) cohesiveness...

An informant from another clinic discussed how they received decreased grant
funding from HAHSTA with the rationale that they should be able to bill for test kits
used in one of their specialty walk-in wellness clinics. The informant believed that billing
in this context defeated the purpose that the specialty clinic was trying to serve in
offering anonymous testing. The clinic consequently then had to draw $28,000 from their

general operating fund in order to purchase test kits for this setting.

I got a letter in my grant saying congratulations you got your $135,000 grant but by the way
you’re not going to get free test kits for (your specialty wellness clinic). Thanks. So, there was no
lead to that. I totally disagree with them. (This clinic) it’s the whole anonymous thing and the
whole idea is to get people who don't have insurance, who are embarrassed to talk about sex, all of
these things and now they’re expecting us to bill for them. So, we are not going to bill because we
cannot and we are now purchasing out of general (clinic) funds, $28,000 worth of test kits a year.

An informant from a third clinic discussed how they decided to forego applying
for the most recent HAHSTA grant cycle because they felt they could not meet the
requirements of the grant due to stricter criteria for how testing should be conducted with
more of an emphasis on conventional testing. Clinic personnel did not feel that this type

of testing was appropriate for their client population.

There was a grant opportunity in August...but it was for blood draw testing and very
specifically...And we considered it and in discussions decided that was not the direction we
wanted to go and that also the funding wouldn’t be worth basically having them breathing down
out throats about what they think we should be doing versus what we as the provider think we
should be doing for our patients so we didn’t apply.

Revenue Portfolio and Diversification

The financial informants at the clinics discussed the importance of having a
diversified revenue portfolio in order to adapt to the shifting resource climate. Three of
the four clinics demonstrated a diverse portfolio in which there was an increasing reliance
on the expansion of services offered and third party billing and reimbursement, and a

concomitant decreasing reliance on grants and contracts. They noted however that this
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diversification took time and investment in learning about and developing a strong third
party billing and reimbursement infrastructure with appropriate staffing capacity to bill.
Some of these clinics had incorporated a revenue-generating pharmacy, the addition of
new services — cosmetic, travel immunizations, and physical therapy - that would attract
new patients with more diverse insurance plans, and a strong development department in
efforts to further diversify their revenue portfolio. The fourth clinic which was trying to
follow a diversifying revenue model encountered more compounding barriers because of
their current strong reliance on grants and contracts which has resulted in less flexibility
to invest in the infrastructure and staffing necessary to maximize service volume and bill

for and seek third party reimbursement for services rendered.

Yeah, honestly we are struggling because we are not getting a lot of private donations. We are
trying. The people prefer like female or child care yeah. So, we are hoping we will get more funds
from the government. So, that’s the biggest challenge we are facing and we I mean this year we have
received as I told you 30% cuts. So, that’s going to have a major impact on our services.

For the three clinics that had more diversified funding streams, 17 — 50% of their
revenue was received from TPR, 12% - 40% was received from grants and contracts, and
5 —50% was received through donations and fundraising. This was in contrast to the
fourth clinic in which 20% of their revenue was received from TPR and 80% was
received from grants and contracts.

Third Party Reimbursement Infrastructure and Staffing

Barriers associated with third party infrastructure and staffing included a short
history and lack of experience with third party billing and reimbursement, minimal
diversity in insurance plans accepted, and inadequate staffing capacity for appropriate

implementation and quality assurance of third party billing and reimbursement.
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Key informants discussed their third party infrastructure and staffing and there
were clear differences in how long clinics have had third party reimbursement capacity in
place and the extent to which they invested in maximizing reimbursement. The clinics
with the longest history of having third party reimbursement infrastructure and that
invested the most time, resources, and staffing into it had the biggest return in their
reimbursement revenue. The other clinics faced challenges associated with having the
experience, expertise, and capacity to maximize their revenue.

Key informants discussed the need to diversify the insurance plans they accept as
the marketplace becomes more competitive. Many of the clinics initially just had
contracts with public insurance plans, but now as the marketplace expands and they are
relying more heavily on third party reimbursement, the clinics reported increasing the
number of contracts they have with private insurers, which depending on FQHC status

may reimburse at a higher rate than Medicaid or Medicare.

So by us going full primary medical we were able to bill for clients through premium insurance
companies...so expanding your mix of services. So like I said with primary medical I mean we
decided to capitalize on the part on the geographical location...And, we had to get into the
(business) of dealing with premium insurance companies for the reimbursement rates so we could
keep the doors open.

Key informants also noted that along with a stronger reliance on third party
reimbursement comes the need for adequate staffing and capacity to successfully
maximize reimbursement revenue. Public benefits staffing is necessary to ensure that
those without insurance are enrolled in insurance plans. Coding and billing staff are
necessary to ensure that claims are coded and billed correctly and in a timely fashion.
Compliance staff members are needed to ensure that regulations are being followed and
benefits are being taken advantage of and denied claims are assessed.

Resources and Facilities
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An informant at one clinic described how physical space constraints in their
current clinic space limited their ability to expand their practice in an effort to maximize
third party reimbursement revenue. She indicated that while there would still be some
space left to expand their patient population if they changed their scheduling strategy,
they would still lack the staffing necessary to provide this increased care. Multiple
resource constraints compounded together were inhibiting this clinic’s ability to invest in
the space and other resources necessary to increase their reliance on third party

reimbursement.

We are limited here because we don’t have a lot of exam rooms. And, that is giving a lot of
constraints...Until we really see that influx of patients coming in we are probably not going to be
able to ramp up in terms of staffing.

Facilitators to Resource Constraints

Potential facilitators to minimizing resource constraints that were discussed by
key informants included the importance of diversifying their resource mix, having access
to unrestricted funds, and expanding their capacity to accept TPR. One key informant
described how a diversified resource mix helps to reduce reliance on grants and contracts
that can fluctuate year to year based on the funding climate. Key informants at two
different clinics discussed the importance of access to unrestricted funds, which provides
them with the ability to reallocate funds as needed to adapt to shifting funding climates
and fiscal needs. A billing informant at one clinic that had a diverse resource portfolio
including revenue through fundraising and donations discussed the importance of
investing in development and the infrastructure necessary to fundraise and request
funding from multiple sources including foundations which often provide less restricted

funds.
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So it’s definitely the capacity. The majority of people who struggle to raise money don’t actually
have anyone who’s asking for money....Our board of directors puts resources into fundraising.

A billing key informant from a clinic with a robust third party billing infrastructure in
place described how they have developed a revenue cycle group that meets biweekly to
review problems that arise associated with their ability to maximize third party
reimbursement revenue. The informant believed that their ability to invest this time into
strengthening their reimbursement system had to do with the maturity of the system itself.
Since they were no longer developing the system, they were able to focus on its
refinement.

I think our billing department is just more mature and so I think we’ve sort of gone a little bit
further just because we’ve now done it for so long and so many of the other clinics are a lot
smaller...(As part of our revenue group), our billing managers...will notice something that they
are continually picking up (that) we’re either not taking advantage of benefits that we should or
...we’re not getting paid for things that we should.

Evidence was found to support this study’s original propositions that one of the
barriers faced by clinics transitioning away from categorical support is insufficient
resources. Organizational resources is a factor of consideration according to the
Greenhalgh conceptual framework that may influence innovation adoption. While three
of the clinics were taking concrete steps to diversify their funding and strengthen their
TPR infrastructure, informants at these clinics explained how this diversification takes
time and resource constraints remain an ongoing issue. This barrier had a larger impact
on the fourth clinic which was struggling to diversify and to date relied heavily on
revenue from grants and contracts. As clinics encountered decreased support from
HAHSTA for their testing programs, informants indicated they had to identify alternative
strategies for funding testing if TPR was not available or sufficient.

Barriers Associated with Organizational Support
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Barriers associated with organizational support at these four clinics were minimal
in nature especially in comparison to the other identified barriers. Associated factors
included leadership knowledge and engagement, strategic planning model, and
adaptability to organizational change.

For the most part, these organizations relied heavily on implementing staff to
carry out the HIV testing program and these staff members were seemingly well trusted
and respected by leadership. So while senior leadership, apart from the Medical Directors
at these clinics, in general had minimal knowledge about and engagement in the HIV
testing programs specifically, they were aware of the programs and the staffing for them
and generally quite supportive of these programs with the understanding that they tied

well into their organizational missions.

He’s (CEO) aware. He knows that there was a grant (for HIV testing) that was there or something
like that but he doesn’t know, he doesn’t necessarily you know he doesn’t he, I mean he supports
everything that we will tell him...

The extent to which senior leadership utilized a transparent and inclusive
approach to strategic planning varied site to site and had implications for support for HIV
testing programs. One CFO took a very inclusive approach to strategic planning and
annual budgeting. He asked all the program managers for their wish list and then worked
backwards from there as to what was possible. This response was in contrast to a less
inclusive approach taken by senior leadership at another clinic. In this case, the managers
were used less for input and more for implementing the program once funds had been

decided upon.

The staff doesn’t have to be apprised of the financial they have to be apprised of the scope of
work. We get a new grant, the team sits down and we look at the scope of what it is and what we
have to do.
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When posed with the question of what would happen if HAHSTA stopped
providing test kits, responses varied as to what their organizational adaptability, approach
and support would be. A facilitating response that was echoed at three of the clinics was
that the CFO or other senior financial informant would find a way to sustain the program
because of its alignment with their mission and would discuss ideas with the senior
medical staff to determine the best way forward. Key informants at the fourth clinic
provided a less unified response. One financial informant’s first reaction was that they
would stop testing. When probed as to whether additional resources could be found or
utilized, she immediately said yes that would be an alternative. The clinical staff’s
response was that they would revert back to blood based testing and/or fundraising.
Facilitators to Organizational Support

Facilitators to organizational support for a transition in support for clinic HIV
testing programs included program-driven missions that drove decision-making and
priorities as opposed to the bottom line, the presence of organizational champions for
clinic HIV testing programs, and the proactive and ongoing involvement of senior staff in
communications, management and monitoring and evaluation.

Key informants at all four clinics highlighted to varying degrees how their
organizational missions drive their programming so if they don’t have adequate resources
for a programmatic or quality of care initiative, such as HIV testing, then they would
most likely look for alternative funding sources such as through additional grants,

donations, fundraising, or reallocation of current budget items.

(Our clinic)...does not have a history of just not doing stuff because it can’t get paid for it...I
would assume (if testing funding decreased) we would look very much to the public or the private
donor world to see if there’s money available or could we raise some funds...
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It was evident at all four clinics that they had staff members that were highly
committed to their HIV testing programs and served as organizational champions for its
success. In speaking with medical and coordinating staff, they were knowledgeable and
passionate about their HIV-testing programs and were committed to continuing to find

ways to improve their implementation and sustainability.

It’s crazy. I mean like now I’m not even supposed to be at work today. I’m on my time. But it was
something that needed to be done to get ready for the upcoming (testing) grant... I'm really
(committed to) what I do. I mean HIV was just getting so out of control (that I had to) do
something. I just want to make a difference.

The proactive and ongoing involvement of senior staff in communications,
management and monitoring and evaluation issues was another strong facilitator. In
general, internal communications was strong at the four clinics. There was supporting
evidence that staff at various levels met and interacted with one another on a regular
basis. There was also evidence at all four clinics of having systems in place to report on
and assess processes and outcomes.

Evidence was found to support this study’s original propositions that one of the
barriers faced by clinics transitioning away from categorical support is a lack of
organizational support. Organizational support is a factor of consideration according to
the Greenhalgh conceptual framework that may influence innovation adoption. While all
four of the clinics demonstrated strong organizational support for their testing programs,
the clinics varied in terms of the strength of their leadership knowledge and engagement,
strategic planning model, and adaptability to organizational change. The presence of
testing program champions at all four clinics served as a distinct facilitator in that clinic
leadership allowed for decision making and influence at the provider staff level rather

than reserving this for senior staff. The champions were able to actively advocate for
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sustained support for their testing programs and influence the extent to which the clinic
was taking steps to adopt the innovation of interest as well.
Barriers Associated with Communication

Communication barriers were evident across stakeholders including between
clinics and HAHSTA, DHCF, and insurers, between HAHSTA and DHCF, and between
HAHSTA and CDC. Challenges included lack of understanding, support, and existence
of strong communication channels.
HAHSTA and Clinics

In general, key informants at the four clinics had a positive relationship with
HAHSTA. They felt as though the staff were well meaning and available for support.
However, when it came to billing and reimbursement specifically, key informants at three
of the four clinics expressed the desire for HAHSTA staff to have a better understanding
of billing and reimbursement issues and to provide more guidance and technical support
to sites to help them navigate this new transition.

One clinical key informant expressed frustration that the HAHSTA staff members
were not very knowledgeable about billing and reimbursement which made it difficult to
have a conversation about the specific barriers they are facing, especially when it came to

understanding the reimbursement mechanisms specific to FQHCs.

...the lack of understanding that DOH personnel have of anything payment or [DHCF] related and
the amount that they do not talk. And it’s probably true the other way around I just don’t talk to
[DHCF] as much as I talk to DOH folks. They don’t understand FQHC’s they don’t understand
how we get paid, they don’t understand wrap around, they’ve never heard of these things. And so
it’s really hard for us to explain it because it is complicated and I get that.

Another key informant felt that the HAHSTA Program Officers did not always
even understand the grant’s deliverables and were not able to answer questions regarding

the completion of grant reports by grantees.
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So, I love them (HAHSTA Program Officers) and they’re so nice and I’ve had amazing
relationships with them, amazing and so I don’t ever want to say anything because...they’ve been
really our champions. But...we have a table of deliverables that we have to complete (for billing
grant)...So, on this grant, I’ve had a conversation (with the Program Officer about the deliverable
request for) the total number of HIV tests completed and then down here total number of Tests
publicly funded and tests eligible for third party. I would say for 20 minutes we went around on is
this...So, should this number be x plus y and I think yes. And, I kept saying is that what it should
be? She couldn’t get it.

An informant at another clinic expressed a similar sentiment that HAHSTA was
not providing the technical assistance they need to successfully increase their billing and
reimbursement efforts. She said she felt as though HAHSTA was trying to learn from

them about billing instead of providing guidance.

In the District of Columbia, the organizations kind of push the Health Department, while other
places the Health Department is figuring these things out. So, the fact that the Health Department
here or HAHSTA has come to me and said tell us how you bill is ludicrous....So, things that have
happened in New York and in Massachusetts is because they have good Health Departments that
have worked. And, they have fought with the insurance companies to make sure that everybody
gets the right rates and that it’s you know it’s mandated.

While clinical key informants indicated that HAHSTA has convened meetings of
grantees to discuss billing and reimbursement, there was some dissatisfaction with how
helpful they were. One informant described how grantees in the room expressed different
challenges and yet HAHSTA’s response was always the same, which was to follow one
clinic’s model in particular that relied primarily on conventional testing. The informant
felt that this model was limited in its scope and did not meet the goals of her clinic’s
testing program.

Because I’ve been in meetings and they (HAHSTA) have these meetings...and, they’ll bring us in
and we’ll talk about billing and this is what we talk about. I sit there and say I can’t bill because of
(x) and I comment. And, somebody else says yeah what she said...and, then (HAHSTA) keeps
saying (clinic x that primarily conducts conventional testing) you know (do) what (they’re) doing,
and I want to pull my hair out...

HAHSTA staff themselves indicated that they have had a steep learning curve
when it comes to learning about billing and reimbursement, as this was not something

they were trained in as public health officials, but that they were doing their due diligence
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in researching issues and reaching out to learn more about Medicaid and third party

reimbursement policies and procedures.

...we frankly do need training because my background is HIV testing prevention and program
development and you know organizational diagnosis. It is not in billing and health
reimbursement...And, so while I'm learning about some (things like) Medicaid...and capitated
rates and things like that, that’s a whole other field you know what I mean.

The staff also saw it as sign of partnership and collaborative learning that they
were listening to the experiences of clinics in the field implementing billing and
reimbursement. These lessons learned could help them better adjust their programming

and support accordingly.

Well, yeah it’s definitely a partnership. You know it’s a partnership and we present that to
(grantees)...when we release the RFA, when we do our pre-application conference...We’re
learning from you like you’re learning from us...

This is what we’re paying you to do. We really know how to do that and so we need your
expertise and we’ll try and help you along the way. But you’re our guinea pig and so you know I
think they know that and I think they respect that. But you know as some of it tends to put

restraints and constraints on what they can do they’re going to push back. But I think we overall
enjoy a good relationship with our, specifically our testing providers.

The HAHSTA staff indicated that they wish they had more guidance from the
CDC as to their expectations for third party billing and reimbursement. They indicated
that CDC grants have requested that local jurisdictions report on their efforts in regards to
third party reimbursement, and yet they felt the agency has provided little guidance on

how jurisdictions should be supporting clinics in seeking this reimbursement.

What I do know is that for the past couple of reports that we’ve had to do for them (CDC) they do
ask about reimbursement. .. What is your progress? What’s going on with it?...they do want to
know what percentage of it is being supported through local dollars, federal dollars,
reimbursement dollars. So, they have, I would say, they have an expectation that we’re doing it.
They have not remarkably enough provided any guidance around doing it.

DHCF, HAHSTA, and Clinics

Key informants at two of the clinics indicated that they have been in discussions
with staff at DHCF about reimbursement challenges. They indicated that DHCF
personnel seemed open to exploring options for revisiting current reimbursement
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methodologies and specifically the current FQHC encounter rate. DHCF personnel
affirmed their commitment to exploring these issues; however, they did explain that any
changes would require a lengthy review and vetting process, which could take a

substantial amount of time.

We don’t have a process set up for that (change of scope and alterative payment methodology for
FQHC:s) at all. We’d probably go through our financial department, like where they submit for
their wrap around they’d probably submit for change in scope or some combination of (that).

Evidence was not found indicating a very strong relationship between HAHSTA
and DHCF. While both parties indicated that they have been in touch with one another on
a few issues, there was not a formal communication process in place through which
personnel at the two agencies regularly checked in with one another.

Medicaid MCOs, DHCF, and Clinics

Communication between clinic staff and insurance companies (public or private
plans) was generally focused around specific claims questions. Financial key informants
at clinics indicated that there was often minimal opportunity for negotiation of contracts
and coverage. Medicaid MCO key informants on the other hand said that negotiation was
possible. One informant said that they would welcome discussions with clinics about
coverage for HIV testing. An informant at another MCO said that while there is room for
negotiation they take their primary guidance from Medicaid’s Fee Schedule. With that
said, he also alluded to other internal methodologies that were in place causing site-
specific coverage to vary. This site-specific variance was a theme discussed by insurance,
clinical and DHCF key informants. This variance and the proprietary nature of the
contracts made it difficult to identify specific barriers without reviewing each individual

contract. One DHCF informant noted the following:
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Like a standard manage care contract is typically you know some sort of capitation program or a
program, so it would be like per encounter basically. It’s whatever they (insurer and clinic)
negotiate. We wouldn’t be privy to what their individual contracts dictate how they get paid.

HAHSTA and Clinics Pertaining Specifically to the Transition in Support

Substantial miscommunication between the clinics and HAHSTA arose over the
transition from categorical support for HIV testing to a stronger emphasis on third party
billing and reimbursement and what this meant for clinical testing programs. As
discussed earlier, the clinics were generally aware that a shift was occurring and that
HAHSTA was encouraging sites to conduct more conventional testing. The confusion
arose over the extent to which this transition was actively taking place and a lack of
understanding surrounding the last grant opportunity that HAHSTA released around
billable clinical testing and what specifically was being asked of clinics.

Key informants at three clinics thought HAHSTA was not clear as to the extent to
which the agency was asking them to transition their testing to conventional testing. A
key informant at one clinic expressed the belief that HAHSTA was asking them try to
conduct conventional testing in all settings including outreach settings. A key informant
at another clinic thought HAHSTA wanted most all of their testing performed
conventionally rather than a certain percentage of their testing when appropriate. A key
informant at a third clinic indicated they had actually switched from conventional to rapid
testing in their medical settings because they thought that in order to continue to receive
free rapid test kits from HAHSTA that they needed to infuse rapid testing into medical
visits.

We don’t get enough technical assistance and even if we were able to bill is that really the answer
because of how hard it is to verify health insurance, the stigma around HIV, the time, the lack of
money that it really would provide. Like how do you bill for an HIV test (and get) insurance
(information) at a sex club. Like how? Yet they want us to go to them. Like the answer would be
well don’t test there only test in a medical setting. Don’t test with a peer. But they want peers to
test.
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HAHSTA informants on the other hand indicated it would continue to provide
free rapid tests in outreach settings and other situations where and when conventional
testing was not feasible. They were open to the idea that if a certain proportion of the
clinic population needed rapid testing due to their special needs, as opposed to
conventional testing, then they would be supportive of this. They did make it clear
however that in general they were trying to shift the paradigm and encourage sites to
incorporate conventional testing as a standard of care and not rely solely on categorical
support for rapid testing. While HAHSTA indicated that they were open to having
conversations with clinics about the best way to adjust their testing model and staffing
patterns in an effort to maximize conventional testing, they also alluded to the fact that
these discussions about clinic operations and staffing flow extended beyond their public

health capacity.

...in terms of the health care sort of business side of it,...I’m not sure that we have the full
resources to...help everybody try to figure out their best practice flow unfortunately. So, I do
think that we’re there to incentivize where we can (to) increase the proportion of your patients that
you’re screening through standard blood panels I mean that’s something that we’ll aim for you to
do.

Facilitators to Communication

Facilitators to communication included an overall positive relationship between
HAHSTA and the primary care clinics in addition to good relationships between clinics
and DHCF and also a local membership association that provides support for advocacy
issues related to primary care clinics and funding and reimbursement issues.

The overall positive relationship that HAHSTA and the clinics share is seen as a
facilitator to communication. While support may be lacking specifically in regards to

third party billing and reimbursement, there was evidence of open channels of
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communication between HAHSTA and clinics. HAHSTA staff framed their relationship
with clinics within the context of a partnership in which they were both working toward a
common goal of greater understanding of implementation complexities within a quickly
changing landscape. Clinics expressed openness to reaching out to HAHSTA when they
had questions. HASHTA also made efforts to convene meetings and provide technical
assistance to grantees.

Key informants at two of the clinics indicated that they have a good relationship
with DHCF, and three of the clinics indicated that they have a strong relationship with a
local membership association that provides support and advocacy around issues of
concern to primary care clinics with third party billing and reimbursement being one of
the issues of focus. The association has convened interest groups across clinics to discuss
issues and to brainstorm solutions to frequently encountered billing and reimbursement
obstacles. One of the issues of highest priority is that of how FQHC encounter rates are
determined and to explore the possibility of an alternative payment methodology. One
CFO stakeholder noted his optimism that in working together they may be able to make

progress in addressing current reimbursement challenges.

Yeah I think now... (a staff member) in the Department of Healthcare and Finance recognizes that
the FQHC methodology hasn’t been looked at and is out of sync with reality but he’s very open to
having the discussion and working with the (local membership association). I mean that group’s
our primary advocacy group for us so we’re not fighting the battle alone.

Evidence was found to support this study’s original propositions that one of the
barriers faced by clinics transitioning away from categorical support is poor
communication. Communication and influence is an important factor of consideration
according to the Greenhalgh conceptual framework that may affect innovation adoption.

This barrier was strongly evident across all stakeholder types. It functioned in such a way
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S0 as to exacerbate other barriers, especially for third party reimbursement. Because
HAHSTA, the change agent of interest in this study, had limited understanding of third
party reimbursement, it made it difficult for them to effectively disseminate the best
practices needed for clinics to successfully adopt TPR. This lack of understanding
coupled with poor communication channels may decrease the likelihood of clinics
learning how to adapt their testing practices to TPR methodologies.
SUMMARY

Findings were found to be supportive of the study’s original propositions. Key
informants were knowledgeable and held favorable views about a shifting resource
environment resulting from decreased public funding and expanded health care coverage
through ACA. However, when it came to the transition away from categorical support for
HIV testing from HAHTA to a stronger reliance on TPR, clinical informants perceived
this transition less favorably. This sentiment resulted from challenges they encountered in
trying to seek TPR to sustain their testing programs. Through grant funding to incentivize
billable clinical testing, HAHSTA was trying to encourage clinics to seek TPR. In
response to the identified challenges faced by clinics, HAHSTA informants indicated that
to bypass these barriers clinics should decrease the amount of rapid testing they conduct
and rely more heavily on conventional HIV testing. Tension arose between HAHSTA
and clinical informants because clinical informants felt that conventional testing would
decrease their volume of testing and prevent them from meeting their broader
organizational goals to maximize their volume of testing by providing testing to not just

their current patients but the larger HIV affected community in DC. Clinical informants
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felt that HAHSTA was not understanding and appreciating the goals and practices of
their testing programs.

Barriers to a successful transition to a stronger reliance on TPR included policies
and procedures related to third party billing and reimbursement, resource constraints,
organizational factors, and communication between stakeholders. Third party
reimbursement barriers largely had to do with testing strategies that were not compatible
with current third party policies and procedures. Reimbursement for rapid HIV testing
was difficult when conducted by non-credentialed providers and in non-medical settings.
Reimbursement models that bundled coverage of HIV testing into an overall encounter
rate also made it difficult for clinics to receive adequate additional revenue to cover the
costs associated with their testing programs including the cost of the test kit itself and
staff time for administration, counseling, and oversight. Limited coverage and small
reimbursement amounts also proved challenging. Clinical informants indicated that
making changes to their current rapid testing strategies would lessen the cost-
effectiveness of their high volume testing programs since they would need to invest more
substantially in additional provider and billing staffing and infrastructure. Facilitators
included payment reform methodologies that would move away from service-specific
TPP payments and instead reimburse based on clinical outcomes and quality of care
indicators.

Barriers associated with resource constraints and a clinic’s ability to adapt to a
shifting financial landscape had to do with the clinic’s revenue portfolio, strength of their
third party reimbursement infrastructure and staffing, and clinic resources and facilities.

Faced with the possibility of categorical funding cuts to their testing programs, clinical
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informants indicated that they would either have to draw upon general revenue operating
funds or seek out alternative funding sources. Strategies that sites used to address these
constraints included diversification of their resource mix, having access to unrestricted
funds, and expanding their capacity to accept third party reimbursement.

Barriers associated with organizational support at these four clinics were minimal
in nature especially in comparison to the other identified barriers. Associated factors
included leadership knowledge and engagement, strategic planning model, and
adaptability to organizational change. Testing programs at clinics with stronger
organizational support were found to be better positioned to transition from categorical
support to TPR, or to find alternative funding if necessary. Facilitators included program-
driven missions that drove decision-making and priorities as opposed to the bottom line,
the presence of organizational champions for clinic HIV testing programs, and the
proactive and ongoing involvement of senior staff in communications, management and
monitoring and evaluation.

Communication barriers were evident across stakeholders. In general the key
informants at the four clinics had a positive relationship with HAHSTA however when it
came to support for reimbursement specifically, key informants at three of the four clinics
expressed the desire that HAHSTA staff have a stronger understanding of billing and
reimbursement issues and provide more guidance and technical support to clinics to help
them navigate this new transition. Clinical informants were less close to DHCF staff but
felt they had good working relationships with them. There was limited communication
between HAHSTA and DHCF. There was some communication between clinics and

insurance companies yet little room for contract negotiation. Poor communication
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exacerbated other barriers especially third party reimbursement by lessening the
likelihood of stakeholders being able to explore, identify, and disseminate strategies for
overcoming a given barrier. Facilitators to communication in the transition in support for
clinic HIV testing programs included an overall positive relationship between HAHSTA
and the primary care clinics in addition to good relationships between clinics with DHCF
and also a local membership association that provides support for advocacy issues related

to primary care clinics and funding and reimbursement issues.
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Chapter 5: Conclusion

OVERVIEW

This chapter will provide a brief summary of the results presented in Chapter 4
and will discuss them within the context of this study’s research questions, original
propositions, and conceptual framework. The chapter will also identify policy and
programmatic recommendations and will conclude with an identification of strengths and
limitations of this study, suggestions for future research, and a closing summary.
DISCUSSION

Research Question 1: Transition of primary care clinics from a primary reliance on
categorical support for testing to a stronger reliance on TPR

For Research Question 1, the study’s findings supported the original propositions.
Clinical informants were knowledgeable about the shifting resource environment
resulting from decreased public funding and ACA implementation. They held favorable
beliefs about these changes and were taking concrete steps to adjust their financial and
clinical practices accordingly. This shift was seen as compatible with organizational
priorities to provide expanded health care to a more diverse patient population beyond the
provision of HIV specific care and treatment to uninsured and underinsured populations.
However, when it came to the transition from categorical support from HAHSTA for
HIV testing to a stronger reliance on third party reimbursement (TPR), clinical
informants held less favorable beliefs. This largely had to do with the perceived difficulty
in adapting their current testing practices to new guidance from HAHSTA encouraging
them to change their testing technology of preference and to begin billing and seeking

TPR despite various identified barriers.
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At three of the four sampled clinics, staff reported employing a mission-driven
approach to testing in which they have spent years establishing diverse testing strategies,
including medical, walk-in and outreach testing, to maximize their volume of testing to
reach the greatest number of clients and to provide optimal quality of care to continuity
patients and those involved in sporadic care. The informants outlined numerous reasons
as to their preference for rapid testing in many situations compared to conventional
testing. As a result of these diverse testing strategies, clinic staff members indicated that
they are now facing multiple barriers as they try to follow HAHSTA’s guidance to begin
seeking third party reimbursement to cover their testing program expenses and to adapt
their testing practices to a third party reimbursement context. Many of these barriers had
to do with reimbursement for rapid testing conducted by peer testers. Recognizing these
barriers, HAHSTA adopted a strategy that was outlined in their most recent Billable
Clinical Testing Grant RFA for clinics to increase their percentage of conventional
testing while decreasing their percentage of rapid testing. It is believed that HAHSTA’s
lack of understanding of TPR and the health delivery and finance system, combined with
a strong belief that a focus on practice redesign to integrate parallel systems of testing by
clinics is warranted, influenced their decision to adopt this approach which directs clinics
away from their preferred testing technology to a less preferable option. Tension between
current clinical practices and HAHSTA’s guidance is resulting in practice changes that
are working around the edges of the problem rather than towards solutions that would
mitigate TPR challenges while also respecting grantee preferences for diverse testing
strategies.

Research Question 2: Barriers and Facilitators to a Stronger Reliance on TPR
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For Research Question 2, the study’s findings supported the original propositions.
Primary care informants found major barriers associated with third party reimbursement
models and procedures as they sought to rely less on categorical support for HIV testing.
The different barriers identified by the key informants, whether perceived or actual, will
be discussed in turn and opportunities for minimizing or overcoming these barriers will
be explored.

Third Party Reimbursement Barriers
Categorical Support

Several key informants discussed their inability to seek TPR for the free rapid test
kits received from HAHSTA since they believed this to be “double dipping.” They held
this belief despite being asked by HAHSTA to report on the number of publicly funded
tests for which they billed and received reimbursement. HAHSTA informants indicated
that they ask for this information from clinic grantees because they themselves are asked
to report to CDC on these outcomes and yet at the same time receive limited support or
technical guidance from CDC on how to incentivize reimbursement at the local level.

This issue of “double dipping” is indeed an issue of concern and most likely
results from a lack of understanding on the part of HAHSTA of TPR and the best way to
support clinics in making a transition away from free tests towards third party
reimbursement. The lack of guidance to clinics resulted in some clinics changing their
testing protocol to work around this issue by billing for conventional testing rather than
rapid testing and then feeling frustrated when they could not report receipt of
reimbursement because their contracted labs billed for and received third party

reimbursement.
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HAHSTA’s reporting form, and lack of additional technical support to grantees,
may have contributed to this perception by clinic staff that the goal was to generate clinic
revenue as opposed to seeking coverage whether directly to the clinic or to a contracted
lab. The reporting form did not include questions that would allow clinics to distinguish
the type of testing technology used and the entity requesting reimbursement. Given these
parameters in the case of conventional testing with a contracted lab, clinic staff
completed the form to show that they conducted and billed for X number of tests and
generated zero dollars. This reporting method results in a skewed perspective of actual
billing and reimbursement since reimbursement to the lab may have been successful and
reimbursed in full. The current reporting form does not allow HAHSTA to fully evaluate
the approach that it is asking clinics to transition to in terms of increased conventional
testing. A revised reporting form with more detailed data fields, along with improved
guidance from HAHSTA, could help to ameliorate this situation through enhanced
reporting and improved transparency to grantees about the purpose of the grant and the
expected outcomes.

Testing Technology

In its 2013 RFA, HAHSTA posited that conventional testing, as opposed to rapid
testing, should be conducted in medical settings unless otherwise justified. This study
questions whether the solution needs to be framed so narrowly. It is believed that
HAHSTA took this position due to its lack of understanding of TPR and possible
solutions to barriers associated with reimbursement for rapid testing, as well as its belief
in the need for practice redesign to integrate parallel systems of testing by clinics.

Findings from this study suggest that there are additional solutions to these barriers that
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could be explored which would allow clinics the ability to retain the flexibility to use the
testing technology of their choice. Specific solutions to barriers associated with rapid
testing will be explored further in this section and in the next section on
recommendations.

Staffing Models, Credentialing and Testing Venue

Numerous informants discussed the advantages of using peer testers in their
testing programs, yet indicated that they face barriers related to their inability to seek
reimbursement for services provided by these non-credentialed providers. Clinical
informants discussed this as a barrier across public and private payers. Medicaid MCO
key informants corroborated this credentialing requirement in regards to their plans
despite the fact that they have the flexibility to pay non-credentialed professionals for
preventive service.

Until earlier this year, this was a barrier for Medicaid FFS plans due to a CMS
policy that tied coverage to the provision of preventive services by a credentialed
provider. However, effective January 2014, this policy changed and CMS now allows
coverage for preventive services if the services are recommended by credentialed
providers. None of the informants appeared to be aware of this policy change and none
raised the issue during interviews for this study. This most likely indicates that the federal
policy has yet to be adopted at the local level through a State Plan Amendment. If action
were taken at the District level, this change could pave the way for mitigating this barrier
moving forward. While the policy change is specific to Medicaid FFS plans, DHCF could
also require Medicaid MCOs to align their policies for preventive services with the

updated State Plan allowing for coverage for services provided by non-credentialed
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providers. Challenges may still persist with other public and private payers.

These federal and local policy changes have the potential to increase coverage for
services provided by peer testers outside of an office visit including walk-in and outreach
settings where key informants indicated peer testers are frequently used without the direct
supervision of a credentialed provider. However, it is important to keep in mind that
billing in these contexts may not always be appropriate especially in cases where clients
prefer anonymous testing. In determining the best way forward, programmatic goals
should be considered alongside the feasibility of billing and reimbursement.
Reimbursement Models

HIV testing - both conventional and rapid - is recognized as a billable service
through the DC Medicaid Fee Schedule. Since the clinics in DC, a high prevalence
jurisdiction, do not seem to differentiate routine versus targeted, risk assessment or
diagnostic testing and this has not been questioned by insurers, the impact of the USPSTF
recommendation change is believed to be of limited impact. Rather, this study found the
difficulty in seeking reimbursement arises due to different reimbursement models and
methodologies.

For FQHC/look-alike clinics, their reimbursement model is challenging because
coverage for testing is included as part of the enhanced Medicaid encounter rate, so
clinics receive the same amount of money per visit regardless of the number of services
provided. Having received free test kits from HAHSTA to date, these clinics are now
faced with the question of how to sustain the same level of testing without the same level
of categorical support. This may mean the clinics either need to draw from general

operating funds or seek new grant funding. In speaking with DHCF informants, they
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indicated that while they are aware of this issue they do not have any immediate solutions
to this challenge since that would involve having a process in place to review costs and
consider a change in scope of services and they have yet to establish a process for this.

This finding was unexpected given the fact that while current FQHC PPS rates are
adjusted to account for yearly inflation they were otherwise determined by baseline
payment rates established back in 1999 and 2000. Since then, the Medicaid statute allows
for only two reasons to adjust the encounter rate with one being inflation and the other
taking into account a change in scope. Not having this process in place is detrimental to a
clinic’s ability to receive appropriate reimbursement, as federal law requires. This change
in scope process effectively allows for a review of costs and services provided by clinics
and an assessment of whether the encounter rate should be increased (or decreased) to
account for the addition (or loss) of services.

At this point however, it is difficult to determine whether the addition of coverage
for HIV testing services would constitute a change in scope for FQHCs. Interestingly, the
Medicaid statute does not provide a definition for what constitutes a change in scope, and
CMS policy is equally vague in its definition of a change in “the type, intensity, duration
and/or amount of services.” DHCF would have to work to interpret this guidance along
with meeting two other CMS requirements to establish “a definition of a qualifying event
for a change in scope,” and to develop “a description of the methodology to compute the
change in rate.” (NACHC, 2012).

In this study, the FQHC and look-alike clinics relied on offsite, contracted labs to
provide most lab services, including conventional HIV testing. Because these costs are

considered FQHC services, the contracted lab seeks reimbursement and the lab service
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cost is outside of the clinic’s encounter fee. This is not the case when it comes to CLIA-
waived point-of-care rapid HIV testing. Since this is an onsite lab service, the cost of the
service falls within the encounter rate. If DHCF were to develop a process for
considering a change in scope, then an option available to clinics would be to conduct a
cost-benefit assessment to determine whether it would make fiscal sense for them to have
an onsite lab in an effort to qualify for an increased scope of work which merits an
increased encounter rate.

While developing a change in scope process at the local level could provide a
short-term solution for individual clinics that elect to work with DHCF on this and
through which it would be determined whether they would qualify for an expanded
change in scope based on the provision of routine HIV testing and/or expanded
laboratory services, a longer-term solution is needed as well. Evidence from this study
suggests that federal Medicaid FQHC policy should also be revisited in light of recent
payment reform changes and opportunities resulting from ACA that many informants
discussed and viewed favorably. Many of these payment reforms focus on ways in which
to adequately incentivize and compensate clinics for the provision of high quality primary
care including preventive services.

Key informants from the FQHC/look-alike clinics in this study noted their
frustration with the current PPS flat encounter rate system that has been in place since the
early 2000s and described how the system inadvertently works to incentivize a less
preferable testing technology, offsite conventional lab testing rather than the
incorporation of routine HIV testing as an onsite point-of-care service. In their opinion,

this encounter reimbursement system does not always work effectively to reward their
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efforts to provide high quality preventive care. They would instead prefer a more
performance-based reimbursement system that rewards clinics based on key outcomes of
interest.

For non-FQHC clinics, coverage for testing is possible but dependent on the
insurance plan and the contract between the insurer and the clinic. In some cases,
coverage for testing is separated out as an individual expense and sometimes it is bundled
into the primary care visit rate. Since these contracts are of a proprietary nature and
because none of the sampled clinics used modifiers to denote rapid testing, insurance
informants indicated that it was difficult to provide a rationale for why some tests are
covered and others are not. DHCF also seemingly allows quite a bit of latitude for
Medicaid MCOs to determine their reimbursement methodologies on a clinic-to-clinic
basis. DHCF informants pointed to the proprietary nature of these agreements as
justification for why they did not have a better understanding of the different
reimbursement methodologies used. It is believed that this lack of awareness on the part
of DHCF as to how MCOs are reimbursing clinics diminishes their ability to assess
appropriate coverage for preventive services and other priority services that are necessary
in order to ensure quality care and coverage in DC, and to take appropriate steps to
rectify this situation by requiring MCOs to renegotiate higher rates for HIV testing as part
of their annual contracts with clinics.

Reimbursement methodologies and coverage for HIV testing varied amongst non-
Medicaid public and private plans creating confusion as to whether and to what extent
HIV testing would be covered as a separate service a part from a primary care Vvisit.

While some of this uncertainty is due to the proprietary nature of the individual contracts
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between insurers and clinics, some of it could be clarified and made more transparent
through improved data reporting to better assess when and how testing is covered —e.g.
use of modifiers for routine testing — and improved accountability and channels of
communication between stakeholders including clinics, insurers, and DHCF.
Facilitators to Third Party Reimbursement

Informants from several clinics discussed possible solutions to the current barriers
associated with third party reimbursement. A few financial and clinical informants
suggested moving towards a performance-based reimbursement system in which clinics
providing high quality care should be financially rewarded. Alternative payment
methodologies being utilized in other jurisdictions are beginning to assess the feasibility
of these approaches. Informants also discussed how they are already implementing or
moving towards medical home models in which there are team-based approaches to the
provision of care. These types of care models lend themselves to the adoption of payment
reform methodologies to incentive high quality and comprehensive, team-based
approaches to health care.

Payment reform models such as the ones identified by key informants are aligned
with changes being incentivized through ACA. Strategies include such things as pay-for-
performance programs, shared savings methodologies, bundled payments for care
improvement, health care innovation awards, accountable service organizations, and
medical home models. These payment reforms are positioned to foster broader systems-
level change for health centers that will help to address some of the payment challenges
and other resource constraints associated with current visit-based third party

reimbursement models that informants discussed. It is believed a transition away from
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this reimbursement model to an outcome-based reimbursement model would benefit
mission-driven organizations dedicated to the provision of high quality primary care such
as those included in this study’s sample.

Other Barriers and Facilitators to the Transition to a Stronger Reliance on Third
Party Reimbursement

All four clinics struggled with barriers related to resource constraints in a shifting
financial climate. While most strategies for strengthening fiscal health and
reimbursement infrastructure are deeply rooted in an organization’s financial history,
fiscal management, and development strategies, some lessons learned can be gleaned
from three of the four clinics that have made progress in decreasing their reliance on
grants and contracts towards a stronger reliance on third party reimbursement. These
strategies included diversification of services, investment in their billing and
reimbursement infrastructure, and development.

Organizational support was a minimal barrier at the four sampled clinics. All of
the clinics demonstrated a strong commitment to their mission to provide high quality
health care, including HIV testing, over profit generation. Senior leadership, to varying
extents, were aware of their clinics’ testing programs, were inclusive in their approach to
strategic planning and financial support for their testing programs, and supportive of
entertaining new strategies for sustaining their testing programs given decreased
categorical support from HAHSTA. All clinics also had staff champions who were very
committed to ensuring the success of their testing programs. This was an important
feature highlighted in the study’s conceptual framework and a feature that could be
replicated by other clinics.

Communication barriers were substantial and evident across stakeholders
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including between clinics and HAHSTA, DHCF, and insurers, between HAHSTA and
DHCEF, and between HAHSTA and CDC. Communication barriers were not particularly
surprising given the long history of public health and health finance agencies working
independently of one another. A lack of detailed guidance early on from CDC may have
contributed to HAHSTAs struggle to provide strong technical support to implementing
clinics. The clinics’ focus on operational and clinical issues may have decreased the
likelihood of them reaching out to HAHSTA to clarify any questions they may have had
about grant stipulations and best practices. Siloed relationships between HAHSTA and
DHCF may have hampered efforts to better understand the local reimbursement context
for implementing clinics and to identify solutions. The proprietary nature of TPR
contracts may have contributed to DHCF’s lack of awareness about specific
reimbursement methodologies between Medicaid MCO insurers and clinics. A top-down
relationship between insurers and clinics may have contributed to sub-optimal billing
procedures and negotiation of contracts in regards to testing.

The importance of strong communication channels was a prominent feature of the
study’s conceptual framework in facilitating the adoption of new practice by
implementing sites. While there is some evidence of bi-directional communication
between HAHSTA and the clinics to the extent that HAHSTA described their
relationship with the grantee clinics as a partnership in which they learned from the
clinics, the clinics did not provide a reciprocal description of this relationship in terms of
reimbursement for HIV testing specifically, but they did indicate a generally good
working relationship with HAHSTA on other issues. Another facilitator to improved

communications was the involvement of a membership association in which three of the
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clinics participated that helped them advocate for improved reimbursement models and
procedures.

Many of the identified barriers in this study were consistent with barriers
identified in the literature that were discussed in Chapter 2. These barriers included
bundling, credentialing, lack of program staff knowledge about billing and
reimbursement, and inadequate program capacity and resources. Barriers that were not
identified in this study that were issues in the literature included inadequate IT
infrastructure, lack of patient insurance, and coverage for routine testing. It is believed
these barriers may be more clinic and jurisdiction specific in nature.

Conceptual Framework Analysis

The Greenhalgh conceptual framework adopted for use in this study proved useful
in understanding the factors, mechanisms, and processes that may contribute to the
implementation of the innovation of interest, which is the transition to a stronger reliance
on third party reimbursement.

The conceptual framework discusses key characteristics of the Innovation that
influence its diffusion and uptake by the provider system. These include relative
advantage, compatibility, complexity, trialability, and observability. Many of the key
informants did not perceive the characteristics of the innovation of interest to be
beneficial to their ability to successfully transition away from dedicated resources. In
general, key informants did not understand the transition away from the provision of free
rapid test kits from HAHSTA to be a relative advantage because they were losing
support for a testing strategy they found beneficial; they thought the transition had some

compatibility with their current third party billing and reimbursement procedures but they
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still lacked the necessary capacity to bill for high volume testing; they perceived the
transition to be complex because of encountered reimbursement barriers; they found the
transition difficult to try out because they were being asked to bill for receipt of free test
kits which they believed to be double dipping; and finally they were not able to observe
the innovation well because all four of them were operating in slightly different ways and
there was not a sharing of best practices from which to learn.

The conceptual framework suggests that certain mechanisms need to be in place
in order to assure strong support from the Change Agency. The study found that the
Change Agency in this study, HAHSTA, could provide stronger support to the providing
clinics to enhance their ability to implement and sustain the innovation of interest. The
first mechanism identified by the framework is for the Change Agency to “take full
account of the potential adopters’ needs and perspectives, with particular attention to the
balance of costs and benefits to them” (Greenhalgh et al., 2004). This study uncovered
evidence to suggest that HAHSTA had a good understanding of the clinics as part of a
grantor-grantee working relationship and that there were opportunities for grantees to
discuss issues of interest and concern. There however could have been a more concerted
effort for HAHSTA as the Change Agency to communicate with the clinics beforehand to
better assess their needs and perspectives about the impending transition and what would
facilitate their transition and ability to successfully carry out the requirements of the
Billable Clinical Testing Grant. This type of pre-assessment is often easier to suggest
than to take time to do in practice given competing priorities. The second mechanism
identified was to “tailor different strategies to different demographic, structural, and

cultural features of different sub-groups” (Greenhalgh et al., 2004). This study found that
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while HAHSTA provided clinics with opportunities to retain rapid testing for certain
populations and situations clinical informants felt that their options for testing were being
narrowed in HAHSTA’s encouragement of conventional testing as the primary testing
strategy in medical settings. A third mechanism identified was to “identify and use
appropriate communication channels” (Greenhalgh et al., 2004). This study found that
there are opportunities for improved communication and technical support between
HAHSTA and clinics. This held true for efforts on the part of the clinics to communicate
more effectively with HAHSTA as well. A fourth mechanism is to “incorporate rigorous
evaluation and monitoring of defined goals and milestones” (Greenhalgh et al., 2004).
While HAHSTA did have a reporting system in place, there was evidence to suggest that
program staff available to support clinics were not always clear on the reporting
indicators. Also, in looking at the clinic reports, important data fields were missing and
data was frequently incomplete making it difficult to fully understand and assess the
clinic’s progress to date and reasons for missed opportunities for seeking reimbursement.

According to the conceptual framework, certain characteristics need to be in place
in order to facilitate strong Linkage between the Change Agency and the adopting
organizations. The first characteristic is “the sharing of a common language, meanings,
and value system” (Greenhalgh et al., 2004). This study found that HAHSTA and the
clinics share common language, meanings and values through their history of working
together to combat HIV/AIDS in DC. The study also uncovered evidence of some discord
as well through their grantor-grantee relationship in which dedicated resources were
being shifted away from clinics and values were not aligned over the best way to

continue to use and shift resources accordingly. A second characteristic is “ability to
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facilitate networking and collaboration among provider organizations” (Greenhalgh et al.,
2004). This study found that HAHSTA could improve upon the facilitation of convening
opportunities. While informants did indicate that occasionally HAHSTA convened
grantees to discuss various issues, they also indicated that there was limited open
discussion and exploration of different ways to overcome barriers other than increasing
conventional testing. A third characteristic is “engagement in joint evaluation”
(Greenhalgh et al., 2004). On the one hand, HAHSTA indicated that the clinics were very
much involved in the joint evaluation of their programs in that they relied on this data to
inform them of what was and wasn’t working. They described their relationship as a
partnership. On the other hand, some of the clinics did not feel as though their concerns
and questions were adequately addressed and their input was not incorporated into new
programming directions and funding opportunities. In addition to these three
characteristics, Durlak and DuPre (2008), implementation science researchers, found that
training and technical assistance were two other variables that are critical for successful
implementation. These two variables could have been improved upon on the part of
HAHSTA for facilitating the funding transition. A lack of detailed guidance from the
CDC and HAHSTA's inexperience in health finance and delivery systems has made it
difficult for them to provide strong support. While not explicitly a part of the conceptual
model, Greenhalgh and colleagues discuss the importance of the Change Agency having
“the capacity, commitment, technical capability, communication skills, and project
management skills to assist with operational issues” (Greenhalgh et al., 2004). This
capacity on the part of HAHSTA was limited for this particular innovation and funding

opportunity. To address the present barriers, it is believed support must be available to

158



clinics to assess their current testing strategies, staffing flow, resources, and billing and
reimbursement infrastructure to determine their options for successful billing and
reimbursement, in addition to having a strong understanding and ability to navigate
policies and procedures related to third party billing and reimbursement.

The conceptual framework identifies certain factors that facilitate an
organization’s ability to Implement and Routinize the innovation of interest. These
include organizational structure, leadership and management, human resources, dedicated
resources and funding, intra-organizational communication, feedback, and
adaptation/reinvention. In general, the clinics had supportive organizational
infrastructures and characteristics that did not serve as barriers to implementation. The
largest barrier to implementation was an organization’s strong reliance on grants and
contracts resulting in more limited options for the redirection of resources to support a
new innovation. The strongest facilitating factor was strong leadership, management and
staffing that support a clinic’s mission of serving underserved population which
encompassed continued support for HIV testing programs.

Lastly, the conceptual framework identifies various Outer Context factors that
influence the likelihood of sustained implementation. These external factors include such
things as a changing socio-political environment and political directives such as the
policy context, external incentives, or mandates. An interesting distinction identified
through this study is while the clinics are adapting well to a shifting resource
environment in which public funding is decreasing and reliance on third party
reimbursement is increasing the clinics are adapting less well to this shifting context for

HIV testing specifically. The unique characteristics and challenges associated with the
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adoption and sustained implementation of this transition may factor into the equation
along with the poor linkage process to date.

While the conceptual framework was found to be very helpful in understanding
factors that influence adoption and implementation of an innovation of interest, there
were some weaknesses identified as well. Similar to what other studies found in using the
framework, it had its limitations in terms of its ability to explain reasons for change. The
framework could only provide a description of the types of factors that may influence
change rather than being able to explain or predict the extent to which change is likely to
happen or not happen. Second, the model’s linear depiction of the User System moving
from system antecedents to system readiness to adoption to implementation was found to
be too simplistic. A more comprehensive approach to understanding how organizational
characteristics may influence adoption and implementation would have been more
helpful than the division of organizational characteristics through a linear model by stage
of adoption. A third limitation that was not discussed in previous literature had to do with
the framework’s assumption that the innovation was being correctly communicated to the
User System. In the case of this study, the Change Agency had limited knowledge about
TPR and so was not particularly effective in its dissemination of optimal ways in which
to adopt the innovation of interest. Education and training was found to be important for
both the Change Agency as well as the User System.

RECOMMENDATIONS

This section will focus on policy and programmatic recommendations that offer

new areas of exploration or possible solutions to the identified barriers that were

uncovered through Research Question 2. Each of the recommendations will discuss
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options by barrier and stakeholder.
Policy Recommendations
e Assessment and Expansion of FQHC Coverage of Preventive Services

This study has uncovered difficulties associated with FQHC/look-alike clinics
transitioning from categorical support for preventive services to reliance on third party
reimbursement. Because most services, including onsite lab services, are included in the
Medicaid daily encounter rate with a wrap rate from DHCF, a transition from categorical
support to third party for high volume HIV testing results in a disincentive for clinics to
use the onsite testing technology of their choice and a net loss to the clinic if no more
funding is available from third party payers.

Because of this challenge and in light of payment reform changes resulting from
ACA that informants in this study viewed favorably, this study recommends a review of
federal Medicaid FQHC policy for visit-based reimbursement through PPS. An analysis
of the current PPS system may provide helpful insights into how PPS may complement,
require modifications, or need to be overhauled in order to advance the goals of ACA and
payment reform methodologies that are moving in the direction of collaborative and
performance-based payment as opposed to PPS encounter-based methodologies.

At a local level, it is recommended that DHCF conduct a similar review of
expended costs of FQHCs in DC to determine whether the current encounter rate is
adequate and whether it appropriately incentivizes high quality care. A short-term
recommendation is to continue looking into the possibility of reimbursement for rapid
testing on top of the encounter rate. This is similar to a statewide policy that the New

York Medicaid program adopted which provides enhanced reimbursement for HIV
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testing and treatment. This is option is available to FQHCs as well.

A longer term solution, which DHCF has expressed openness to exploring, is to
develop a process for assessing a change in scope of services which would allow for the
coverage of newly added services and to accordingly increase the encounter rate as
appropriate. If a change in scope of services process were developed, DHCF could also
work with clinics to assess whether it made sense for them to establish onsite labs as a
means to expanding their scope of work and increasing their encounter rate.

Another recommendation would be that as part of DHCF’s review of FQHC
expenditures to also explore the possibility of an Alternative Payment Methodology
(APM) that would then need to be approved by CMS in their review of the Medicaid state
plan. This methodology could seek strategies to incentivize and reward outcome-based
outcomes as opposed to volume or encounters, as is currently being pilot tested in Oregon
(NACHC, 2013). This performance-based assessment is something that numerous
informants discussed and perceived as preferable to the current system and more in line
with medical home models that they are beginning to adopt that seek to treat individuals
comprehensively and to minimize the need for emergency care visits.

e Expansion of Coverage for Testing by Non-Credentialed Providers

This study found that three of the four clinics were struggling with seeking
reimbursement for non-credentialed providers conducting rapid HIV tests in medical,
walk-in, and outreach settings. A recent CMS policy change for Medicaid FFS now
allows states the option to cover preventive services recommended by a credentialed
provider. To do so, states would need to submit a Medicaid State Plan Amendment (SPA)

to CMS. While Medicaid MCOs have the flexibility to cover non-credentialed providers,
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evidence from this study indicates that DC MCOs only provide coverage for services
provided by or directly supervised by credentialed providers. DHCF could require MCOs
to align their policies for preventive services with an updated State Plan allowing for
coverage for services provided by non-credentialed providers.

This study recommends that DHCF and interested stakeholders begin developing a
SPA that would expand coverage of rapid HIV testing to peer testers and then incorporate
approved guidance into requirements for local Medicaid MCOs which could then
establish special billing codes for non-credentialed providers. This policy change holds
potential for the expansion of coverage for testing in a variety of settings including walk-
in and outreach venues.

e Increased Requirements for DC Medicaid MCOs

This study found a lack of understanding between DHCF, MCOs, and clinics as to
when a preventive service such as rapid HIV testing would be bundled into a primary
care visit reimbursement cost or separated out. This variance was apparent within the
same MCO and clinic contractual agreement.

This study recommends that DHCF use its authority to contract with Medicaid
MCOs to increase the underlying primary care visit rate for bundled plans and to build in
mechanisms to ensure the transparency of billing and reimbursement methodology.
Increased reporting requirements would provide important data allowing both the MCOs
and DHCEF to better assess coverage of testing in DC through both FFS and bundled plans
and allow proper reporting to HAHSTA/CDC. DHCF could outline these requirements in
their Medicaid Manual.

e Update for Medicare’s National Coverage Determination for Routine Testing
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Because the majority of coverage in this study was through Medicaid, data on
Medicare coverage for routine testing was limited. However, the study did uncover that
key informants were urging Medicare to adopt a coverage determination supportive of
coverage for routine testing. Unlike Medicaid, Medicare has not updated its National
Coverage Determination to be in line with the new USPSTF recommendations for routine
testing. This study recommends that Medicare change its Coverage Determination policy
accordingly. While the impact may be limited in DC, this policy change would help
minimize claim denials and ensure coverage for routine testing in other jurisdictions and
for Medicare patients in DC.

Programmatic Recommendations

e Expansion of HAHSTA’s Support to Explore Ways to Facilitate
Reimbursement for Rapid HIV Testing

This study found that HAHSTA staff lacked a strong understanding of third party
billing and reimbursement. As a result, HAHSTA has taken a narrow approach to
supporting clinics in seeking reimbursement. Its focus has been on increasing
conventional testing rather than exploring ways to facilitate reimbursement for rapid
testing, a method that three of the four sampled clinics preferred in many instances.

This study recommends that CDC provide additional guidance and technical support
to state and local health departments if they continue to encourage jurisdictions to report
on billing and reimbursement for HIV at the local level. Additionally, HAHSTA should
continue to conduct its own research and develop a partnership with DHCF to explore
ways to minimize barriers to third party reimbursement for rapid HIV testing. The two
agencies could collaborate in adopting the new CMS policy in DC, which allows for the

expansion of coverage of preventive services provided by non-credentialed providers.
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HAHSTA, with DHCF and insurers, could then work with clinics and other key partners
to determine how to adapt billing and reimbursement procedures, staffing, and
infrastructure to allow for billing in these settings and ensure adequate capacity.
Fostering stronger partnerships across agencies may facilitate HAHSTA’s ability to
infuse HIV prevention into the larger health care system infrastructure. Funding
opportunities from HAHSTA and other government partners could focus on supporting
these system changes with the money saved from a decrease in the free provision of test
kits in medical settings.

HAHSTA could also consider modifying its current Billable Clinical Testing funding
opportunity to allow clinics to take more of an incremental approach to billing and
reimbursement in an attempt to minimize the “double dipping” issue. The agency could
also revise its reporting forms and technical assistance to clinics to improve reporting
accuracy and to enhance transparency amongst grantees as to the purpose of the grant and
the expected outcomes. Some funding could also be made available for planning and
building technical capacity around third party billing and reimbursement as opposed to all
of the funds going towards receipt of free rapid test kits. Lastly, HAHSTA could take a
more proactive role in convening grantees and key stakeholders to have an open forum
for the sharing of ideas about third party billing and reimbursement. Experts and
stakeholders from other jurisdictions could be brought in to share ideas and discuss best
practices.

e Improved Communication between Stakeholders

A cross-cutting theme throughout this study was a lack of communication

between stakeholders. This study recommends that HAHSTA strengthen its
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communication with grantees through more frequent convening of grantees and other key
stakeholders, expanded technical assistance, and enhanced clarity in reporting
requirements and more corresponding guidance and support from Program Officers,
which may necessitate more staffing training opportunities. HAHSTA should also broker
a partnership with DHCF to explore third party billing and reimbursement issues in more
detail.

DHCEF should work to improve its communication with Medicaid MCOs and
clinics. It could convene clinics to receive input from sites on the development of new
policies and procedures including the development of a change in scope procedure for
FQHC:s and the adoption of CMS’s policy change on coverage for services provided by
services recommended by a credentialed provider. The agency could review its current
requirements for MCOs and determine whether they are rigorous enough and then clearly
outline them in the Medicaid State Plan and other policy and procedures documents to
enhance their transparency. Likewise, Medicaid MCOs and other insurers could improve
the transparency of their policies and procedures including billing and reimbursement
methodologies and parameters of contract negotiations so this would be more transparent
to DHCF and clinics. Finally, DHCF could require in the next round of managed care
contracting that MCOs submit their Medicaid provider manuals and related payment and
billing policies and procedures, as some others states currently do.

e Clinic Assessment of Third party Billing and Reimbursement
This study sought to identify the barriers encountered by sampled primary care clinics
as they transition from categorical support from HAHSTA for HIV testing to a stronger

reliance on third party reimbursement. While numerous barriers were uncovered that
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include changes that need to occur externally, there are several things that clinics could
do internally to facilitate this transition.

This study recommends the development of a Revenue Cycle Group at each clinic,
similar to the one Clinic 4 developed, that would be charged with reviewing and
identifying areas for improvement for clinic revenue including third party billing and
reimbursement. This review would include an ongoing assessment and evaluation of
current revenue streams to determine if clinics need to further diversify their services and
revenue mix to enhance their ability to maximize revenue through third party billing and
reimbursement while also assuring that there is availability of unrestricted funds in order
to be able to sustain programs at times of transition and reduced public funding. This
ongoing assessment would help clinics identify and determine how best to handle
ongoing changes associated with ACA and TPR as they arise. For instance, informants
noted in this study that insurers are introducing new private plans to the market and how
it is difficult for billing staff to know how they will reimburse for services such as routine
HIV testing. There may be other unfolding issues that clinics would want to monitor and
assess moving forward. The Revenue Cycle Group could also assess the clinic’s current
infrastructure and capacity for third party billing and reimbursement and determine if
adjustments and further investment need to be made in terms of changes in policies and
procedures, the creation of new staff positions, provision of additional staff training, and
improvements made to current billing and reimbursement systems and software. This
group could also work to strengthen relationships and communications with external key

stakeholders including DHCF, insurers, HAHSTA, and the local membership association.

STRENTHS AND LIMITATIONS AND SUGGESTIONS FOR FUTURE
RESEARCH
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Through the use of a case study design, this study was able to gain a very in-depth
understanding of the policies and procedures operating in DC and the outer context that
facilitate and create barriers to a transition from categorical support for a preventive
service such as HIV testing to a stronger reliance on TPR for HIV testing. The
particularities gleaned from this study help to untangle and elucidate a complex web of
challenges associated with third party reimbursement in a constantly shifting fiscal and
health care environment. The triangulation of data from different stakeholders and
sources allowed for the emergence of different understandings and perspectives that
helped to uncover a disconnect between recommendations from CDC and HAHSTA and
the actual operational issues experienced by clinics in the field. This enhanced
understanding allows for a reframing of the issues and a clearer identification of
associated challenges and possible solutions.

The study was successful in the recruitment of four clinics that demonstrated
diversity in size, revenue, clinic operations, testing strategies, and billing and
reimbursement procedures. Including two clinics operating under FQHC rules for
reimbursement and two non-FQHCs further highlighted similarities and differences in
billing and reimbursement policies and practices. This diversity proved useful in
uncovering complex reasons for why a clinic may have an easier or more difficult time in
seeking reimbursement for testing.

The period in which this study was conducted was timely. The study captured a
snapshot in time when clinics were actively moving through a transition from categorical
funding to a stronger reliance on TPR while influenced by external factors such as an

increasingly challenging fiscal climate, a decrease in public funding, the implementation
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of ACA, and USPSTF recommendation changes for testing. This snapshot provided
insights into how clinics respond to change and adapt their clinic services and policies
and procedures accordingly.

Despite these strengths, the study was not without its limitations. The study
design was unable to uncover contractual reasons for claim denials and methodology
distinctions as to when services are bundled into a visit rate and when they are separated
out. Stakeholders pointed to the proprietary nature of these contracts as reasons for why
they could not provide this information. Additional research would help to further
elucidate some of these issues in more detail.

Second, the study’s small sample did not allow for a comprehensive
understanding as to what extent other clinics are adopting routine testing as a standard of
care, whether they are seeking third party reimbursement for these services, and what
barriers they may be facing. This study purposefully selected clinics that were already
receiving support from HAHSTA to conduct rapid testing in an effort to understand their
transition away from categorical support to third party reimbursement. A follow up
research study could expand its scope and survey a larger number of clinics in DC to
assess this issue better.

Third, the study design largely lacked the ability to generalize its findings across
other jurisdictions. This is an inherent weakness in the case study approach using a single
case. What the study of one case gains in terms of rich detail and particularity it lacks in
its ability to generalize its findings more widely. The rich detail however can provide
readers with the ability to determine whether a situation described in a case study might

align with situations in other settings and jurisdictions. An interesting idea for future

169



research would be to conduct a case study with multiple cases across several
jurisdictions. This would allow for the comparison of similarities and differences in
billing and reimbursement policies and practices and would help to shed light on best
practices and additional ideas for policy and programmatic recommendations to help
mitigate current barriers to successful third party reimbursement.
CONCLUSION

This study sought to better understand the transition of a sampling of primary care
clinics in DC from categorical support from HAHSTA to a stronger reliance on third
party reimbursement, and the associated barriers and facilitators to this transition. In
using a case study approach, the study’s findings were able to provide rich detail
regarding clinical policies, practices, and procedures; influence from key stakeholders
such as HAHSTA; and the external context in which clinics were operating. The findings
were supportive of the study’s original research propositions and aligned well with the
study’s guiding conceptual framework. Multiple stakeholder perspectives revealed a
much richer and more nuanced understanding of the challenges faced by clinics as they
try to abide by HAHSTA’s funding guidelines while also navigating the complex
universe of third party billing and reimbursement in a shifting fiscal and health climate.

This study’s identification of possible policy and programmatic solutions will
hopefully help to mitigate current challenges faced by clinics in DC and facilitate a
stronger reliance on third party reimbursement moving forward. More broadly, the
study’s findings and recommendations may also serve as an illustrative case study that
has implications for other clinics and jurisdictions as they move through similar

transitions and face similar challenges. While HIV testing was the focus of this case
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study, further research could be conducted to determine if this study’s findings may be
applicable to reimbursement for coverage of other preventive services. Furthermore, there
may also be implications for larger systems-level change through the examination of
current payment systems more broadly and determining whether there are more effective
payment models that reward outcomes rather than relying solely on service- or visit-
based compensation. Lastly, the findings also highlight the importance of identifying
ways for public agencies, such as HAHSTA and DHCEF, to develop stronger channels of
communication, foster closer relationships with one another, and work together to solve

ongoing public health and health care delivery and finance challenges.
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Appendix A:
Consent Form
GW IRB #

Thank you for agreeing to meet with me today. My name is [INTERVIEWER NAME].
I ama [INTERVIEWER TITLE]. You have been invited to participate in a research
study under the supervision of Dr Anne Markus, Associate Professor at the George
Washington University in the School of Public Health and Health Services (GW
SPHHS), and conducted by Jennifer Skillicorn, a doctoral student at GW SPHHS as part
of her dissertation project.

This study seeks to speak with those who are involved with HIV testing in the District
such as yourself and learn about your experiences implementing and conducting HIV
testing in the DC community. The purpose of this study is to collect data and information
that may assist in improving HIV testing services for people living in the District of
Columbia. We would like to be better informed about the ideas, opinions and experiences
of individuals who are currently promoting and conducting this type of testing in District
of Columbia. The purpose of this interview is to learn about your experiences in
implementing HIV testing.

Taking part in this research is entirely voluntary. The status of your employment, and you
and your organization’s relationship with or receipt of funding from the DC Department
of Health will not, in any way, be affected should you choose not to participate or if you
decide to withdraw from the study at any time.

If you choose to take part in this study, you will be asked to discuss your role and your
organization’s role in HIV testing initiatives and programs. This interview will be
digitally audio recorded so that | can capture the verbatim conversation for our analysis.
The digital audio recording will be used to make a written transcript of the interview.
The digital audio recording, transcripts, and all associated identifying information will be
labeled with code-linked ID number. All digital data will be password protected and all
hard copy data will be stored in a locked cabinet. All hard copy and digital de-identified
code linked data will be destroyed no later than three years after the study has been
completed.

The total amount of time you will spend in connection with this study is between 60-90
minutes. There are no right or wrong answers to any of the questions we will ask during
the interview. This study is completely confidential and your name and any names
mentioned during the interview will not be associated with your responses. You may
refuse to answer any of the questions and you may stop your participation in this study at
any time.
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Possible risks or discomforts you could experience during this study include loss of
confidentiality however in order to minimize this risk, we will remove any identifiers
during the analysis and reporting of these findings.

You will not benefit directly from your participation in the study. The benefits to science
and humankind that might result from this study are to assist the DC Department of
Health in future development of testing programs for HIV infected individuals.

Every effort will be made to keep your information confidential, however, this cannot be
guaranteed. We will however remove all identifiers in the analysis and reporting of our
findings. The records of this study will be kept private. If results of this research study
are reported in journals or at scientific meetings, the people who participated in this
study, or the names of their organizations, will not be named or identified. Any direct
quotes that are published will not be associated with any study participant’s name or
organization in particular, but rather identified as a“key informant.” Your records for the
study may be reviewed by departments of the University responsible for overseeing
research safety and compliance.

The Office of Human Research of George Washington University, at telephone number
(202) 994-2715, can provide further information about your rights as a research
participant. Further information regarding this study may be obtained by contacting the
primary contact, Ms Jennifer Skillicorn, at 202-994-3095, or the Principal Investigator,
Dr Anne Markus, at 202-994-4139.

To ensure confidentiality your signature is not required. Your willingness to participate
in this research study is implied if you proceed.

*Please keep a copy of this document in case you want to read it again.
Do you have any questions or concerns before we begin?

[If agree] Ok, then let’s proceed. If at all possible please turn off or place your cell
phone on vibrate.
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Appendix B:

Interview Questionnaire for
Primary Care Providers Supported by DC DOH for HIV Testing

Organization, Provider, and Client Characteristics

Describe your organization, size, structure, mission, and the services provided.

PROBE: non-profit status, number of employees, leadership, scope of services — HIV
versus non-HIV specific

Tell me about the clients/patients that you provide services to. Tell me about the
clients/patients receiving HIV care?

PROBE: From which area of the city do they predominately come from? Are they
referred to you? How? And by whom? About how many clients do you serve per
day/week/year? What are the general demographics — gender, race, ethnicity, age, socio-
economic status, insurance status.

Understanding of Routine HIV Testing

How does this organization define the term “routine testing for HIV*? (Interviewer will
provide summary if necessary.)

How does this organization define the term “opt out testing for HIV”’? (Interviewer will
provide summary if necessary.)

Are you familiar with CDC’s 2006 routine, opt out HIV testing recommendations? If so,
what do they entail? (If not, interviewer will provide summary). Do these
recommendations inform your practice? If so, how?

Are you familiar with the recently revised US Preventive Services Task Force

recommendations for routine testing? If so, what do they entail? (If not, interviewer will
provide summary). Do these recommendations inform your practice? Do you anticipate
that the recent change in rating will have an effect on your current practice? If so, how?

Are you familiar with DC HAHSTA’s recommendation for routine, opt out testing in the
District? If so, what do they entail? (If not, interviewer will provide summary). Do these
recommendations inform your practice? If so, how?

Beliefs and Attitudes about Routine HIV Testing
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In your opinion, do you think HIV testing is something that should be routinely offered
as a part of clinical practice? Why or why not?

Do you think routine testing is more effective compared to diagnostic or risk-based
testing strategies? Why or why not?

Whom do you think benefits from routine testing? Patients? Community?

Do you think routine testing should be considered and implemented as a standard of care,
similar to screenings for cholesterol or blood pressure?

How easy or difficult is it to implement routine testing in a clinical setting?

PROBE: Was it easy or difficult to adopt the practice initially? Have changes been made
over time to overcome challenges? If so, were these easy or difficult to make? How did
you work through these challenges? Was there any available support provided to you? If
so, by whom? DOH?

HIV Testing Policies

Does this organization have HIV testing guidelines or policies in place? Specific to
routine testing?

PROBE: If not, is there a specific reason why not? Do you think one will be developed
anytime in the future? If so, how would you describe your organization’s HIV testing
guidelines or policy? What form is it in — written, verbal understanding, other? How do
you promote/support it? Who is responsible? Any documentation?

What were the key decision points around the adoption of these guidelines or policy?

PROBE: When was it adopted? Who was involved? What evidence or factors were taken
into consideration? Did guidance from the CDC,USPSTF, and/or HAHSTA inform your
decision to adopt a policy? Does it change over time? How is it implemented or
reinforced?

HIV Testing Practices

Offer, consent, counseling, delivery of results, and reporting

When is HIV testing offered? Under what circumstances? To whom? By whom? How
frequently?

PROBE: Diagnostic, risk assessment? chart? request for testing? Routine offer? Other?
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How is the client approached about testing? How is the offer phrased?
PROBE: opt in or opt out offer?

What is the consent process?

PROBE: HIV-specific or general medical consent; written or verbal

Are there required procedures for providing pre- and post-test counseling and obtaining
consent for people who are tested for HIV?

PROBE: if yes, what are those procedures?

Does your organization/agency do confirmatory tests?

PROBE: If yes, please describe your agency’s process for follow up or referral for people
who test preliminary positive for HIV at your organization? If no, and people are referred
out, how are they followed up to ensure confirmatory testing takes place?

Does your organization/agency provide linkage to care services?

PROBE: What practices are in place for linkage to care?

What reporting requirements are in place for routine HIV testing?

PROBE: Who mandates? What forms? What metrics? How time-intensive? How often?
Testing technologies

What type(s) of testing is performed at this clinic? Under what circumstances?

PROBE: rapid — oral, blood stick, or blood draw; non-rapid, conventional? Fourth
generation? Name of test?

Avre there reasons for why these types of tests are conducted?

PROBE: Are there advantages and disadvantages associated with the different types of
tests? Ease of use? Provider/client preference? Staff training? Confirmatory/linkage to
care? Cost?

Staffing and organizational factors

Who on the staff is involved in the implementation of routine testing?
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PROBE: Accredited staff - physician, physician’s assistant or nurse practitioner?; Peer —
testing staff? Who delivers test results and how? Who supervises testing staff? Besides
testing staff, who else is involved in testing implementation — ED, billing, human
resources, etc?

What technical training and support is provided to staff to implement routine testing?
PROBE: Are staff confident in their abilities to conduct testing? Are they proficient in
their testing abilities? How are HIV testing staff evaluated?

Is there someone who serves as a champion of routine testing?

PROBE: Helped initiate, promotes, problem solves, seeks resources, etc...

What is the involvement of the clinic’s senior-level leadership and management in
routine HIV testing?

PROBE: Role in adoption? Role in ongoing implementation - aware, value, supportive,
provide guidance, ensure necessary resources, promote? Role of human resources —
billing and reimbursement?

What communication mechanisms are in place at the clinic?

PROBE: In general — dissemination of updates, guidance, programming, results? Specific
to routine testing?

Resources & support from DC DOH

What resources are necessary to implement routine testing at your clinic?

PROBE: administrative support, staffing, space, test materials, etc...

Where do these resources come from?

PROBE: DC DOH, external resources, internal operating resources, reimbursement?
What support from DC DOH does your organization receive for routine testing?
PROBE: test kits, funding, guidance, technical assistance, training, monitoring and
evaluation support, other resources? Does your organization obtain all/some of your tests
kits from DC DOH?

What support does your organization receive from other sources?

PROBE: CDC, Ryan White, HPTN, other?
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How satisfied are you with the support your organization receives for HIV testing from
DC DOH?

PROBE: Resources, funding, technical support, communication? How responsive is DC
DOH to your needs? How could it be improved?

What interactions does your clinic have with DC DOH as it relates to routine HIV
testing?

PROBE: What communication and information mechanisms are in place? Availability of
technical support and ongoing support for testing initiative? How receptive are they to
your needs, concerns, and suggestions? Do they have enact change based on site
feedback? How well do you think DC DOH facilitates communication, networking,
collaboration between clinics implementing routine HIV testing, and sharing of testing
results and evaluation?

Third party billing
Is your organization familiar with third party billing and clinical billing codes for HIV
testing? If no, would your organization be interested in learning more about

opportunities for this, and why?

Does your clinic request reimbursement from third party billers for routine HIV testing —
e.g. Medicaid, Medicare, DC Alliance, private insurance, other?

PROBE: If so, for which type(s) of insurance? When did you start billing? If no, why
not? Are there plans to do so?

Avre there barriers associated third party billing? If so, what are they and why are they
barriers?

What has been your experience with the use of billing codes and process?
PROBE: user-friendly, complex? What are the specific codes used? Who on your staff is

involved with billing and reimbursement? What does the process entail from start to
finish for billing routine HIV testing? Any documentation?

Have you been able to successfully receive reimbursement for routine testing?
PROBE: Reimbursement or rejection? If rejected, for what reasons? If successful, did

you receive full or partial reimbursement - under what circumstances, what was the
range? If reimbursed, to what extent does the reimbursement cover the cost of testing?
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Reimbursement for new testing algorithm? What are the real costs associated with testing
— pre to post to confirmatory? Any documentation?

Has your staffing model influenced your ability to seek reimbursement?

PROBE: Accredited (physicians, physician assistants, or nurse practitioners) versus peer-
based staffing? Any documentation?

What type of contractual agreement do you have for Medicaid reimbursement? Does this
influence your ability to seek reimbursement?

PROBE: Do you have a capitated or fee-for-service agreement with Medicaid? If
capitated, does this limit your ability to get reimbursed at cost for testing or is it bundled
into a pre-negotiated rate? Any documentation?

Have you received any support from DC DOH to facilitate your billing and
reimbursement practices?

PROBE: Billing grant? Technical support or guidance? Other?

If you are a recipient of the billing grant, what has been your experience with it?
PROBE: positive or negative? Helpful or not? Support from DC DOH to administer?
Ongoing communication with DC DOH in regards to billing? What were the reporting

requirements and were you able to comply? If offered again, will you apply? Should
other support be provided to implement? Should it be expanded? Any documentation?

Are you aware of the recently revised USPSTF guidelines?

PROBE: If yes, do you think the change will have any impact on your clinic’s billing and
reimbursement procedures? The sustainability of your testing initiative? Do you think the
change will increase the likelihood that other clinics will adopt the practice and if so
why? If no, provide summary.

Are you aware of expanded coverage options and coverage of preventive services
including routine testing through the Affordable Care Act?

PROBE: If yes, do you think the change will have any impact on your clinic’s billing and
reimbursement procedures? The sustainability of your testing initiative? Do you think the
change will increase the likelihood that other clinics will adopt the practice and if so
why? If no, provide summary.

Sustainability
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In your opinion, how realistic is a further scale up of HIV testing at your organization?

PROBE: What are the barriers to expanded HIV testing at your organization? What are
the facilitators to expanded HIV testing at your organization?

Do you feel that the revised USPSTF guidelines and/or ACA will have an impact on your
testing initiative and its sustainability?

PROBE: Do you think these changes will make your testing initiative more sustainable or
less? Do you think current funding streams that currently help support your testing
initiative will change — CDC, DC DOH, other — why or why not? Is there any concern
that dedicated funding or resources for testing in initiatives in the District will shift or be
redirected; and if so, what are the potential concerns or gaps in regards to programming?
Is anything being done to address these concerns that you are aware of — at clinic, DOH,
CDC levels? Will practices need to change — e.g. how will tests be obtained? Will there
be a shift to more blood draws as opposed to rapid testing? Are there costs that will not
be covered through third party reimbursement? What are the ramifications of
transitioning from categorical funding for preventive services to third party
reimbursement? What are the implications for the role of public health functions in this
new environment? How do you think these changes will influence the behavior of clinics
that are currently not implementing routine testing?

Barriers, facilitators, and sustainability of HIV testing

We have discussed a variety of issues. Could you prioritize three to five top barriers to
the implementation and sustainability of your current testing initiative? Could you
prioritize three to five facilitators to your current testing initiative?

In addition to what you just mentioned, | would like to get your opinion on whether the
following may or may not serve as barriers to your testing initiative?

PROBE:

Perception that HIV is not a problem for client population
Staff knowledge/skill/experience

Limited staff time to provide testing,

Limited staff size to provide testing

Competing priorities

Lack of facilities/space

Lack of laboratory access/services

Lack of funding

Cost/reimbursement for testing

Leadership resistance

Provider/staff discomfort with testing technology being used
Provider/staff resistance

Provider discomfort in discussing sexual risk behaviors
Staff difficulty in linking positives to care
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Patient discomfort or refusal to get tested

Lack of data system to track testing

Lack of support (training, financial) from the Health Department
Other?

In addition to what you just mentioned, |1 would like to get your opinion on whether the
following may or may not serve as facilitators to your testing initiative?

PROBE:

Absence of written consent policy

Absence of counseling requirement

Strong organizational buy-in

Favorable provider attitude

Support ( e.g., financial, training, technical assistance) from HAHSTA
Patient acceptance

Presence of data system for tracking of testing
Availability and familiarity of reimbursement options
Familiarity with referral and linkage to care resources
Other?

Closing - Is there anything | haven’t asked that you think is relevant to this discussion?

Thank you for your time. The information you have provided will help us better
understand HIV testing in DC.
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Interview Questionnaire for DC Department of Health Key Informants
Role and programming

What is your current position at the DC Department of Health (DC DOH) HIV/AIDS,
Hepatitis, STD, and Tuberculosis Administration (HAHSTA)?

What is your role in supporting HAHSTA’s programming and policies around HIV
testing?

PROBE: Describe your day-to-day duties. What are the specific duties that involve HIV
testing? Who are the people you interact with in your work?

Please describe DC DOH’s current programs that support routine HIV testing.
Resources and reporting
Please discuss funding that supports HAHSTA’s HIV testing programs?

PROBE: External funding? Budget line within HAHSTA? Changes in recent funding —
local and national?

What support does HAHSTA provide in the District for routine HIV testing?

PROBE: Test kits? funding? technical assistance? training? guidance? communication?
monitoring and evaluation? solicitation of provider and community input? other?

Who is eligible for HAHSTA support for routine HIV testing?

PROBE: How many providers are supported? Which ones? What is the process that a
clinic must go through to receive support? What must clinics do in return for this
support? Are there plans for increasing or decreasing this support?

What types of data are collected from providers that conduct HIV testing? How does
HAHSTA monitor and evaluate HIV testing in DC? Are there data gaps that affect
programming?

Policies and sustainability

Does HAHSTA have a policy related specifically to routine opt out HIV testing in health
care settings. If so, please describe? Any documentation?

In what ways have you found that HAHSTA’s routine testing policy is similar or
different compared to CDC’s 2006 HIV testing in health care settings recommendations
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and the USPSTF revised guidelines? (Interviewer will provide summary if necessary.)
Please explain.

How familiar do you think clinical providers are of the national and local testing
guidance? Please explain.

Is HAHSTA working towards establishing routine opt out HIV testing as a standard of
care similar to cholesterol or blood pressure?

PROBE: If yes, what has been put in place to achieve this goal? How is progress being
evaluated?

To what extent do you think routine HIV testing is being implemented in the District?

PROBE: Do you think HAHSTA is aware of most implementing clinics? What evidence
is there to support this? Do you think HAHSTA supports most implementing clinics? Do
you think clinics supported to conduct HIV testing are conducting routine testing as
defined by CDC recommendations — why or why not? How do you estimate the extent of
routine testing in the District? Is there a reliable denominator? If no, are there plans in
place to collect this information — why or why not?

Do you think the revised USPSTF guidelines for routine testing will have an impact on
routine testing in the District? Why or why not?

PROBE: Do you think it will help shift the standard of care? Do you think more clinics
will adopt the practice? If more clinics are providing routine testing, how may this
change HAHSTA support for routine testing in the District?

Do you think expanded coverage through the Affordable Care Act will have an impact on
routine testing in the District? (Interviewer will provide summary if necessary.) Why or
why not?

PROBE: Do you think these changes will make testing initiatives more sustainable or
less? Do you think current funding streams that currently support local testing initiatives
will change — DC DOH? CDC? Other — why or why not? Is there any concern that
dedicated funding or resources for testing in initiatives in the District will shift or be
redirected; and if so, what are the potential concerns or gaps in regards to programming?
Is anything being done to address these concerns that you are aware of — at clinic, DOH,
CDC levels? Will practices need to change — e.g. how will tests be obtained? Will there
be a shift to more blood draws as opposed to rapid testing? Are there costs that will not
be covered through third party reimbursement? Are additional support and resources
needed? What are the ramifications of transitioning from categorical funding for
preventive services to third party reimbursement? What are the implications for the role
of public health functions in this new environment? How do you think these changes will
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influence the behavior of clinics that are currently not implementing routine testing?_If
more clinics are providing routine testing, how may this change HAHSTA support for
routine testing in the District?

How sustainable do you think routine testing initiatives are in the District?

PROBE: For clinics in general? What are some barriers associated with sustainability?
Do you anticipate changes any time in the future that may impact the sustainability of
testing initiatives in the District— e.g. USPSTF, ACA? Do you anticipate that dedicated
resources (HAHSTA, CDC, other) to support routine HIV testing may decline over time
as other resources become available — please explain?

Third party billing

Do you know to what extent clinics seek third party reimbursement to cover routine HIV
testing in the District?

PROBE: How many and which clinics? Are they seeking reimbursement for rapid testing
as well as conventional testing? What type of coverage is reimbursing for routine testing?
Medicaid? Medicare? DC Alliance? Private insurance? What evidence is there for this?
What barriers are you aware of that providers face in seeking reimbursement?

PROBE: billing complexity? staffing? partial reimbursement? contracting issues? other?
What support has HAHSTA provided to support clinics in seeking reimbursement?

PROBE: Billable Clinical HIV Testing funding? technical assistance? other?

What steps is HAHSTA taking to mitigate current barriers faced by implementing
clinics?

PROBE: Working with implementing clinics? hospitals? Working with Department of
Health Care Finance (DHCF)? The Department of Insurance, Securities and Banking
(DISB)? Insurance companies? Other stakeholders?

Interactions with Clinics

What interactions does DC DOH have with implementing primary care clinics as it
relates to routine HIV testing?

PROBE: What communication and information mechanisms are in place? Availability of
technical support and ongoing support for testing initiative? How receptive are sites to
guidance and requirements? How does HAHSTA assess the needs of clinics? Are there
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mechanisms in place to assess needs of clinics? How does DC DOH respond to the needs
of implementing sites? How are results and evaluations shared with implementing sites?
What improvements can be made? Are there plans to do so?

Barriers and Facilitators

From your own perspective what would you say are the most challenging issues
associated with the implementation and sustainability of routine testing in the District?
Why?

From your own perspective what would you say are the most facilitating factors
associated with the implementation and sustainability of routine testing in the District?
Why?

Closing - Is there anything | haven’t asked that you think is relevant to this discussion?

Thank you for your time. The information you have provided will help us better
understand HIV testing in DC.
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Interview Questionnaire for Billing Key Informants

DC Government Key Informants —- DHCF and DISB

Could you please identify and describe your current position <at the Department of
Health Care Finance (DHCF) or the Department of Insurance, Securities and Banking
(DISB)>?

PROBE: Describe your day-to-day duties.

Could you please explain your involvement and interactions with HAHSTA in general
and also specifically pertaining to third party billing and reimbursement for HIV testing?

PROBE: Who have you met with? What were the concerns? Have you reviewed claims
and contracts? Who from your organization is involved with these matters?

What is your understanding of third party coverage for HIV testing in the District?

PROBE: What type of coverage is reimbursing for routine testing? Medicaid? Medicare?
DC Alliance? Private insurance? What evidence is there for this?

What is your understanding of the barriers to third party billing and reimbursement for
HIV testing in the District?

PROBE: Capitated contracting? Staffing? Coverage type? Billing complexity? Partial
reimbursement?

What are your thoughts on how to resolve some of the identified barriers?

PROBE: Re-negotiate contracts? Discussions with insurance companies? Technical
support? Other?

Are you familiar with revised testing guidelines from the US Preventive Services Task
Force for routine HIV testing? (Interviewer will provide summary if necessary.) If so,
how do you think this may affect reimbursement in the District moving forward?

Are you familiar with expanded health care coverage and preventive services coverage
options through implementation of the Affordable Care Act? (Interviewer will provide
summary if necessary.) If so, how do you think this may affect reimbursement for routine
HIV testing in the District moving forward?

What are the agreed upon next steps for further exploration of these issues?
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PROBE: Policy? Programmatic? Other?

How do you foresee continuing to work with HAHSTA on these issues?
Closing

Is there anything | haven’t asked that you think is relevant to this discussion?

Thank you for your time. The information you have provided will help us better
understand HIV testing in DC.

Insurance Representative

Could you please identify and describe your current position?
PROBE: Describe your day-to-day duties.

What is your understanding of billing and reimbursement for routine HIV testing in the
District?

Is HIV testing a reimbursable service?

PROBE: Under what situations? rapid test? Conventional test? Facility-based vs. mobile?
Rapid test provided to clinics by DC DOH?

Avre there restrictions on who can conduct the test and seek reimbursement?

PROBE: Peer versus accredited (physician, physician assistance, nurse practitioner)?
What is the range of reimbursement rates for both rapid and conventional testing?
How are the rates set?

PROBE: What is covered — materials, staffing, space, lab processing, etc?

How is reimbursement handled when a conventional test has been conducted at a clinic
and then the results are read at a separate lab?

PROBE: Can the clinic receive reimbursement for the administration of the test in
addition to the reimbursement of lab expenses?

How does reimbursement vary based on the type of plan and whether there’s a managed
care or fee-for-service arrangement?

PROBE: How are the rates set in each scenario?
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How is it determined whether there’s a MCO or FFS arrangement?

How does coverage vary based on type of clinic?

PROBE: FQHC or non-FCHC? Other special contractual arrangement?

How does coverage vary based on type of patient plan?

Are you familiar with revised testing guidelines from the US Preventive Services Task
Force for routine HIV testing? (Interviewer will provide summary if necessary.) Do you
anticipate any changes in reimbursement as a result of this guideline change?

Are you familiar with expanded health care coverage and preventive services coverage
options through implementation of the Affordable Care Act? (Interviewer will provide
summary if necessary.) Do you anticipate any changes in reimbursement as a result of
ACA?

Closing

Is there anything | haven’t asked that you think is relevant to this discussion?

Thank you for your time. The information you have provided will help us better
understand HIV testing in DC.

HIV Health Reform Stakeholder

Could you please describe your organization, its mission, and its programming around
third party reimbursement for routine HIV testing?

PROBE: non-profit status, scope of services, third party reimbursement
Could you please identify and describe your current position?

PROBE: Describe your day-to-day duties and in specific your role in examining third
party reimbursement for routine HIV testing.

Could you please describe the major barriers related to third party reimbursement for
HIV testing?

PROBE: Capitated contracting? Staffing? Coverage type? Billing complexity? Partial
reimbursement?

How do these barriers vary by jurisdiction?
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Are you familiar with barriers specific to the District of Columbia?
What is being done to address barriers to reimbursement?
PROBE: Are there examples of what is working well in specific jurisdictions?

What effect do you think the recent change in USPSTF guidelines will have on the
implementation and sustainability of routine HIV testing?

PROBE: Expansion of practice? Newly adopting clinics? Increased requests for
reimbursement? Change in reimbursement barriers? Shift in dedicated funding for testing
(CDC, DOH, other)?

What effect do you think ACA will have on the implementation and sustainability of
routine HIV testing?

PROBE: Expansion of practice? Newly adopting clinics? Increased requests for
reimbursement? Change in reimbursement barriers? Shift in dedicated funding for testing
(CDC, DOH, other)?

Closing

Is there anything | haven’t asked that you think is relevant to this discussion?

Thank you for your time. The information you have provided will help us better
understand HIV testing in DC.
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Appendix C:

Sample Email/Phone Script to Clinic Provider

Dear:

I am a doctoral candidate in the Department of Health Policy at The George
Washington University and am conducting a case study on routine HIV testing at
primary care clinics in the District of Columbia.

The DC DOH HIV/AIDS, Hepatitis, STD TB Administration (HAHSTA) has
identified your organization as a primary care provider of HIV testing services
that meets several priority characteristics of interest in this study. As such, |
would like to request a time to talk with you either over the phone or in person
about the study to determine your site’s interest in participating. This initial
meeting should only take about 10 to 20 minutes and will provide you with an
opportunity to learn more about the study’s purpose and approach and to have any
questions you may have answered. In brief, participation in this study would
include interviews with 3 — 5 of your staff members and review of programmatic
and policy documents associated with your testing program. Each interview
would take between 60 — 90 minutes to complete, and we would be able to
schedule it at your staff’s convenience.

The purpose of the study is to gain a better understanding of how routine HIV
testing is being conducted in the District of Columbia and the associated
challenges and facilitators to implementation. Of particular interest are
implementation issues associated with the recent change in rating for routine
testing from the United States Preventive Services Task Force (USPSTF) in
addition to newly enacted provisions outlined through the Affordable Care Act.
After completion of this study, results and recommendations will be presented to
participating sites and also to the DC Department of Health as well as other
stakeholders to help inform and guide future programming and policies.

I would greatly appreciate it if you could please let me know if you are available
to speak in the next week or two, or if there is someone else at your organization
with whom | could speak instead.

| appreciate your time and I look forward to hearing from you at your earliest
convenience. Please do let me know if you have any additional questions.

Sincerely,

Jennifer Skillicorn

Doctoral Candidate, George Washington University
202-994-3095

Skilli_j@gwu.edu
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Sample Email/Phone Script to HAHSTA Personnel

Dear:

I am reaching out to you to request you support and participation in a study that |
am conducting on routine HIV testing at primary care clinics in the District of
Columbia. This research is being conducted in fulfillment of the doctoral
dissertation requirements at the George Washington University.

The purpose of the study is to gain a better understanding of how routine HIV
testing is being conducted among primary care clinics in the District of Columbia
and the associated challenges and facilitators to implementation. Of particular
interest are implementation issues associated with the recent change in rating for
routine testing from the United States Preventive Services Task Force (USPSTF)
in addition to newly enacted provisions outlined through the Affordable Care Act.
After completion of this study, results and recommendations will be presented to
DC DOH personnel in addition to participating primary care sites and other
stakeholders.

Participation may entail responding to periodic requests for programmatic and
policy documentation, support in identifying potential key informants, and a 60-
90 minute in-person interview.

I greatly appreciate your time and | look forward to hearing from you at your
earliest convenience. Please do let me know if you have any additional questions.

Sincerely,

Jennifer Skillicorn

Doctoral Candidate, George Washington University
202-994-3095

Skilli_j@gwu.edu
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Sample Email/Phone Script to Reimbursement Stakeholders

Dear:

I am a doctoral candidate in the Department of Health Policy at The George
Washington University and am conducting a case study on routine HIV testing at
primary care clinics in the District of Columbia.

The purpose of the study is to gain a better understanding of how routine HIV
testing is being conducted among primary care clinics in the District of Columbia
and the associated challenges and facilitators to implementation. Of particular
interest are implementation issues associated with the recent change in rating for
routine testing from the United States Preventive Services Task Force (USPSTF)
in addition to newly enacted provisions outlined through the Affordable Care Act.
After completion of this study, results and recommendations will be presented to
DC DOH personnel in addition to participating primary care sites and other
stakeholders.

Because of your knowledge about third party reimbursement as they relate to HIV
testing or other preventive services, | would like to invite you to participate in this
study and to schedule a 60-90 minute interview with you at your convenience.

I greatly appreciate your time and | look forward to hearing from you soon. Please
do let me know if you have any additional questions.

Sincerely,

Jennifer Skillicorn

Doctoral Candidate, George Washington University
202-994-3095

Skilli_j@gwu.edu
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Name of person completing this form:

HIV Testing Billing Abstraction Form

Clinic:

Date of abstraction:

/ /2013

Billing
Record

Test #

Test
Date
(mm

Billed 3™
Party
Insurance
(Yes/No)

Type of
Testing
(Routine/
Targeted)

Type of
Test
(Rapid,
Blood)

1ICD9
Code

CPT
Code

Type of
Insurance
(Medicaid,

Other)

Receipt
of
Reimb.
(YYes/No)

Requested
Amount of
Reimb.
($0.00)

Total
Amount
of
Reimb.
(%$0.00)

% of
Reimb.
(0.00%0)

Explain.
Of Reimb.

0N |WIN|F-
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Appendix E: Matrix of Research Questions, Propositions, Domains, Variables and Data Sources

Research Question Proposition Domains Variables Data
Source
How are primary care clinics, While these clinics are
which are supported by DOH to | making efforts to
implement routine HIV testing transition, they are
in DC, transitioning from a experiencing barriers
primary reliance on categorical | related to a stronger
support for testing to a stronger | reliance on third party
reliance on third party reimbursement.
reimbursement for testing as a
result of the changes related to
the implementation of the
Affordable Care Act and USPSTF
recommendation changes?

a. What knowledge do Primary care providers Understanding of Knowledge of ACA Interviews;
primary care providers supported by DC DOH to transition from implementation, USPSTF Documents
supported by DC DOH to | conduct HIV testing are categorical to third | recommendation changes,
conduct HIV testing knowledgeable about the party and DOH funding criteria
have about the transition from categorical | reimbursement
transition from to third party
categorical funding to reimbursement .
third party
reimbursement?

b. What beliefs do primary | Primary care providers Beliefs about Relative advantage, value, Interviews

care providers
supported by DC DOH
have about the

supported by DC DOH will
believe that their current
testing programs are not

transition and
sustainability of
their testing

compatability, complexity,
adoptability, adaptability,
sustainability
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transition from
categorical funding to
third party
reimbursement?

What policies and
practices are in place for
routine HIV testing
during this transition
from categorical
funding to third party
reimbursement?

currently sustainable at the
same volume of testing
without some continued
categorical support.

Primary care providers and
organizations supported by
DC DOH have diverse
policies and practices for
routine opt out HIV testing
ranging from transparent
policies and routine opt out
testing implementation to
absent policies and risk-
based and opt-in testing
implementation. Practices
will also vary with respect
to testing staff and
accreditation, testing
technologies, resources
dedicated to testing
programs, and billing and
reimbursement practices.
Some of this diversity in
practice may reflect unique
adaptive contexts while
some of it may be reflective
of incorrect adaptation of
the practice or barriers
hindering its full
implementation.

programs

HIV testing policies
and guidelines

Implementation
and sustainability of
HIV testing
practices

Prospects for expanded third
party coverage for testing

Knowledge, visibility, and
content of guidance

Organizational and patient
characteristics/demographics,
staffing, offer of testing,
consent and counseling
practices, human resources,
testing technologies,
confirmatory testing, linkage
to care, reporting procedures,
billing and reimbursement

Interviews;
Documents;
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2. What are the major

facilitators and barriers to a
stronger reliance on third
party reimbursement? Is
third party reimbursement
sufficient?

a. How does resource
availability at the clinic-
level from internal and
external sources affect
ability to transition?

Major facilitators include a
strong understanding of
and favorable beliefs
toward the importance of
transitioning to third party
reimbursement, resource
availability, and
organizational support.

Major barriers include
resource constraints, third
party reimbursement
challenges, weak
organizational support for
testing and absence of
other supportive
organizational factors, and
a need for stronger bi-
directional coordination
between the DC
Department of Health and
supported clinics.

A primary barrier to the
implementation and
sustainability of routine HIV
testing among DOH-
supported primary health
clinics is inadequate clinic-

Understanding and
beliefs

Resources

Strong
organizational
support

Resource
constraints

Knowledge and beliefs

Relative advantage,
adaptability

Adequate funding and
resource support

Strong leadership and
management support for
testing, staff, champion,
expertise, communication

Funds, staffing, space,
services

Interviews;
documents

Interviews

Interviews;
documents
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How does the structure
and processes of third
party reimbursement
affect ability to
transition?

How do clinic-level
organizational factors
such as structure,
leadership and
management, human
resources, and
communication affect
ability to transition?

How do DC DOH and
DOH-supported primary
care providers interact
with one another and
how does this affect
their ability to
transition?

level resources to sustain
testing programs.

Another critical barrier to
the continued scale up and
sustainability of routine HIV
testing among primary
health clinics supported by
DC DOH is the structure and
processes of third party
reimbursement.

Strong organizational
support at the clinic-level
for routine HIV testing will
facilitate the
implementation and
sustainability of the
practice, while a lack of
organizational support will
act as a barrier.

Communication and
feedback mechanisms are
adequate but are largely
one directional flowing
from DC DOH to supported
providers. Technical
assistance and training
opportunities are adequate
with the exception of those
that are specific to billing
and reimbursement
strategies.

Third party
reimbursement

Weak
organizational
support for testing

Coordination
between DC DOH
and clinics

Staffing, billing complexity,
contracting, partial
reimbursement

Weak leadership and
management support for
testing, inadequate staffing,
expertise, and
communication

Inadequate communication,
support, facilitation, and
evaluation.

Interviews;
documents

Interviews;
documents

Interviews;
documents
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