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HOW TO USE THIS DOCUMENT:
What is a white paper?  
In simplest terms, a white paper is a report that briefly explains a problem and outlines proposed solutions.  It helps readers understand the scope of the problem and how the author proposes to solve it.
In this white paper, the Washington State Department of Health (DOH) describes changes we are proposing to our current portfolio of HIV Community Services.  HIV Community Services include services that help connect people at-risk for acquiring HIV and those living with HIV (PLWH) to healthcare, including anti-retroviral medications (ARVs) and other important services.
Why did we develop this white paper?  
We developed this paper to inform partners about our plans to enhance HIV Community Services by taking advantage of new opportunities.  The white paper provides background information that informed our assessment of current services, outlines challenges we face related to current services supporting PrEP use and HIV treatment, and offers recommendations for enhancing HIV Community Services in our state.
Who is the intended audience?  
The intended audience for this white paper is current partners, which include persons at-risk for HIV, PLWH, community-based organizations, healthcare providers, local health jurisdictions, and other state agencies.  
What do we need from you?
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]We are sharing this white paper to gather feedback.  We encourage you to read the white paper, ask questions about it, and provide us with constructive suggestions to improve the way we describe challenges with current HIV Community Services and our proposed solutions to enhance services.  You can provide feedback in these ways:
· Participate in upcoming webinars that DOH will be hosting.  
· Attend in-person community events, which we will hold in June and July 2015 across the state.  
· Send an email with your feedback to HIVwhitepaper@doh.wa.gov.

To learn more about the white paper, including information about webinars and community events where you can provide feedback, please visit the DOH HIV/AIDS Planning webpage.


INTRODUCTION:
Washington State launched the End AIDS Washington campaign on December 1, 2014, World AIDS Day, in support of Governor Jay Inslee’s public commitment to ending the HIV epidemic in our state.  The campaign calls on state government, local governments, community-based organizations, healthcare providers, and others to work together to reduce new HIV infections in our state by 50 percent by the year 2020.   
DOH is the lead public health agency in our state.  In this role, DOH provides statewide leadership and direction for efforts to prevent and control HIV.  We invest state and federal funding in programs and services that both prevent new HIV infections and provide care and treatment to those living with HIV.  Over the next five years, we will work with our partners to accomplish the End AIDS Washington goal by focusing investments on four main strategies: 
· Getting people insured.  Health insurance coverage connects people to healthcare.  With health insurance, people can be tested for HIV, get pre-exposure prophylaxis (PrEP), get treatment, and receive many other services important to staying healthy.

· Getting people tested.  Knowing one’s HIV status helps people make informed decisions about their own health and the health of their partners.  After getting an HIV test, persons at-risk for HIV infection can link to PrEP, and PLWH can link to medical care and treatment.  

· Getting at-risk people[footnoteRef:1] on HIV PrEP.  PrEP helps at-risk persons avoid infection.  By using PrEP, at-risk individuals take an active role in keeping themselves HIV-negative.   [1:  “At-risk people” refers to HIV-negative persons who are exposed to HIV through sexual or drug using contact.] 


· Getting HIV-positive people on treatment.  Treatment helps PLWH stay healthy.  Treatment also helps HIV-positive persons reduce the chances they pass HIV to others.  
Over the last year, we have carefully reviewed our current HIV Community Services portfolio to ensure the services we fund support these four strategies.  Where we found alignment, we will maintain services.  Where we found opportunity for improvement, we will enhance services.  Where we found services that do not support one of the four strategies, we will either scale back or no longer invest in that service.  To help expand the impact of all services in our state, we will work closely with partners who also fund HIV services to help them align their resources with these four strategies.  
HIV Community Services include services that connect at-risk people and PLWH to medical, behavioral, and other health-related care, including ARVs.  HIV Community Services complement Public Health Services and Clinical Care Services by supporting people’s ongoing engagement and retention in healthcare, as described in Illustration 1.  


[image: ]The following program areas are currently included in DOH’s HIV Community Services portfolio: 
· Health insurance outreach and enrollment; 
· Community-based HIV testing;
· Community engagement and mobilization, including PrEP promotion for at-risk persons;
· Programs that engage and retain PLWH in HIV-related medical care, including medical case management and nurse case management; and 
· Treatment adherence support for ARVs. Illustration 1: Community, Public Health and Clinical Services


In this document, we focus our attention on both PrEP and HIV treatment.  While PrEP and HIV treatment serve different groups of people, with different aims, individuals who use PrEP and HIV treatment often have similar needs, require similar services, and face common obstacles.  Both PrEP and HIV treatment are highly connected to the healthcare system and rely on HIV Community Services providers for ongoing support.  We use a common indicator to determine success for both PrEP and HIV treatment – appropriate use of ARVs.  Illustration 2 details the common pathway for successful ARV use for PrEP and HIV treatment.
[image: ]Illustration 2: Common ARV Pathway for PrEP and HIV Treatment



BACKGROUND:
In recent years, researchers have found that use of ARVs significantly reduces HIV transmission from an infected person to his or her uninfected partner(s).  Two primary strategies have emerged from this research:  (1) early and sustained treatment for PLWH, also known as treatment-as-prevention, and (2) PrEP for HIV-negative persons at-risk for infection.  
Treatment as Prevention 
Treatment-as-prevention is an HIV prevention method that relies on early and sustained treatment of HIV.  Treating HIV infection has been the foundation of individual-level HIV care efforts for many years.  Successful treatment of HIV has led to dramatic declines in mortality and to increases in quality of life.  In 2011, scientists announced that treatment also benefits HIV-negative partners of PLWH.  Results from a randomized clinical trial demonstrated a 96 percent reduction in transmission when an HIV-positive partner is taking ARVs, which is a monumental finding that has significant benefits for population-level HIV prevention and control efforts.[footnoteRef:2]  [2:  Cohen, M.S., Chen, Y.Q., McCauley, M., et al. (2011). Prevention of HIV-1 Infection with Early Antiretroviral Therapy. New England Journal of Medicine, 365, 493-505. Retrieved from http://www.nejm.org/doi/full/10.1056/NEJMoa1105243. ] 

Our state has a long history of providing high-quality services that help individual PLWH stay engaged in care.  Eighty percent of PLWH who are enrolled in our state’s Early Intervention Program (AIDS Drug Assistance Program) are virally suppressed.  Almost 90 percent of these individuals receive HIV Community Services.  Unfortunately, we are not reaching many PLWH who could benefit from HIV Community Services.  
In 2014, we estimate that 14,100 people were living with HIV in Washington.  Of these individuals, 10,100 (72 percent) were engaged in care during the previous 12 months, and 8,600 (61 percent) had reached viral suppression.  This means that roughly 40 percent of PLWH were not successfully utilizing ARVs for HIV treatment.  
Black PLWH born in the United States (U.S.) and Hispanic PLWH born outside the U.S. are less likely to be linked to and engaged in HIV-related medical care and are less likely to be virally suppressed, when compared to White PLWH.  PLWH who live in areas with moderately high levels of income and education are often the least likely to be engaged or retained in HIV medical care, despite socioeconomic advantage.  [For more information about HIV-related health disparities in Washington, please see HIV-Related Health Disparities 2015.] 
To achieve an end to the HIV epidemic in Washington, we must transition our system to one that appropriately serves the entire population of PLWH.  
Pre-exposure Prophylaxis
PrEP is an HIV prevention method in which HIV-negative persons take daily ARV medication to reduce their risk of becoming infected with the virus.  When taken consistently, PrEP has been shown to reduce the risk of HIV infection by up to 92 percent.  When used in combination with other prevention tools, such as condoms and clean needles, the level of effectiveness increases.[footnoteRef:3]  A recent model from San Francisco, a jurisdiction comparable to Seattle, estimates that increased use of PrEP among at-risk individuals can lead to a significant reduction in new HIV infections in the population.[footnoteRef:4]   [3:  Grant, R.M., Lama, J.R., Anderson, P.L., et al. (2010). Prevention of HIV-1 Infection with Early Antiretroviral Therapy Preexposure Chemoprophylaxis for HIV Prevention in Men Who Have Sex with Men. New England Journal of Medicine, 363, 2587-2599. Retrieved from http://www.nejm.org/doi/full/10.1056/NEJMoa1011205.  ]  [4:  Grant R.M., Liu, A.A., Hecht, J.J., et al. (2015). Scale-up of Preexposure Prophylaxis in San Francisco to Impact HIV Incidence.  Conference on Retroviruses and Opportunistic Infections, February 23-26, 2015. Seattle, Washington. Abstract 25.  Retrieved at http://www.natap.org/2015/CROI/croi_08.htm.] 

Very few services exist to support PrEP use by at-risk persons in our state.  Where they do exist, PrEP services are highly dependent on the local context, including the availability of healthcare providers willing to prescribe and manage PrEP.  Support services are most often provided only to persons with pre-existing sexually transmitted infections by local public health programs.  These programs are often time-limited and do not offer ongoing services for persons who use PrEP.  In some areas of our state, no PrEP support services exist.  
Unlike other HIV Community Services for PLWH, which have been around for decades, HIV Community Services for PrEP are very new and, as such, lack statewide reach, coordination, and standardization.  This means we are not reaching many people who could benefit from PrEP.  
Other Important Factors
In addition to these new advancements that increase our potential to reduce HIV transmission, other environmental factors influence our current and future HIV Community Services work.  
National HIV/AIDS Strategy – The National HIV/AIDS Strategy (NHAS) calls for a coordinated national response to end the domestic HIV epidemic.  NHAS asks local, state, and federal governments, businesses, medical communities, and others to focus on achieving three goals:
1. Reducing HIV incidence,
2. Increasing access to care and optimizing health outcomes, and
3. Reducing HIV-related health disparities.

Since 2010, the DOH Office of Infectious Disease (Office) has aligned its leadership, planning, policy development, and service delivery in support of the NHAS goals.  To date, steps have included centralizing statewide planning and service delivery at DOH; providing clear vision and direction for statewide HIV prevention, care, and treatment efforts; re-targeting limited public health resources to populations and geographic areas most impacted by HIV disease; and focusing investments on activities and services with a strong evidence base.  The Office continues to actively pursue opportunities to improve its work in support of NHAS goals. 
Affordable Care Act – The Affordable Care Act (ACA) is revolutionizing the way we provide and pay for healthcare in the U.S.  There are numerous benefits resulting from the ACA, but two have important links to our work with at-risk persons and PLWH.  First, the ACA was instrumental in increasing the number of individuals who are insured by expanding the availability of affordable healthcare coverage.  By expanding our Medicaid program and creating a health benefits exchange, at-risk persons and PLWH in Washington now have greater access to health insurance and healthcare.  Within healthcare plans, insurance providers can no longer discriminate against customers with pre-existing conditions and are required to cover 10 Essential Health Benefits, which include behavioral health and preventive services.  These changes are important to the people we serve.  
Second, the ACA continues to work toward reducing costs of healthcare by developing new payment and service delivery models that, according to the Center for Medicare and Medicaid Innovation (CMMI), achieve “better care for patients, better health for communities, and lower costs through improvements to our healthcare system.”  Washington State received funding from CMMI to support Healthier Washington, a state initiative that promotes better healthcare at a lower cost.  A central goal of Healthier Washington is to integrate care and social supports for individuals who have both physical and behavioral health needs.  In support of this goal, the Washington State Health Care Authority (HCA) has designated Regional Service Areas (RSAs) for Medicaid purchasing, specifically for the integration of coverage for physical and behavioral healthcare.  In partnership with the Washington State Department of Health and Social Services, HCA is facilitating the development of Accountable Communities of Health (ACHs), which currently follow the RSAs geographical boundaries.  ACHs will bring together regional public and private entities to develop priorities and strategies that make local communities and populations healthier.  Improvements to Medicaid and regional healthcare services will benefit our work across the state to connect at-risk persons and PLWH to optimal healthcare, including ARVs.
CHALLENGES:
In support of our goal to reduce HIV infections by 50 percent by the year 2020, we must increase the number of at-risk HIV-negative persons who use PrEP and the number of PLWH who receive and adhere to treatment.
To increase ARV use for PrEP and HIV treatment, we must address existing challenges in our HIV Community Services portfolio.
· Services only reach a fraction of those who can benefit.  Current HIV Community Services focus primarily on individuals that seek out the services we offer.  In 2014, only 40 percent of PLWH in Washington used Ryan-White-funded HIV Community Services, and nearly 30 percent of all PLWH in our state did not access HIV medical care.  We estimate only a small percentage of at-risk persons have a prescription for PrEP, including a small percentage of gay and bisexual men, the group representing almost 75 percent of new HIV infections in our state.  Current programs refer few of these men to PrEP.  As our understanding of the population-level benefits of ARV use for PrEP and HIV treatment evolves, so must our approach to providing services.  Our programs must actively identify, recruit, and serve more at-risk people and PLWH in order to maximize the population-level benefit.  

· Services tend to be high intensity and narrowly focused.  Our services tend to be high intensity, often because of external regulations and funding restrictions.  They often lack the flexibility necessary to address the range of needs experienced by our customers.  Therefore, some people receive fewer services than they need, while others receive more.  We must broaden the range of services we provide.

· Services vary in quality and cost.  The quality and cost of our services are not consistent across the state, despite existing funding formulas, standards, and monitoring and quality assurance activities.  We built our HIV Community Services portfolio upon independent programs that are highly localized, some of which serve a small number of customers at any one time.  Although we have many exceptional service providers, we must cultivate a more comprehensive, integrated portfolio of services that is better at learning, adapting, and improving as a whole. 

· Services often exist in parallel with other systems.  Historically, our HIV prevention and HIV care programs have been funded and managed separately, including distinct contracts, budgets, and project monitoring and evaluation.  These program areas increasingly serve the same people, work toward the same goals, and use the same tools, such as linkage to healthcare and ARVs.  Our services depend on other healthcare and social support systems to be successful, yet we have created an HIV Community Services system that, for the most part, functions independently.  The ACA will continue to change how health programs are structured and utilized, even programs like ours that are categorically-funded.  We must align our services to serve our customers better and more efficiently.

· Services have yet to be fully integrated with the End AIDS Washington campaign.  End AIDS Washington offers us the opportunity to bring about the end of an epidemic.  Our programs have spent years creating a sustainable future, so what does it mean to work together to end the disease that gives us purpose and value?  We know this will require a portfolio that functions differently, with stronger, more efficient services that reach more people.  We must accept that our work is integral to ending the HIV epidemic and accept the responsibility for making it as effective as possible.
Looking back, we believe we have made good choices through the years, given the knowledge and resources we had at our disposal.  We now have the opportunity to take advantage of changes in our environment to reach more people across the entire state and to provide different levels of service that meet the variety of needs experienced by our customers.  The challenge that lies before us is to determine how to change HIV Community Services so we can fully embrace what it will take to end the HIV epidemic.  
SOLUTIONS:
The Triple Aim provides a concise way to organize solutions to the challenges we have outlined.  The Triple Aim was developed as a framework for optimizing health system performance.  While it is most often used to improve clinical healthcare, we think it is equally useful as a tool to improve the underlying services that support healthcare.  [For more information about the Triple Aim, please the Institute for Healthcare Improvement Triple Aim Initiative.]
The Triple Aim asks us to pursue three dimensions simultaneously:
· Improving the customer’s experience of the services he or she receives.  To improve customer experience, we must ensure that our menu of HIV Community Services meets the needs of our customers, to ensure people have every opportunity to successfully use ARVs for PrEP and HIV treatment.
· Improving the health of the population of at-risk persons and PLWH.  To be successful at improving population-level health, we must redefine our HIV Community Services portfolio as a population-level intervention that is ready and able to serve any at-risk person or PLWH when he or she is ready to receive our help.  
· Reducing the cost of the services we provide.  To reduce costs, we must streamline our existing service delivery model so that we are able to reduce redundancy and benefit from other systems and funding sources, such as the health insurance and healthcare marketplaces, RSAs and ACHs.
Using the Triple Aim as the inspiration, we propose to enhance HIV Community Services by taking the following seven steps. 
1. We will integrate HIV Community Services across prevention and care.  Beyond HIV status, at-risk persons and PLWH have similar needs when accessing and using healthcare, as described in Illustration 2.  The skills necessary to successfully recruit, link, engage, and retain individuals on PrEP and HIV treatment are very similar, and oftentimes the same.  In the last year, the Office has actively pursued opportunities to integrate its HIV prevention and care programs to better position us to achieve NHAS goals.  By integrating HIV Community Services, we will take a significant step forward in our mission to better serve our communities and achieve the End AIDS Washington goal.  Accordingly, we will begin funding HIV Community Services programs to serve both at-risk persons and PLWH, whenever possible.  

2. We will expand the services we provide.  Given our expanded customer-base and our interest in achieving population-level health outcomes, we need to provide a larger array of services that meet the needs of people at different stages in their lives.  To achieve this, we will use a blend of state and federal resources to support HIV Community Services across three levels.  When possible, we will extend the reach of our public resources by having services paid for by health insurance.
· Level I will focus on the overall populations we serve.  Level I services will define overarching population health needs and empower communities to better understand and use healthcare and ARVs for PrEP and treatment.  Services will include community outreach, education, and advocacy about PrEP and HIV treatment, health insurance, and healthcare; community engagement activities that mobilize targeted communities to seek health insurance and healthcare services, including PrEP and HIV treatment; and promotion of Levels II and III services, including active recruitment of individuals into these services. 
· Level II will focus on individuals who need a low or moderate level of support to stay engaged in healthcare and on ARVs, including people who need help initiating or sustaining ARVs for PrEP and HIV treatment.  Services will include assistance with health insurance enrollment; navigation to help individuals successfully link to and utilize healthcare services, including PrEP and HIV treatment; and ongoing navigation to help individuals stay engaged and retained in healthcare and on PrEP or HIV treatment.
· Level III will focus on individuals who need high-intensity support, such as individuals with co-occurring mental health conditions or substance use disorders, persons who are homeless or marginally housed, and persons who are geographically isolated.  Services will include ongoing healthcare coordination services for PrEP and HIV treatment; intensive case management; and active referrals and follow up (or direct provision, if possible) for other needed services, such as counseling for mental health, medication-assisted therapies for substance use disorders, and housing assistance.
[image: ]Together, we believe these three levels create a flexible array of services that will meet the needs of both at-risk people and PLWH.  Illustration 3 details service levels.
Illustration 3:  Community Services Service Delivery Levels


3. We will diversify the HIV Community Services workforce.  With our commitment to serve more people, provide the right services, and reduce costs, HIV Community Services will need a workforce that meets these new demands.  We will increase emphasis on services that support Levels I and II of our model, providing more population-level and low- to moderate-intensity services to customers.  

The workforce for Level I will be skilled at helping communities identify and understand their health needs and healthcare options; engaging, mobilizing, and empowering communities to seek health insurance and healthcare services, including HIV testing, PrEP, and HIV treatment; helping individuals access health insurance and healthcare marketplaces; and providing advocacy and other support.  

The workforce for Level II will be skilled at providing targeted services that meet the needs of individuals, including helping at-risk persons and PLWH enter the healthcare system; helping individuals successfully link to and utilize healthcare services, including PrEP and HIV treatment; and offering ongoing support to keep people engaged and retained in care so they can be successful on PrEP and HIV treatment.  Community Health Workers[footnoteRef:5] will make up a majority of the workforce supporting Levels I and II.   [5:  We use “Community Health Worker” as an umbrella term that encompasses a range of possible position titles, e.g., health or peer navigator, community outreach specialist, community advocate, eligibility specialist. ] 


Level III of our model will serve customers with the most complex needs.  The workforce of Level III will require greater expertise to help at-risk persons and PLWH engage in healthcare services, while at the same time addressing co-occurring conditions, such as mental illness, substance use disorders, homelessness/unstable housing, and geographic isolation.  While fewer customers will need Level III services, the workforce will require more developed skills in managing complex customers.  Skilled care coordinators and case managers will provide Level III services.

4. We will actively recruit new customers.  In order to expand the number of people who use ARVs for PrEP and HIV treatment, we must recruit more individuals into our programs.  Because we will use a mix of state and federal funding, federal regulations will no longer limit the populations we can serve, including those currently ineligible for Ryan-White-funded services.  Our three-level HIV Community Services portfolio will create a comprehensive system of services to meet the needs of both at-risk persons and PLWH, regardless of income, intensity of need, or geographic residence.  We will educate and raise awareness in these populations through Level I HIV Community Services.  Additionally, we will establish local leadership teams comprised of HIV Community Services providers, Public Health Services providers, and Clinical Services providers.  Teams will work collaboratively to assess the needs, strengths, and assets of at-risk persons and PLWH in their communities; create proactive strategies to reach and recruit people into services; develop coordinated action plans for providing and evaluating services that promote successful ARV use; and identify and reduce redundancies.  By increasing the number of people we serve, we simultaneously work toward reducing new HIV infections and reducing the pervasive health disparities that exist within our current epidemic.  

5. [image: http://www.hca.wa.gov/hw/PublishingImages/RSAsCropped.bmp]We will proactively align our services with other complementary systems.  Effective collaboration will be essential to expanding service delivery in support of increased ARV use among at-risk persons and PLWH.  To meet the increasing demands of our HIV Community Services portfolio, we must strengthen partnerships with traditional partners, including Public Health and Clinical Care, and establish new partnerships with organizations leading work to transform healthcare in our state.  Collaboration will position our programs to take advantage of new opportunities, such as those available through RSAs, ACHs and health insurance.  Many of the people we serve are eligible for Medicaid coverage, so it is critical to understand and, where possible, influence upcoming payment reform.  By aligning our programs with these ongoing efforts, we position our programs to better serve our customers and reduce costs.  To this end, our new HIV Community Services portfolio will organize services using RSAs regions.  Illustration 4 is a map of current RSAs.Illustration 4:  Washington State Regional Service Areas



6. We will strive to reduce redundancy and achieve economies of scale.  By serving both at-risk persons and PLWH in a single HIV Community Services portfolio, we reduce the costs of maintaining separate systems of prevention and care, including separate workforces with similar skills.  With an increased focus on low and moderate-level services that typically cost less, we will be able to serve more people with routine needs, freeing up higher skilled workers to focus on individuals with more complex needs.  By aligning our HIV Community Services portfolio with RSAs and ACHs, we will connect with partners who are actively strategizing ways to improve healthcare, while at the same time reducing healthcare costs.  This has the potential to help us identify alternative funding to support our services, as does having services paid for by health insurance, whenever possible.  Additionally, we can leverage HIV Community Services programs to cover larger geographic areas more efficiently because our new statewide portfolio will be organized regionally.

7. We will recognize our services as key drivers to ending HIV in Washington.  In order to achieve the goal set by End AIDS Washington, we must have a strong HIV Community Services portfolio.  We depend on the portfolio to get people insured, get them tested, and get them connected to healthcare so they can successfully use PrEP or HIV treatment.  We believe a combination of high-quality HIV Community Services, Public Health Services, and Clinical Care Services will create the momentum necessary to reduce new infections in our state, while always working to optimize health outcomes for the people we serve.  
CONCLUSION:
End AIDS Washington sets a goal of reducing new HIV infections by 50 percent by the year 2020.  While ambitious, we believe we have the tools necessary to accomplish this goal, including ARVs for PrEP and HIV treatment, both of which prevent HIV transmission.  To use these tools effectively, we must enhance our state’s HIV Community Services portfolio to expand its capacity and infrastructure.  We will broaden the array of services we provide and extend the reach of these services to more people who can benefit.  We will organize our workforce to meet the increasing demand for lower intensity services, while preserving our unique capacity to provide services for people with complex needs.  We will strengthen relationships with our traditional partners and strive to develop new partnerships with entities working to transform healthcare in our state.  
We have an unprecedented opportunity to turn the tide on the HIV epidemic in Washington State.  We are confident HIV Community Services will be a powerful force that helps us achieve the NHAS vision, where Washington State, “…will become a place where new HIV infections are rare and when they do occur, every person…will have unfettered access to high-quality, life extending care.”
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