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Abstract

Objectives—This study examined implementation of the Affordable Care Act (ACA) in relation
to HIV-positive patient enrollment in an integrated health care system; as well as changes in new
enrollee characteristics, benefit structure and health care utilization after key ACA provisions went
into effect in 2014.

Methods—This mixed-methods study was set in Kaiser Permanente Northern California
(KPNC). Qualitative interviews with 29 KPNC leaders explored planning for ACA
implementation. Quantitative analyses compared newly enrolled HIV-positive patients in KPNC
between January-December 2012 (“pre-ACA”, N=661) with newly enrolled HIV-positive patients
between January-December 2014 (“post-ACA”, N=880) on demographics; medical, psychiatric
and substance use disorder diagnoses; HIV clinical indicators; and type of health care utilization.

Results—Interviews found that ACA preparation focused on enrollment growth, staffing,
competition among health plans, concern about cost sharing, and HIV pre-exposure prophylaxis
(PrEP) services. Quantitative analyses found that post-ACA HIV-positive patient enrollment grew.
New enrollees in 2014 were more likely than 2012 enrollees to be enrolled in high-deductible
plans (p<.01) or through Medicaid (p<.01), and marginally more likely to have better HIV viral
control (p<.10). They also were more likely to be diagnosed with asthma (p<.01) or substance use
disorders (p<.05) and to have used primary care health services in the 6 months post-enroliment
(p<.05) than the pre-ACA cohort.

Corresponding author. Derek D. Satre, Ph.D., Department of Psychiatry, UCSF Weill Institute for Neurosciences, University of
California, San Francisco, 401 Parnassus Avenue, Box 0984, San Francisco, CA 94143, dereks@Ippi.ucsf.edu, Phone: (415)
476-7382.
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Conclusions—As anticipated by KPNC interviewees, ACA implementation was followed by
HIV-positive patient enrollment growth and changing benefit structures and patient characteristics.
Although HIV viral control improved, comorbid diagnosis findings reinforced the importance of
coordinated health care.

Keywords

HIV; ACA; health care reform; insurance; substance use disorders

INTRODUCTION

The Patient Protection and Affordable Care Act (ACA)! may improve health care for people
living with HIV. A key ACA goal was to increase access to services, particularly for patients
with chronic conditions. It was posited that ACA mandates were likely to change the insured
population’s composition (e.g., growth in Medicaid),? increase demand for primary and
specialty care services, 3 and increase patient cost-sharing via deductible plans.”8 These
changes are especially relevant to HIVV-positive patients, who have high rates of comorbid
medical, psychiatric and substance use disorders®12 that complicate their care.

National data collected prior to passage of the ACA indicated that many people living with
HIV lacked health insurance covering HIV medical care and medications,!3 or had gaps in
coverage even if they had access to care through Ryan White programs.14 The ACA
addressed significant obstacles to care by eliminating exclusions for pre-existing conditions,
expanding Medicaid eligibility, removing caps on costs, and providing financial assistance
for healthcare premiums and out-of-pocket expenses.12:16 In addition, a key 2014 ACA
provision established health insurance exchanges with products tiered by cost and level of
coverage, and which included psychiatric and substance use disorder treatment as essential
benefits.1’

This study investigated these reforms in the context of a large health care system whose
integrated model is becoming increasingly common,819 and whose small group plan served
as a benchmark for the California insurance exchange. Kaiser Permanente Northern
California (KPNC) is a large, private not-for-profit integrated health system of 3.9 million
members, covering 45% of the region’s commercially insured population. Members receive
coverage through employers as well as through government programs (e.g., Medicaid and
Medicare) and individual plans. By utilizing a multidisciplinary approach with an HIV
specialist as team leader, along with HIV nurses, case managers, and clinical pharmacists in
each practice,2%:21 the KPNC HIV program has been identified as a national model for
improving care.?2

The ACA-created exchanges are now widely used mechanisms for obtaining individual
health insurance at KPNC and other health systems. Yet enrollment of previously uninsured
or under-insured HIV-positive patients presented challenges for health systems, e.g.,
preparing operational systems and increasing staffing levels to accommodate new ACA
policies and mandates. Health systems also had to anticipate providing services to
individuals who may have lacked access to care for many years.2324 |t was unknown how
health systems prepared to integrate a potentially large influx of new patients who require
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specialized care. Importantly, changing clinical care needs and increased demands on
resources (e.g., staffing and program development) could have significant implications for
services use.

This study employed a mixed-methods design, which is particularly useful for studying
complex, multi-faceted phenomena such as ACA implementation when quantitative or
qualitative approaches alone are insufficient.2>:26 We used qualitative methods to investigate
how KPNC leadership and providers prepared for ACA-related changes, and quantitative
methods to compare demographic and clinical characteristics and health coverage of HIV-
positive members pre-ACA (2012) and post-ACA (2014). As in prior mixed-methods
studies,?2 we analyzed these two types of data separately and integrated findings for
interpretation.

We chose to examine new enrollees in our quantitative analyses, anticipating that differences
between the pre- and post-ACA period would be more visible among first-time enrollees
than in the overall HIV-positive membership which significantly overlaps between the two
periods (~75% common HIV-positive members in the two periods). Compared to the overall
HIV membership, newly enrolled HIV-positive members would also likely have different
service use patterns due to lack of familiarity with the health care system.

Building on preliminary analysis of HIV-positive KPNC members enrolled in early 2014,27
the current study examined a full year of enrollees using medical, psychiatric and substance
use disorder diagnostic data; service utilization data; as well as qualitative interview data
integrated into quantitative data interpretation. We anticipated that KPNC would devote
considerable effort to planning in areas such as membership changes, new enrollment
methods, and care delivery strategies, and that KPNC leaders would describe these aspects
of ACA implementation. We expected that HIV viral control for post-ACA enrollees would
be at least as good as for pre-ACA enrollees in spite of growth in deductible plans.2” We
also hypothesized that the post-ACA new HIV-positive members might have more comorbid
conditions and greater services utilization than the pre-ACA cohort due to pent-up demand
for health care.

METHODS AND PARTICIPANTS

Qualitative Data Collection

Between October 2013 and February 2014, authors DDS, AA and CIC conducted semi-
structured interviews with 15 KPNC clinical leaders (e.g., Physicians in Chief of large
medical centers, HIV and behavioral health clinic directors) and 14 KPNC operational
leaders (e.g., Associate Executive Director for Government Relations, HIV Benefit
Coordinators). Our approach to sampling was purposeful, seeking to identify key informants
who would be knowledgeable about ACA-related planning. We initially identified the
sample based on organizational charts and our prior interactions with clinical and
operational leaders within Kaiser Permanente. Kaiser Permanente’s Associate Executive
Director also provided names of operational leaders engaged in ACA implementation. Two
interviewees were additionally suggested by original interviewees. Of our target sample
(N=30), only one person declined to be interviewed, citing a lack of time. In interviewing
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the final sample of 29 individuals, we assumed based on experience with previous
qualitative projects that we would reach some level of saturation, which we did in several
domains such as expectations about the number of new enrollees and their characteristics.
We were not expecting to reach saturation in all domains because these interviews were in
part based on interviewees’ separate areas of expertise.

We developed an interview guide that addressed the main domains of interest for both sets of
leaders, and included question follow-ups and probes that were specific for each type of
leader when appropriate (see Appendix A). Questions focused on ACA-related planning
relevant to HIV patients: perceptions of the ACA within the context of California and the
U.S. health care environment, organizational changes/responses including new insurance
products; anticipated membership changes; and expected impact of the ACA on HIV care.
Interviews were conducted in-person for 25 and by phone for 4 participants. Interviews
lasted approximately 45 minutes and were digitally recorded and transcribed. Study
procedures were approved by the KPNC and University of California, San Francisco
Institutional Review Boards.

Coding was developed from the content of the fielded questions, field notes, and transcript
review.28 Coding included broad themes, e.g., “overall expectations regarding new
members” and subthemes such as “anticipated patient characteristics” (See Appendix B).
After establishing the final set of codes, each investigator applied the codes to a sub-sample
of four transcripts, and the investigators then discussed the results. After establishing
consensus on definitions, the remaining coding was completed by AA, and reviewed and
checked by the other investigators. All discrepancies (fewer than 15%) were resolved by
consensus. Our analysis involved an iterative, inductive process that included the drafting of
notes, codes, and themes and drew from both modified grounded theory,2%39 in order to
generate insights into how ACA implementation might affect HIV-positive patient care.

Quantitative Data Collection

Participants were identified from the KPNC HIV registry, which includes an up-to-date list
of all HIV patients, clinical HIV data and demographics. The registry is populated through
monitoring electronic inpatient, outpatient, laboratory testing, and pharmacy databases for
sentinel indicators of HIV-infection. HIV-positivity is then confirmed through review of
medical records. The registry has >24,000 historical patients, with 8,389 active during 2014.

Linkage to other databases through unique KPNC medical record identifiers permits analysis
of patient diagnoses and service utilization.1231 HIV patients included in the quantitative
analysis for the pre-ACA era were newly enrolled in KPNC between 1/1/2012-12/31/2012,
and were confirmed HIV-positive prior to or up to 6 months post-enrollment. Newly enrolled
was defined as having no KPNC coverage in the 6 months prior to index date in the HIV
registry. We chose 2012 rather than 2013 to ensure that the pre-ACA comparison time period
was not subject to any contamination due to early adoption of ACA-related changes. The
post-ACA sample selection used the same criteria for the time period 1/1/2014 —
12/31/2014.
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Demographic variables included sex, age and race/ethnicity. Comorbid health conditions
were obtained from the EHR for the six months post-enroliment, and grouped into: a)
comorbid medical conditions common among HIV-positive patients including arthritis/
osteoporosis, asthma, cancers, cardiovascular diseases, COPD, diabetes, end-stage renal
disease, hypertension, pneumonia, pulmonary disorders and viral hepatitis (B and C),%-1 b)
psychiatric disorders consisting of major psychiatric diagnoses regulated by California
parity law (bipolar, major depression, developmental disorders, eating disorders, obsessive
compulsive and panic disorders, and schizophrenia)32 and c) substance use disorder
diagnoses including alcohol, drug and tobacco. We examined tobacco use disorders assigned
by providers using diagnostic criteria for dependence as well as any current smoking
reported by patients. We examined these comorbidities as binary variables (any vs. none).We
also examined differences in HIV clinical parametersin the pre-ACA and post-ACA
periods, including HIV RNA levels, and CD4+ T-cell counts (using lab values closest to the
index date of HIV diagnosis recorded in the EHR, which are likely the values most relevant
to care and treatment planning for new enrollees) as well as whether participants met clinical
AIDS-defining criteria (i.e., opportunistic infections or AIDS-defining cancers)33 at any
time up to six months post-enroliment.

Type of insurance coverage was stratified by Commercial, Medicaid, and other (e.g., other
government subsidy programs), ascertained from the EHR. Deductible plan data included
patient deductible limits classified into 3 levels (none, 1-$999 and > $1000). Tiered metal
plans reflect those sold on the California insurance exchange: Bronze, Silver, Gold, and
Platinum; members’ cost-sharing (e.g., co-payments and deductibles) decreases with the rise
from Bronze to Platinum.34 We examined health service utilization in the six months post-
enrollment for both cohorts, including any inpatient hospitalizations, emergency department
(ED), primary care, psychiatry and substance use clinic visits.

Quantitative Analyses

We compared demographic characteristics using chi-squared tests of bivariate frequencies
for categorical variables such as age group, gender, race/ethnicity, deductible levels and
service use to examine differences between the two cohorts descriptively. We used logistic
and multiple regression to compare HIV clinical parameters, and medical comorbidity rates
between the pre- and post-ACA cohorts, controlling for age, gender and race/ethnicity. The
coefficient of interest was the indicator variable for cohort (=0 if pre-ACA, =1 if post-ACA).

QUALITATIVE RESULTS

Uncertainty Regarding Membership Growth

The extent and type of membership growth were key questions associated with ACA
implementation. At the conclusion of interview data collection in early 2014, considerable
uncertainty remained regarding demographic and medical characteristics of the new HIV
patient populations, and the future demand for services. Some respondents (especially
operational leaders) anticipated that past enrollees might return through the exchanges and
would be easy to integrate. However, clinical leaders in particular felt that more attention
would be required for new members, including linkage with appropriate services. Clinical
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respondents believed that this was especially true for those covered under expanded
Medicaid provisions, who would be less likely to have had recent insurance coverage and
who might have higher rates of untreated medical, psychiatric and substance use disorders.

Staff flexibility and care demand monitoring were the most commonly expressed approaches
to this uncertainty. Leaders reported modest staffing increases in anticipation of the influx of
new HIV-positive members, with the largest HIV clinic hiring just one new physician.
Respondents indicated that in the event that an unanticipated number of new HIV patients
enrolled in KPNC, additional clinicians would be hired if needed, but that the team-based
model of HIV care allowed for some fluctuations in the number of patients served within
each clinic. Thus, there was a sense that uncertain growth could be effectively managed over
time.

Benefit Planning and Coordination with California State Agencies

Respondents consistently reported that benefits issues were especially relevant to ACA
planning in HIV care. Much of KPNC’s preparation involved planning for new ACA health
insurance products and systems (e.g., developing benefit plans and coordinating with the
California insurance Exchange). Respondents indicated that Kaiser Permanente is not a
Ryan White program and does not receive funding directly. Clinics with large HIV-positive
patient populations had benefit coordinators who assisted patients in obtaining state and
federal health care benefits to which they were entitled (e.g., State of California AIDS Drug
Assistance Program and Office of AIDS Health Insurance Premium Program that are in part
supported by Ryan White funds).3® In preparation for the ACA, they worked collaboratively
with the California Office of AIDS to understand fully the implications of the ACA and
other policy changes, to help ensure that patients with HIVV/AIDS received appropriate
coverage. Benefit coordinators reported that they helped direct current members to
information about the range of Exchange plans so that patients could make informed
decisions.

The ACA’s Impact on Patient Care and Health Care Costs

Respondents had a range of opinions on how growth and benefit structures were related to
the ACA’s impact on HIV patient care. Some respondents (primarily operational leaders)
reported an organizational focus on patient service and satisfaction, e.g., same-day
appointments to meet the expectations of new enrollees and to remain competitive with other
health systems offering coverage via the ACA. Clinical leaders did not expect any adverse
overall impact on care because of KP’s strong HIV treatment programs and flexible
approach to staffing, but were aware of the potential impact of cost sharing on medications.
Until recently, the impact of patient cost-sharing for visits or tests had been minimal, since
amounts for co-pays were predictable and low (e.g., zero to $20). However, even pre-ACA,
many patients’ out-of-pocket costs had risen with increased enrollment in high-deductible
plans, and physicians have felt an increased obligation to communicate with patients about
the potential impact of cost sharing on their health care. Interest in HIV pre-exposure
prophylactic medication (PrEP)3® reportedly was growing, bringing new HIV-negative
patients to clinics specialized in caring primarily for HIV-positive patients.3” There was
concern that PrEP might be considered too expensive by at-risk HIV-negative patients with
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high deductible plans. In summary, there was consensus that while growth could be managed
and that care would remain strong, increasing costs to patients had the potential to affect
future access to services.

QUANTITATIVE RESULTS

Demographic Characteristics

The overall prevalence of HIV infection among new KPNC enrollees was 0.16% (N=661) in
the 2012 pre-ACA cohort and 0.17% (N=880) in the 2014 post-ACA cohort. Differences by
gender, race/ethnicity and age group were not significant (Table 1).

Health Coverage

There was an increase in selection of deductible plans in the post-ACA cohort (28.0%
overall, with 17.8% enrolled in deductible plans > $1,000), compared with the pre-ACA
cohort (12.7% overall, with 8.7% enrolled in deductible plans > $1,000, p<.01). The post-
ACA cohort also had a significantly greater proportion of members enrolled via Medicaid
(6.6% vs. 1.7%, p<.01), (Table 1).

Among the post-ACA HIV-positive new enrollees, 15.9% (n=140) of were enrolled via the
California insurance exchange. Among these new members, 52.8% had a deductible plan
(20.0% with deductible levels $1 — $999 and 32.9% with deductible levels > $1,000)
compared with 22.4% among non-exchange enrollees (8.0% with deductible levels $1 —
$999 and 14.4% with deductible levels > $1,000), (p< .01). Exchange enrollment was as
follows: Bronze (n= 13, 9.3%), Silver (=71, 50.1%), Gold (n=8, 5.7%), Platinum (n=47,
33.6%), and Catastrophic (n=1, 0.7%) (not shown).

HIV Clinical Parameters

Based on the EHR lab results closest to the index date of HIV diagnosis recorded in the
EHR following enrollment in KPNC, over 70% of both cohorts had HIVV RNA levels below
limits of quantification (BLQ) with post-ACA cohort marginally more likely to have levels
BLQ (76.1% vs. 71.3%; p = .072). No significant differences were found in prevalence of
clinical AIDS diagnosis or mean CD4+ cell counts between the pre-ACA and post-ACA
cohorts (Table 1).

Comorbidities

We examined provider-assigned medical, psychiatric and substance use disorder
comorbidities in the six months after enrollment (Table 2). Almost one-third of both cohorts
had one of the following conditions: arthritis/osteoporosis, asthma, cancer, cardiovascular
diseases, COPD, diabetes, end-stage renal disease, hypertension, pneumonia, pulmonary
disorders and viral hepatitis (B or C). The post-ACA cohort had a marginally higher overall
rate of having one or more of these disorders, (38.5% vs. 33.6%; p=.09). Most individual
rates were not significantly different, although the prevalence of asthma (ICD-9 code 493)
was higher in the post-ACA cohort (9.9% vs. 5.1%; p < .01).
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The post-ACA cohort had a significantly higher rate of overall substance use disorders
(18.9% vs. 15.0%; p=.03) including alcohol, tobacco use disorders and other drugs
combined; tobacco use disorders were marginally higher (14.3% vs. 11.8%, p=.10) in the
post-ACA cohort (Table 2). When only alcohol and/or drug diagnoses were combined for
analysis (excluding tobacco), differences between the two cohorts remained non-significant.
The post-ACA cohort had significantly higher rates of current smokers (28.8% vs. 22.7%, p
=.03) than the pre-ACA cohort (not shown).

Services Use

We examined use of primary care, psychiatric and substance use treatment, ED and inpatient
services in the 6 months following enrollment. The post-ACA cohort had a higher rate of
any primary care utilization (91.8% vs. 88.0%; p =.01) than the pre-ACA cohort (not
shown). Percentages of patients accessing psychiatric services in the post-ACA cohort was
similar to the pre-ACA cohort (both 9.2%; p=.98); and use of substance use treatment
services was also similar (3.1% vs. 2.3% respectively; p=.34). The post-ACA cohort had
similar rates of ED as the pre-ACA cohort (13.4% vs. 15.4% respectively; p=.26), and
inpatient service use (3.2% vs. 3.8%; p=.52).

DISCUSSION

This study integrated qualitative data from interviews with health system leaders from late
2013 to early 2014 with quantitative pre-post enrollee data to examine both anticipated and
actual changes in HIV-positive patient enrollment over time. Consistent with the
expectations of interviewees, we found growth in enrollment overall and significant increase
in use of deductible plans, yet mixed findings regarding shifts in clinical characteristics and
comorbidity. Findings suggest that overall the ACA has had a positive impact by increasing
access to coverage, and viral control showed stability or improvement; yet findings were
mixed regarding access to health care services.

Many large U.S. health plans have experienced growth in the post-ACA period examined in
the current study.38 Consistent with this trend, HIV-positive patient enrollment in KPNC
post-ACA was higher than enrollment pre-ACA. The increase was expected because of
increased post-ACA coverage for HIV-positive patients owing to implementation of the
exchanges, removal of pre-existing condition exclusions, Medicaid expansion, and
potentially broader HIV testing.3% Growth also is consistent with the increased number of
HIV-positive individuals in the population due to reduced mortality.

Selection of appropriate insurance coverage is important for patients with chronic health
conditions such as HIV. One prior study conducted in 2013 indicated that most HIV-positive
patients felt that they were not informed enough to make ACA-related decisions about their
insurance.23 This concern for patient decision making was also expressed by clinical leaders
in our interviews. A substantial percentage of post-ACA HIV-positive patients were enrolled
in plans with high deductibles, but a majority of those enrolled through the California
exchange had plans with better coverage (e.qg., silver-tiered or above). This suggests that
KPNC and the exchange were able to communicate effectively with new enrollees about
appropriate plan selection.
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Analysis of health characteristics yielded a mixed picture in which HIV viral control was
marginally better post-ACA, consistent with preliminary analysis of early 2014 enrollees.2’
This result could be attributable to the widely adopted policy of starting antiretroviral
treatment for all newly diagnosed patients regardless of CD4 cell counts and/or to care
previously received in Ryan White facilities. Yet the post-ACA cohort also had a higher
proportion with asthma and substance use disorders (and hypertension and depression were
substantial in both cohorts). Other studies also have found elevated rates of asthma,*0
hypertension,*! smoking, psychiatric and substance use disorders#2 in HIV-positive patient
samples, indicating that addressing these comorbidities remains essential in HIV care
planning.

In our results, the post-ACA cohort was more likely to use primary care services within the
first six months of enrollment than the pre-ACA cohort. Increased rates of outpatient service
utilization and stable (or improved) HIV viral control suggest that post-ACA enrollees were
able to initiate care at least as quickly as those in the pre-ACA cohort. These findings are
consistent with interview findings indicating that engagement of HIV-positive new enrollees
with appropriate services was a high priority for KPNC leaders, and suggest that the flexible
approach of clinical leaders to care demand was effective.

For members with psychiatric and substance use diagnoses, comparison of diagnosis and
service utilization rates suggests that some patients may not have accessed care. For
example, in both the pre- and post-ACA cohorts, the rate of patients diagnosed with a drug
or alcohol use disorder other than tobacco was more than twice the rate of specialty
substance use disorder treatment initiation. It can be a challenge to engage HIV-positive
patients (and others) with specialty care clinics due to variable patient motivation, stigma,
and other factors.#344 Examining services patterns over a longer time period will allow us to
observe how deductible plans and Medicaid coverage impact access to these services and
whether additional outreach efforts are needed to new enrollees.

Quantitative analyses represent a descriptive examination of new enrollees with HIV in 2012
and 2014. Although timing for cohort selection corresponds to pre- and post-ACA
enrollment, other factors could have also contributed to the results. We relied on provider-
assigned diagnoses. Therefore some disorders would be underestimated if not clinically
identified. Yet determining these diagnosis rates is useful for patient care planning.
Information on prior non-KPNC insurance coverage was unavailable since this study relied
on electronic health record data within the health system. The study was not designed to
qualitatively examine patient experiences with ACA enrollment, which is an area for future
research. Qualitative data on patients' experiences with regard to enrollment and service use,
both pre- and post-ACA, would provide additional insight into the ways in which health care
reform has affected patients with HIV. Additionally, our study would have been enriched by
more interviews with front-line HIV clinicians such as nurse practitioners and behavioral
health specialists. Results were confined to a single institution, but this study provides an
important examination of how a large health system prepared for and initially implemented
health care reform and identifies trends that may impact other health systems.
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CONCLUSIONS

This mixed-methods study examined ACA implementation in a large health care system in
California. KPNC leaders anticipated and planned for changes in new enrollment by HIV-
positive patients, and actual post-ACA enrollment growth was substantial. Although HIV
viral control showed evidence of improvement in the post-ACA cohort, the long-term effects
of shifts in patterns of comorbidity, growth in Medicaid and increased selection of higher
deductible plans remain unknown. HIV-positive patients have high rates of comorbid
medical, psychiatric and substance use disorders that pose a challenge to providing effective
care. Increased HIV-positive patient enrollment and changes in benefit plans may impact
other health systems as well, and influence delivery of care for these complex patients as
ACA implementation continues.
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Appendix A
Affordable Care Act (ACA) Implementation Study: Qualitative Interview Guide

To get us started, I'd like to know a little about your professional
background
1 I know that your title is [xxx], but you can tell me about what that involves?

. About how long have you been working at Kaiser Permanente
(KP) or Kaiser Permanente Northern California (KPNC)?

2 How involved have you been with planning for ACA implementation?

3 Overall, how would you describe the process so far?
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. (Depending on whether Health Plan or Clinical leader) To what
extent is planning program-wide versus region-specific (or
region-wide versus site-specific)?

o Are you seeing any impact yet? For example, does
it seem that any departments (or sites) are more
impacted than others, including HIV care settings?

Now I'd like to ask you some more specific questions about planning for
ACA implementation
4 To what extent do you anticipate changes in the membership?

. For example, growth in membership size or changes in
demographics, socioeconomic composition, previously
uninsured members.

. Can you tell me to what extent ACA planning has taken
account of anticipated membership increases regarding
increases of members with specific diseases?

. For example, people with HIV?

5 Can you comment on the extent to which the KP Health Plan and Medical
Group worked together for ACA implementation overall, and with respect to
HIV services?

6 Can you comment on the extent to which KP is addressing HIV within the
context of health reform implementation?

. Do you anticipate that patients with HIV will be over-
represented among the previously uninsured?

7 In terms of care delivery and the ACA, is there an overall plan for service
expansion, hiring more clinicians, or increasing access?

. Is there an overall plan for all HIV clinics?

. How do you expect changes in Medicaid or Medicare
reimbursement rates to have an impact?

8 How are you communicating to your employees and patients about ACA-
related changes?

9 (Health Plan Leaders only) What changes are anticipated regarding the types of
benefit plan products and coverage, and in cost sharing designed for these
patients (i.e., those with HIV)?

. What new products may be rolled out?

Where do you anticipate there will most growth?
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To what extent do you anticipate that members may switch
between product lines (i.e. “churning” between Medicaid/
Commercial/Medicare)?

10 In terms of the new ACA population with HIV, to what extent do you
anticipate increases or decreases in the membership?
. Do you anticipate that members with HIV or SUDs will be
over-represented among new members enrolling under the
ACA?
. If yes, what kind of planning has been taking place regarding

bringing those patients into KP, regarding orientation, getting
them situated with a provider?

11 (Clinical Leaders only): What sort of impact, if any, do you anticipate the ACA
will have for the diagnosis and treatment of patients with HIV, both for new
and existing members?

12 Can you describe for me any mechanisms you are aware of for how KPNC’s
implementation of ACA-related changes will be tracked or monitored over
time?

13 What do you anticipate as barriers/facilitators to implementation of the ACA at

KPNC? And specifically for HIV issues?

. (Probe as appropriate for interviewee). Government relations/
rules/legislation, financial, clear goals for implementation,
common understanding among actors?

14 Is there anything we haven’t talked about that would give me a better
understanding of how Kaiser Permanente is implementing ACA, especially
with regard to the HIV and SUD populations?

Appendix B
ACA Implementation in a California Health Care System — Codebook for Key Informant
Interviews
Domain Code Name Code Definition
Health care Ongoing changes Health care is increasingly costly; ACA is part of
environment evolutionary change
KP as California benchmark plan ACA trying to move market to KP-like system
Covered California as KP purchaser | Ways in which Covered California behaves as other larger
purchaser
Mandates for new types of care Mandates to pay for care beyond what has traditionally been

medical care, e.g.,
autism, eating disorders, transgender surgery

Other initiatives Other state/county/federal initiatives, contracting that affects
KP planning,
delivery of care
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Domain

Code Name

Code Definition

Healthcare
financing
concerns

Concern finance

Concern about revenue reduction if ACA disproportionately
attracts seriously ill
and/or Medicaid patients, cost burden to health systems

Community health clinics

Concern about ability to survive with ACA “unintended
consequences” such as

influx of patients and staff to KP, issues related to shifts from
county programs

Rate setting challenges

Issues around setting rates in relation to costs of care

Overall KP
preparation
for ACA

Early history

How KP leaders worked with state and federal officials pre-
ACA on health
reform

Health plan preparation — national
program offices

Ways in which KP national offices prepared for ACA
implementation

Medical group preparation

Ways in which KP Northern California medical group
prepared for ACA

Collaboration between health plan
and
medical group — positive

Ways in which KP health plan and medical group
collaborated on preparation in
positive ways

Collaboration health plan and
medical
group — negative/neutral

Ways in which health plan and medical group collaborated
on preparation in
neutral to negative ways

Staff training and preparation

Ways in which HIV and other benefits coordinators were
preparing/doing own
research regarding ACA implementation

Workflow/scope of practice

ACA may affect changes in workflows, scope of practice

Patient experience

Need to improve service/perception of service to retain
members

ACA general response

Respondents’ general orientation to KP’s implementation of
ACA

HIV care preparation

KP HIV specific preparation for ACA (logistics/details)

Overall
expectations
regarding new
members

Membership growth

Membership growth in KPNC/numbers of new patients

Patient characteristics — general

Anticipated patient characteristics (general population)

Patient characteristics — HIV

Anticipated patient characteristics — HIV specific

Uncertainty - characteristics

Demographics, medical conditions, health care needs

Switching Assumption that many “new” ACA patients will be KP
patients switching KP coverage plans via Covered California
KP return Return of previous KP patients

ACA policies/
coverage that
may affect
patient care

ACA cost — degree change

Problem of increased costs for patients over past 10 year or
so; with ACA
difference degree, rather than kind

Tiered pricing

Tiered pricing, anticipated problems with utilization for
people at lower level

plans; concerned this might affect HIV patients, patients in
general

Checking coverage

Issues related to physicians not having history/interest
regarding issues related to
checking patients’ coverage of recommended services

Patients unaware

Patients unaware of how changes in coverage will affect
them

ACA long-term issues

Emphasis on care delivery/cost cutting aspects of ACA can
negatively impact
long-term care delivery issues
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Domain Code Name Code Definition
Churning between coverage source Potential impact of churning/going between Exchange and
Medi-Cal
Enrollment issues Financial, administrative issues specific to signing up people
for KP with HIV
for ACA coverage
Onboarding Issues/changes in orienting patients to KP system, ACA
onboarding
requirements
Care exemplar KP HIV care as care model/exemplar
Access Degree to which ACA affecting patients’ access to outpatient
care
Behavioral health care Linking HIV and psychiatry, substance use disorder
treatment
HIV specific Issues related to HIV care
Prep Pre-exposure prophylaxis (PrEP) services growing/coverage
issues; ways in
which stretching HIV clinical staff resources
Workforce Staff learning How clinical staff learned from leadership about clinical
issues impact of ACA
Workforce expansion Hiring level, types of new providers
More with less Doing more with less/i.e., more patients, fewer resources/
operational efficiencies
ACA metrics KP How ACA metrics may affect KP internally
Other Other Other comments that aren’t specific to ACA or HIV, but may
be of interest

Notes: ACA= Affordable Care Act, KP= Kaiser Permanente.
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