
 

Medicaid services critical for HIV care, treatment and prevention 
Prescription drugs: Medicaid must generally cover all drugs produced by manufacturers that 
participate in the Medicaid Drug Rebate Program. This includes every antiretroviral medication 
for the treatment and prevention of HIV as well as medications needed to treat comorbidities, 
including hepatitis C treatment, medications for opioid use disorder and medications used to 
treat cardiovascular disease, although Medicaid programs may use utilization management 
techniques like prior authorization that limit access to certain medications.  
Primary care and specialist care: Medicaid must cover primary care and infectious disease 
provider visits as long as the provider participates in the Medicaid program. 
Labs: Medicaid must cover labs used for HIV and STI testing and screening, viral load, 
resistance testing and all labs recommended by the Centers for Disease Control and 
Prevention for pre-exposure prophylaxis. 
Mental health and substance use services: Medicaid covers mental and substance use 
disorder services, including outpatient and inpatient treatment, counseling and MOUD. 
Case management and supportive services: State Medicaid programs have the option to 
cover case management, care coordination and linkage services that are critical to ensuring 
people with HIV are referred to appropriate supporting and social services. 
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Medicaid and HIV 

Medicaid is the largest source of insurance coverage for 
people with HIV, providing coverage for over 40% of 
nonelderly people with HIV.1 People with HIV are more 
likely to be covered by Medicaid than adults in the general 
population, largely because people with HIV tend to have 
lower incomes than the population overall. The Affordable 
Care Act’s Medicaid expansion has increased access to 
the program to many low-income people with HIV who did 
not fall into a qualifying category of eligibility, such as 
being disabled, being pregnant or being a parent. 

Medicaid – which goes by different names depending on 
the state2 – covers essential HIV services, including 
medications and clinical care. Medicaid also covers non-HIV services that, while not directly related to 
someone’s HIV, ensure that individuals are getting appropriate care for other co-occurring conditions.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Medicaid expansion and people with HIV 
 
The Affordable Care Act opened up access 
to Medicaid coverage for tens of 
thousands of people with HIV. Forty-two 
percent of Medicaid enrollees are 
eligible through the Medicaid expansion 
coverage pathway. Many people with HIV 
could not qualify under pre-ACA rules that 
often required them to be disabled by the 
disease before they could become eligible 
for the care and treatment that would have 
prevented the disability in the first place. 

https://www.medicaidplanningassistance.org/state-medicaid-resources/


  

 2 

Early access to HIV care, treatment and prevention is cost effective 
 
The standard of HIV care and prevention coverage in Medicaid is spelled out in great detail in a bulletin 
released by the Department of Health and Human Services, the Centers for Medicare and Medicaid 
Services, the Centers for Disease Control and Prevention, and the Health Resources and Service 
Administration in early 2025.3  The bulletin draws heavily from clinical guidelines for both HIV treatment 
and prevention (see Appendix) and describes how Medicaid programs can ensure they are providing 
coverage for clinically appropriate care and treatment.4   
 
The individual and public health benefits of early access to comprehensive HIV care, treatment and 
prevention that are described in the bulletin referenced above are well documented.5 6Early intervention 
supports viral suppression, where the virus is no longer detectable in the blood.7 Once someone is 
virally suppressed, they are no longer able to transmit HIV through sex to other people.8 This means that 
early access to antiretroviral medications not only ensures positive individual health outcomes, but also 
averts sexual transmission of HIV.9 Early and consistent access to care and treatment also prevents 
hospitalizations associated with untreated HIV.10 Uninterrupted access to HIV treatment is important as 
breaks in treatment can have negative consequences for long-term viral suppression and the likelihood 
of HIV-related complications.11 Similarly, expanded access to pre-exposure prophylaxis – the 
biomedical prevention intervention where individuals at risk of acquiring HIV take antiretroviral 
medications regularly to prevent acquisition – drastically reduces new HIV diagnoses.12 
 
In addition to the clinical and public health benefits described above, there is also a growing body of 
evidence described below that supports the economic benefits of early and comprehensive 
access to HIV treatment and prevention. 
 
Averting new HIV transmissions saves significant lifetime costs of HIV  

 
HIV is a lifelong chronic condition, and people with HIV must take 
antiretroviral medications for the rest of their lives. Researchers 
estimate that the average lifetime health care expenditures 
associated with an HIV diagnosis range from at least $500,000 to 
more than $1.2 million (discounted to reflect that future costs and 
benefits are valued less).13 14 15 16 More recent analyses have 
estimated higher lifetime costs because they take into account 
updated cost estimates and utilize a wider range of claims data on 
which the estimates are based. However, costs also vary depending on where in the disease trajectory 
someone is diagnosed, whether they remain in stable care and treatment, and the underlying price of 
the HIV medication (e.g., Medicaid programs are entitled to a steep discount, which means lifetime 
costs for HIV for Medicaid beneficiaries may be lower than for commercially insured individuals). 
Services that prioritize widespread and early access to antiretroviral treatment as well as HIV prevention 
interventions, including PrEP, can help avert HIV transmissions and avert lifetime costs of HIV. 
 
Studies have found that a wide range of HIV interventions are cost effective in isolation and even 
more cost effective in combination  
 

• Antiretroviral treatment: HIV medication access is not only lifesaving, it is a cost-effective 
intervention for the treatment of HIV.17 There are a number of individual factors that influence 
the most effective therapy for a person with HIV to achieve viral suppression and prevent 
disease progression that include co-occurring conditions, tolerability and adherence.  

Lifetime costs of HIV 
 

Average lifetime cost for a 
person with HIV is between 
$500,000 and $1.2 million. 

https://www.medicaid.gov/federal-policy-guidance/downloads/cib01152025.pdf
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The integrase inhibitor-based therapies available today are more effective at helping most 
people with HIV reach and maintain viral suppression than older regimens. They are more 
durable, are better tolerated and have a decreased risk of developing drug resistance.18 While 
there are a few generic antiretroviral medications available, they are generic versions of older 
drugs that are no longer the standard for HIV care. While generic alternatives might lead to lower 
drug expenditures, it is important for HIV treatment decisions to be made by the HIV provider 
and the patient to better ensure viral suppression is achieved and sustained. When current 
standard-of-care antiretrovirals become available as generics, that will be economically 
advantageous.  
 

• PrEP: As more PrEP antiretroviral medications have been approved by the Food and Drug 
Administration for the prevention of HIV, there have been several studies looking at comparative 
cost effectiveness across options.19 While there are some variations in the magnitude of cost 
effectiveness depending on HIV prevalence, PrEP adherence, the relative price of each PrEP 
medication and overall HIV vulnerability, studies support PrEP as a cost-effective intervention.20 
 

• Case management and care coordination: Evaluations of HIV care coordination and case 
management programs – including the Medicaid Health Home option – have found that these 
interventions support better health outcomes, help individuals avoid emergency room visits and 
hospitalizations, and are cost effective.21 22 These interventions vary in intensity and typically 
tailor services to patient acuity and needs, but at their core these interventions are designed to 
assess patient needs in a holistic manner and ensure that individuals are connected to a range 
of appropriate health and social services.23 Comprehensive care coordination can also help to 
reduce hospitalizations and other utilization of high-acuity sites of care by ensuring that patients 
are routed to the appropriate provider. This not only benefits the patient but also takes pressure 
off of already strained acute care facilities.24  

 
• HIV testing: Universal, routine HIV testing is critical to diagnose people with HIV early so that 

they can fully benefit from treatment. Universal testing on an opt-out basis has been 
recommended by CDC since 2006 and was given a Grade A by the U.S. Preventive Services Task 
Force in 2013, but it has never been fully implemented by providers and health systems. A large 
body of evidence has found that various HIV testing initiatives – including routine HIV testing in 
clinical and community settings – are cost effective.25 26 27 Many of these studies concluded 
that testing is also cost effective across multiple testing technologies, including point-of-care 
rapid antibody testing of blood or oral fluid specimens and lab-based antibody/antigen testing.  
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• Combination of HIV treatment and prevention 

interventions: Multiple studies have looked at 
the combined effects of several HIV interventions 
at reducing HIV transmission, improving health 
outcomes and saving costs. Studies have 
generally found that interventions used in 
combination are generally more effective than 
those used in isolation.28 29 

 
Nontraditional plan designs can yield cost savings and 
address disparities 
 
It is becoming increasingly clear that addressing the 
holistic needs of people with HIV and other complex or 
chronic conditions not only leads to better health outcomes but also can be cost effective. In particular, 
people with HIV have higher rates than the general population of co-occurring mental health and 
substance use disorders, and treatments for these conditions are key obstacles to achieving HIV 
treatment goals. Specific Medicaid and Medicaid managed care plan designs to address the co-
management of HIV, substance use and mental health disorders are urgently needed and are likely to be 
cost effective.   
  
Assessing the cost effectiveness of comprehensive care and coverage of nontraditional services or 
services that have preventive benefits is difficult. Historically, time horizons for the costs and benefits of 
interventions have been measured over only a one-year period. This is rarely, if ever, enough time to 
account for prevention benefits of particular interventions for chronic diseases, including for HIV.   
 
The American Academy of Actuaries has published a number of resources on actuarial approaches to 
nontraditional plan designs that cover services that address the holistic needs of a patient and 
interventions that address population health.30 While many of the academy resources are focused on 
the commercial market, the resources are also relevant for Medicaid and other public payers. The 
academy identified certain plan designs that are best able to address health disparities – for instance, 
designing provider networks to ensure beneficiaries have access to culturally competent providers with 
whom they are more likely to develop a lasting therapeutic relationship. Similarly, cost-sharing designs 
(which may become more common in Medicaid over the next several years) can be designed in ways 
that do not discourage use of high-value care and treatment.  
 
Key takeaways  
 
As state Medicaid programs face increasingly tighter budgets, it will be more important to share 
evidence-based justifications for the individual, public health and economic benefits of HIV care, 
treatment and prevention. Using the summary of evidence above, it will be important to communicate to 
state Medicaid programs about the importance of continued investment in comprehensive HIV services. 
Programs should consider the following as they make coverage and access policy decisions: 
 

• Preserving HIV coverage saves lives and money. Access to HIV care, treatment and 
prevention services is cost effective. Investing in these services not only helps to end the HIV 
epidemic but also averts the health care costs associated with new HIV transmissions as well as 
untreated HIV.  
 

Combination interventions are most 
impactful and cost effective 

 
Studies that assess the relative cost 
effectiveness of a range of HIV 
interventions have consistently found that 
a combination of interventions have the 
biggest impact on health outcomes and 
reducing disparities and are generally 
more cost effective than interventions in 
isolation.  
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• Formulary decisions that restrict access to antiretroviral medications are short-sighted. 
Early access to the most effective antiretroviral medications that are responsive to unique 
individual needs to achieve viral suppression will also avert new HIV transmissions and 
ultimately avert additional health care costs. Medicaid programs should design formularies, 
including preferred drug lists and utilization management policies, to ensure access to 
recommended regimens following HIV treatment guidelines.  
 

• Investing in support services that link people to care and keep them engaged is critical. 
Case management services and other care coordination and linkage services, in combination 
with clinical and medication access, are necessary to engage more people in care and help 
them adhere to prescribed medications. 
 

• Medicaid programs should invest in comprehensive plan designs to most effectively and 
efficiently treat and care for people with commonly co-occurring conditions: substance use 
and mental health disorders.  
 

• Programs should take innovative approaches to assessing the costs and benefits of 
interventions that prevent HIV. This includes looking at longer time horizons for cost-
effectiveness analyses and factoring in reduction of disparities into programmatic goals.  

 
 
Appendix 

Federally approved HIV clinical practice guidelines  

 
 

Guidelines for the Use of Antiretroviral Agents in 
Adults and Adolescents With HIV 
 

clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-
guidelines-adult-and-adolescent-arv/ 

HIV Clinical Guidelines: Adult and Adolescent 
Opportunistic Infections  

clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-
guidelines-adult-and-adolescent-opportunistic
infections  

HIV Clinical Guidelines: Pediatric HIV Treatment  
 

clinicalinfo.hiv.gov/en/guidelines/pediatric-arv/  

HIV Clinical Guidelines: Pediatric Opportunistic 
Infections  

clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-
guidelines-pediatric-opportunistic-infections/  

Perinatal HIV Guidelines  clinicalinfo.hiv.gov/en/guidelines/perinatal/  
2021 CDC PrEP Clinical Practice Guideline   
 

stacks.cdc.gov/view/cdc/112360  

Clinical Recommendation for the Use of 
Injectable Lenacapavir as HIV Preexposure 
Prophylaxis – United States, 2025 

www.cdc.gov/mmwr/volumes/74/wr/mm7435a
htm   

 

https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-arv/
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-opportunistic-infections
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-adult-and-adolescent-opportunistic-infections
https://clinicalinfo.hiv.gov/en/guidelines/pediatric-arv/
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-pediatric-opportunistic-infections/
https://clinicalinfo.hiv.gov/en/guidelines/hiv-clinical-guidelines-pediatric-opportunistic-infections/
https://clinicalinfo.hiv.gov/en/guidelines/perinatal/
https://stacks.cdc.gov/view/cdc/112360?utm_source=MarketingCloud&utm_medium=email&utm_campaign=09242025+IDSA+News&utm_content=2021+CDC+PrEP+clinical+practice+guideline.
https://www.cdc.gov/mmwr/volumes/74/wr/mm7435a1.htm
https://www.cdc.gov/mmwr/volumes/74/wr/mm7435a1.htm
https://www.cdc.gov/mmwr/volumes/74/wr/mm7435a1.htm
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Primary Care Guidance for Persons With HIV idsociety.org/practice-guideline/primary-
care-management-of-people-with-hiv/ 

 

 
 
HIV Medicine Association of the Infectious Diseases Society of America Guideline 
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