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Abstract

In 2017, the Virginia Department of Health implemented billing of insurance in local health
department sexually transmitted disease clinics. We examined data collected by Virginia
Department of Health related to clinic encounters, billing, and revenue from sexually transmitted
disease clinics statewide. Implementing insurance billing created a new revenue stream for local
health departments.

BACKGROUND

Over the past decade, budget reductions have led many local health departments (LHDs) to
reduce public sexually transmitted disease (STD) prevention services.1=3 Billing insurance is
becoming a common response to address declines in public health funds and changes in the
health care system.3-8 In this report, we describe the implementation of billing in all 113
LHD STD clinics in Virginia in 2017. Although Virginia expanded Medicaid coverage in
January 2019,910 analysis of 2017-2018 data provides an illustration of the budgetary
impacts of billing for STD services in a non-Medicaid expansion state.

The goal of this report is to document the results of billing implementation in LHD STD
clinics in Virginia. We also describe some key lessons learned and challenges in the
implementation process.

METHODS

The Virginia Department of Health (VDH) bills for its other clinical programs such as
family planning and immunization; therefore, billing implementation brought STD clinics in
line with the other clinical programs. In 2017, but before the inception of billing, Virginia’s
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state laboratory decided to discontinue performing STD and HIV testing. As a result, testing
transitioned to a commercial laboratory with the implementation of billing.

From the onset of billing, VDH collected data from all 113 LHD STD clinics regarding STD
clinic encounters, testing, billing, and revenue. Data were collected through WebVision, a
VVDH proprietary patient demographics and billing system. With the exceptions of Arlington
and Fairfax, all LHDs can access WebVision, which assists in the continuity of care. At the
end of each visit (or business day), the patient encounter information is entered into
WebVision. This includes patient demographics, financial responsibility, laboratories, and
other quantifiable data related to the visit.

An encounter (visit) is defined as face-to-face interaction with a clinician or nurse. A patient
can account for multiple encounters over time, but the number of encounters per patient is
limited to one per day (e.g., a person seen in different clinics, within a single LHD on a
single day, is one encounter). When a patient registers for clinic services, a “consent for
services” form is signed, which explains that insurance is billed, if applicable. The patient
can refuse to use insurance and pay out-of-pocket. The VDH uses a sliding fee scale to
determine the patient’s financial responsibility. To minimize barriers to accessing care, VDH
policy exempted a patient’s clinic visit from billing if any of the following conditions were
met: the patient was referred by a disease intervention specialist, private provider, or
pharmacist for a reportable STD; the patient was referred by a sexual partner for a reportable
STD; or the patient was returning for treatment of a reportable STD.

Using VDH data from July 1, 2017, to June 30, 2018 (state fiscal year 2018, or SFY18), we
calculated the number of STD clinic patient encounters (overall STD encounter), number of
STD tests performed (chlamydia, gonorrhea, HIV, hepatitis B/C, and/or syphilis), percentage
of encounters in which a patient or an insurance company was billed (billable encounter),
percentage of billable encounters in which the patient refused to use insurance, and the
amount of revenue collected from patients and insurance. This project was deemed a
program evaluation activity and thus exempt from institutional review board review.

During SFY18, VDH documented 42,981 encounters resulting in 144,080 tests (Table 1). Of
the total encounters, 18% were billable encounters. Data on insurance type were not
available. Overall, 1.2% of patients refused to use insurance. Local health departments
collected 67% of the amount billed to insurance. During this same period, $135,432 was
billed to patients and $166,094 was received from patients (including payments for services
provided in prior periods).

Billing also reduced testing costs for VDH. With the transition of HIV and STD tests from
the state to a commercial laboratory, tests were directly billed to insurance companies. Based
on data from the commercial laboratory, the total reduction in testing costs to VDH during
SFY18 was approximately $173,886. Combined with the amount collected from billable
encounters, there was a positive fiscal impact of almost $355,000 for VDH.
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Billing created a new revenue stream for LHDs, which has been used to supplement existing
public health work in Virginia and help address uncertainties in budgets. Before billing, the
state STD and HIV programs funded all HIV and STD testing in the LHDs. With the onset
of billing, the programs currently only pay for those who qualify as exempt. The cost
savings allow the state programs to shift resources to expand testing in non-LHD settings.

The percentage of patients who refused to use their insurance (1.2%) was substantially lower
than the refusal rate of approximately 50% to 60% reported in other studies.”8:11 These
differences in refusal rates across studies might be attributable to differences in the options
available to the patients. For example, although Montgomery and colleagues® reported that
only half of insured patients at the Rhode Island STD Clinic used their insurance to pay for
laboratory services, at the time their study was conducted the clinic provided services free of
charge to those patients who were unwilling to use their insurance. When the clinic changed
its policy so patients with insurance were required to pay out-of-pocket if they refused to use
their insurance, there was no notable reduction in patient visits to the clinic.3 This latter
scenario is more comparable to Virginia, in which patients unwilling to use their insurance
are required to pay for services on a sliding fee scale. Collectively, this body of research
suggests that although insured patients may have a strong preference not to use their
insurance at STD clinics, most might do so when their only other option is to pay out-of-
pocket.

There was a difference between the average amount collected from insurance companies per
billable encounter ($23.40) and per overall STD encounter ($4.21). An important reason for
this is that the exemption policy in Virginia is broader than other states. These exemptions
are a main reason why only 18% of STD clinic encounters in Virginia were billable.

Implementing billing created new challenges as well. Based on feedback from staff, the
duration of the visit may have increased by at least 15 minutes because of the determination
of financial responsibility during registration and changes in medical record documentation.
Some clinic staff were reluctant to implement billing, citing concerns such as a reduction in
demand for STD clinic services and increases in morbidity. Similar concerns regarding
billing have been documented in other settings.312 Lessons learned in the transition to
billing include the need to standardize clinic procedures to ensure adherence to billing
requirements, as well as the need for ongoing technical assistance related to appropriate
medical record documentation.

Our analysis of 2017-2018 data provides an illustration of the budgetary impacts of the
initiation of billing in a state before Medicaid expansion. This analysis also provides a
baseline to examine the effects of Medicaid expansion. Even after Medicaid expansion,
many individuals will remain uninsured and require safety-net STD services.8:13-16

This analysis has several limitations. First, it focuses on STD clinics in LHDs in Virginia
and is not necessarily generalizable to other states. For example, states that allow for fewer
exemptions from billing might have a higher percentage of billable STD clinic encounters
and thus might receive a higher amount from insurance companies per STD clinic encounter

Sex Transm Dis. Author manuscript; available in PMC 2021 August 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

McGee et al. Page 4

than the $4.21 calculated for Virginia. Second, in calculating the amount received from
billing per STD clinic encounter, we only included the $181,000 received from insurance.
The amount received per encounter would be higher had we included the $166,094 received
in patient payments. However, we did not include patient payments in our main analysis
owing to limitations in the data. Specifically, the amount received from patients during the
study period includes amounts received for services provided before the study period, and
thus, it is not a precise assessment of the revenue obtained from the billing of patients for
services provided during the period analyzed. Third, we were unable to assess the effect of
billing on the number of STD clinic encounters owing to a change in the standard definition
of an encounter. Before billing, telephone conversations with a client were considered an
encounter in some of the LHDs. In transitioning to billing, VDH standardized the definition
of an encounter as referenced in the Methods section. An individual analysis of clinic
encounters before and post billing showed a decline in encounters for 82% of clinics with an
overall 22.6% decline in encounters. We are unable to determine how much of this decline
was attributable to the change in how encounters were defined versus an actual change in
demand for services. Fourth, we did not have data on patient characteristics such as
employment status or type of insurance.

In conclusion, implementing insurance billing created a new revenue stream to support STD
prevention services in Virginia but also created challenges. In the future, pilot interventions
are planned to address these and other challenges and improve the billing and collection rate.
As others have noted, more research is needed to understand patient acceptability of
insurance use at STD clinics, the effect of billing on patient demand for STD clinic services
and disparities (e.g., by race/ethnicity) in access to these services, challenges to
implementing billing, and other related issues.3~7:11.17.18 Fyrthermore, more comprehensive
analyses could be conducted to estimate the overall effects and cost-effectiveness of
insurance billing by STD clinics.

Acknowledgments:

The authors thank the following individuals and pilot sites for their contributions to the implementation of billing:
Lisa Park, Bill Edmunds, Dr Sulola Adekoya, David Crabtree, Jeannine Uzel, Chris Gordon, Bob Hicks of the
Virginia Department of Health (VDH) Community Health Services; Diana Jordan, Dr Laurie Forlano, Caroline
Campbell, Elaine Martin, and Jeff Stover of VDH Population Health; VDH District pilot sites such as
Fredericksburg, Prince William, Roanoke, Richmond, Norfolk; and Public Consulting Group.

REFERENCES

1. Leichliter JS, Heyer K, Peterman TA, et al. US public sexually transmitted disease clinical services
in an era of declining public health funding: 2013-14. Sex Transm Dis 2017; 44:505-5009.
[PubMed: 28703733]

2. Gift TL, Cuffe KM, Leichliter JS. The impact of budget cuts on sexually transmitted disease
programmatic activities in state and local health departments with staffing reductions in fiscal year
2012. Sex Transm Dis 2018; 45:e87-€89. [PubMed: 30044336]

3.Jin H, Marshall BDL, Raifman J, et al. Changes in patient visits after the implementation of
insurance billing at a sexually transmitted diseases clinic in a Medicaid expansion state. Sex Transm
Dis 2019; 46: 502-506. [PubMed: 31295216]

4. Drainoni ML, Sullivan M, Sequeira S, et al. Health reform and shifts in funding for sexually
transmitted infection services. Sex Transm Dis 2014; 41:455-460. [PubMed: 24922107]

Sex Transm Dis. Author manuscript; available in PMC 2021 August 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

McGee et al. Page 5

5. Cramer R, Loosier PS, Krasner A, et al. State laws related to billing third parties for health care
services at public sexually transmitted disease clinics in the United States. Sex Transm Dis 2018;
45:549-553. [PubMed: 30001297]

6. Lee AJ, Montgomery MC, Patel RR, et al. Improving insurance and health care systems to ensure
better access to sexually transmitted disease testing and prevention. Sex Transm Dis 2018; 45:283—
286. [PubMed: 29465707]

7. Washburn K, Goodwin C, Pathela P, et al. Insurance and billing concerns among patients seeking
free and confidential sexually transmitted disease care: New York City sexually transmitted disease
clinics 2012. Sex Transm Dis 2014; 41:463-466. [PubMed: 24922109]

8. Montgomery MC, Raifman J, Nunn AS, et al. Insurance coverage and utilization at a sexually
transmitted disease clinic in a Medicaid expansion state. Sex Transm Dis 2017; 44:313-317.
[PubMed: 28407650]
9. Brooks T, Roygardner L, Artiga S. Medicaid and CHIP Eligibility, Enrollment, and Cost Sharing
Policies as of January 2019: Findings From a 50-State Survey. San Francisco, CA: The Henry J.
Kaiser Family Foundation, 2019.
10. Vozzella LS, Schneider GS. Virginia General Assembly approves Medicaid expansion to 400,000
low-income residents. The Washington Post. 5 30, 2018.

11. Pearson WS, Cramer R, Tao G, et al. Willingness to use health insurance at a sexually transmitted
disease clinic: A survey of patients at 21 US clinics. Am J Public Health 2016; 106:1511-1513.
[PubMed: 27310349]

12. Kovar CL, Carter S. A survey of 25 North Carolina health departments/districts on knowledge,
attitudes, and current practices to seeking reimbursement from third-party payers for sexually
transmitted disease services. Sex Transm Dis 2017; 44:380-383. [PubMed: 28499291]

13. Hoover KW, Parsell BW, Leichliter JS, et al. Continuing need for sexually transmitted disease
clinics after the Affordable Care Act. Am J Public Health 2015; 105(Suppl 5):S690-S695.
[PubMed: 26447908]

14. Pathela P, Klingler EJ, Guerry SL, et al. Sexually transmitted infection clinics as safety net
providers: Exploring the role of categorical sexually transmitted infection clinics in an era of
health care reform. Sex Transm Dis 2015; 42:286-293. [PubMed: 25868143]

15. Mehtani NJ, Schumacher CM, Johnsen LE, et al. Continued importance of sexually transmitted
disease clinics in the era of the affordable care act. Am J Prev Med 2016; 51:364-367. [PubMed:
27242080]

16. Mikati T, Maloney P, Tabidze I, et al. The change in insurance status among patients seeking care
at Chicago sexually transmitted disease clinics after Affordable Care Act implementation. Sex
Transm Dis 2016; 43:260-263. [PubMed: 26967305]

17. Stephens SC, Cohen SE, Philip SS, et al. Insurance among patients seeking care at a municipal
sexually transmitted disease clinic: Implications for health care reform in the United States. Sex
Transm Dis 2014; 41:227-232. [PubMed: 24622632]

18. Leichliter JS, Copen C, Dittus PJ. Confidentiality issues and use of sexually transmitted disease
services among sexually experienced persons aged 15-25 years—United States, 2013-2015.
MMWR Morb Mortal WKly Rep 2017; 66:237-241. [PubMed: 28278143]

Sex Transm Dis. Author manuscript; available in PMC 2021 August 01.



Page 6

McGee et al.

"(spowtad Jorid ur papinoad sao1AI8s 104 portad paoualayal ayy Ul panladal syuawAed
Buipnjour) syusiyed wouy panladal Sem 60'99T$ pue syusired 03 pa||ig Sem ZEY'SETS ‘8T0Z ‘0S aunr 03 ‘210z ‘T AN Woi4 ‘sjusied woly panlsdal pue sjualied o) paj|iq S)UNOWE SapN|IxXa a|de} SIYL

4

' sneday Joy s1sal 0160]04as a1am Gg8Ee pue ‘g sireday Joy s1s91 9160]048s alem 860¢ ‘(Uolrelauab ylunoy)
AIH 10} 51531 0160]018s a1am G9/ ‘2 € ‘(apeased Buluaalas asianal) sijiydAs 1oy s)sal 0160]04as a1am TG8‘/LE ‘18] uoirealytjduwre pioe d18janu e Buisn eayriouob/eipAwe|yo Jog alam TG/ ‘T9 ‘S1S8) 080T aul JO
¥

12v$ (I1e48A0) Jo)unodua d1Uljd @S Jad saruedwod soUBINSUI WO PAAISISI JUNOWY
ov'ses 19)unodus a1uld @S 3]qe||iq Jad saluedwod asueINSUI WO PAAIBR] JUNOWY
000'T8T$ kmm_chEoo aoueJnsul Bul||ig WoJl) PaAIadal JUNOWY
195'0.2% / Se1UedLUI0D BOURINSUL 0) Pa]1q JUNOWY
(81) 9822 (%) "ou ‘a]qe|[1q Se PaLISSe|d SIBUN0IUB AU ALS
080'vYT . Pawoyiad s1s9) @1S 'ON
186y $J9JUNOJUA 21U 1S 'ON
1insay perewns3 wel|
(8102

‘0 aunp—/T0Z ‘T AINC) _IUIBAIA Ul SOIUID QLS AHT WoJy uolew.ogul Buljjig soueinsul pue ‘s1s8) (1S JO Jaquinu ‘s1a1unodus d1Uljd dLs Jo JaquinN

Author Manuscript

‘T314gvlL

Author Manuscript

Author Manuscript

Author Manuscript

Sex Transm Dis. Author manuscript; available in PMC 2021 August 01.



	Abstract
	BACKGROUND
	METHODS
	RESULTS
	DISCUSSION
	References
	TABLE 1.

