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Dcar Ms. J<.rnes:

We are pleased to ínlbnn you that the Centers for Medicare & Medioaid Services (CMS) has approved

yow rcqucst to amend Virginia's section I I I 5 demonstmtion, "'fhe Virginia Govcrnor's Acccss Plau

(GAP) and Addiction and Reoovery T|eatmont Services (AI{'I'S) Delivery System lansfìrt'mation "
(Pr.'oject No. ll-W -0029'7 /3). 'l his approval is effective as ol the date of the apptoval lettcr, thruugh
Dccembcr 31, 2019. This amendment authorizos the Commonweallh to inolcase thc GAP progtam

irrcome eligibility thr:shold oriterion fìom 80 percent to 100 percent ofthe fcdcral poverty level (FPL),

provide additional substance use disorder (SLJD) services to the CAP benelìt package, and provide

Medicai<l coverage to former lbster care youth who wetrc in foster care and Medicaid in a difìÈt cnt state.

This demonstration is likely to prolnote the purposes ol'Medicaid because the GAP/A|{'I'S Delivery
Systern Transfiru:nation section 1115 demonstration will incrcasc coveragc of low incorne individuals itt
the state by provi<ling benelits to a ccÉain population that is not eligibte I'or Medicaid under the statc plan.
'lhc slatc wilt inrplernent the anrendment request on October' 1,2017.

CMS approval of this seclion I I l5 dcmonstration amendment is subject to the lirnitations specifìcd in the

approved waiver authoritics and complianco with thc enclosed Speoial 'I'erms and Conditions (STCs)

delining thr: naturc, character, alld extent of fedcral involvement in this proicct. 'l"hc state may deviatc

liom tlre Medioaicl state plân requirements only to thc cxtcnt those requiremcnts have been waived or
specifioallytístedasnotapplicablctotheexpenditureauthority.'fheapprovalissubjecttoCMSrcceiving
your written acknowledgrnent of the award and aoceptmoe olthese STCs within 30 days of thc clatc ol'this
letter. 

^ 
copy ofthe revised STCs and expcnditurc authorities arc enclosed.

Irlease send your written acceptance and any oommunicalions or official cottcspondenoc ooncerning the

demonstration to youl projcct oflìcer, Mr. Felix Milbun. Mt. Milbum can be reached at (410) 786- 131 5,

þ'clix.Milburn(ÐErulhs.I#ìy or at the f:ollowing adchess:

Ccnters fur Medicare & Medicaid Services

Center lbr Mcclicaicl & CI IIP Scrviccs
Mail Stop: 52-01-16
7.500 Security Boulevald
Baltimore, MD 21244-1850



Ms. Cynthia Jones - Page 2

Please send offrcial communications regarding pro$am matters simultaneously to Mr. Milburn and to

Mr. Francis McCullough, Associate Regional AdminisF¿Îor for the Division of Medicaid and Children's

Health Operations in our Philadelphia Regional Office. Mr. McCullough's contact information is:

Mr. Francis McCullough
Associate Regional Adminishator
Division of Medicaid and Children's Health Operations Program

Suito 216, The Public Iædger Building
150 South IndePendence Mall r est

Philadelphia,PA 19106

If you have questions regarding this approval, please contact Ms' 'Tudith Cash, Dircctor, State

Demonstrations Group, Center for Medicaid & CHIP Services, at (410) 786'9686.

We look forward to continuing to work with you and your staff.

Sincercly,

ær,Øt4
Brian Neale
Director

Enclosures

cc: Francis McCullough, Associate Regional Administrator, CMS Region III



CENTERS I'ORMEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITY

NUMBER:

TITLE:

tt-w-00291ß

Virginia Governor's Access Plan (GAP) and Addiction and Recovery
Treatment Services (ARTS) Delivery System Transformation
Demonstration

AWARDEE: Virginia Department of Medical Assistance Services

Under the authority of section 1 1 l5(aX2) ofthe Social Security Act (the Act), expenditures made

by Virginia for the items identified below, which are not otherwise included as expenditures
under section 1903 ofthe Act, shall, for the period ofthis demonstration, be regarded as

expenditures under the state's title XIX plan.

These expenditure authorities are required to implement this demonstration project, which
promotes the objectives of title XIX in the following ways:

o Increase and strengthen overall coverage of low-income individuals in the state; and
. Improve health outcomes for Medicaid and other low-inoome populations in the state

1. Expenditures for a targeted benefit package for the Seriously Mentally Ilt (SMI) population
eligible for services under the Governor's Access Plan (GAP) component of the
demonstration.
Expenditures for coverage ofhealth care services for individuals aged 21 through 64 without

. health insurance coverage, with effective household incomes up to 80 percent ofthe Federal
poverty level (FPL) using the modified adjusted gross income (MAGD methodology who meet
all Medicaid non-financial eligibility criteria but are otherwise ineligible for Medicaid, who are

not institutionalized and who have been diagnosed with a qualifuing severe disabling mental
illness as set forth by the state and reflected in Attachment A to the Special Terms and
Conditions. This includes expenditures for services to individuals who are short-term residents
in facilities that meet the definition of an institution for mental disease (IMD) for the treatment of
substance use disorder and withdrawal management.

2. Expenditures related to the Addition and Recovery Treatment Services (ARTS) Delivery
Transformation Demonstration.
Expenditures not otherwise eligible for federal financial paficipation may be claimed.for
otherwise covered services fumished to otherwise eligible individuals (eligible under the state

Plan or Former Foster Care Youth components of this demonstration), including services for
individuals who are short-term residents in facilities that meet the definition ofan IMD for the

treatment of substance use disorder and withdrawal management.

3. Expenditures related to the Former Foster Care Youth component of the demonstration.
Expenditures to extend Medicaid State Plan benef,rts and benefits under the ARTS component of
this demonstration for former foster care youth who are under age 26,werc in foster care under

Approval Period: January 12,2015 through December 31,2019
Amended: Amended September 22, 2017
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the responsibility of another state or tribe from such state on the date of attaining 1 I years of age

or such higher age as the state has elected, and were enrolled in Medicaid on that date.

All requirements of the Medicaid program expressed in law, regulation, and policy statement, not
expressly identified as not applicable in the list below, shall apply to the Virginia GAP portion of
this demonstration (Expenditure Authority #1 - Expenditures for the seriously mentally ill
population) for the period of approval. There are no waivers or requirements made not-
applicables for the ARTS and Former Foster Care Youth components of the demonstration; all
Medicaid requirements are applicable to the populations and benefits under those components.

1. Methods of Administration:
Transformation

Section 1902(a)(4) insofar as it
incorporates 42 CFR 431.53

To the extent necessary, to enable the state to not assure transportation to and from providers for
the demonstration-eligible GAP population.

2. Retroactive Eligibilify Section 1902(a)(34)

To the cxtent necessary to enable the state to not provide coverage for the demonst¡ation-eligible
GAP population prior to the first day of the month in which the application was received by the
state.

3, Freedom of Choice Section r902(a)(23)(A)

To enable the state to restrict freedom ofchoice ofprovider for populations made eligible under
the GAP component of the demonstration, through the use of mandatory enrollment in managed
care entities (primary care case management) for the receipt of applicable demonstration covered
sewices.

4. Amount, Duration, and Scope of Services Section 1902(a)(10)(B)

To the extent necessary to enable the state to offer a reduced benefit to populations made eligible
under the GAP component ofthe demonstration.

5. ReasonablePromptness Section 1902(a)(8)

To enable the state to amend the demonstration in order to modify eligibility thresholds in order
to maintain enrollment up to the limit established in budget neutrality.

6. Comparability Section 1902(a)(17)

To the extent necessary to enable the state to vary cost sharing requirements for GAP

demonstration enrollees from cost sharing requirements in the state plan.

Approval Period: January 12,2015 through December 3I,2019
Amended: Amended September 22, 2017
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NUMBER:

TITLE:

CENTERS FOR MEDICARE & MEDICAID SERVICES

SPECIAL TERMS AND CONDITIONS

tt-w-00297/3

Virginia Governor's Access Plan for the Seriously Mentally Ill
(GAP) and Addiction and Recovery Treatment Services
(ARTS) Delivery System Transformation Demonstration

AWARDEE: Virginia Department of Medical Assistance Services (DMAS)

I. PREFACE

The following are the Special Terms and Conditions (STCs) for Virginia Governor's
Access Plan (GAP) for the Seriously Mentally Ill Section I115 Demonstration and the
Addiction Recovery Treatment Services Delivery System Transformation
demonstration (hereinafter "demonstration"). The parties to this agreement are the
Virginia Department of Medical Assistance Services (State) and the Centers for
Medicare & Medicaid Services (CMS). The STCs set forlh in detail the nature,
character, and extent offederal involvement in the demonstration and the state's
obligations to CMS during the life ofthe demonstration. All requirements of the
Medicaid and CHIP programs expressed in law, regulation and policy statement, not
expressly waived or made not applicable in the list of waivers and expenditure
authorities, shall apply to the demonstration project. The STCs are effective January
12,2015, unless otherwise specified. This demonstration will be statewide and is
approved through December 31, 2019.

The STCs have been arranged into the following subject areas:

I. Preface
II. Program Description and Objectives
n. General Program Requirements
IV. Eligibility for the GAP Component of the Demonstration
V. Benefits for the GAP Component of the Demonstration
VI. Cost Sharing for the GAP Component of the Demonstration
VII. Delivery Systems for the GAP Component of the Demonstration
Vru. GeneralReportingRequirements
IX. General Financial Requirements
X. Monitoring Budget Neutrality for the Demonstration
XI. Evaluation of the GAP Component of the Demonstration
XII. HealthlnformationTechnology
XIII. T-MSISRequirements
XIV. Addiction and Recovery Treatment Services (ARTS) Delivery System

Transformation Component of the Demonstration
XV. Evaluation of the ARTS Component of the Demonstration
XVI. Evaluation of the Former Foster Care Youth Component of the Demonstration
XVII. Schedule of State Deliverables

Approval Period: January 12,2015 through December 31,2019 Page1ofl2l
Amended: September 22, 2017



Additional attachments have been included to provide supplementary information
and guidance for specific STCs.

Attachment A: Diagnoses Eligible for Virginia GAP Demonstration
Attachment B: Demonstration Benefits Specifications
Attachment C: Informal Network of Benefits
Attachment D: GAP Demonstration Evaluation Plan
Attachment E: Timeline for Establishing Standards for Substance Use Disorder
System
Attachment F: ARTS Delivery System Transfotmation Demonstration Evaluation
Plan (Reserved)
Attachment G: Former Foster Care Youth Evaluation (Reserved)

Attachment I-I: Devcloping the Evaluation Design
Attachment I: Preparing the Interim a¡d Summative Evaluation Reports

II. PROGRAM DESCRIPTION AND OBJECTIVES

Effective October 1,2017, theYitginia GAP demonstration provides a specified
benefits package to childless adults and non-custodial parents 21 through 64 who
have household incomes at or below 100 percent ofthe federal poverty level (FPL)
using the MAGI methodology, who have been diagnosed with a serious mental
illness (SMI). The demonstration extends access to a limited package of behavioral
and physical health services to adults who are not otherwise eligible for Medicaid,
CHIP, or Medicare and are uninsured.

The Virginia GAP Demonstration will evaluate the outcomes of providing a targeted
benefìts package to an uninsured population. The three (3) key goals ofthe GAP
component of the demonstration are to:

Improve access to behavioral health outpatient medical care for a segment of
the uninsured population in Virginia who have serious behavioral and

medical needs;
Improve health and behavioral health outcomes of demonstration participants;
and
Serve as a bridge to closing the insurance coverage gap for Virginians.

In May 2015, the demonstration was amended to reduce the GAP eligibility levels
from 100 percent ofthe FPL to 60 percent ofthe FPL. In June 2016, the
demonstration was amended to increase the GAP eligibility levels from 60 percent to
80 percent ofthe FPL. In September 2017, the demonstration was amended to
increase the GAP eligibility levels from 80 percent to 100 percent of the FPL. In
September 2017, the GAP component of the demonstration was amended to provide
the 1'ollowing substance use disorder (SUD) services to the GAP benefit package:

o Partial day hospitalization (ASAM Level 2.5);
r Residential treatment (ASAM Level 3.1,3.3,3.5 and 3.7); and
. Withdrawalmanagement.

Approval Period: January 12,2015 through December 31,2019 Page 2 of l2l
Amended: September 22, 2017
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December 2016 Amendment
The ARTS amendment expanded substance use disorder (SUD) benefits for atl
Virginia Medicaid recipients eligible under the State Plan or under the Former Foster
Care Youth component of this demonstration to cover the full continuum of SUD
treatment; introduces quality of care and programmatic features for the successful

integration ofSUD services into comprehensive managed care for all managed care

enrollees; incotporates industry standard SUD treatment criteria into program

standards; improves the quality and availability of medication-assisted treatment
services; and introduces policy, practice and system reforms consistent with CMS
State Medicaid Director (SMD) Letter #15-003. The terms and conditions of the

ARTS amendment are set out in section XV of this document.

The goals ofthc ARTS component of the demonstration are to:

Improve quality of care and population health outcomes for the Medicaid
population;
Increase Medicaid recipients' access to and utilization of community-based
and outpatient ARTS;
Decrease medically unnecessary or preventable utilization of high-cost
emergency department and hospital services by Medicaid recipients with
SUDs by expanding treatment in more cost-effective community-based
residential and outpatient settings;
Improve care coordination and care tra¡sitions for Medicaid recipients with
SUDs; and
Increase the number and type ofhealth care clinicians providing ARTS to
Medicaid recipients with SUDs.

September 2017 Amendment
The September 2017 amendment added a former foster care youth component ofthe
demonstration. Under this amendment, the state receives authority to cover former
foster care youth who aged out of foster care under the responsibility of another state

and are now applying for Medicaid in the Commonwealth of Virginia.
The goals of the former foster care youth demonstration component are to:

Increase and strengthen coverage of former foster care youth who were in
Medicaid and foster care in a different state; and
Improve health outcomes for these youth.

IIL GENERALPROGRAMREQUIREMENTS

l. Compliance with Federal Non-Discrimination Statutes. The state must
comply with all applicable Federal statutes relating to non-discrimination. These
include, but are not limited to, the Americans with Disabilities Act of 1990, title
VI ofthe Civil Rights Act of 1964, section 504 ofthe Rehabilitation Act of 1973,

and the Age Discrimination Act of 1975.

Approval Period: January 12,2015 through December 31,2019
Amended: Septembet 22, 20 17
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2. Compliance with Medicaid and Children's Health Insurance Program
(CHIP) Law, Regulation, and Policy. All requirements of the Medicaid
program and CHIP, expressed in law, regulation, and policy statement, not
expressly waived or identified as not applicable in the waiver and expenditure
authority documents (of which these terms and conditions are part), must apply to
the demonstration.

3. Changes in Federal Law, Regulation, and Policy. The state must, within the
timeframes specified in law, regulation, or policy statement, come into
compliance with any changes in federal law, regulation, or policy affecting the
Medicaid or CHIP program that occur during this demonstration approval period,
unless the provision being changed is expressly waived or identified as not
applicablc. In addition, CMS reseles the right to amend the STCs to reflect such
changes and/or changes ofan operational nature without requiring the state to
submit an amendment to the demonstration under STC 7. CMS will notify the
state thirty (30) days in advance ofthe expected approval date ofthe amended
STCs to provide the state with additional notice of the changes.

4. Impact on Demonstration of Changes in Federal Law, Regulation, and
Policy.

a. To the extent that a change in federal law, regulation, or policy requires either
a reduction or an increase in federal financial participation (FFP) for
expenditures made under this demonstration, the state must adopt, subject to
CMS approval, modified budget neutrality agreement for the demonstration
as necessary to comply with such change. The modified agreements will be
effective upon the implementation of the change.

b. If mandated changes in the federal law require state legislation, the changes
must take effect on the day such state legislation becomes effective, or on the
last day such legislation was required to be in effect under the law.

5. State Plan Amendments. The state will not be required to submit title XIX or
title XXI state plan amendments for changes affecting any populations made
eligible solely through the Demonstration. If a population eligibte through the
Medicaid state plan is affected by a change to the demonstration, a conforming
amendment to the appropriate state plan may be required, except as otherwise
noted in these STCs.

As outlined in CMS'November 21, 2016, CMCS Informational Bulletin to
Allow Medicaid Coverage to Former Foster Care Youth Who Have Moved to a
Different State, the state shall submit a conforming amendment to the Medicaid
State Plan for the "out-of-state" former foster care youth affected by the
implementation of this demonstration. After the associated Medicaid State Plan
amendment is effectuated, the state will not be required to submit any additional
title XIX SPAs for changes affecting this former foster care youth population
made eligible solely through this demonstration.

Approval Period: January 12,2015 through December 31,2019
Amended: Sepiember 22, 2017
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6. Changes Subject to the Amendment Process. Changes related to eligibility,
enrollment, benefits, enrollee rights, delivery systems, cost sharing, evaluation
design, sources of non-federal share of funding, and budget neutrality must be

submitted to CMS as amendments to the demonstration. All amendment requests
are subject to approval at the discretion of the Secretary in accordance with
section 1115 of the Act. The state must not implement changes to these elements
without prior approval by CMS either through an approved amendment to the
Medicaid state plan or amendment to the demonstration. Amendments to the
demonstration are not retroactive and FFP will not be available for changes to the
demonstration that have not been approved through the amendment process set

forth in STC 7, except as provitletl in STC 3.

7. Amendment Process. Requests to amend the demonstration must be submitted
to CMS for approval no later than 120 days prior to the planned date of
implementation of the change and may not be implemented until approved. CMS
reserves the rightto deny or delay approval ofa demonstration amendment based
on non-compliance with these STCs, including but not limited to failure by the
state to submit required reports and other deliverables in a timely fashion
according to the deadlines specified herein. Amendment requests must include,
but are not limited to, the fbllowing:

a. An explanation of the public process used by the state, consistent with the
requirements of STC 15 to reach a decision regarding the requested
amendment;

b. A data analysis which identifies the specific "with waiver" impact of the
proposed amendment on the current budget neutrality agreement. Such
analysis shall include current total computable "with waiver" and "without
waiver" status on both a summary and detailed level through the current
approval period using the most recent actual expenditures, as well as

summary and detailed projections of the change in the "with waiver"
expenditure total as a result of the proposed amendment, which isolates (by
Eligibility Group) the impact of the amendment;

c. An up to date CHIP allotment neutrality worksheet, if necessary;

d. A detailed description of thê amendment, including impact on beneficiaries,
with sufficient supporting documentation; and

e. If applicable, a description of how the evaluation design will be modified to
incorporate the amendment provisions.

8. Option to Continue Demonstration beyond DY 2. If the state intends to
continue operating this demonstration beyond demonstration year (DY) two (2),
the state must submit a letter of intent to CMS no later than six (6) months prior

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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to the end ofeach DY for which the state seeks continuation ofthe
demonstration.

9. Extension of the Demonstration. No later than twelve (12) months prior to the
expiration date of the demonstration, the Govemor or Chief Executive Officer of
the state must submit to CMS a demonstration extension request that meets
federal requirem enfs af 42 Code of Federal Regulations (CFR) $431 .412(c) or a
phase-out plan consistent with the requirements of STC 10..

10. Demonstration Phase Out. The state may only suspend or terminate this
demonstration in whole, or in part, consistent with the following requirements.

a. Notification of Suspension or Termination. The state must promptly notify
CMS in writing of the reason(s) for the suspension or termination, together
with the effective date and a transition and phase-out plan. The state must
submit a notification letter and a draft plan to CMS. To be assured of
approval, if the phase-out ofthe demonstration will be accompanied by the
termination ofcoverage, the state must submit the notification letter and a

draft plan to CMS no less than six (6) months before the effective date of the
demonstration's suspension or tetmination.

Prior to submitting the draft plan to CMS, the state must publish on its
website the draft transition and phase-out plan for a thirty (30) day public
comment period. In addition, t¡e state must conduct tribal consultation in
accordance with 42 CFR 431.408. Once the thirty (30) day public comment
period has ended, the state must provide a summary of each public comment
received the state's response to the comment and how the state incorporated
the received comment into the revised plan. The state must obtain CMS
approval of the transition and phase-out plan prior to the implementation of
the phase-out activities. Implementation of activities must be no sooner than
fourteen (14) days after CMS approval of the plan.

b. Transition and Phase-out Plan Requirements. The state must include, at a
minimum, in its plan the process by which it will notify affected beneficiaries,
the content of said notices (including information on the beneficiary's appeal
rights), the process by which the. state will conduct administrative reviews of
Medicaid eligibility prior to the termination ofthe program for the affected
beneficiaries, and ensure ongoing coverage for those beneficiaries determined
eligible, as well as any community outreach activities including community
resources that a¡e available.

c. Phase-out Procedures. The state must comply with all notice requirements
found in 42 CFR Section 431.206, Section 431.210, and Section 43 1.213.In
addition, the state must assure all appeal and hearing rights afforded to
demonstration participants as outlined in 42 CFR Section 43 1.220 and
Section 431.221. If a demonstration participant requests a hearing before the
date ofaction, the state must maintain benefits as required in 42 CFR Section

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 20 1 7
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431.230. In addition, the state must conduct administrative renewals for all
affected beneficiaries in order to determine ifthey qualify for Medicaid
eligibility under a different eligibility category as described in 42 CFR
Section 435.916.

d. Exemption from Public Notice Procedures 42 CFR Section 431.416(9).
CMS may expedite the federal and state public notice requirements in the
event it determines that the objectives of title XIX and XXI would be served

or under circumstances described in 42 CFR Section 43 1 .416(9).

e. Federal Financial Participation (X'FP). Ifthe project is terminated orany
relevant waivers suspended by the state, IFP shall be limited to normal
closeout costs associated with terminating the clemonstration including
services, continued benefits as a result of beneficiaries' appeals and
administrative costs of disenrolling bene{iciaries.

11. Post Award Forum. Pursua¡t to 42 CFR 431.420(c), within six (6) months of
the demonstration's implementation, and annually thereafter, the state shall afford
the public with an opportunity to provide meaningful comment on the progress of
the demonstration. At least thirly (30) days prior to the date of the planned public
forum, the state must publish the date, time and location of the forum in a
prominent location on its website. The state must also post the most recent
annual repoft on its website with the public forum announcement. Pursuant to 42
CFR 431.420(c),the state must include a summary of the comments in the

Quarterly Report associated with the quarter in which the forum was held, as well
as in its compiled Annual Report.

12. Expiring Demonstration Authority. For demonstration authority that expires
priorto the demonstration's expiration date, the state must submit a transition
plan to CMS no later than six (6) months prior to the applicable demonstration
authority's expiration date, consistent with the following requirements:

a. Expiration Requirements. The state must include, at a minimum, in its
demonstration expiration plan the process by which it will notify affected
beneficiaries, the content of said notices (including information on the
beneficiary's appeal rights), the process by which the state will conduct
administrative reviews of Medicaid eligibility for the affected beneficiaries,
and ensure ongoing coverage for eligible individuals, as well as any
community outreach acti vities.

b. Expiration Procedures. The state must comply with all notice requirements
found in 42 CFR Sections 431 .206, 431.210 ønd 431 .213. In addition, the
state must assure all appeal and hearing rights afforded to demonstration
participants as outlined in 42 CFR Sections 431.220 and 431.221. If a
demonstration participant requests a hearing before the date of action, the
state must maintain benefits as required in 42 CFR Section 431.230. In
addition, the state must conduct administrative renewals for all affected
beneficiaries in order to determine if they qualifr for Medicaid eligibility

Approval Period: January 12,2015 through December 31,2019 Page 7 of 121
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under a different eligibility category as discussed in October 1, 2010, State

Health Official Letter # 10-008.

c. Federal Public Notice. CMS will conduct a thirty (30) day federal public
comment period consistent with the process outlined in 42 CFR Section
431.416 in order to solicit public input on the state's demonstration expiration
ptan. CMS will consider comments received during the thitty (30) day period
during its review and approval ofthe state's demonstration expiration plan.
The state must obtain CMS approval of the demonstration expiration plan
prior to the implementation of the expiration activities. Implementation of
expiration activities must be no sooner than fourteen (14) days after CMS
approval of the plan.

d. Federal Financial Participation (FFP). FFP shall be limited to normal
closeout costs associated with the expiration of the demonstration including
services, continued benefits as a result of beneficiaries' appeals and
administrative costs of disenrolling participants.

13. Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers
or expenditure authorities at any time it determines that continuing the waivers or
expenditure authorities would no longer be in the public interest or promote the
objectives of title XIX. CMS will promptly notifli the state in writing of the
determination and the reasons for the withdrawal, together with the effective
date, and afford the state an opportunity to request a hearing to challenge CMS'
determination prior to the effective date. If a waiver or expenditure authority is
withdrawn, FFP is limited to normal closeout costs associated with terminating
the waiver or expenditure authority, including services and administrative costs of
disenrolling participants.

14. Adequacy of Infrastructure. The state must ensure the availability ofadequate
resources for implementation and monitoring of the demonstration, including
education, outreach, and enrollment; maintaining eligibility systems; compliance
with cost sharing requirements; and reporting on financial and other
demonstration components.

15. Public Notice, Tribal Consultation, and Consultation with Interested Parties.
The state must comply with the state notice procedures as required in 42 CFR
431 .408 prior to submitting an application to extend the demonstration. For
applications to amend the demonstration, the state must comply with the state
public notice procedures set forth in 59 Fed. Pteg.49249 (September 27, 1994)
prior to submitting such request. The state must also comply with the public
notice procedures set forth in 42 CFR 447 .205 for changes in statewide methods
and standards for setting payment rates. If applicable, the state must also comply
with the tribal consultation requirements as set forth in section 1902(a)(73) of the
Act and implemented in regulation at 42 CFR Section 431.408(b), and the tribal
consultation requirements contained in the state's approved Medicaid state plan,

Approval Period: January 12,2015 through December 31,2019
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when any program changes to the demonstration, either through amendment as

defined in STC 6 or extersior! are proposed by the state.

16. Federal Financial Participation (X'FP). No federal matching for administrative
or service expenditures for this demonstration will take effect until the effective
date identified in the demonstration approval letter.

IV. ELIGIBILITY FOR THE GAP COMPONENT OF THE DEMONSTRATION

The Virginia GAP Demonstration provides a specified benefits package to uninsured
adults age 2I To 64 with SMI who have household incomes described in STC 17(d).
Specific diagnoses which may qualify a person for eligibility in the demonstration are

included in Attachment A.

17. Demonstration population. The enrollees described below who are made
eligible for the GAP component of the demonstration by virtue of the expenditure
authorities expressly granted in this demonstration are subject to Medicaid laws
or regulations only as specified in the expenditure authorities for this
demonstration.

The eligibility criteria for the Virginia GAP Demonstration are as follows:

a. Adult ages 21 through 64 years old;

b. SMI criteria, including documentation related to the duration of the mental
illness a¡d the level ofdisability based on the mental illness, as described in
Attachment A;

c. Not otherwise enrolled for any state or federal full benefits program
including: Medicaid, Children's Health Insurance Program/Family Access to
Medical Insurance Security Plan (CHIP/FAMIS), or Medicare;

d. Household income:
i. Effective January 12,2015 through May 14,2015, applications

received with household income that is at or below 95 percent ofthe
FPL using MAGI methodology;

ii. Effective beginning May 15,2015, applications received with
household income that is at or below 60 percent ofthe FPL using
MAGI methodology; and

iii. Effective beginning July 1,2016, applications received with
household income that is at or below 80 percent of the FPL using
MAGI methodology.

iv. Effective beginning October 10,2017, applications received with
household income that is at or below 100 percent ofthe FPL using
MAGI methodology.

e. Uninsured; and,

Approval Period: January 12,2015 through December 31,2019
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f. Not residing in a long term care facility, mental health facility, or long-stay
hospital, defined as hospital care that is a slightly higher level ofcare than
Nursing Facilities. The placement criteria for the long-stay hospital is similar
to a specialized care nursing facility but allows for more individualized
placements. A long-stay hospital is a facility is not an IMD, it is a nursing
facility for those who require a long term and higher level ofcare than is
offered in the nursing home level of care. The population to be served
includes individuals requiring mechanical ventilation, ongoing intravenous
medication or nutrition administration, comprehensive rehabilitative therapy
services and individuals with communicable diseases requiring universal or
respiratory precautions.

GAP members who are subject to a temporary detention order (legal
status allowing law enforcement to transport an individual to a facility
for an emergency psychiatric evaluation) will not lose their GAP
eligibility. However, the state will not claim for services while the
individual is subject to the temporary detention order.

GAP members who have a co-occurring SUD diagnosis are eligible to
receive covered SUD-related treatment services in facilities that the
state has assessed as meeting the provider competencies and
capacities described in the ASAM Criteria for Levels 3.5 and 3.7.
This will not affect their GAP eligibility.

18. Continuity of Enrollment and Eligibility. Enrollees have twelve (12) months
of continuous coverage regardless of income changes or enrollment in private
insurance.

V BENEF'ITS F'OR THE GAP COMPONENT OF THE DEMONSTRATION

19. GAP Demonstration Benefits. The targeted benefits package is designed to
serve as many enrollees as possible with a limited set ofhealth care services, as

described below.

The following categories of services are included in the limited benefit for
Virginia GAP Demonstration enrollees, which are further detailed in Attachment
B:

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 20 17

Outpatient Hospital Coverage

Outpatient Medical

Mental Health Case Management

Crisis Stabilization

Psychiatric evaluation and outpatient individual, family,
and group therapies (mental health and substance abuse)
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Peer Supports

Prescription Drugs

Medication Assisted Treatment (MAT) - See full service
definition in STC 72 and STC 73.

Intensive Outpatient Services (ASAM 2.1) - See full service
definition in STC 68.

Partiat day hospitalization (ASAM Level 2.5) - See full
service definition in STC 69.

Residential treatment services (ASAM Levels 3.1 through
3.7) - See full service definition in STC 70.

Withdrawal management - See full service definition in STC
71.

20. Benefits Provided by Informal Network. For benefits that the GAP
demonstration excludes, an informal network furnishes participants with
necessary health care, diagnostic services and treatment for physical and mental
health illnesses. The benefits, network providers and funding sources are listed
in Attachment C.

21. Minimum Essential Coverage. As the GAP demonstration is limited to a
specific category of benefits to treat specific medical conditions, the
demonstration is not recognized as Minimum Essential Coverage (MEC),
consistent with the guidance set for in State Health Official Lefher #14-002,
issued by CMS on November 7, 2014.

VI. COST SHARING FOR THE GAP COMPONENT OF THE DEMONSTRTION

22. Premiums and Cost Sharing. Demonstration en¡ollees will be subject to no
premiums or cost sharing for demonstration services.

vII. DELIVERY SYSTEMS FOR THE GAP COMPONENT OF THE
DEMONSTRATION

23. Service Delivery. Services for the demonstration are provided using a blend of
fee-for-service (FFS) delivery system and a managed fee-for-service delivery
system through an Administrative Services Organization (ASO), as represented in
the table below.

Approval Period: January 12,2015 through December 31,2019
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Plan(Medical)

1 Virginia Acts of Assembly
29,MMMM(Behavioral)

Services

24. Outreach Plan. The state shall submit a draft outreach plan to CMS no later
than sixty (60) days after the award of the demonstration, which includes
innovative efforts to identify and enroll individuals at the first indication of SMI
including individuals who have presented at emergency departments.

VilI. GENERALREPORTINGRX,QUIREMENTS

25. General Financial Requirements. The state must comply with all general
financial requirements under title XIX set forth in Section IX.

26. Reporting Requirements Related to Budget Neutrality. The state must
comply with all reporting requirements for monitoring budget neutrality set forth
in Section X.

27. Monitoring Calls. CMS will convene periodic conference calls with the state.

a. The purpose of these calls is to discuss ongoing demonstration operation, to
include (but not limited to), any significant actual or anticipated
developments affecting the demonstration. Examples include implementation
activities, enrollment and access, budget neutrality, and progress on
evaluation activities.

b. CMS will provide updates on any pending actions, as well as federal policies
and issues that may affect any aspect of the demonstration.

c. The state and CMS will jointly develop the agenda for the calls

28. Subrnission of Post-approval Deliverables. The state must submit all
deliverables as stipulated by CMS and within the timeframes outlined within
these STCs.

29. Compliance with X'ederal Systems Innovation. As federal systems continue to
evolve and incorporate I I 15 waiver reporting and analytics, the state will work
with CMS to:

a. Revise the reporting templates a¡d submission processes to accommodate
timely compliance with the requirements of the new systems;

b. Ensure all 1115, Transformed Medicaid Statistical Information System (T-
MSIS), and other data elements that have been agreed to are provided; and,

Approval Period: January 12,2015 through December 31,2019 Page 12 ofl2l
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c. The state will submit all deliverables to the appropriate system as directed by
CMS.

30: Monitoring Reports. The state must submit three (3) Quarterly Reports and one
(l) compiled Annual Report each DY. The information for the fourth quarterly
report should be reported as distinct information within the Annual Report. The

Quarterly Reports are due no later than sixty (60) days following the end ofeach
demonstration quarter. The compiled Annual Report is due no later than ninety
(90) days following the end of the DY. The compiled Annual Report is due no
later than ninety (90 days) following the end of the DY. The reports will include
all required elements as per 42 CFR 43 1 .428, and should not direct readers to
links outside the report. Additional links not referenced in the document may be
listed in a Reference/Bibliography section. The Monitoring Reporls must follow
the framework provided by CMS, which is subject to change as monitoring
systems are developed/evolve, and be provided in a structured manner that
supports federal tracking and analysis.

a. Operational Updates -Per 42 CFR 431.428, the Monitoring Reports must
document any policy or adminishative difficulties in operating the
demonstration. The reports shall provide sufficient information to document
key challenges, underlying causes of challenges, how challenges are being
addressed, as well as key achievements and to what conditions and effoÍs
successes can be attributed. The discussion should also include any issues or
complaints identified by beneficiaries; lawsuits or legal actions; unusual or
unanticipated trends; legislative updates; and descriptions ofany public
forums held. The Monitoring Report should also include a summary of all
public comments received through post-award public forums regarding the
progress of the demonstration.

b. Performance Metrics -Per 42 CFR 431.428, the Monitoring Reports must
document the impact ofthe demonstration in providing insurance coverage to
beneficiaries and the uninsured population, as well as outcomes of care,
quality and cost ofcare, and access to care. This may also include the results
of beneficiary satisfaction surveys, ifconducted, grievances and appeals. The
required monitoring and performance metrics must be included in writing in
the Monitoring Reports, and will follow the framework provided by CMS to
support federal tracking and analysis.

c. Budget Neutrality and Financial Repoftins Requirements - Per 42 CFR
431.428, the Monitoring Reports must document the financial performance of
the demonstration. The state must provide an updated budget neutrality
workbook that includes established baseline and member months data with
every Monitoring Report that meets all the reporting requirements for
monitoring budget neutrality set forth in the General Financial Requirements
section ofthese STCs, including the submission of corrected budget
neutrality data upon request. In addition, the state must repo¡t quarterly and
annual expenditures associated with the populations affected by this
demonstration on the Form CMS-64. Administrative costs should be reported
separately.

Approval Period: January 12,2015 through December 31,2019
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d. Evaluation Activities a¡d Interim Findings - Per 42 CFR 431 .428, the
Monitoring Reports must document any results of the demonstration to date

per the evaluation hypotheses. Additionally, the state shall include a
summ¿uy of the progress of evaluation activities, including key milestones
accomplished, as well as challenges encountered and how they were
addressed.

31. Close Out Report. V/ithin 120 days prior to the expiration ofthe demonstration,
the state must submit a draft Close Out Report to CMS for comments.
a. The draft final report must comply with the most current Guidance from

CMS.
b. The state will present to and participate in a discussion with CMS on the

Close Out rcport.
c. The state must take into consideration CMS's comments for incorporation

into the final Close Out Repoft.
d. The final Close Out Report is due to CMS no later than thirty (30) days after

receipt of CMS' comments.
e. A delay in submitting the draft or final version of the Close Out Repofi may

subject the state to penalties described in STC 57.

32. Post Award Forum. Pursuant to 42 CFR 431.420(.c), within six (6) months of
the demonstration's implementation, and annually thereafter, the state shall
afford the public with an opportunity to provide meaningful comment on the
progress ofthe demonstration. At least thirty (30) days priorto the date ofthe
planned public forum, the state must publish the date, time and location of the
forum in a prominent location on its website. The state must also post the most
recent annual report on its website with the public forum announcement. Pursuant
to 42 CFP. 431.420(c), the state must include a summary of the comments in the
Monitoring Report associated with the quarter in which the forum was held, as

well as in its compiled Annual Report.

IX. GENERAL FINANCIAL REQUIRMENTS

33. Quarterly Expenditure Reports. The state must provide quarterly Title XIX
expenditure reports using Form CMS-64, to separately report total Title XIX
expenditures for services provided through this demonstration under section 1115
authority. CMS shall provide Title XIX FFP for allowable demonstration
expenditures, only as long as they do not exceed the pre-defined limits on the

costs incurred, as specified in section X ofthe STCs.

34. Reporting Expenditures Subject to the Budget Neutrality Cap. The following
describes the reporting of expenditures subject to the budget neutrality
agreement:

a. Tracking Expenditures. In order to track expenditures under this
demonstration, the state will report demonstration expenditures through the
Medicaid and State Children's Health Insurance Program Budget and
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Expenditure System (MBES/CBES), following routine CMS-64 reporting
instructions outlined in section 2500 and Section 21 15 ofthe State Medicaid
Manual. All demonstration expenditures subject to the budget neutrality limit
must be reported each quarter on separate forms CMS-64.9 WAIVER and/or
64.9P WAIVER, identified by the demonstration project number assigned by
CMS (including the project number extension, which indicates the DY in
which services were rendered or for which capitation payments were made).
For monitoring purposes cost settlements must be recorded on the appropriate
prior period adjustment schedules (forms CMS-64.9 Waiver) for the summary
line 108, in lieu of lines 9 or lOC. For any other cost settlements (i.e., those
not attributable to this demonstration), the adjustments should be reported on
lines 9 or 10C, as instructed in the State Medicaid Manual. The tetm,
"expenditures subject to the budget neutrality limit," is dehned below in STC
43.

b. Cost Settlements. For monitoring purposes, cost settlements attributable to
the demonstration must be recorded on the appropriate prior period
adjustment schedules (form CMS-64.9P Waiver) for the summary sheet line
108, inlieu of lines 9 or 10C. For any cost settlement not attributable to this
demonstration, the adjustments should be reported as otherwise instructed in
the SMM.

c. Pharmacy Rebates. The state may propose a methodology for assigning a
portion ofpharmacy rebates to the demonstration populations, in a way that
reasonably reflects the actual rebate-eligible pharmacy utilization ofthose
populations, and which reasonably identifies pharmacy rebate amounts with
DYs. Use ofthe methodology is subject to the approval in advance by the
CMS Regional Office, and changes to the methodology must also be
approved in advance by the Regional Office. The portion ofpharmacy
rebates assigned to the demonstration using the approved methodology will
be reported on the appropriate Forms CMS-64.9 Waiver for the
demonstration and not on any other CMS-64.9 form to avoid double -
counting. Each rebate amount must be distributed as state a¡d Federal
revenue consistent with the Federal matching rates under which the claim was
paid.

d. Use of Waiver Forms for Medicaid. For each DY, separate Forms CMS-
64.9 Waiver and lor 64.9P Waiver shall be submitted reporting expenditures
for individuals enrolled in the demonstration, subject to the budget neutrality
limit (section X of these STCs). The State must complete separate waiver
forms for the following eligibility groups/waiver names:

i. MEG 1 - "SMI Group"

ii. MEG 2 _ "SUD IMD"

l11. MEG 3 - "Former Foster Care Youth (FFCY) Group"

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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e. Demonstration Years. The first Demonstration Year (DY1) began on
January 1, 2015. Pursuant to STC 8, DMAS submitted a letter of intentto
extend the demonstration past DY 2. Subsequent DYs are defined as follows:

Demonstration Year 1

(DYl)
Iantary 1 ,2015 12 months

Demonstration Year 2
(DY2)

January 1,2016 I 2 months

Demonstration Year 3

IDY3)
January 1,2017 12 months

Demonstration Year 4
(DY4)

January 1, 2018 12 months

Demonstration Year 5

IDY5)
January |, 2019 12 months

35. Administrative Costs. Administrative costs will not be included in the budget
neutrality limit, but the state must separately track and report additional
administrative costs that are directly attributable to the demonstration, using
Forms CMS-64.10 Waiver and/or 64.10P Waiver, with waiver name State and
Local Administration Costs ('ADM').

36. Claiming Period. All claims for expenditures subject to the budget neutrality
limit (including any cost settlements) must be made within two (2) years after the
calendar quarler in which the State made the expenditures. Furthermore, all
claims for services during the demonstration period (including any cost
settlements) must be made within two (2) years after the conclusion or
termination of the demonstration. During the latter two (2) year period, the state

must continue to identi$ separately net expenditures related to dates of service
during the operation of the section 1115 demonstration on the Form CMS-64 and
Form CMS-21 in order to properly account for these expenditures in determining
budget neutrality.

37. Reporting Member Months. The following describes the reporting ofmember
months for demonstration populations:

a. For the pu¡pose of calculating the budget neutrality expenditure cap and for
other purposes, the state must provide to CMS, as paft ofthe quaÍerly report
required under STC 30, the actual number of eligible member months for the
GAP demonstration populations defined in STC 17 and for the ARTS
component described in section XIV. The state must submit a statement
accompanying the quarterly report, which certifies the accuracy ofthis
information. To permit full recognition of "in-process" eligibility, reported
counts of member months may be subject to revisions after the end ofeach
quarter. Member month counts may be revised retrospectively as needed.

Approval Period: January 12,2015 through December 31,2019
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b. The term "eligible member months" refers to the number of months in which
persons are eligible to receive services. For example, a person who is eligible
for three (3) months contributes three eligible member months to the total.
Two (2) individuals who are eligible for two (2) months each contribute two
(2) eligible member months to the total, for a total of four (4) eligible member
months.

c. For purposes of the ARTS component of the demonstration, a member month
is defined as a calendar month in which a demonstration eligible received any
ARTS expenditure authority services at any time during the month, including
the shoft-term residential stay.

38. Standard Medicaid Funding Process. The standard Medicaid funding process
must be used dwing the demonstration. The state must estimate matchable
demonstration expenditures (total computable and federal share) subject to the
budget neutrality expenditure cap and separately report these expenditures by
quarter for each federal hscal year on the Form CMS-37 for both the Medical
Assistance Payments (MAP) and State and Local Administration Costs (ADM).
CMS will make federal funds available based upon the state's estimate, as

approved by CMS. Within thiny (30) days after the end of each quarter, the state
must submit the Form CMS-64 quarterly Medicaid expenditure report, showing
Medicaid expenditures made in the quarter just ended. The CMS will reconcile
expenditures reported on the Form CMS-64 quarterly with federal funding
previously made available to the state, and include the reconciling adjustment in
the finalization ofthe grant award to the state.

39. Extent of f,'ederal Financial Participation for the Demonstration. Subject to
CMS approval of the source(s) ofthe non-federal share of funding, CMS shall
provide FFP at the applicable federal matching rate for the demonstration as a
whole as outlined below, subject to the limits described in Section IX:

a. Administrative costs, including those associated with the administration of the
demonstration.

b. Net expenditures and prior period adjustments of the Medicaid program that
are paid in accordance with the approved Medicaid state plan.

c. Medical assistance expènditures made under section 1115 demonstration
authority, including those made in conjunction with the demonstration, net of
enrollment fees, cost sharing, pharmacy rebates, and all other types of third
party liability or CMS payment adjustments.

40. Sources of Non-Federal Share. The state must certify that the matching non-
federal share of funds for the demonstration are state/local monies. The state
further certifies that such funds shall not be used as the match for any other
federal grant or contract, except as permitted by law. All sources of non-federal
funding must be compliant with section 1903(w) of the Act and applicable
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regulations. In addition, all sources of the non-federal share of funding are

subject to CMS approval.

a. CMS may review the sources of the non-federal share of funding for the

demonstration at any time. The state agrees that all funding sources deemed
unacceptable by CMS shall be addressed within the time frames set by CMS.

b. Any amendments that impact the financial status of the program shall require
the state to provide information to CMS regarding all sources of the non-
lederal share of funding.

c. The state assues that all healthcare-related taxes comport with section
1903(w) ofthe Act and all other applicable federal statutory and regulatory
provisions, as well as the approved Medicaid state plan.

41. State CertifÏcation of Public Expenditures. The state must certify that the
following conditions for non-federal share of demonstration expenditures are met:

a. Units of government, including govemmentally operated health care
providers, may certify that state or local tax dollars have been expended as

the non-tèderal share of funds under the demonstration.

b. To the extent the state utilizes certified public expenditures (CPEs) as the
funding mechanism for title XIX (or under section 1115 authority) payments,
CMS must approve a cost reimbursement methodology. This methodology
must include a detailed explanation ofthe process by which the state would
identify those costs eligible under title XIX (or under section 1115 authority)
for purposes of certifying public expenditures.

c. To the extent the state utilizes CPEs as the funding mechanism to claim
federal match for payments under the demonstration, govemmental entities to
which general revenue funds are appropriated must certify to the state the
amount of such tax revenue (state or local) used to satisfy demonstration
expenditures. The entities that incuned the cost must also provide cost
documentation to suppoft the state's claim for federal match.

d. The state may use intergovemmental transfers to the extent that such funds
are derived from state or local tax revenues and are transferred by units of
govemment within the state. Any transfers from governmentally operated
health care providers must be made in an amount not to exceed the non-
federal share oftitle XIX payments. Under all circumstances, health care
providers must retain 100 percent of the claimed expenditure. Moreover, no
pre-arranged agreements (contractual or otherwise) exist between health care
providers and state and/or local govemment to return and/or redirect any
portion of the Medicaid payments. This confirmation of Medicaid payment
retention is made with the understanding that payments that are the normal
operating expenses of conducting business, such as payments related to taxes,
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(including health care provider-related taxes), fees, business relationships
with govemments that are un¡elated to Medicaid and in which there is no
connection to Medicaid payments, are not considered retuming and/or
redirecting a Medicaid payment.

X. MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION

42. Limit on Title XIX Funding. The state shall be subject to a limit on the amount
offederal Title XIX funding that the state may receive on selected Medicaid
expenditures during the period of approval ofthe demonstration. The GAP
component limit is determined using a disabled diversion model. The budget
neutrality expenditure limits are set on a yearly basis with a cumulative budget
neutrality expenditurc limit for the length of the entire demonstration. The data
supplied by the state to CMS to set the annual caps is subject to review and audit,
and if found to be inaccurate, will result in a modified budget neutrality
expenditure limit. CMS' assessment of the state's compliance with these annual
limits will be done using the Schedule C report from the CMS-64.

43, Calculation of the Budget Neutrâlity Limit. The budget neutrality test includes
three (3) components-a GAP component, an ARTS component, a¡d a FFCY
component.

a. GAP Component. The aggregate financial cap for the GAP component is
determined by applying the state historical trend rate to obtain annual budget
limits for demonstration years one (1) and through five (5) (the approval
period). The budget neutrality limit is determined using a disability diversion
model, under which demonstration expenditures for the MEG in addition to
expenditures for disabled adults with SMI are not to exceed the cost of
disabled adults with SMI absent the demonstration. The budget neutrality
limit for the GAP component will be for the total computable cost of
$11,615,737 ,822 for the life of the demonstration, which is the sum of the five
(5) annual components shown in the chart below. If the state chooses to
operate the demonstration for fewer than five (5) years, then the budget
neutrality limit will be reduced on a pro rata basis to reflectthe shortened
approval period, and budget neutrality will be assessed based on the
shortened period.
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b. ARTS Budget Neutrality Limit. The ARTS component of the
demonstration has a separate budget neutrality test. The test includes an

allowance for hypothetical services. The expected costs of the hypothetical
services are reflected in the "without-waiver" budget neutrality expenditure
limit. The state must not accrue budget neutrality "savings" from the
hypothetical services. To accomplish this goal, a separate expenditure cap is
established for the hypothetical services, to be known as Supplemental
Budget Neutrality Test One (1).

The MEG listed in the table below is for the Supplemental Budget
Neutrality Test One ( 1).

ii. The Supplemental Cap One (1) is calculated by taking the PMPM cost
projection for the group in each DY, times the number of eligible member
months for that group and DY, and adding the products together across the
DYs . The federal share of Supplemental Cap One ( 1 ) is obtained by
multiplying the total computable Supplemental Cap One (1) by the
Composite Federal Share.

iii. Supplemental Budget Neutrality Test One (1) is a comparison between the

federal share of Supplemental Cap One (l) and total FFP reported by the state

for the hypothetical group under the following Waiver Name (SUD).

If total FFP for the hypothetical group should exceed the federal share of
Supplemental Cap One (1), the difference must be repofted as a cost against

the budget neutrality limit described in STC 44(a).

c. FFCY Budget Neutrality Limit. The FFCY component of the demonstration has a

separate budget neutrality test that is constructed as a hypothetical or "pass-through"
service model. The state is not permitted to utilize or accrue budget neutrality
"savings" from a hypothetical budget model. The separate expenditure cap for FFCY
is to be referred to as "Supplemental Budget Neutrality Test Two (2)" and the expected

costs of the "without-waiver" budget neutrality expenditure limit are reflected in the
table below.

The MEG listed in the table below is for the Supplemental Budget Neutrality
Test Two (2).
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ii. The Supplemental Cap Two (2) is calculated by taking the PMPM cost
projection for the group in each DY, times the number of eligible member
months for that group and DY, and adding the products together across the
DYs. The federal share of Supplemental Cap Two (2) is obtained by
multiplying the total computable Supplemental Cap Two (2) by the Composite
Federal Share.

iii. Supplemental Budget Neutrality Test Two (2) is a comparison between the
federal share of Supplemental Cap Two (2) and total FFP reported by the state
for the hypothetical group under the following Waiver Name (FFCY).

Iftotal FFP for the hypothetical group should exceed the fede¡al share of
Supplemental Cap Two (2), the difference must be reported as a cost against
the budget neutrality limit described in STC 44(a).

44. Composite Federal Share Ratio. The Composite Federal Share is the ratio
calculated by dividing the sum total of federal financial participation (FFP)
received by the state on actual demonstration expenditures during the approval
period, as reported through the Medicaid Budget and Expenditure System/State
Children's Health Insurance Program Budget and Expenditure System
(MBES/CBES) and summarized on Schedule C (with consideration of additional
allowable demonstration offsets such as, but not limited to, premium collections)
by total computable demonstration expenditures for the same period as reported
on the same forms. Should the demonstration be terminated prior to the end of
the extension approval period (see STC 8), the Composite Federal Share will be
determined based on actual expenditures for the period in which the
demonstration ',ryas active. For the purpose of interim monitoring of budget
neutrality, a reasonable estimate of Composite Federal Share may be developed
and used through the same process or through an altemative mutually agreed
upon method.

a. tr'uture Adjustments to the Budget Neutrality Expenditure Limit. CMS
reserves the right to adjust the budget neutrality expenditure limit to be
consistent with enforcement of impermissible provider payments, health care
related taxes, new federal statutes, or policy interpretations implemented
through letters, memoranda, or regulations with respect to the provision of
services covered under the demonstration.

b. Enforcement of Budget Neutrality. CMS shall enforce budget neutrality
over the life of the demonstration rather than on an annual basis. However, if
the state's expenditures exceed the calculated cumulative budget neutrality
expenditure cap by the percentage identified below for any of the
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demonstration years, the state must submit a corrective action plan to CMS
for approval. The state will subsequently implement the approved corrective
action plan.

c. Exceeding Budget Neutrality. If at the end of the demonstration period the
cumulative budget neutrality limit has been efceeded, the excess federal
funds willbe retumed to CMS. If the demonstration is terminated prior to the
end of the budget neutrality agreement, an evaluation ofthis provision will be
based on the time elapsed through the termination date.

d. Use of Budget Neutrality Savings. The state must submit an amendment to
invest any portion of savings below the budget neutrality expenditure cap.
CMS will only consider initiatives that would enhance and improve care for
the SMI population enrolled in the demonstration.

Budget Neutrality and Medicaid Expansion. If the state expands Medicaid
to include those who may be covered under Section 1902(a)(10)(A)(i)(VIIf
ofthe Act during the demonstration's approval period, then the demonstration
will end and the budget neutrality test will be deemed to have been met.

e.

XI. EVALUATION OF THE GAP COMPONENT OF'THE DEMONSTRATION

45. Independent Evaluator. Upon approval of the demonstration, the state must
begin to arrange with an independent party to conduct an evaluation ofthe
demonstration to ensure that the necessary data is collected at the level ofdetail
needed to research the approved hypotheses. The independent party must sign an
agreement to conduct the demonstration evaluation in an independent manner in
accord with the CMS-approved, draft Evaluation Design. When conducting
analyses and developing the evaluation repofts, every effqrt should be made to
follow the approved methodology. However, the state may request, and CMS
may agree to, changes in the methodology in appropriate circumstances.
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46. Submission of Draft Evaluation Design. The state shall submit a revised draft
evaluation design to CMS no later than 120 days after the award ofthe
demonstration amendment. The revised evaluation design should include the
original evaluation design, as well as a proposal for evaluating the new elements
ofthe demonstration, to include increasing the eligibility to 100 percent ofthe
FPL, the added services to the GAP benefit package (partial day hospitalization,
residential treatment, and withdrawal management), The state must also submit
an evaluation of the FFCY component ofthe demonstration as described in STC
89.

47. Submission of Final Evaluation Design. The state shall provide the Final
Evaluation Design within sixty (60) days of receipt of CMS com¡nents of the
Draft Evaluation Design. If CMS finds that the Final Evaluation Design
adequately accommodates its comments, then CMS will approve the Final
Evaluation Design within and attach to these STCs as Attachment D. Per 42 CFR
431.424(c), the state will publish the approved Evaluation Design to the state's
Medicaid website within thirty (30) days of CMS approval.

48. Evaluation Budget. A budget for the evaluation shall be provided with the draft
Evaluation Design. It will include the total estimated cost, as well as a

breakdown of estimated staff, administrative and other costs for all aspects of the
evaluation such as any survey and measurement development, quantitative and
qualitative data collection and cleaning, analyses and report generation. A
justification of the costs may be required by CMS if the estimates provided do
not appear to sufficiently cover the costs ofthe design or if CMS finds that the
design is not sufficiently developed, or if the estimates appear to be excessive.

49. Evaluation Questions and Hypotheses. Consistent with attachments H and I
(Developing the Evaluation Design and Preparing the Evaluation Report) of these
STCs, the evaluation documents must include a discussion ofthe evaluation
questions and hypotheses that the state intends to test. Each demonstration
component should have at least one evaluation question and hypothesis. The
hypothesis testing should include, where possible, assessment of both process and
outcome measures. Proposed measures should be selected from nationally-
recognized sources and national measures sets, where possible. Measures sets

could include CMS's Core Set of Health Care Quality Measures for Children in
Medicaid and CHIP, Consumer Assessment of Health Care Providers and
Systems (CAHPS), the Initial Core Set of Health Care Quality Measures for
Medicaid-Eligible Adults and/or measures endorsed by National Quality Forum
(NQF). CMS recommends hypotheses include an assessment of the objectives of
SUD section 1115 demonstrations, to include (but is not limited to): initiation and
compliance with treatment, appropriate utilization of health services (emergency
department and inpatient hospital settings), and a reduction in key outcomes such
as deaths due to overdose.
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50. Interim Evaluation Report. The state must submit an Interim Evaluation
Report for the completed years of the demonstration, and for each
subsequent renewal or extension ofthe demonstration, as outlined in 42
CFR 431.412(c)(2)(vi). When submitting an application for renewal, the
Evaluation Report should be posted to the state's website with the
application for public comment.

a. The interim evaluation report will discuss evaluation progress and present
findings to date as per the approved evaluation design.

b. For demonstration authority that expires prior to the overall demonstration's
expiration clate, the Interirn Evaluatiorì Report must include an evaluation of
the authority as approved by CMS.

c. If the state is seeking to renew or extend the demonstration, the draft Interim
Evaluation Report is due when the application for renewal is submitted. If
the state made changes to the demonstration in its application for renewal, the
research questions and hypotheses, and how the design was adapted should be
included. If the state is not requesting a renewal for a demonstration, an
Interim Evaluation report is due one (1) year prior to the end ofthe
demonstration. !or demonstration phase outs prior to the expiration of the
approval period, the draft Interim Evaluation Report is due to CMS on the
date that will be specified in the notice of termination or suspension.

d. The state must submit the final Interim Evaluation Repot sixty (60) days
after receiving CMS comments on the draft Interim Evaluation Report and
post the document to the state's website.

e. The Interim Evaluation Report must comply with attachment I
(Preparing the Evaluation Report) ofthese STCs.

51. Summative Evaluation Report. The draft Summative Evaluation Report must
be developed in accordance with attachment I (Preparing the Evaluation Report)
of these STCs. The state must submit a drat Summative Evaluation Report for
the demonstration's current approval period within eighteen (18) months ofthe
end ofthe approval period represented by these STCs. The Summative
Evaluation Reporl must include the information in the approved Evaluation
Design.

a. Unless otherwise agreed upon in writing by CMS, the state shall submit the
final Summative Evaluation Report within sixty (60) days of receiving
comments from CMS on the draÍÌ.

b. The final Summative Evaluation Report must be posted to the state's
Medicaid website within thirty (30) days of approval by CMS.

Approval Period: January 12,2015 through December 31,2019
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52. State Presentations for CMS. CMS reserves the right to request that the state
present and pafticipate in a discussion with CMS on the Evaluation Design, the
interim evaluation, a¡d/or the summative evaluation.

53. Public Access. Per 42 CFR 431.428(b), the state shall post the draft Annual
Monitoring Reports and other final documents (e.g., Monitoring Reports, Close
Out Reporl, approved Evaluation Design, Interim Evaluation Report, and
Summative Evaluation Report) on the state's Medicaid website within thirty (30)
days ol approval by CMS.

54. Additional Publications and Presentations. For a period of twenty-four (24)
months following CMS approval of the final reports, CMS will be notified prior
to presentation ofthese reports or their findings, including in related publications
(including, for example, journal articles), by the state, contractor, or any other
third party (an entity which is not the state or contractor) over which the state
Medicaid agency has control. Prior to release ofthese reports, articles or other
publications, CMS will be provided a copy including any associated press
materials. CMS will be given thirty (30) days to review and comment on
publications before they are released. CMS may choose to decline to comment or
review some or all ofthese notifications and reviews.

55. Deferral for Failure to Submit Timely I)emonstration Deliverables. The state
agrees that CMS has the authority to issue deferrals in the amount of $5,000,000
(federal share) for each item when items required by these STCs (e.g., required
data elements, analyses, reports, design documents, presentations, and other items
specified in these STCs (hereafter singly or collectively referred to as

"deliverable(s)") are not submitted timely to CMS or found to not be consistent
with the requirements approved by CMS. Specifically:

a. Thirty (30) days after the deliverable was due, CMS will issue a written
notification to the state providing advance notification of a pending deferral
for late or non-compliant submissions ofrequired deliverables.

b. For each deliverable, the state may submit a written request for an extension
to submit the required deliverable. Should CMS agree in writing to the
state's request, a corresponding extension ofthe deferral process described
below can be provided.

c. CMS may agree to a comective action as an interim step before applying the
deferral, ifrequested by the state.

d. The defenal would be issued against the next quarterly expenditure report
following the written deferral ngtification.

e. When the state submits the overdue deliverable(s) that are accepted by CMS,
the deferral(s) will be released.
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f. As the purpose of a section 1 I 1 5 demonstration is to test new methods of
operation or services, a state's failure to submit all required reports,
evaluations, and other deliverables may preclude a state from renewing a

demonstration or obtaining a new demonstration.

g. CMS will consider with the state an alternative set of operational steps for
implementing the intended deferral to align the process with the state's
existing deferral process, for example what quarter the defenal applies to, and
how the defenal is released.

56. Cooperation with X'ederal Evaluators. As required under 42 CFR 431 .420(Ð,
the state shall cooperate fully and timely with CMS and its contractors in auy
federal evaluation ofthe demonstration or any component ofthe demonstration.
This includes, but is not limited to, commenting on design and other federal
evaluation documents and providing data and analytic files to CMS, including
entering into a data use agreement that explains how the data and data files will
be exchanged, and providing a technical point of contact to support specification
ofthe data and files to be disclosed, as well as releva¡t data dictionaries and
record layouts. The state shall include in its contracts with entities who collect,
produce or maintain data and files for the demonstration, that they shall make
such data available for the federal evaluation as is required under 42 CFR
431.420(f) to support federal evaluation. The state may claim administrative
match for these activities. Failure to comply with this STC may result in a
deferral being issued as outlined in STC 57.

XII. HEALTHINFORMATIONTECHNOLOGY

57. Health Information Technolory (HIT). The state will use HIT to link services
and core providers across the continuum ofcare to the greatest extent possible.
The state is expected to achieve minimum standards in foundational areas of HIT
and to develop its own goals for the transformational areas of HIT use.

a. Health IT: Virginia must have plans for health IT adoption for providers.
This will include creating a pathway (and/or a plan) to adoption ofcertified
electronic health record (EHR) technology and the ability to exchange data
through the state's health information exchanges. Ifproviders do not
cunently have this technology, there must be a plan in place to encourage
adoption, especially for those providers eligible for the Medicare and
Medicaid EHR Incentive Program.

b. The state must participate in all efforts to ensure that all regions (e.g.,
counties or other municipalities) have coverage by a health information
exchange. Federal funding for developing health information exchange (HIE)
infrastructure may be available, per the May 18,2011, State Medicaid
Director letter #1 1-004, to the extent that allowable costs are properly
allocated among payers. The state must ensure that all new systems pathways
eff,rciently prepare for 2014 eligibility and enrollment changes.
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c. All requirements must also align with Virginia's State Medicaid HIT Plan and
other planning efforts such as the Office of the National Coordinator (ONC)
HIE Operational Plan.

KII. T-MSISREQUIREMENTS

On August 23, 2013, a State Medicaid Director Letter entitled, "Transformed
Medicaid Statistical Information System (T-MSIS) Data," was released. It states that
all States are expected to demonstrate operational readiness to submit T-MSIS files,
transition to T- MSIS, and submit timely T-MSIS data by iuly 1,2014. Among other
purposes, these data can support monitoring and evaluation ofthe Medicaid program
in Virginia against which the Virginia GAP demonstration will be compared.

Should the MMIS fail to maintain and produce all federally required program
management data and information, including the required T-MSIS, eligibility,
provider, outcome measures, participant satisfaction, and managed care encounter
data, in accordance with requirements in the SMM Part I 1, FFP may be suspended or
disallowed as provided for in federal regulations at 42 CFP. 433 Subpart C, and 45
CFR Paft 95.

xIv. ADDICTION RECOVERY TREATMENT SERVICES (ARTS) DELIVERY
SYSTEM TRANSF'ORMATION DEMONSTRATION

58. Program Description and Objectives. The ARTS Delivery System
Transformation is a demonstration program to test a new paradigm for the
delivery of health care selices for all Medicaid-eligible individuals with
substance use disorders (SUD) (both those served via the managed care and fee-
for-service delivery systems). No Medicaid state plan beneficiaries, nor the
Former Foster Care Youth eligible under that component of this demonstration,
are excluded from the ARTS demonstration. The ARTS demonstration provides
an expanded SUD benefit package to all Medicaid recipients and introduces
policy, practice and system reforms consistent with the programmatic
requirements of the CMS State Medicaid Director (SMD) letter #15-003. The
implementation date for the ARTS demonstration is April 1,2017.

The ARTS program demonstrates how comprehensive and high quality substance use
disorder care can improve the health ofARTS recipients while decreasing other
health care system (such as Emergency Department and inpatient hospital) costs.
Critical elements of the ARTS demonstration include providing a continuum of care
modeled after the American Society of Addiction Medicine Criteria (ASAM Criteria)
for SUD treatment services, introducing policy and program measures to ensule
providers meet the ASAM Criteria standards of care, integrating SUD treatment
services into a comprehensive managed care delivery system for those recipients
receiving managed care; increasing reimbursement rates for SUD treatment services
to increase provider capacity and access to services for members, creating utilization
controls to improve care and ensure efficient use ofresources, and implementing
sffategies to improve the quality ofcare through evidence-based best practices. This
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approach is expected to provide Medicaid recipients with access to the care needed to
achieve sustainable recovery.

The ARTS demonstration will evaluate the outcomes of introducing additional
benefits and delivery systems transformations. The five key goals ofthe
demonstration are to:

Improve quality of care and population health outcomes for the Medicaid
population;
Increase Medicaid recipients' access to and utilization of community-based
and outpatient ARTS;
Decrease utilization of high-cost emergency deparfment and hospital services
by Medicaid recipients with SUDs by expanding treatment in more cost-
effective community-based residential and outpatient settings;
Improve care coordination and care transitions for Medicaid recipients with
SUDs; and,

Increase the number and type ofhealth care clinicians providing ARTS to
Medicaid recipients with SUDs.

59. ARTS I)emonstration Basic Concepts

a. Deliverv Svstem - The ARTS benefit is a Medicaid benefit package available
to Virginia's Medicaid recipients. The ARTS benefit will be available to
Medicaid recipients who meet the medical necessity criteria, will be delivered
to individuals enrolled in managed care through their managed care
organization (MCO), and will be delivered via fee-for-service (FFS) for
individuals who are not emolled in managed care through the behavioral
health service administrator (BHSA). Each MCO and the BHSA must submit
an ARTS Network Development Plan describing its cunent ARTS network
and plan to develop a more comprehensive network by ASAM level ofcare
in each region. Subsequently and upon DMAS approval ofthe ARTS
Network Development Plan, each MCO and the BHSA must submit an ARTS
Network Readiness Plan describing its ARTS network by region and
specifying which ASAM levels of care will have adequate numbers of
providers and which levels of care will require further provider development.
For residential levels ofcare, at least one sublevel level ofcare is required to
be available to beneficiaries upon implementation within each MCO and
BHSA network. Within three years, all ASAM levels and sublevels of care
delivering ARTS benefits will be required to be available to recipients within
each MCO and BHSA network.

b. Short-Term Resident - Any recipient receiving residential or inpatient SUD
selices pursuant to the ARTS demonstration, regardless of the length of stay
or the bed size of the facility, is a "shoft-term resident" ofthe residential or

, inpatient facility in which they are receiving the services. Short-term
residential treatment is defined as an average length of stay of thirty (30)
days. The state must track member months for these individuals.
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c. ARTS Medical Criteria - In order to receive ARTS, the recipient must be
enrolled in Virginia Medicaid and meet the following medical necessity
criteria.

i. Must have one diagnosis from the Diagnostic and Statistical Manual
of Mental Disorders (DSM) for Substance-Related and Addictive
Disorders with the exception ofTobacco-Related Disorders and Non-
Substance-Related Disorders; or be assessed to have a current
substance use disorder, based on a diagnosis from the DSM to have
the presence of a current substance disorder, based on a diagnosis
from the DSM Substa¡ce-Related and Addictive Disorders (with the
exception of Tobacco-Related Disorders and Non-Substance-Related
Disorders) ancl an assessment which identifies treatment neecis

consistent with ASAM adult medical necessity criteria or for
individuals under twenty-one (21), ASAM adolescent treatment
criteria. Nothing in the ARTS demonstration waives or supersedes
any EPSDT requirements.

ll. Must meet the ASAM Criteria definition of medical necessity for
services based on the ASAM Criteria.

iii. If applicable, must meet the ASAM adolescent treatment criteria.
Recipients under age twenty-one (21) are eligible to receive Medicaid
services pursuant to the Early Periodic Screening, Diagnostic and
Treatment (EPSDT) benefit, which includes all appropriate and
medically necessary services needed to correct or ameliorate health
conditions that are coverable under section 1905(a) Medicaid
authority. Nothing in the ARTS demonstration waives or supersedes

any EPSDT requirements.

IV The determination of medical necessity, multidimensional ASAM
assessment, placement of recipients at appropriate levels of care and
recommendations for lenglhs of stay in residential treatment settings
will be made by ARTS Care Coordinators or a licensed physician
employed by the MCO or the BHSA. The ARTS Care Coordinators
are licensed clinical psychologists, licensed clinical social workers,
licensed professional counselors, licensed nurse practitioners or
registered nurses with clinical experience in substance use disorders.

d. Grievances and Appeals - Each MCO and the BHSA shall have an intemal
grievance process that allows a recipient, or a provider on behalfofthe
recipient, to challenge a denial of coverage ofservices or denial ofpayment
for se¡vices. The Virginia Department of Medical Assistance (DMAS) will
provide beneficia¡ies access to a state fair hearing process.
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60. ARTS Delivery System Transformation Demonstration Benefits. The
comprehensive ARTS benefrts package guarantees access to a full continuum of
care for SUD treatment. Standard SUD services approved through the state plan

benefit as well as ARTS benefit services approved through this demonstration
will be available to all Virginia Medicaid recipients. The following service
categories outlined in Table One and for which the licensing standards are

outlined in Table Two are included in the ARTS benefit package for Virginia
Medicaid enrollees:

Table One: ARTS Benefits (with Expenditure Authoritv)

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017

N/A SUD Case Manaeement State plan

N/A Crisis Intervention State plan

State plan0.5 Screening, Brief Intervention
and Referral to Treatment

OutDatient State plan

Peer Recoverv Suooorts State plan
I

I
2.1 SUD Intensive Outþatient State plan

2.5 SUD Partial Hosþitalization State plan
Section 1 I 15

demonstration
Services provided to
shorl-term residents

3.1 Clinically Managed Low
Intensity Residential

Section 1 I 15

demonstration
Services provided to
short-term residents

J.J Clinically managed
Population-Specific High
Intensity Residential

Section 1 I 15

demonstration
Services provided to
short-term residents

3.5 Clinically Managed High
Intensity Residential
Services

Section 1 1 15

demonstration and
State nlan

Services provided to
shorl-term residents

3.7 Medically Monitored
Intensive Inpatient
Services

4 Medically Managed
Intensive Inpatient

State plan

OTP Opioid Treatment Pro gram State plan

OBOT Office Based Opioid
Treatment

State plan
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Table Two: Licensine Standards bv ASAM Level of Care

Approval Period: January 12,2015 through December 31,2019
Amended: Sepfembeî 22, 201'7

Outpatient Services1 Outpatient
Substance Abuse Intensive

Outpatient Service for Adults,
Children. and Adolescents

2.1 SUD Intensive Outpatient

2.5 SUD Partial Hospitalization Substance Abuse Parlial
Hospitalization or Substance
Abuse/Mental Health Partial
Hosþitalization

Mental Health & Substance
Abuse Group Home Service
for Adults or Children;

Substance Abuse Halfway House
for Adults

3.1 Clinically Managed Low Intensity
Residential

3.3 Clinically managed Population-
Specific High Intensity
Residential

Supervised Residential
Treatment Services for
Adults;

Substance Abuse Residential
Treatment for Adults

3.5 Clinically Managed High Intensity
Residential Services

Substance Abuse Residential
Treatment Services for
Adults or Children;

Psvchiatric Unit
3.7 Medically Monitored Intensive

Inpatient Services
Psychiatric Unit within an acute

care general hospital;
Acute/freestanding psychiatric

hospital with a Medical
Detox license;

Substance Abuse Residential
Treatment Services for
Adults or Children with a
Medical Detox license;

Residential Crisis Stabilization
Units with a detox license

4 Medically Managed Intensive
Inpatient

Acute care general hospital (12-
vAC5-410)

OTP Opioid Treatment Pro gram Opioid Treatment Services
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61. SUD Case Management

Assists children, adults and their families with accessing needed medical, psychiatric,
SUD, social, educational, vocational and other supports essential to meeting basic
needs.

The components of SUD Case management are:

a. Enhancing community integration through increased opportunities for
community access and involvement and creating opportunities to enhance
community living skills to promote community adjustment including, to the
maximum extent possible, the use of local community resouroes available to

the general public;

b. Making collateral contacts with the individual's significant others with
properly authorized releases to promote implementation ofthe individual's
individual service plan (ISP) and community adjustment;

c. Assessing needs and planning services to include developing a case

management ISP. The ISP shall utilize accepted placement criteria and shall
be fully completed within thirty (30) calendar days of initiation of service.

d. Linking the individual to those community supports that are most likely to
promote the personal habilitative or rehabilitative and life goals ofthe
individual as developed in the ISP;

e. Assisting the individual directly to locate, develop, or obtain needed services,
resources, and appropriate public benefits;

f. Assuring the coordination of services and service planning within a provider
agency, with other providers, and with other huma¡ selice agencies and
systems, such as local health and social services depaúments.

g. Monitoring service delivery through contacts with individuals receiving
services and service providers and periodic site and home visits to assess the
quality ofcare and satisfaction ofthe individual;

h. Providing follow-up instruction, education, and counseling to guide the
individual and develop a supportive relationship that promotes the ISP;

i. Advocating for individuals in response to their changing needs, based on
changes in the ISP;

j. Planning for transitions in the individual's life;
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k. Knowing and monitoring the individual's health status, any medical
conditions, medications and potential side effects, and assisting the individual
in accessing primary care and other medical services, as needed; and

Understanding the capabilities of services to meet the individual's identified
needs and preferences and to serve the individual without placing the
individual, other participants, or staff at risk of serious harm.

62. Crisis Intervention

Immediate care due to acute dysfunction requiring immediate clinical attention to
prevent exacerbation ofcondition, prevent injury to member or other and provide
treatment in least restrictive setting. Crisis Intervention will be covered using mental
health crisis intervention services and subsequent referrals to ARTS benef,rts would
be covered as an ARTS service.

The components of SUD Crisis Intervention are:

a. Assessing the crisis situation;

b. Providing short-term counseling designed to stabilize the individual;

c. Providing access to further immediate assessment and follow-up; and,

d. Linking the individual and family with ongoing care for the beneficiary to
prevent future crises.

63. Early Intervention Services (ASAM Level 0.5)

Early Intervention is comprehensive, integrated, public health approach to the
delivery ofearly intervention and treatment services for persons with substance use

disorders, as well as those who are at risk ofdeveloping these disorders. The purpose
ofearly intervention seruices, including screening, brief intervention and refenal to
treatment (SBIRT), is to identify individuals who may have alcohol and/or other
substance use problems. Follõwing a screening. a brief intervention is provided to
educate individuals about their use, alert them to possible consequences and, if
needed, begin to motivate them to take steps to change their behavior.

The components of Early Intervention are

a. Identifying individuals who may have alcohol or other substance use
problems using an evidence-based screening tool.

b. Following the evidence-based screening tool, a brief intervention by a
licensed clinician shall be provided to educate individuals about their use,

alert them to possible consequences, and, ifneeded, begin to motivate them to
take steps to change their behavior or behaviors.
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c. Referral: Health care providers will make referrals to the MCO, the BHSA or
providers for assessment and treatment through the ARTS demonstration.

64. Outpatient Serrices (ASAM Level 1)

Counseling services are provided to recipients with an SUD diagnosis (up to nine (9)
hours per week for adults, and less than six (6) hours per week for adolescents) based

on an evaluation by a certified addiction treatment professional and in accordance
with an individualized service plan. Outpatient Services include professionally
directed screening, evaluation, treatment and ongoing recovery and disease
management servioes.

Services can be provided by a certified addiction treatment professional in any
appropriate setting in the community. Services can be provided in-person, by
telephone or by telehealth.

The components of Outpatient Services are:

a. Services shall include professionally directed screening, evaluation,
treatment, and ongoing recovery and disease management services.

b. A multidimensional assessment shall be used and shall be documented to
determine that an individual meets the medical necessity criteria and shall
include the evaluation or analysis of substance use disorders; the diagnosis of
substance use disorders; and the assessment of treatment needs to provide
medically necessary services. The assessment shall include a physical
examination a¡d laboratory testing necessary for substance use disorder
treatment as necessary.

c. Individual counseling between the individual and a credentialed addiction
treatment professional shall be provided. Serwices provided face-to-face or by
telehealth shall qualify as reimbursable.

d. Group counseling by a credentialed addiction treatment professional, with a
maximum often (10) individuals in the group shall be provided. Such
counseling shall focus on the needs ofthe individuals served.

e. Counseling services involving the beneficiary's family and significant others
to advance the beneficiary's treatment goals, when (l) the counseling with the
family member and signihcant others is for the direct benefit ofthe
beneficiary, (2) the counseling is not aimed at addressing treatment needs of
the beneficiary's family or significant others, and (3) the beneficiary is
present except'¡r'hen it is clinically appropriate for the beneficiary to be
absent in order to advance the beneficiary's treatment goals.
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f. Evidenced-based patient education on addiction, treatment, recovery and

associated health risks shall be provided.

g. Medication seruices shall provide the prescription of or administration of
medication related to substance use treatment services, or the assessment of
the side effects or results ofthat medication conducted by staff lawfully
authorized to provide such services and order laboratory testing within their
scope of practice or licensure.

h. Collateral services shall be provided. These services will be for the direct
benefit ofthe beneficiary, will not be aimed at addressing treatment needs of
indivitluals other than the beneficiary, and the beueficiary will be present

except when it is clinically appropriate for the beneficiary to be absent in
order to advance the beneficiary's treatment goals.

65. Peer Recovery Supports (ASAM Level 1.0)

Peer-provided support seruices for adults, adolescents and family support partner
services to impacted family members to initiate clinical utilization and self-
determination strategies. Peer Providers have supervisory aûangements with licensed
clinicians and certification with organization deemed acceptable by the Virginia
Department of Behavioral Health and Developmental Services (DBHDS). Peers must
register with the Virginia Counseling Board in order to become eligible to provide
reimbursable services. Peers may work under supervision, in a variety ofservice
settings.

68. SUD Intensive Outpatient Services (ASAM Level 2.1)

Structured programming services provided to recipients with an SUD diagnosis (a
minimum of nine (9) hours with a maximum of nineteen ( 19) hours per week for
adults, and a minimum of six (6) hours with a maximum of nineteen ( 19) hours per
week for adolescents) when determined to be medically necessary by an ARTS Care
Coordinator, physician or medical director employed by the MCO or BHSA and in
accordance with an individualized service plan. Services are provided before/after
work/school, in evening and/or weekends to meet complex needs ofpeople with
addiction and co-occurring conditions. SUD Intensive Outpatient Services anange
medical and psychiatric consultation, psycho-pharmacological consultation,
addiction medication management and twenty-four (24) hour crisis services.

Lengths of treatment can be extended when detetmined to be medically necessary.
Services can be provided by a licensed professional or a certified counselor in any
appropriate setting in the community. Services can be provided in-person, by
telephone or by telehealth.

The components of SUD Intensive Outpatient Services are (see Outpatient Services
for definitions):
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a. Psychiatric and other individualized treatment planning.

b. Individual and group counseling, medication management, family therapy,
and psychoeducation. The services will be for the direct benefit of the
beneficiary. Counseling, psychoeducation, and related services will not be

aimed at addressing treatment needs of individuals other than the beneficiary,
and the beneficiary will be present except when it is clinically appropriate for
the beneficiary to be absent in order to advance the beneficiary's treatment
goals.

c. Withdrawal management and related treatment designed to alleviate acute
emotional, behavioral, cognitive, or biontedical distress resulting lrom, or
occurring with, an individual's use ofalcohol and other drugs.

d. Occupational and recreational therapies, motivational interviewing,
enhancement, and engagement strategies.

e. Psycho-pharmacological consultation.

f. Addiction medication management and twenty-four (24) hour crisis services
are available.

g. Medical, psychological, psychiatric, laboratory, and toxicology se¡vices.

h. Emergency seryices within twenty-four (24) hours by telephone and within
72 hours in person.

i. Direct affiliation with (or close coordination through referrals to) more and
less intensive levels of care.

69. SUD Partial Hospitalization Services (ASAM Level 2,5)

Structured programming services provided to recipients with an SUD diagnosis
(twenty (20) or more hours of clinically intensive programming per week) when
determined to be medically necessary by an ARTS Care Coordinator, physician or
medical directly employed by the MCO or BHSA and in accorda¡ce with an
individualized service plan. SUD Partial Hospitalization Services include direct
access to psychiatric, medical, laboratory and toxicology services, physician
consultation within eight (8) hours by phone and forty-eight (48) hours in person,
emergency seruices available 2417, and coordination with more and less intensive
levels of care.

Lengths of treatment can be extended when determined to be medically necess¿ y.
Services can be provided by a licensed professional or a certified counselor in any
appropriate setting in the community. Services can be provided in-person, by
telephone or by telehealth.
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The components of SUD Partial Hospitalization Services are (see Outpatient Services
for definitions):

a. Individualized treatment planning.

b. Medical, psychological, psychiatric, laboratory, and toxicology services,
which are available by consult or referral.

c. Withdrawal management and related treatment designed to alleviate acute
emotional, behavioral, cognitive, or biomedical distress resulting from, or
occuning with, an individual's use ofalcohol and other drugs.

d. Psychiatric and medical formal agreements to provide medical consult within
eight hours by telephone, forty-eight (48) hours in person.

e. Emergency seruices which are available twenty-four (24) hour and seven (7)
days a week.

f. Direct affiliation with or close coordination through referrals to more and less
intensive levels of care.

g. Therapies shall include a minimum of twenty (20) hours per week and at least
six hours per day ofskilled, clinically intensive treatment services with a
planned format including individual and group counseling, medication
management, family therapy, education groups, occupational and recreational
therapy and other therapies. The services will be for the direct benefit of the
beneficiary. Counseling, education groups, and related services will not be
aimed at addressing treatment needs of individuals other than the beneficiary,
and the beneficiary will be present except when it is clinically appropriate for
the beneficiary to be absent in order to advance the beneficiary's treatment
goals.

h. Family therapies involved family members, guardians, or significant other in
the assessment, treatment, and continuing ca¡e ofthe individual.

Planned format of therapies, delivered in individual or group setting must be
adapted to the individual's developmental stage and comprehension level.

j. Motivational interviewing, enhancement, and engagement strategies shall be
used.

70. Residential Services (ASAM Level 3)

Rehabilitation services provided to recipients with an SUD diagnosis who are short-
term residents when determined to be medically necessary by an ARTS Ca¡e
Coordinator, physician or medical director employed by the MCO or BHSA and in
accordance with an individualized service plan. ARTS Care Coordinators, physicians

l.
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or medical directors will perform independent assessments to determine level ofcare
and length of stay recommendations based upon the ASAM Criteria
multidimensional assessment criteria and matrices to match severity and level of
function with type and intensity ofservice for adults and adolescents. ARTS Care

Coordinators, physicians or medical directors will document the use of the ASAM
multidimensional assessment and matrices for matching severity with type and

intensity of services in a uniform service review request form. The MCOs and the

BHSA must provide prior authorization for residential services within twenty-four
(24) hours ofthe prior authorization request being submitted by the provider for
residential and inpatient services.

Virginia Medicaid recipients that are short-term residents will receive all rnedically
necessary services, regardless of the bed size ofthe facility. The Commonwealth's
average length of stay for individuals admitted into all Virginia Department of
Behavioral Health and Developmental Services (DBHDS)-licensed ASAM Level
3.1, 3.3, 3.5 and 3.7 programs is thirty (30) days, Residential services are provided in
a DBHDS-licensed facility that has been issued an ASAM Level of Care certification
for Levels 3.1,3.3,3.5, a¡d/or 3.7, credentialed and enrolled by an MCO or the
BHSA as a network provider.

One ASAM Level 3 sublevel of care is required for DMAS' approval of an ARTS
Network Readiness Plan submitted by an MCO or the BHSA. Each MCO and BHSA
network must demonstrate all ASAM Level 3 sublevels of care within three years of
implementation.

The components of Residential Services are (see Outpatient Services for definitions):

a. Physician consultation and emergency services shall be available twenty-four
(24) hours a day, seven (7) days per week.

b. Having direct affiliations or referral sources to lower levels ofcare such as

intensive outpatient services, vocational resources, literacy training, and adult
education.

c. Ability to arrange for medically necessary procedures including laboratory
and toxicology tests which are appropriate to the severity and urgency of
individual's condition.

d. Ability to arrange for pharmacotherapy for psychiahic or anti-addiction
medications.

e. Direct affiliation with (or close coordination through refenal to) more and
less intensive levels of care and other services such as sheltered workshops,
literacy training, and adult education.

Therapies shall include:
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a. Clinically-directed treatment to facilitate recovery skills, relapse prevention,
and emotional coping strategies. Services shall promote personal
responsibility and re-integration of the individual into the network systems of
work, education, and family life;

b. Addiction pharmacotherapy and drug screening;

c. Motivational enhancement and engagement strategies;

d. Counseling and clinical monitoring;

e. Withdrawal management and related treatment designed to alleviate acute
emotional, behavioral, oognitive, or biomedical distress resulting from, or
occurring with, an individual's use ofalcohol and other drugs;

f. Regular monitoring of the individual's medication adherence;

g. Recovery support services;

h. Services involving the individual's family and significant others, as

appropriate to advance the individual's treatment goals and objectives
identified in the ISP; (the services will be for the direct benefit ofthe
beneficiary, will not be aimed at addressing treatment needs of individuals
other than the beneflciary, and the beneficiary will be present except when it
is clinically appropriate for the benef,rciary to be absent in order to advance
the beneficiary's treatment goals) and,

Education on benefits of medication assisted treatment and referral to
treatment as necessary.

Residential Services are delivered in the following ASAM Level 3 sublevels of care
and Inpatient Services a¡e defined as ASAM Level 4:

3.1
Intensity Residential :

Supportive living
environment wi th 2 4 -hour
staff that provides
rehabilitation services to
beneficiaries with an SUD
diagnosis (5 or more hours of
low-intensity treatment per
week) when determined to be

an

Managed Low
Group Home Service for
Adults or Children;

Substance Abuse Halfway House
for Adults

Mental Health &
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ARTS Care Coordinator and
in accordance with an
individualized service plan.

3.3 Clinically Managed Population-
Specific High Intensity
Residential: Clinically
managed therapeutic
rehabilitative facility for
adults with cognitive
impairment including
developmental delay. Stafled
by credentialed addiction
professionals,
physicians/physician
extenders, and credentialed
mental health professionals.

Supervised Residential Treatment
Services for Adults;

Substance Abuse Residential
Treatment for Adults

3.5 Clinically Managed High
Intensity Residential
Services: Clinically
managed therapeutic
community or residential
treatment facility providing
high intensity services for
adults or medium intensity
services for adolescents.
Staffed by
licensed/credentialed clinical
staff, including addiction
counselors, licensed clinical
social workers, licensed
professionaI counselors,
physicians/physician
extenders, and credentialed
mental health professionals.

Substance Abuse Residential
Treatment Services for Adults
or Children;

Psychiatric Unit

3.t Medically Monitored Intensive
Inpatient Services: Medically
monitored inpatient services
in a freestanding residential
facility or inpatient unit ofan
acute care hospital or
psychiatric unit. Includes 24-
hour clinical supervision
including physicians, nurses,
addiction counselors and
behavioral health specialists.

Psychiatric Unit within an acute
care general hospital;

Acute/freestanding psychiatric
hospital with a Medical Detox
license;

Substance Abuse Residential
Treatment Services for Adults
or Children with a Medical
Detox license;

Residential Crisis Stabilization
Units with a.detox license
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4 Medically Managed Intensive
Inpatient:

Acute care general or psychiatric
hospital with 24 /7 medical
management and nursing
supervision and counseling
services 16 hours per day.
Managed by addiction
specialist physician with
interdisciplinary team of
credentialed clinical staff
knowletlgeable ol
biosychosocial dimensions of
addictions.

Acute care general hospital (12-
vAC5-410)

71. Withdraw¿l Management Services

Withdrawal management seruices are provided to recipients with an SUD diagnosis
when determined to be medically necessary by an ARTS Care Coordinator,
physician, or medical director employed by the MCO or BHSA and in accordance
with an individualized service plan.

Withdrawal Management services shall be provided when medically necessary, as a

component of the Medically Managed Intensive Inpatient Services (ASAM Level 4);
Substance Use Residential/lnpatient Services (ASAM Levels 3.3, 3.5,and3.7);
Substance Use Intensive Outpatient and Paftial Hospitalization Programs (ASAM
Level2.l and 2.5); Opioid Treatment Services ((Opioid Treatment Programs (OTP)
and Office Based Opioid Treatment (OBOT)); Substance Use Outpatient Seruices
(ASAM Level 1).

72. Opioid Treatment Program (OTP) Services

Physician-supervised daily or several times weekly opioid agonist medication and
counseling senices provided to maintain multidimensional stability for those with
severe opioid use disorder in DBHDSlicensed CSBs and private methadone clinics
in accordance with an individualized service plan determined by a licensed physician
or licensed prescriber and approved and authorized according to the Commonwealth
of Virginia requirements.

Opioid Treatment Programs may provide care coordination seryices as a distinct
reimbursable service when the provider meets the Opioid Treatment Program
enrollment criteria.

The components of Opioid Treatment Programs are:

a. Linkage to psychological, medical, and psychiatric consultation.
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b. Access to emergency medical and psychiatric care through connections with
more intensive levels of care.

c. Access to evaluation and ongoing primary care.

d. Ability to conduct or arrange for appropriate laboratory and toxicology tests

including urine drug screenings.

e. Availability of licensed physicians to evaluate and monitor use of methadone,
buprenorphine products or naltrexone products and of pharmacists and nurses

to dispense and administer these medications.

f. Individualized, patient-centered assessment and treatment.

g. Assessing, ordering, administering, reassessing, and regulating medication
and dose levels appropriate to the individual; supervising withdrawal
management from opioid analgesics, including methadone, buprenorphine
products or naltrexone products; overseeing and facilitating access to
appropriate treatment for opioid use disorder.

h. Medication for other physical and mental health illness is provided as needed
either on-site or through collaboration with other providers.

i. Cognitive, behavioral, and other substance use disorder-focused therapies,
reflecting a variety of treatment approaches, provided to the individual an

individual, group, or family basis.

Optional substance use care coordination provided including integrating
behavioral health into primary care and specialty medical settings through
interdisciplinary care planning and monitoring individual progress and
tracking individual outcomes; supporting conversations between
buprenorphine-waivered practitioners and behavioral health professionals to
develop and monitor individualized service plans; linking individuals with
community resources to facilitate referrals and respond to social service
needs; tracking and supporting individuals when they obtain medical,
behavioral health, or social services outside the practice.

k. Referral for screening for infectious diseases such as HIV, Hepatitis B and C,
and Tuberculosis at treatment initiation and then at least annually or more
often based on risk factors.

73. Office-Based Opioid Treatment (OBOT) Services

Physician-supervised medication and counseling services provided to maintain
multidimensional stability for those with severe opioid use disorder by primary care
providers and other physician offices in accordance with an individualized service
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plan determined by a licensed physician or licensed prescriber and approved and
authorized according to the Commonwealth of Virginia requirements.

Office Based Opioid Treatment Programs may provide care coordination services as

a distinct reimbursable service when the provider meets the Office Based Opioid
Treatment enrollment criteria.

The components of Office-Based Opioid Treatment (OBOT) Services are:

a. Access to emergency medical and psychiatric care.

b. Affiliations with more intensive.levels of care such as intensive outpatient
programs and partial hospitalization programs that unstable individuals can
be referred to when clinically indicated.

c. Individualized, patient-centered assessment and treatment.

d. Assessing, ordering, administering, reassessing, and regulaiing medication
and dose levels appropriate to the individual; supervising withdrawal
management from opioid analgesics; overseeing and facilitating access to
appropriate treatment for opioid use disorder and alcohol use disorder.

e. Medication for other physical and mental illnesses shall be provided as

needed either on-site or through collaboration with other providers.

f. Cognitive, behavioral, and other substance use disorder-focused therapies,
reflecting a variety of treatment approaches, shall be provided to the
individual on an individual, group, or family basis and shall be provided by
Credentialed Addiction Treatment Professionals working in collaboration
with the buprenorphine-waivered practitioner who is prescribing
buprenorphine products or naltrexone products to individuals with moderate
to severe opioid use disorder.

g. Care coordination provided including interdisciplinary care planning bet\ /een

buprenorphine-waivered physician and the licensed behavioral health
provider to develop and monitor individualized and personalized treatment
plans that are focused on the best outcomes for the individual, monitoring
individual progress and tracking individual outcomes, linking individual with
community resources to facilitate referrals and respond to social service
needs, and tracking and supporting individuals when they obtain medical,
behavioral health, or social services outside the practice.

h. Referral for screening for infectious diseases such as HIV, Hepatitis B and C,
and Tuberculosis at treatment initiation and then at least annually or more
often based on risk factors.
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74. Incorporation of Industry Standards of Care

Through revisions of its contract requirements for MCOs and the BHSA, Medicaid
state plan, state regulations and provider manuals, DMAS will establish standards of
care for ARTS that incorporate industry standard benchmarks from the ASAM
Criteria for defining medical necessity criteria, covered services and provider
qualifications. An estimated timeline for completion of draft and final rcvisions to

the Medicaid state plan, state regulations, MCO ancl BHSA contracts, and provider
manuals is included as Attachment E.

Each provider ofARTS must be assessed to meet the provider competencies and

capacities described in the ASAM Criteria for the requisite level or sublevel ofcare
prior to participating in the Virginia Medicaid program under the ARTS
demonstration. The following processes will be implemented to verify that ARTS
providers deliver care consistent with the ASAM Criteria:

a. All DBHDS-licensed residential treatment services will provide a self-
attestation to DMAS as comporling with ASAM Level 3.1, 3.3, 3.5 and/or

b. DMAS will contract with a vendor with expertise in the ASAM Criteria to
conduct site visits to verify the self-attestation and certify residential
treatment providers as ASAM Level 3.1, 3.3,3.5 and/or 3.7 programs based

on site visits.

c. Providers will receive site visit reports from the DMAS contractor verifying
that their programs meet ASAM criteria for Level 3.1, 3.3,3.5, andlor 3.7 that
they will submit to the MCOs and the BHSA as a requirement to become
credentialed as residential treatment providers.

d. The MCOs and the BHSA will provide preliminary credentialing for ASAM
Levels 3.l, 3.3,3.5 and/or 3.7, contingent on the providers receiving
certification from the extemal vendor with expertise in ASAM. The MCOs
and BHSA witl finalize their credentialing after the providers submit their site
visit reports verifying they are ASAM Level 3.1, 3.3,3.5 andlor 3.'Ì
plogfams.

e. State regulations will be issued to define service structure and provider
requirements consistent with the ASAM Criteria. The MCO and BHSA
contracts will be modified to reference these regulations and reflect the
ASAM Criteria within provider credentialing and networking requirements.

The ASAM certification process will be continued by the DMAS contractor or by
another state agency pending legislative approval.
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All Virginia Medicaid recipients referred to or seeking ARTS Levels of Care 2.1

through 4.0 will receive multidimensional assessments, level of care and length of
stay recommendations based upon the ASAM Criteria.

ARTS Care Coordinators are as follows: licensed clinical psychologists, licensed
clinical social workers, licensed professional counselors, nurse practitioners. or
registered nurses with substance use disorder experience and the necessary
competencies to use the ASAM multidimensional assessment criteria and matrices,
to match severity and level of function with type and intensity ofservice for adults
and adolescents.

For ASAM Levels 2.1, 2.5 antl 3.l¿n ARTS service provider will contluct an
assessment of the recipient's clinical needs a¡d submit clinical information to either
the MCO or the BHSA for review. ARTS Care Coordinators or a licensed physician
will document the use of the ASAM multidimensional assessment and matrices for
matching seveiity with type and intensity ofservices in a uniform service review
request form. Each service review will assess service needs, coordination needs and
ensure appropriate placement in the appropriate level ofcare based on the recipient's
needs as demonstrated in the ASAM Criteria multidimensional assessment tool. The
MCOs and the BHSA must provide reimbursement authorization decisions for
intensive outpatient and partial hospitalization within three (3) calendar days of the
authorization request being submitted by the provider.

For ASAM Levels 3.3-4.0, ARTS service providers will complete a preadmission
assessment ofthe recipient's clinical needs and submit the clinical information to
either the MCO or the BHSA for prior authorization. ARTS Care Coordinators or a
licensed physician will document the use of the ASAM multidimensional assessment
and matrices for matching severity with type and intensity ofservices in a uniform
service review request form. Each service review will assess service needs,
coordination needs and ensure appropriate placement in the appropriate level ofcare
based on the recipient's needs as demonstrated in the ASAM Criteria
multidimensional assessment tool. The MCOs and the BHSA must provide prior
authorization for residential and inpatient services within one (l) catendar day ofthe
prior authorization request being submitted by the provider.

75. Responsibilities of MCOs and the BHSA for ARTS Benelits

The responsibilities of the MCOs and the BHSA for the ARTS benefit shall be
consistent with the requirements defined in the DMAS Addiction and Recovery
Treatment Services Provider Manual, the executed managed care organization
contract or the behavioral administrative service organization contract. The ARTS
Network Development Plan and ARTS Network Readiness Pla¡ will be implemented
as defined in the MCO and BFtrSA contracts with DMAS to include the
responsibilities listed below:
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76. Responsibilities of MCOs and the BHSA-Provider Network Development

a. The MCO and BHSA contracts will be modified to incorporate ASAM
requirements into provider credentialing and networking, utilization
management and service coordination processes to ensure that service
provision is reviewed based on the ASAM Criteria and that care coordination
structures match thc ASAM Criteria.

b. The MCOs and the BHSA will credential and enroll network providers
licensed within the scope ofpractice as defined by Virginia state licensure
authorities. The MCOs and the BHSA will use a standardized provider
credentialing checklist developed by DMAS for OTPs and OBOTs that align
with the ASAM Criteria. State licensure requirements for Outpatient Services
(ASAM Level 1.0), Intensive Outpatient (ASAM Level 2.1), and Partial
Hospitalization (ASAM Level 2.5) cunently align with ASAM Criteria. The
DMAS contractor which will perform site visits to Residential Treatment
providers will ensure that MCO and BHSA credentialing for the Residential
Services (ASAM Levels 3.1 through 3.7) aligns with ASAM Criteria.

c. Each MCO and the BHSA must submit an ARTS Network Development Plan
describing its current ARTS network and its plan to develop a more
comprehensive network for each ASAM level of care in each region. DMAS
will compare the submitted plans with a list of all providers who meet each
ASAM level of care in the region to verify that each MCO and the BHSA
have developed the most comprehensive networks possible. Subsequently and
upon DMAS approval of the ARTS Network Development Plan, each MCO
and the BHSA must submit an ARTS Network Readiness Plan describing its
ARTS services'network by region and specifying which ASAM levels of care
will have adequate numbers ofproviders and which levels ofcare will require
further provider development.

i. For residential levels ofcare, at least one sublevel level ofcare is
required to be available to recipients upon implementation within each

MCO and the BHSA network. Within three (3) years, all ASAM
levels and sublevels of care delivering ARTS benefits will be required
to be available to recipients within each MCO and the BHSA network.

ii. Access standards and timeliness requirements, including number of
days to first ARTS service at appropriate level ofcare after referral,
will be specified in the ARTS Network Development Plans and the
ARTS Network Readiness Plans and referenced in the managed care
organization and administrative service organization contracts.

d. The MCOs and the BHSA will deliver monthly network files to DMAS to
provide updates on network development progress as required in the MCO
and BHSA contract.
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e. The MCOs and the BHSA will adhere to dashboard data submission
requirements to ensure that administrative oversight is effective and that
service delivery is monitored in accordance with MCO and BHSA business
rules as de{ined in the MCO and BHSA procedural manuals.

f The BHSA must select only providers that, prior to the fumishing of services
under this demonstration, have enrolled with, or revalidated their current
enrollment with, DMAS under applicable federal and state regulations, have

been screened in accordance with 42 CFR 455.450, pursuant to a designated
categorical risk level, have signed a Medicaid provider agreement with
DMAS as required by 42 CFR 431.107, and have complied with the
ownership antl control disclosure requirements of 42 CFR 455.104. DMAS
shall deny enrollment and certification to any provider, or person with
ownership or control interest in the provider (as defined in 42 CFR 455.101),
that, at the time ofthe application, is under investigation for fraud or abuse
pursuant to 42 CFR 455, unless DMAS determines that there is good cause

not to deny enrollment upon the same bases enumerated in 42 CFR 455.23(e).

g. The same requirement described at (f) above will apply to network pioviders
of MCOs no later than the rating period for contracts beginning on or after
July l, 2018, pursuant to 42 CFR 438.602(b)(1), whereby state Medicaid
agencies must screen, enroll and periodically revalidate all network providers
of MCOs consistent with the screening and enrollment regulations at 42 CFR
455 Subparts B and E.

77. Responsibilities of MCOs and the BHSA-Provider Requirements

Each MCO and the BHSA will include the following provider requirements within
their contracts with ARTS providers:

a. Telehealth and in-home assessments: Each MCOs and the BHSA will ensure
that network providers performing patient assessments have telehealth
capabilities that care managers are knowledgeable about the telehealth
delivery system, and that Virginia Medicaid recipients in rural areas or areas
with provider shortages are able to receive patient assessments through
telehealth delivery. For Virginia Medicaid recipients that are unable to
receive telehealth or in-person assessments at the provider location due to
transportation, psychosocial or other health issue, the MCOs a¡d the BHSA
will provide in-home patient assessments and evaluations.

b. Culturally Competent Services: The MCOs and the BHSA will ensure that
providers deliver serwices in a manner that demonstrates cultural and
linguistic competency. Recipients will be able to select programs and
providers within those programs that meet their needs for self-determination,
recovery, community integration and cultural competency. To ensure that
programs and services meet the cultural and linguistic needs ofrecipients, the
MCOs and the BHSA will utilize resources such as census data and
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emollment files to identifr member language, race and ethnicity when
possible to determine additional languages for written materials,
compatibility with practitioner networks, cultural and linguistic needs of
recipients and other potential healthcare needs that might be associated with
cultural beliefs and healthcare behaviors. Translation services must be
available for recipients as needed.

c. Medication Assisted Treatment (MAT): Providers will have procedures for
linkage/integration for recipients requiring MAT. Provider staff will regularly
communicate with physicians of recipients who are prescribed these
medications unless the client refuses to consent to sign a 42 CFR paft 2-
compliant release of infotmation for this purpose.

78. Responsibilities of MCOs and the BHSA-Care Coordination

Each MCO and the BHSA will implement sttuctured care coordination plans
designed to assess the whole person, including physical health, mental health, and
substance use, and achieve seamless transitions of care, including transitions between
ARTS providers, transitions between delivery systems (i.e. FFS and managed care),
and transitions between systems ofcare (i.e. physical and behavioral).

a. The MCOs and the BHSA shall have a24/7 loll-free number for recipients to
call to access ARTS providers. Oral interpretation seruices must be made
available for recipients as needed.

b. The MCOs and the BHSA will use data from multiple sources (including
utilization data, health risk assessments, state agency aid categories,
demographic information, and Health Department epidemiology repoús) to
identify recipients with complex health needs, including recipients who need
help navigating the health system to receive appropriate delivery ofcare and
services.

c. When clinically indicated, the MCOs and the BHSA will assign each
recipient to a care manager to provide care management support throughout
the course of treatment, ensuring that all relevant information is shared with
the treating providers through care transitions. MCOs that are participating in
the Commonwealth Coordinated Care dual eligible financial alignment
demonstration are permitted to utilize existing care coordinators and Plans of
Care for ARTS-related treatment planning and care coordination, where
applicable.

d. All providers are required to engage in discharge planning, including
coordination with the provider at the next level ofcare, to ensure the new
provider is aware of the progress from the prior level ofcare. The MCOs and
the BHSA will provide ongoing education to providers regarding these
requirements and conduct chart reviews to ensure compliance and identify
opportunities to improve quality of care. The MCOs and the BHSA will

Approval Period: January 12,2015 through December 31,2019
Amended: S eptember 22, 20 1 7

Page 48 of 121



facilitate the transfer of clinical information between treating practitioners to
foster continuity of care and progross towards recovery.

e. The MCOs will refer to and collaborate with the BHSA for mental health
services not specifically related to SUD. BHSA case management staff will
assesS recipient needs for psychiatric or psychosocial services and refer as

necessary to providers. The BHSA will cnsurc communication via medical
records and other appropriate means to enable the MCOs to a<lequately track
member progress.

f. The MCOs and the BHSA will inform stakeholders and partners, including
CSBs, private behavioral health care providers, FQHCs, primary care
physicians, emergency depaftments and hospitals of the resources available to
them when integrating services or developing comprehensive plans of care
for recipients. The MCOs and the BHSA will work with these stakeholders
and partners to develop workflows and operational protocols for assisting
recipients to access necessary care.

g. The MCOs and the BHSA are encouraged to develop care management and
coordination structures to manage pregnant and post-partum populations with
histories of or current substance use, focusing on planning strategies to
facilitate a recovery environment addressing improvements in maternal and
child health, positive birth outcomes and addiction and recovery treatment
approaches.

79. ARTS Provider Specifications

The following requirements will apply to providers furnishing ARTS

a. Professional staff must be licensed, registered, certified or recognized under
Virginia scope of practice statutes. Professional staff shall provide
Professional staff shall provide services within their individual scope of
practice and receive supervision required under their scope ofpractice laws.
Licensed Practitioner ofthe Healing Arts includes: credentialed addiction
treatment professionals " consisting of addiction-credentialed physician or
physician with experience in addiction medicine; licensed psychiatrist;
licensed clinical psychologist; licensed clinical social worker; licensed
professional counselor; licensed psychiahic clinical nurse specialist; licensed
psychiatric nurse practitioner; licensed rnarriage and family therapist;
licensed substance abuse treatment practitioner; or "Residents" under
supervision of licensed professional counselor (18VAC1 15-20-10), licensed
marriage and family therapist (18VAC1 l5-50-10) or licensed substance abuse
treatment practitioner ( 1 SVAC I 1 5-60- 10) approved by the Virginia Board of
Counseling; "Residents in psychology" under supervision of a licensed
clinical psychologist approved by the Virginia Board of Psychology
(l8VAC125-20-10); "Supervisees in social work" under the supervision ofa
licensed clinical social worker approved by the Virginia Board of Social

Approval Period: January 12,2015 through December 31,2019
Amended: Sepfember 22, 2017

Page 49 of 121



Work (18V4C140-20-10); and an individual with certification as a substance

abuse counselor (CSAC) (18VAC1 15-30-10) or certified substance abuse

counselor-assistant (CSAC-A) (18VACl 15-30-10) under supervision of
licensed provider and within scope of practice.($ 54. 1-3507. t & $ 54. 1-

3s07.2).

b. Non-professional staff shall rcccivc appropriate on-site orientation and
training prior to performing assigned duties. Non-professional staff will be

supervised by professional and/or administrative staff as required in Virginia
state licensing authorities.

c. Professional and non-professional staff are required to have appropriate
experience and any necessary training at the time ofhiring as required in
Virginia state licensing authorities.

80. Prescription Drug Abuse and Opioid Strategy

The ARTS demonstration contributes to a comprehensive statewide strategy to
combat prescription drug abuse and opioid use disorders. Concurrent to this
demonstration, DMAS and sister state agencies will implement a number of
measures to prevent opioid-related harms, introduce robust pharmacy benefit
management strategies to ensure appropriate opioid pain medication utilization,
improve the availability of evidence-based treatment, and increase the provision of
naloxone to reverse opioid overdose and reduce overdose deaths, including the
following:

a. Following the Prescription Monitoring Program requirements as defined in
Title 54.1, Chapter 25.2 of the Code of Virginia and in the MCO and BHSA
contracts.

b. Requiring hospice settings to notify pharmacies ofa patient's death to prevent
diversion of prescription opioid pain medication

c. Introducing targeted provider education requirements regarding pain
management, prescribing, and the diagnosis and management of addiction
based on prescribing history data

d. Expanding a regional pilot making naloxone available to family members and
friends statewide, thereby granting pharmacists the ability to dispense
naloxone under protocol and allowing laypersons to possess and administer
naloxone.

e. Disseminating naloxone kits and training to health care professionals, law
enforcement officers, firefighters, advocates and others through Project
REVIVE!, the state's opioid overdose reversal program. This activity is not
eligible for FFP.
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f. Encouraging prescribers to offer naloxone to any recipient taking greater than
50 morphine milligram equivalents (MME) of a prescription opioid per day,
and encouraging prescribers to give prescriptions for naloxone to any patient
taking greater than 90 MME per day.

g. Integrating the CDC Guidelines for Prescribing Opioids for Chronic Pain
(CDC Guidelines) into the DMAS FFS Preferred Drug List and MCO
formularies, including coveiing all non-opioid pain relievers and removing
prior authorization requirements for non-opioid pain relievers and for
naloxone.

h. Requiring Medicaid MCOs and the FFS to implement uniform prior
authorizations for short and long-acting opioids that require urine drug
screens and checks of the Virginia Prescription Monitoring Program and are

consistent with the CDC Guidelines.

Recommending that all prescribers in the Commonwealth follow the
recommendations in the CDC Guidelines, and educating prescribers on these
guidelines.

Continuing to implement patient review and restriction programs within the

managed care delivery system (commonly called a "lock-in program") to
identify members with or at risk of prescription drug abuse or opioid use

disorde¡ and refer them to case management or ARTS seruices, including the
Patient Utilization Management and Safety Program operated by the MCOs.

k. Introducing claims edits for concunent opioid and benzodiazepine
prescriptions.

Reducing administrative barriers to prescribing MAT products, including
removing the service authorization requirement for extended-release
naltrexone and buprenorphine products.

m. Pursuing altemative payment models for MAT services to improve care
quality, including a substance use care coordination payment to OBOTs and
OTPs that will support interdisciplinary care planning between
buprenorphine-waivered physicians and licensed behavioral health providers
to develop and monitor individualized and personalized treatment plans that
are focused on the best outcomes for the individual.

n. Developing state guidelines for best practices for buprenorphine providers.

o. Developing a process for the MCOs and the BHSA to credential "gold card"
OBOT providers that will provide high-quality, evidence-based treatment,
including medication and psychosocial supports.

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017

Page 51 of 121



p. Implementing a comprehensive statewide MAT training curriculum for
OBOT providers, including a buprenorphine waiver training track for
physicians, NPs and PAs, and a psychosocial counseling track for behavioral
health providers. This activity is not eligible for FFP.

81. Services for Adolescents and Youth

DMAS will ensnre that benefits are covered, services are available and access is
timely for youth and adolescents with SUD as required under the Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) benefit. Care coordination efforts will
include methods to ensure adolescent clinical issues are assessed within the context
of the ASAM adolescent placement criteria. At a minimum, assessment and services
for adolescents will follow the ÂSAM Criteria adolescent treatment criteria. In
addition, the state will identify recovery services geared towards adolescents, such as

those described in the January 26,2015 CMS Informational Bulletin "Coverage for
Behavioral Health Serwices for Youth with Substance Use Disorder."

82. State Oversight, Monitoring and Reporting

a. Monitoring Plan: The State shall maintain a plan for oversight and monitoring
of ARTS providers, the MCOs and the BHSA to ensure compliance and
corrective action with standards, access, and delivery of quality care and
services.

i. Through revisions to the contract requirements, DMAS will require
the MCOs and the BHSA to monitor providers in accordance with
NCQA credentialing standards.

11. The state will monitor the MCOs at least once per year through the
Extemal Quality Review Organizations (EQRO).

iii. If significant deficiencies or significant evidence ofnoncompliance
with the terms of this demonstration, the ARTS Network
Development Plan or the ARTS Network Readiness Plan, DMAS will
engage the MCO or the BHSA to determine if there are challenges
that can be addressed with facilitation and technical assistance. If the
MCO or the BHSA remains noncompliant, the MCO or the BHSA
must submit a corrective action plan (CAP) to DMAS. The CAP must
detail how and when the MCO or the BHSA will remedy the issue(s)
as defined in the MCO and BHSA contracts.

b. Timely Access: The state must ensure that the MCOs and the BHSA comply
with network adequacy and access requirements as defined in the MCO
contracts and the BHSA contracts. Medical attention for emergency and crisis
medical conditions must be provided according to NCQA access standards.
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c. Reporting of Activity: The State will report activity consistent with the
General Financial Requirements, the Reporling Requirements Related to
Budget Neutrality and the Demonstration Annual Report as set forth in this
demonstration, Section VIII General Reporting Requirements. In addition to
the requisite information described in STC 30, the annual report shall inchide
all of the following:

i. Summary of operational, policy development, issues, complaints,
grievances and appeals. The State will also include any trends
discovered, the resolution of complaints and any actions taken or to be
taken to prevent such issues, as appropriate.

ii. Number of ilays to first ARTS treatment at appropriate level of care
after refena"l.

Existence of a 2417 telephone access line with prevalent non-English
language(s).

Access to ARTS with translation seruices in the prevalent non-English
language(s).

Number, percentage and time period of service authorization requests
approved or denied.

83. Qualify Improvement, Monitoring and Reporting.

Each MCO and the BHSA will use, and expand as necessary, their existing quality
improvement infrastructures, quality improvement processes and performance
measurement data systems to ensure continuous quality improvement of ARTS. At a
minimum, each MCO and the BHSA must have an Annual Quality Management
Plan that includes the MCO's or the BHSA's plan to monitor the service delivery,
capacity as evidenced by a description ofthe current number, types and geographic
distribution of substance use disorder services.

a. The monitoring of accessibility of services outlined in the Quality
Improvement Plan will at a minimum include:

Timeliness of first initial contact to face-to-face appointment.

Timeliness of first initial contact to the initial provision of OTP,
OBOT or MAT services.

lll.

tv.

ll.

iii. Access to after-hours care

iv. Responsiveness ofthe beneficiary access line in answering calls, and
in successfully resolving requests for assistance.
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v. Strategies to reduce avoidable hospitalizations.

vi. Assessment ofthe recipients' experiences through a patient
satisFaction survey.

Telephone access line and services in the prevalent non-English
languages.

Number, percentage oftotal requests denied, and waiting period for
decisions on selice authorization requests, whether approved or
denied.

b. The quality improvement processes outlined in the Quality Improvement Plan
will at a minimum include:

Monitoring system-wide issues and performance issues.

vll.

viii.

l.

ii. Identifyingopportunitiesforimprovement.

iii. Determining the root causes of performance issues.

IV Exploring alternatives and developing and approving a plan of action;
and

Activating the plan, measuring the results, evaluating effectiveness of
actions, and modifying the approach as needed.

c. The MCOs and the BHSA will adhere to regular dashboard data submission
requirements to ensure that administrative oversight is effective and that service
delivery is monitored in accordance with MCO and BHSA contractual
requirements. DMAS will require the MCOs and the BHSA to provide quarterly
quality dashboards with the following data:

i. Process measures

1 . Number of Medicaid recipients served.

2. Number of licensed and credentialed providers of each ARTS
service and peer suppons.

3. Recipient and provider grievances and appeals.

ii. Outcome measures

1. ED utilization rate.

2. Hospitalization rate.
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3. Hospital readmission rate and ARTS readmission rate for
ASAM Levels 2.1 through 4.0.

4. Utilization rates for each service, including data pm denials of
services, including peer supports.

d. The MCOs and the BHSA will implement procedures for evaluating
snccessful care transitions between ARTS levels ofcare as well as linkages
with primary care upon discharge. Evaluations of care transitions and
linkages with primary carc may be captured through established processes

including the following:

i. Collaboration with providers, including the setting of expectations for
successful transi tion planning;

ii. Provider education and training;

iii. Treatment record reviews to assess coordination with the primary care
physician and referring provider(s), as well as discharge planning to
appropriate providers;

iv. Care management a¡d medical necessity review processes, e.g.,

1. Monitoring for appropriate transitions ofcare and avoidance of
gaps in sewice provision.

2. Provider outreach calls to assist in effective transition
planning.

e. The MCOs and the BHSA will have a Utilization Management (UM)
Program assuring that recipients have appropriate access to substance use

disorder seruices; medical necessity has been established and the recipient is
at the appropriate ASAM level ofcare and that the interventions are

appropriate for the diagnosis and level of care. The MCOs and the BHSA
shall have a documented system for collecting, maintaining and evaluating
accessibility to care and waiting list information, including tracking the
number ofdays to first ARTS treatment at an appropriate level ofcare
following initial request or referral for ARTS.

f. The MCOs and the BHSA will provide the necessary data and information
required in order to comply with the evaluation required by the ARTS
demonstration.

g. How does the demonstration affect the clinician ARTS training and ARTS
services provision?
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To what extent are efforts to prepare and train health care clinicians
successful in getting them to appropriately provide ARTS benefits?

How do the new ARTS benefit and demonstration affect the number
and type of health care clinicians providing ARTS to Virginia
Medicaid recipients with SUD?

h. How does the demonstration affect recipients' access to and utilization of
ARTS?

To what extent do the new ARTS benefit and demonstration increase
the perceftage of Medicaid recipients living in communities with an
adequate supply of clinicians offering ARTS to Medicaid recipients?

ii. How do the new ARTS benefit and demonstration affect the type and
quantity of ARTS used by Medicaid recipients with SUD?

i. How does the demonstration affect recipient health outcomes and quality of
ca¡e?

i. What is the impact of the availability of ARTS residential treatment
on emergency department visits, inpatient admissions, and
readmissions to the same level of care or higher for ARTS (e.g.
inpatient admissions, community-based high intensity residential and

community-based low intensity residential)?

ii. Are there spillover effects ofthe new ARTS benefit on utilization and
cost for other physical and behavioral health care services, such as

emergency department visits, inpatient admissions and readmissions
for non-addiction treatment-related services?

iii. What is the impact of the new ARTS benefit on fatal and nonfatal
drug overdoses among Virginia Medicaid recipients?

iv. What is the impact of the new ARTS benefit and demonstration on the
number of Medicaid babies born with neonatal abstinence syndrome

QrIAS) and the average length of NICU admission to treat NAS?

What is the impact of the "carve-in" of ARTS benefits into managed
care plans on health care utilization and the coordination ofcare with
other behavio¡al and physical health problems?

11

j. How does the ARTS demonstration affect member costs, particularly costs
associated with emergency deparlment visits, inpatient stays, inpatient
readmissions, and NICU admissions to treat infants with NAS?
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XV. EVALUATION OF THE ARTS COMPONENT OF THE DEMONSTRATION

84. Independent Evaluator. At the beginning ofthe SUD component, the state

must acquire an independent party to conduct an evaluation ofthe SUD
component ofthe demonstration to ensure that the necessary data is collected at

the level of detail needed to research the approved hypotheses. The independent
party nìust sign an agleeurent to conduct the demonstration evaluation in accord

with the CMS-approved, draft evaluation plan. For scientific integrity, every
effort should be made to follow the approved methodology, but requests for
changes may be made in advance ofrunning any data or due to mid-course
changes in the operation of the demonstration.

85. Evaluation Dcsign Approval nnd Updates. Within 120 days of the
demonstration amendment award, the state must submit a Draft Evaluation
Design to CMS for comment and approval. The state's Draft Evaluation Design
may be subject to multiple revisions until a format is agreed upon by CMS. The
state must submit a revised Draft Evaluation Design within sixty (60) days after
receipt of CMS' comments. Upon CMS approval of the Draft Evaluation Design,
the document will be included as an attachment to these STCs. Per 42 CFR
a31.424(c), the state will publish the approved Evaluation Design within thirty
(30) days of CMS approval. The state must implement the evaluation research

and submit their evaluation implementation progress in each of the Quarterly
Reports and Annual Reports (per STC 30), including any required Rapid Cycle
Assessments.

86. Evaluation Budget. A budget for the evaluation shall be provided with the
evaluation design. It will include the total estimated cost, as well as a breakdown
of estimated staff, administrative and other costs for all aspects ofthe evaluation
such as any survey and measurement development, quantitative and qualitative
data collection and cleaning, analyses, and reports generation. A justification of
the costs may be required by CMS if the estimates provided do not appear to
suffrciently cover the costs ofthe design or if CMS finds that the design is not
suffrciently developed.

87. Evaluation Requirement

a. The demonstration evaluation will meet the prevailing standards of scientific
evaluation and academic rigor, as appropriate and feasible for each aspect of
the evaluation, including standards for the evaluation design, conduct, and
interpretation and reporting of findings.

i. The demonstration evaluation will use the best available data; use

controls and adjustments for and reporting ofthe limitations ofdata
and their effects on results; and discuss the generalizability ofresults.

ii. The state shall acquire an independent entity to conduct the
evaluation. The evaluation design shall discuss the state's process for
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obtaining an independent entity to conduct the evaluation, including a

description ofthe qualifications the entity must possess, how the state

will assure no conflict of interest, and a budget for evaluation
activities.

The evaluation shall assess the impact ofthe SUD component ofthe demonstration
on the following outcomes among beneficiaries in need ofsubstance use disorder
treatment:

Emergency room utilization for consequences of substance use

disorders including opioid overdoses;

ii. Access to acute inpatient and residential treatment for substance use

disorders;

iii. Lengths of stay in acute inpatient and residential settings for treatment
of substance use disorders;

Access to community-based treatment for substance use disorders
including medication assisted treatment;

Quality of substance use disorder treatment including medication
assisted lreatment;

1V

vi. Quality ofdischarge planning in making effective linkages to
community- based care;

vii. Readmissions to the same level ofcare or higher;

viii. Cost of treatment for substance use disorder conditions;

ix. Overall cost ofcare for individuals with substance use disorders
including co-morbid physical and mental health conditions;

X. Opioid prescribing patterns; and

xi. Drug overdose deaths.

b. The state expects to address the following questions in its evaluation:

i. How does the demonstration affect the clinician ARTS training and
ARTS services provision?

ii. To what extent are efforts to prepare and train health care clinicians
successful in getting them to appropriately provide ARTS benefits?
How do the new ARTS benefit and demonstration affect the number
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and type of health care clinicians providing ARTS to Virginia
Medicaid recipients with SUD?

iii. How does the demonstration affect recipients' access to and

utilization ofARTS? To what extent do the new ARTS benefit and
demonstration increase the percentage of Medicaid recipients living in
communities with an adequate supply of clinicians offcring ARTS to
Meclicaid recipients?

How do the new ARTS benefit and demonstration affect the type and
quantity of ARTS used by Medicaid recipients with SUD? How does

the demonstration affect recipient health outcomes and quality of
cate?

What is the impact of the availability of ARTS residential treatment
on emergency department visits, inpatient admissions, and
readmissions to the same level of care or higher for ARTS (e.g.

inpatient admissions, community-based high intensity residential and
community-based low intensity residential)?

vi. Are there spillover effects ofthe new ARTS benefit on utilization and
cost for other physical and behavioral health care services, such as

emergency department visits, inpatient admissions and readmissions
for non-addiction treatment-related services?

vii. What is the impact of the new ARTS benefit on fatal and nonfatal
drug overdoses among Virginia Medicaid recipients?

vl11. What is the impact of the new ARTS benefit and demonstration on the
number of Medicaid babies bom with neonatal abstinence syndrome
(NAS) and the average length of NICU admission to treat NAS?

ix. What is the impact of the "carve-in" of ARTS benefits into managed
care plans on health care utilization and the coordination ofcare with
other behavioral and physical health problems?

X. How does the ARTS demonstration affect member costs, particularly
costs associated with emergency department visits, inpatient stays,
inpatient readmissions, and NICU admissions to treat infants with
NAS?

c. DMAS will collect reliable and valid data from the MCOs and the BHSA to
enable reporting of the quality measures listed in the table below:

1V
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Table Two: ARTS Oualitv Measures

88. State Must Separately Evaluate Components of the Demonstration. The
outcomes from each evaluation component must be integrated into one
programmatic summary that describes whether the state met the demonstration
goal, with recommendations for future efforts regarding all components.

a. At a minimum, the Draft Evaluation Design must include a discussion of
the goals, objectives, and specific hypotheses that are being tested,
including those outlined in STC 46. The draft design shall discuss:

The outcome measures that must be used in evaluating the impact of
the demonstration during the period of approval, particularly among
the target population;

It shall discuss the data sources and sampling methodology for
assessing these outcomes; and,

iii. The Draft Evaluation Design must include a detailed analysis plan that
describes how the effects ofthe demonstration are isolated from other
initiatives occurring in the state.

b. The evaluation must outline and address evaluation questions for all ofthe
following components:

GAP component;
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Initiation and Engagement of Alcohol and Other
Drus Deoendence Treatment

,:Go[eçt-ionMéchli-ùisú,::::
Claims/encounter data

NQF #1664 SUB-3 Alcohol and Other Drug Use Disorder
Treatment Provided or Offered at Dischargc and
SLIB-3a Alcohol and Other Drug IIse l)isorder
Treatment at Discharge

Electronic clinical
data./clinical papcr chart
review

NQF #260s Follow-up after Discharge from the Emergency
Department for Mental Health or Alcohol or Other
Drus Denendence

Claims/encounter data

NQF #0648 Timely Transmission of Transition Record Elcctronic clinical
data/clinical paper chart
review

PQA Use of Opioids at High Dosage in Persons
Without Cancer (PQA)

Claims/encounter data

PQA Use of Opioids from Multiple Providers in
Persons Without Cancer (POA)

Claims/encounter data

PQA Use of Opioids at High Dosage and from Multiple
Providers in Persons Without Cancer (PQA)

Claims/encounter data
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XVI.
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ii. ARTS component; and

iii. FFCY component.

Evaluation of the FFCY Component of the Demonstration. The state's
evaluation design and final plan must also include an evaluation ofthe FFCY
component of the dernonstration that meets all the standards and requiremeuts
outlined in these STCs for conducting an evaluation of the demonstration. The state

must submit a FFCY evaluation design component within 120 days of award that
identifies how it will test the hypothesis aimed at evaluating the extent to which the

demonstration increases and strengthens overall coverage of former foster care youth
and improves health outcomes for these youth. This evaluation component will be
incorporated in these STCs as Attachment G.

89. Evaluation Standards. The demonstration evaluation will meet the prevailing
standards of scientific and academic rigor, as appropriate and feasible for each

aspect ofthe evaluation, including standards for the evaluation design, conduct,
and interpretation and reporting of findings. The demonstration evaluation will
use the best available data; use controls and adjustments for and reporting ofthe
limitations of data and their effects on results; and discuss the generalizability of
results.

90. Draft Interim Evaluation Reports. In the event the state requests to extend the
demonstration beyond the cunent approval period under the authority of section
1 1 15(a), (e), or (f) ofthe Act, the state must submit a draft interim evaluation
report for the completed years ofthe approval period represented in these STCs,
as outlined in 42 CFP. 431.412(c)(2)(vi). The state must submit an Interim
Evaluation Report to CMS as part ofany future request to extend the
demonstration. The state will provide a final interim report thirty (30) days after
receiving comments from CMS.

a. The interim evaluation report will discuss evaluation progress and present
findings to date as per the approved evaluation design.

b. For demonstration authority that expires prior to the overall demonstration's
expiration date, the Interim Evaluation Report must include an evaluation of
the authority as approved by CMS.

c. Ifthe state requests changes to the demonstration, it must identify research
questions and hypotheses related to the changes requested and an evaluation
design for addressing the proposed revisions.

91. Summative Evaluation Report. The state must submit a draft Summative
Evaluation Report for the demonstration's cument approval period represented in
these STCs within eighteen (18) months following the end ofthe approval period
represented by these STCs. The Summative Evaluation Report must include the
information in the approved evaluation design.

Page 61 of 121



a. Unless otherwise agreed upon in writing by CMS, the state shall submit the

final Summative Evaluation Report within thirty (30) days of receiving
comments from CMS.

92. State Presentations for CMS. The state will present to and participate in a
discussion with CMS on the final design plan, post approval, in conjunction with
Section XVI. The state shall present on its interim evaluation in conjunction with
STC 90. The state shall present onits summative evaluation in conjunction with
STC 91

93. Public Access. The state shall post the final approved Evaluation Design,
Interim Evaluation Rcport, and Summative Evaluation Report on the state
Medicaid website within thirty (30) days of approval by CMS.

a. For a period of twenty-four (24) months following CMS approval of the
Interim and Summative Evaluation Reports, CMS will be notified prior to the
public release or presentation of these reports and related journal aficles, by
the state, contractor or any other third party directly connected to the
demonstration. Prior to release ofthese reports, articles and other documents,
CMS will be provided a copy including press materials. CMS will be given
thirty (30) days to review and comment onjournal articles before they are

released. CMS may choose to decline some or all of these notifications and
reviews.

XVII. SCHEDULEOF'STATEDELIVERABLES

The state is held to all reporting requirements outlined in the STCs; this schedule of
deliverables should serve only as a tool for informational purposes only.
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Per award letter -
within 30 days of the
date of award

Confirmation Letter to CMS Accepting Demonstration STCs

Per STC 24 Submit Outreach Plan

Per STC 46 Submit Draft Evaluation Design

Per STC 9 Submit Demonstration Extension Application

Per STC 46
within 120
days of the
amendment

Submit the revised evaluation design reflecting the increase in FPL
amendment and additional SUD services

Per STC 85 Submit ARTS draft evaluation design

Per Section
XVI

Submit the former foster care youth draft evaluation design
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Per STC 30 Quarterly Monitoring Reports

Per STC 33

$,t'!Siti ,.i..,,. l,;l
Per STC 11

Quarterly Expenditure Reporls

Forum Transparency

Per STC 30

lRêüèrÍälehsdl0i¡f:ll
-:i:.it:i:tL::i::-a¡ti:
Per STC 50

Demonstration Annual Report

Interim Evaluation Report

Per STC 5l Summative Report
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ATTACHMENTA
DIAGNOSES ELIGIBLE F'OR VIRGINIA GAP DEMONSTRATION

To be considered as meeting the criteria as a GAP Seriously Mentally Ill individual, the
individual must have had a diagnostic evaluation within the past year, or at the time ofthe
screening, by a Licensed Mental Health Professional, including Residents and Supervisees,
(LMHP means a physician, licensed clinical psychologist, licensed professional counselor,
licensed clinical social worker, licensed substance abuse treatment practitioner, licensed
maniage and family therapist, or certified psychiatric clinical nurse specialist; or a Resident or
Supervisee that is registered with the appropriate board, under the direct supervision ofa
licensed clinical psychologist, licensed professional counselor (LPC),licensed clinical social
worker (LCSW), licensed substance abuse treatment practitioner, or licensed marriage and
family therapist.) that results in one of the following diagnoses:

296.7 Bipolar Disorder, Most Recent Episode Unspecified
296.8 Bipolar Disorder, NOS
296.20 Major Depressive Disorder, Single Episode, Unspecified
296.21 Major Depressive Disorder, Single Episode, Mild
296.22 Major Depressive Disorder, Single Episode, Moderate
296.23 Major Depressive Disorder, Single Episode, Severe, Without Psychotic Features
296.24 Major Depressive Disorder, Single Episode, Severe, with Psychotic Features
296.25 Major Depressive Disorder, Single Episode, in Partial Remission
296.26 Major Depressive Disorder, Single Episode, in Full Remission
296.30 Major Depressive Disorder, Recurrent, Unspecified
296.31 Major Depressive Disorder, Recurrent, Mild
296.32 Major Depressive Disorder, Recurrent, Moderate
296.33 Major Depressive Disorder, Recurrent, Severe, Without Psychotic Features
296.34 Major Depressive Disorder, Recurrent, Severe, With Psychotic Features
296.35 Major Depressive Disorder, Recurrent, in Partial Remission
296.36 Major Depressive Disorder, Recurrent, in Full Remission
296.40 Bipolar I Disorder, Most Recent Episode Manic, Unspecified
296.40 Bipolar I Disorder, Most Recent Episode Hypomanic
296.41 Bipolar I Disorder, Most Recent Episode Manic, Mild
296.42 Bipolar I Disorder, Most Recent Episode Manic, Moderate
296.43 Bipolar I Disorder, Most Recent Episode Manic, Severe, Without Psychotic
Features
296.44 Bipolar I Disorder, Most Recent, Episode Manic, Severe With Psychotic Features
296.45 Bipolar I Disorder, Most Recent Episode Manic, In Partial Remission
296.46 Bipolar I Disorder, Most Recent Episode Manic, In Full Remission
296.50 Bipolar I Disorder, Most Recent Episode Depressed, Unspecified
296.51 Bipolar I Disorder, Most Recent Episode Depressed, Mild
296.52 Bipolar I Disorder, Most Recent Episode Depressed, Moderate

296.53 Bipolar I Disorder, Most Recent Episode Depressed, Severe Without Psychotic
Features

296.54 Bipolar I Disorder, Most Recent Episode Depressed, Severe, With Psychotic
Features

296.55 Bipolar I Disorder, Most Recent Episode Depressed, In Partial Remission
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296.56
297.1

298.8
298.9
300.01
300.22
300.3
309.81
307.r
307.sl
295.90
295.70
298.8
298.9
296.89
296.8

Bipolar I Disorder, Most Recent Episode Depressed, In Full Remission
Delusional Disorder
Brief Psychotic Disorder
Psychotic Disorder, NOS
Panic Disorder
Agoraphobia
Obsessive Compulsive Disorder
Posttraumatic Stress Disorcler
Anorexia Nervosa
Bulimia Nervosa
Schizophrenia
Schizoaffective disorder
Othcr Spccified Schizophrenia Spectrum and Other Psychotic Disorder
Unspecified Schizophrenia Spectrum and Other Psychotic Disorder
Other Specif,red Bipolar and Related Disorder
Unspecified Bipolar and Related Disorder

In addition, the diagnostic evaluation must include documentation related to the duration ofthe
mental illness and the level of disability based on the mental illness:

Duration oflllness: The person must meet at least one ofthese criteria:
a. Is expected to require services of a¡ extended duration.
b. Has undergone psychiatric treatment more intensive than outpatient care, such as crisis

response services, alternative home care, partial hospitalization, or inpatient
hospitalization, more than once in his or her lifetime.

c. Has experienced an episode of continuous, supporlive residential care, other than
hospitalization, for a period long enough to have significantly disrupted the normal
living situation.

2. Level of Disability: The person must meet at least two of these criteria on acontinuing or
intermittent basis. There must be evidence of severe and recurrent disability resulting from
mental illness. The disability must result in functional limitation in major life activities.
Dueto the person's mental illness:

a. Is unemployed; employed in a sheltered setting or a supportive work situation; has

markedly limited or reduced employment skills; or has a poor employment history.
b. Requires public and family financial assistance to remain in the community and may be

unable to procure such assistance without help.
c. Has difficulty establishing or maintaining a personal social support system.

d. Requires assistance in basic living skills such as personal hygiene, food preparation, or
money management.

e. Exhibits inappropriate behavior that often results in intervention by the mental health or
judicial system.

And in addition, due to mental illness, the person requires assistance to consistently access and
to utilize needed medical and/or behavioral health services/supports. (Required).
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One of the two screening types listed below must be completed in order to determine GAP
SMI eligibility.

Limited Screening: Conducted for individuals who have had a diagnostic evaluation
completed by a LMHP (including Supervisees and Residents) within the past 12 months
and this evaluation is available to the screener. The GAP SMI Screening Tool (DMAS-P-
603) may be completed by either an LMHP (including Supervisees and Residents),

Qualified Mental Health Professional-Adult (QMHP-A), oTQMHP- Eligible (E). The

available evaluation is submitted to the state's contractor as the required attachment along
with the signed and dated DMAS-P-603 form.

2. Full Screening: Conducted for individuals who have not had â diagnostic evaluation
completed by an LMHP (including Supervisees and Residents) within the past twelve (12)

months or for whom the evaluation is not available to the screener. The signed and dated

GAP SMI Screening Tool (DMAS-P-603) and diagnostic evaluation conducted at the time
of the screening must be completed by an LMHP (including Supervisees and Resident¡)
and submitted to Magellan.

(QMHP-A and QMHP-E mean the same as defined in 12VAC35-105-20 as a QMHP-Adult
or QMHP-Eligible. DMAS requirements for QMHP-A and QMHP-E are equivalent to the
Department of Behavioral Health and Developmental Services provider requirements for
Qualified Mental Health Professionals.)

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017

Page 66 of 121



ATTACHMENT B
DEMONSTRATION BENEFITS SPECIFICATIONS

Differences
from current
VA Medlcald
Program

Author¡tyBenefit Provider
Qualifications

Scope and Limitations

Care Coordination Same as the

current VA
Medicaid
Program;

services will
be provided

through the

Department's
BHSA,
Magellan.

Magellan care

mânagers âre

all licensed

mental health

professionals.

Care managers will
provide information

regarding covered

benefits, provider

selection, and how to
access all services

including behavioral

health and medical ând

using preferred pathways.

Magellan care managers

will work closely with
CSB providers ofmental
health case management

services to assist GAP

recipients in accessing

needed medical,
psychiatric, social,

educational, vocational,

and other supports as

appropriate

None State Plan for
Medical

Assistance

Services

Crisis Line Same as the

current VA
Medicaid
Program

(BHSA)

The crisis line will be

available to GAP

recipients within the

same mannel as currently
provided to the Medicaid
and CHIP populations

through Magellan. The

crisis line is availalsle 24

None State Plan for
Medical
Assistance

Services

Approval Period: January 12,2015 through Decembet 31,2019
Amended: September 22, 2017

Page 67 of 121



Scope and Limitations Differences
from current
VA Medicaid
Prograrn

AuthorityBenefit Provider
Qualilications

hours per-day, 7 days per-

week and includes access

to a licensed care manager

during a crisis.

Rccovcry

Navigator
(administrative

function)

Initiolly
recovery

navigator

services will
be provided

through the

Depaltment's
BHSA;
however, the

DepaÉment
may transition
these to allow
coverage and

reimbursement
through trained
peer suppoÉ

providers as

certified by the

Department of
Behavioral
Health and

Developmental

Services
(DBHDS), and

consistent with
CMS guidance

issued on

August 15,

2007 in State

Medicaid

Magellan Recovery

Navigator sewices are

provided by trained

Recovery Navigators,
who self-disclose as

living with or having

lived with a behavioral
health condition. The
goal of Recovery

Navigator services is to
make the transition back

into the community a

suicessful one and avoid
future inpatient stays. It is
expected that there will
be more frequent face-to-

face engagement via the

Recovery Navigator team

compared to clinical team

recipients. These

voluntary services are

designed to facilitate
connections with local
peer-run organizations,

self-help groups, other
natural supports, and to
engage them in treatment
with the appropriate

community-based

Not a service

provided

under the

current VA
Medicaid
program.

Section I I 15

demonstration.

watvel

Approval Period: January 12,2015 through December 31,2019
Amended : SepÍember 22, 20 1 7
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Benefit Provider
Qualifications

Scope and Limitations I)ifferences
from current
VA Medicaid
Program

Authority

Director
(SMD) Letter

#07-01 I .

Should the

state's

pfogrâm

comply with
SMD Letter

#07-01 I , then

peer suppofts

would be

covered as a

medical sen¡ice

versus an

administrative
cost.

resources to prevent

member readmissions,

irnprove conrnruni[y
tenure and meaningful
participation in

communities of their
choice.

The scope of services

provided through

Recovery Navigator will
include services in the

home, community, or
provider setting

including but not limited
to:

r Visiting recipients in
inpatient settings to
develop the peer

relationship that is
built upon mutual

respect, unique

shared experiential
knowledge, and

facilitates a
foundation of hope

and self-

determination to
develop, or enhance,

a recovery-oriented

lifestyle.

r Exploring peer and

natural community

Approval Period: January 12,2015 through December 31,2019
Amended: Septembet 22, 2017
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Provider
Qualifications

Scope and Limitations I)ifferences
from current
VA Medicaid
Prograrn

AuthorityBenefit

support resources

from the perspective

of a person who has

utilized these

resources and

navigated multi- level

systems ofcare.
These linkages will
expand to educating

recipients about

organizations and

resources beyond the

health care systems.

r Initiating dialogue

and modeling
pósitive

communication skills
with recipients to

help them self-

advocate for an

individualized

discharge plan and

coordination of
senvices that
promotes successful

community
integrat¡on upon

discharge from adult
inpatient settings.

¡ Assisting in

decreasing the need

for future
hospitalizations by

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Benefit Provider
Qualifications

Scope and Limitations Differences
from current
VA Medicaid
Program

Authority

offering social and

emotional suppotl

antl an aray ol
individualized

services.

o Developing rapporl

and driving
engagement in a

personal and

positive supportive
relationship,

demonstrating and

inspiring hope, trust,

and a positive

outlook, both by in-
person interactions

on the inpatient unit
and a combination

of face-to-face and

'virtual' engagement

for GAP participants

in the community.

¡ Providing social,
emotional and other
supports framed

around the 8

dimensions of
wellness as defined

by SAMHSA+.

¡ Brainstonning to

identily strengths

and needs post-

discharge, assisting

member to be better

self-advocates, and

ensure that the

http:,4rvwrv. sa mhsa.gov/r.l'cllnoss-i:riljativc/eiqh1-clinrcnsions-rr,cllncss

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Differences
from current
VA Medicaid

AuthorityBenefit Provider
Qualifications

Scope and Limitations

discharge plan is

comprehensive and

complete.

o Brainstorming with
the member to

identifo the triggers
and/or stressors that

led to the psychiatric

hospitalization.

o Direct face-to-face as

well as toll-free
warm-line services to
eligible GAP
recipients 7 days per

week. The warm- line
is a telephonic
Recovery Navigator
resource staffed by as

needed Recovery

Navigators, trained

specifically in warm-

line operations and

resource referrals.

The warm-line

associated with the

Recovery Navigator
GAP services

program would offer
extended hours, toll-
free access, and

dedicated data

collection

capabilities.

Approval Period: January 12,2015 through December 31,2019
Amended: S eptember 22, 20 17
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{RTS Peer Support
iervices and ARTS
ramily Support
)artners

Same as the
:urrent VA
\4edicaid Program

Mental Health Peer

Support Services or

Mental Health Family

Support Partners shall

not be rendered at the

same time as ARTS

Peer Support Services

or ARTS Family

Suppoft Partners

None State Plan for
Medical
Assistance
Services
(contingent on
sPA l7-019
approval)

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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\4ental Health Peer
Supporl Services and
\4ental Health Family
iupport Partners

iame as the
>urrent VA
vledicaid Program
BHSA)

Mentâl Health Peer

Support Services or
Mental Health Family
Support Partners shall

not be rendered at the

same time as ARTS
Peer Support Services

or ARTS Family

Support Partners

None State Plan for
Medical
Assistance
Seruices
(contingent on
sPA l7-019
approval)

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Scope and Limitations I)ifferences
from current
VA Medicaid
Program

AuthorityBenef¡t Provider
Qualifications

Outpatient
physician, FQHC/
RHC, clinic,
specialty care,

consultation, and

treâtment; includes

evaluation,
diagnostic and

treatment
procedures

performed in the
physician's office;
includes therapeutic
or diagnostic
injections.

Same as the

current VA
Medicaid

Program

No exclusions where the

place of treatment is the

physician's office except

as shown in Table 9 of
the original
demonstration application

reflecting non-coveled

services; otherwise, the

scope ofcoverage is

within the current
Virginia Medicaid

coverage guidelines.

No emergency

room or
inpatient

covefage; no

coverage for
excluded

services per

Table 9 ofthe
original
demonstration

application
reflecting

non-covered

services.

State Plan for
Medical

Assistance

Services

Outpatient hospital

coverage, including
diagnostic and

radiologr services

electrocardiogram,
authorized CAT and

MRI scans.

Same as the

current VA
Medicaid

Program

No exclusions where the

place of service is the

physician's office except

as shown in Table 9 of
the original
demonstration

application reflecting

non-covered seruices;

otherwise, the scope of
coverage is within
current Virginia
Medicaid coverage
guidelines.

No emergency

foom or
inpâtient

coverage.

Outpatient
hospital

treatment
coverage is

limited; see

exclusions in
Table 9 ofthe
original
demonstration

application
reflecting non-

covered

services.

State Plan for
Medical
Assistance

Services

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Outpatient
laboratory

Same as the

current VA
Medicaid
Program

No exclusions where

the place of service is

the physician's office
except as shown in

Table 9 ofthe original

demonstration

application reflecting

non-coverctl scrvices;

otherwise, the scope of
coverage is within
current Virginia
Medicaid coverage

guidelines.

None State Plan for
Medical

Assistance

Services

Approval Period: January 12,2015 through December 31,2019
Amended : Seplember 22, 20 17
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Differences
from current
VA Medicaid
Program

AuthorityBenefït Provider
Qualilications

Scope and Limitations

Outpat¡ent

pharmacy

Coverage is within the

current Virginia
Medicaid coverage

guidelines.

None State Plan for'

Medical

Assistance

Services

Telemedicine

Same as the

current VA
Medicaid
Program

Same as the

current VA
Medicaid

Program

No exclusions where the

place of service is the

physician's offi ce except

as shown in Table 9 of
the original

demonstration

application reflecting

non-covered services;

otherwise, the scope of
coverage is within
current Virginia
Medicaid coverage

gu idelines.

None State Plan for
Medical
Assistance

Services

Outpatient medical

equipment and

supplies

Same as the

current VA
Medicaid
Program

Coverage is limited to
certain diabetic

equipment and supply

services, where the

scope ofcoverage is

shown in Appendix A.

Limited to

ceftain
diabetic
equipment
and supply
seruices.

State Plan for
Medical

Assistance

Services

GAP Mental
Health Case

Management

Same as the

current VA
Medicaid
Program for
targeted

mental health

case

management

GAP Case Management

(cCM) will be provided

statewide and does not

include the provision of
direct services. GCM

will have two tiers of
service, regular and

Primary

d ifferences

between GCM
and Mental
Health

Targeted Case

Management :

State Plan for
Medical
Assistance

Services

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Differences
from current
VA Medicaid
Program

AuthorityBenèfif Providi:r
Qualilications

Scope and Limitations

for individuals
with serious

mental illness.

high intensity. Regardless

ofthe level of service,

GCM will work with
Magellan care managers

to assist GAP recipients

in accessing needed

medical, behavioral

health (psychiatric and

substance abuse

treatment), social,

educational, vocational,

and other support

services. lndividuals who

need a higher intensity of
service will receive face

to face GCM provided in

the community. Higher

intensity GCM will be

paid at the high intensity

rate. GAP case managers

will work closely with
Magellan care

coordinators.

GCM service registration

will be required with
Maeellan.

¡ GCM (regular

intensity) does

not require

face to face

visits.

. GCM rcquircs

monthly
collaboration

with lVlagellan

câre

management

. ccM
reimbursement

râtes are

d ifferent:

- $9s.90-
Regular

- $220.80-
High

Intens¡ty

Scope of coverage is

within current Virginia
Medicaid coverage
guidelines.

None State Plan

for Medical
Assistânce

Services

Crisis Intenvention Same as the

current VA
Medicaid
Program

Service

authorization
will be

State Plan

for Medical
Assistance

Crisis Stabilization Same as the

current VA
Medicaid

Scope of coverage is

within current Virginia
Medicaid coverage

Approval Period: Janua¡y 12,2015 through Decembel 31,2019
Amended: September 22, 20 17
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Benefit Provider
Qualifications

Scope and Limitations I)ifferences
from current
VA Medicaid
Program

Authority

guidelines. required to

enable

effective
coordination.

ServicesProgram

Psychosocial Rehab

Assessment and

Psychosocial Rehab

Services

Same as the

current VA
Medicaid
Program

Scope of coverage is

within cunent Virginia
Medicaid coverage and

reimbursement

guidelines and

limitations.

None State Plan for
Medical
Assistance

Services

Substance Abuse

Intensive
Outpatient (lOP)
Treatment

Same as the

current VA
Medicaid
ARTS
ASAM
Level2.l
Program

Scopc of covcragc is

within current Virginia
Medicaid coverage and

reimbursement

guidelines and

limitations.

None Statc Plan for
Medical

Assistance

Services

Methadone Same as the

current VA
Medicaid
ARTS
Program

Scope ofcoverage is

within current Virginia
Medicaid coverage and

reimbursement

guidelines and

limitations.

None State Plan for
Medical
Assistance

Services

Office based

Opioid Treatment

administration
(oBor)

Same as the

current VA
Medicaid
ARTS
Program

Scope ofcoverage is

within current Virginia
Medicaid coverage and

reimbursement

guidelines and

limitations.

None State Plan for
Medical
Assistance

Services

Partial
Hospitalization

services for
substance use

disorders

Same as the

current VA
Medicaid
ARTS
ASAM

Scope of coverage is

within current Virginia
Medicaid coverage and

reimbursement gu idelines

and limitations.

None State Plan for
Medical
Assistance

Sewices

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Residential

Services for
substance use

disorders

Same as the

current VA
Medicaid
ARTS
ASAM 

,

Levels 3. l,
'3.3, t.s,3.7

Scope of coverage is

within current Virginia
Medicaid coverage and

reimbursement guidelines

and limitations as

outlined in the Medicaid

state plan and section

I I l5 demonstration.

None State Plan for
Medical
Assistance

Services

(lll5
expenditure

authority for
IMD
exclusion)

Psychiatric

evaluation and

outpatient

individual, farnily,
and group therapies
(mental health and

substance abuse

treatment)

Same as the

current VA
Medicaid
Program

No exclusions except as

shown in Table 9 ofthe
original demonstration

application reflecting
non-covered services.

None State Plan for
Medical

Assistance

Services

Approval Period: January 12,2015 through December 31,2019
Amended: Seprember 22, 2017
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HCPCS
Code

Description Billing Unit SA
Type

Limit

SupplÍes
q.4250 Urine test or reagent strips or tablet Tablets ol Stlips

- 100
N 3/2 Months

^.4253

Blood glucose test or reagent strips for home

blood glucose monitor,
Strips - 50 N 3/Month

^42s6

Normal, low, and high calibrator
solution/chips

Pkg.5 ml vials N I /Month

\4258 Spring-powered device for lancet Each N l/month

^4259
Lancets Box of 100 N 3/2 Months

s8490 Insulin Syringes Box of I 00 N l/Month

^4245
Alcohol wipes Box of 100 N l/Month

Glucose Monitors
É0607 Home blood glucose monitor Each N I /36 Months

82100 Blood glucose monitor with integrated voice
synthesizer

Each Y

1.210t Blood glucose monitor with integrated
lancing/blood sample

Each N

10607
IR

Home blood glucose monitor Day N 3 Months

l2l 00 RR Blood glucose monitor with integrated voice
synthesizer

Day N

t2l0l RR Blood glucose monitor with integrated
lancing/blood sample

Day N

Replacement Batteries

\4233 Replacement battery, alkaline (other thân J

cell), for use with medically necessary home
blood glucose monitor owned by patient, each

Each N 1/6 Months

Approval Period: January 12,2015 through December 31,2019
Amended : September 22, 20 17
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GAP Demonstration Benefits Crosswalk with CMS-64 Reporting Criteria

Provider
Class
Description

Provider
Class

Proc. Code

H0020,
H0032,
H0036,
H2016,
H2017,
H2019,
s0r09,
99408,
99409,
90846,
90847,
90853,
96372,
96374

H0023

CMS-64 Line
Label

Other Care
Services

Targeted
Case Mgmt.
Services

cMs-64
Line#

49

24r'.

CMS
Report#

64.9

64.9

FFP
Rate%

50%

50o/o

GAP Benelìt

Crisis Intervention,
Crisis Stabilization,
Psychosocial Rehab
Assessment,
Psychosocial Rehab

Services, Substance
Abuse Treatment,
Intensive Ouþatient
Methadone, Opioid
Treatment & Admin

3AP Case

\4anagement

Approval Period: January 12,2015 through December 3I,2019
Amended: Sepfember 22, 2017
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Physicians, Out
of State
Physicians,
Dentist

020, 09s,040

001,002,003,
007,012,09t,
052,056

001,002,003,
007,012,091,
052,056

H0032

H0032

Other
Financial
Participation

Skilled
Professional
Medical
Personnel -
Other Agency

Other
Financial
Participation

Quatity
Improvement
Organizations
(QIO)

Physician &
Surgical
Services -
Regular
Payments

49

3B

49

6

5A
2A

64.10

64.10

64.\0

64.10

64.9

50%

75%

50Yo

75y"

50%

SMI
A.ssessments
_LIMITED

SMI
A.ssessments

- FULL

lare
loordination

llaims,t,letw
lare
loordination
.Auth/QI

lutpatient physician
rnd clinic services,
FQHC/RHC services,
)utpatient specialty
:are, consultation and

Approval Period: January 12,2015 through December 3I,2019
Amended: September 22, 2017
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Nurse Prâctitioner,
Podiatrist,
Optometrist,
LCSW

Health Dept.
Clinic, Out of
State Clinic

Rural Health Clinics

FQHCs

Independent
Laboratory, Out
of State
Laboratory,
Hospital in-state
General, Out of
State Hospital,

Pharmacy, Out
of State
Pharmacv

Durable Medical
Equipment/Supplies
, Out of State
Supply/Equipment

023, 030. 031

078

05 r, 093

052

053

070,098,001,
091

060,096

062,090

Other
Practitioner
Services -
Regular
Payments

Clinic
Services

Rural Health

FQHC

Laboratory/
Radiological

Prescribed
Drugs

Other Care
Services

9A

10

't6

28

ll

7

49

64.9

64.9

64.9

64.9

64.9

64.9

64.9

50%

50%

50%

50o/o

50%

50%

50o/o

:reatment and
:elemedicine

Outpatient
diagnostic &
radiolory,
outpatient
laboratory

Outpatient pharmacy

Outpatient
medical
equipment and
supplies

Approval Period: January I2,20I5 through Decembet 31,2019
Amended: Septembet 22, 20 17
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ATTACHMENT C
INFORMAL NETWORK OF BENEFITS

Preferred Pathways - Network of Care Not Covered through GAP Demonstration

The GAP Demonstration includes a voluntary network of community providers that are already
actively a part ofproviding care to the uninsured population in Virginia. The services they will
provide to GAP Participants (as a Prefeted Pathway partner) are not reimbursable directly
through any DMAS funding stream; however, these entities create a network of Preferred
Pathways for individuals who may need services outside ofthe benefit package available
through GAP.

As identified in the Section 1115 Applicatio n,lhese Preferred Pathways will be made up oflocal
Community Services Boards, Federally Qualified Health Centers, Hospitals, and the Free
Clinics. All ofthese entities have varied funding streams such as (but not limited to) federal,
state, local, grant, patient pay (sliding fee scale or minimal co-payment) and donations. These
entities serve in a critical role as the safety net providers for Virginia's uninsured. For those that
are Medicaid providers, they will be able to bill Medicaid for GAP covered services, and be
reimbursed for care otherwise would go uncompensated in the absence of GAP. DMAS' goal and
commitment to CMS is to facilitate a greater emphasis on the interaction and exchange betweenGAP
participants and the Preferred Pathways partners.

The Preferred Pathways parfners will have their service level information available viaa
resource guide. In the event a GAP Participant needs services outside of what is covered through
GAP, case managers will refer demonstration participants to local Preferred Pathutay partners.
Preferred partners are not asked to do anything different regarding the remarkable care they
provide. This piece of the GAP Demonstration is meant to serve as a more streamlined resource
for participants and providers, alike.

DMAS knows that many CAP PaÉicipants are currently served through existing indigentcare
avenues or pathways. Preferred Pathway partners will maintain their role as a communityprovider
of health care for some of Virginia's most vulnerable adults. Understanding the impoftance
of these partners and the role they plan in Virginia's healthcare system, DMAS' application
to CMS included a design of Preferred Pathways to ensure that GAP Demonstration parlicipants
will be given information regarding local entities that may be able to provide care for
services not covered by the GAP Demonstration. Services not covered under the GAP Demonstration
include: inpatient (medical and behavioral health), emergency room (ER), outpatient/ambulatorycare
surgery, and home care services as well as some community behavioral healthservices.

Services not covered through the GAP Demonstration and Preferred Pathway Partners who will be
a source ofreference ifthe GAP Participant needs these additional resourcesl.

I cAP Participants who become pregnant will be directed to apply for full Medicaid or FAMIS MOMs coverage.
Participants who have a condition that becomes significant enough to pursue a disability determination will be
supported in that proc€ss.

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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Preferred ResourceNon-Covered
Virginia Hospitals - in accordance with the Emergency
Medical Treatment & Labor Act (EMTALA) regardless of
ability to pay. GAP members will access indigent and charity
care programs, where available, to mitigate financial hardship
to GAP members.

Virginia Hospitals - indigent and charity care programs,
consistent with EMTALA. In addition, for psychiatric
treatment, members can access the State funded Temporary
Detention Order (TDO) program or care in state facilities ifno
other alternative treatment option is available.

Virpinia Hosoitals - indieent and charitv care Drosrams

Virginia Free Clinics

Emergency Department
anticipated that with the support
of Case Managers, Peer
Supports, access to primary
care, behavioral health services,
prescription drugs, crisis
services, and other GAP
covered treatment services, ED
utilization will decrease.

Outpatient Surgery
(Clarification: GAP covers
medically necessary procedures,
including surgical procedures in
a physician's office within the
amount, duration, and scope of
coverage under the Virginia
Medicaid program In addition,
GAP covers diagnostic services
in an outpatient hospital setting.
For surgical or diagnostic
procedures needed above the
GAP realm of coverage,
pathway providers will be
utilized

Equipment2, Home Health,
Rehabilitation, etc.

(medical and
psychiatric)

1S

Other Medical Virginia Assistive Technology Loan Fund Authority
lwww,atlfà.orq) IDME)

Indigent Care Home Health Providers (Instructive Visiting
Nurses Association (I\INA)) (Home Health)
Department for the Aging and Disability Services (DARS)
lPhvsical Rehabilitation)

2 Ifavailable in the medical office, equipment, such as crutches, can be billed as a GAP covered service through the
Medical office,visit.

Approval Period: January 12,2015 through December 31,2019
Amended: Sepfember 22, 2017
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Non-Covered Service Preferred Pathwav Resource

Outpatient Behavioral Health
Services not covered under
GAP.
Note: GAP covered services
already include coverage for the
full range of psychotherapy
(individual, family, and group)
through private and community
based behavioral health
providers, crisis
intervention/stabilization,
Recovery Navigators,
psychosocial rehab, GAP case
management (mental health and
substance use disorder),
substance abuse intensive
outpatient treatment,

treatment,

Indigent Care Hospitals and Clinics (Physical Rehabilitation)

Community Services Boards

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017
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ATTACHMENTD

GAP DEMONSTRATION EVALUTION PLAN

Commonwealth of Virginia Depârtment of Medical Assistance Services

Evaluation Design Plan II -
w - 0029713

The Govemor's Access Plan (GAP) forthe Seriously
Mentally Ill

Approval Period: January 12,2015 through Decembet 31,2019
Amended : Seplember 22, 2017

Page 88 of 121



Table of Contents

l. Background on the Governor's Access Plan (GAP) ..

ll. Evaluation Design Requirements.............

lll. Goals and Guiding Principles............

lV. Evaluation Design Plan

V. Next Steps: Evaluator and Timeline

Approval Period: January 12, 2015 through December 31, 2019
Amended: September 22, 20 1 7

.2

.5

.6

.6

19

Page 89 of 121



GAP Demonstration Evaluation Design
Plan

. Background on the Governor's Access Plan (GAP)
All Virginians should have access to healthcare, and individuals with medical and
behavioral health care needs should no longer go untreated. The Commonwealth is

committed to providing services and supports to qualifying individuals, creating
opportunities for individuals to recover, and live work, parent, learn, and participatefully
in their communities. These opportunities will help to engage individuals in theirown
health care. To begin addressing this need, the Department of MedicalAssistance
Services (DMAS) (the Commonwealth's, single state Medicaid agency), proposed and
received a Section 1115 demonstration waiver, lhe Virginia Governor's Access Plan for
the Seriously Mentally lll (GAP). Effective May 1 5, 2015, Virginia offered a targeted
package of benefitsfor individuals who have a serious mental illness (SM) and
household income that ¡s at or below 60percent ofthe Federal Poverty Level (FPL)
using the MAGI methodology. Effective July 1, 2016, Virginia is offering at targeted
package of benefits for individuals who have a SMI and household income that is at or
below 80 percent of the FPL using the MAGI.

The model builds on successful existing partnerships to provide and integrate basic
medical and behavioral health care services. Enabling persons with SMI to access
behavioral and primary health care services under a coordinated model willenhance
treatment and increase the potential to significantly impact the severity of their
symptoms.

The three key goals of this Demonstration are to:
1. Serve as a bridge to closing the insurance coverage gap forVirginians;
2. lmprove access to health care for a segment of the uninsured population inVirginia

who have significant behavioral and medical needs; and
3. lmprove health and behavioral health outcomes of demonstration participants.

Populations Covered
GAP targets individuals who meet eligibility parameters resulting from adiagnosis
related to SMl. ln addition to having been screened as meeting the criteria forSMl,
individuals must meet ALL of the requirements outlined below to be eligible forthe
demonstration:

1. Adult ages 21 through 64 years old;
2. SMI criteria, including documentation related to the duration of the mental illnessand

the level of disability based on the mental illness, as described in AttachmentA;
3. Not otherwise eligible for any state or federal full benefits program including:
4. Medicaid, Children's Health lnsurance Program (CHIP/FAMIS), or Medicare;
5. Household income that is below 100 percent of the FPL plus a 5 percentincome

disregard (effectively 105 percent FPL);
6. Uninsured; and
7. Not residing in a long term care facility, mental health facility, or long-stay hospital.

Table 1 describes the populations that will enroll in GAP.

Approval Period: January 12,2015 through December 31,2019 Page 90 of 121
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Table 1. GAP Populations

Benefits
GAP offers a targeted benefit package of both medical and behavioral health
services. The GAP demonstration does not include benchmark - equivalent
coverage. The following categories of services are included in the limited benefit for
Virginia GAP demonstration enrollees, which are shown in Table 2 below:

Approval Period: January 12,2015 through December 31,2019
Amended: September 22, 2017

N/A Household ¡ncome
at or below 95%
FPL using the MAGI
methodology

January 12,
2015 - May 14,
2015

Adults not
otherwise eligible
under the State
plan

Adults not
otherwise eligible
under the State
plan

N/A Household
income at or
below 600/o FPL
using the MAGI
methodology

May 15, 2015 -
June 30, 2016

N/AAdults not
otherwise eligible
under the State
plan

Household
income at or
below 100% FPL
using the MAGI
methodology

July 1,2016 -
December 3l ,

2019
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Table 2. Category of Services included in the limited benefit for Virginia
GAP Demonstration enrollees

To review the complete benefit package for the GAP Demonstration, please referto
Attachment D of the Special Terms and Conditions.

For benefits that the GAP demonstration excludes, an informal network furnishes
participants with necessary health care, diagnostic services and treatment forphysical
and mental health illnesses. A description of the lnformal Network of Benefits can be
found in Attachment C of the STCs.

Medical services including outpet¡ent physician and clinic services, specialists,
diagnostic procedures, laboratory procedures, and pharmacy services shall be
covered as follows:

Outpatient physician services and medical office visits in a hospital outpatient
setting includes evaluation and management, and diagnostic and treatment procedures
performed in thephysician's office or a hospital outpat¡ent setting, and; therapeutic or
d iagnostic injections.

Outpat¡ent clinic services include evaluation and management, treatment, and
procedures performed in the clinic's ofiice, and; medically necessary therapeuticand
d iagnostic injections.

Outpatient specialty care, consultation, manegement and treatment includes
evaluation and treatment, and procedures performed in the physician's office, and;
medically necessary therapeutic or diagnosticinjections.

Outpatient diagnostic services include electrocardiogram, service-authorized CAT,
MRI scans and diagnostic services that can be performed in a physician's office withthe
exception of colonoscopy procedures.

Approval Period: January 12,2015 through December 31,2019
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Outpatient HospitalCoverage, including physician services delivered in an
outpatient setting

Medical

Mental Health Case Management

Crisis Stabilization

Psychiatric evaluation and outpatient individual, family, and group therapies
(mental health and substanceabuse)

Peer Supports

Prescription Druqs
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Outpatient laboratory is covered the same as Medicaid for services that arenot
otheruvise excluded from GAP coverage.

Outpat¡ent pharmacy services are provided consistent with the Virginia Medicaid
program.

Outpetient family planning consistent with the Virginia Medicaid program as itpertains
to GAP SMI covered services; sterilization procedures and abortions shall not be
òovered.

Outpatient telemedicine is covered the same as Medicaid for services that arenot
otherwise excluded from GAP coverage.

Outpetient durable medical equipment and supplies coverage shall be limited to
diabetic equipment and supplies consistent with '12 VAC 30-50-165 as it pertains to
GAP SMI covered services.

Outpatient hospital procedures shall be limited to: (i) diagnostic ultrasound
procedures; (ii) EKG/ECG including stress testS; (iii) radiology procedures arecovered
except for PET scans and radiation treatment procedures.

ll. Evaluation Des¡gn Requirements

CMS requires evaluations of all section 1115 demonstrations. The first step in the
evaluation process is to develop and submit an evaluation design plan for CMS approval.
The following information is in adherence to CMS regulations that require the design plan
to include the following elements (42 CFR Section 431 .424):

. Discussion of the demonstrat¡on hypotheses

o Description of the data that will be utilized and the baseline value for each
measure

o Description of the methods of data collection

o Description of how the effects of the demonstration will be isolated from other
changes occurring in the state

o Proposed date by which a final report on findings from activities conducted under the
evaluation plan must be submitted to CMS

o Any other information pertinent to the state's research

The special terms and conditions of the GAP demonstration further specify that the
design plan include descriptions of the following components:

. Research questions and hypotheses

. Study design
o Study population
. Outcome measures
o Data collection
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Data analysis
Timeline
Evaluator

lll. Goals and Guiding Principles

The GAP Demonstration is driven by the following goals, which will guide the evaluation
plan:
1. Serve as a bridge to closing the insurance coverage gap forVirginians;
2. lmprove access to health care for a segment of the uninsured population in Virginia

who have significant behavioral and medical needs; and,
3. lmprove health and behavíoral health outcomes of demonstration participants.

The GAP Demonstration further explains that the model of care builds on successful
existing partnerships to provide and integrate basic medical and behavioral health care
services. Enabling persons with SMI to access behavioral and primary health care
services under an integrated model will enhance treatment and increase the potentialto
significantly impact the severity of their symptoms.

lV. Evaluation Design Plan

Logic Model

The logic model in Figure 1 describes the inputs or resources available to the GAP
Demonstration, program act¡vities, anticipated outputs, and the expected impacts of the
program (short-, medium-, and long-term). The logic model conveys the relationships
among the key inputs to the GAP Demonstration, the activities and outputs produced by
these resources, and the expected outcomes of the activities, in relation to the goalsof
the demonstration.

The key inputs include; administrative oversight of the GAP Demonstrat¡on from CMS
and DMAS; and the participation by enrollees, providers, and stakeholders/advocates.
Activities include integration of care coordination for each participant and access tohigh
quality outpatient physical health and behavioral health benefits and services. The
outputs are the products of those activities, which then lead to outcomes that effectuate
the ultimate goals of the GAP demonstration: to serve as a bridge to covering the health
insurance coverage gap, improve access to health (physical and behavioral) care, and
enhance health outcomes for participants

Approval Period: January 12,2015 through December 31,2019
Amended : September 22, 20 17
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Figure 1. Logic Model for GAPEvaluation
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Data Sources and Collection
The evaluation will draw on multiple data sources depending on theresearch question,
variable being measured, and population. The study will require both individual-level
and aggregate measures of relevant utilization, expenditures, health status, and other
outcomes. These data sources include:

The Virginia Medicaid Management lnformation System (MMIS): Virginia's
MMIS contains information about enrollment, providers, and claims/encounters for
health services. Encounter data, in measuring each participant's interaction with
the health care system, will underlie many of the measures of cost and ut¡l¡zat¡on
of particular services by individual participants. Detailed data on participant
characteristics maintained in the MMIS will allow analyses to be stratified by
participants' demographic and health and pharmacy service use characteristics.
The MMIS system will be used to generate specific reports required by the
evaluation.

a

o

o

a

Behavioral Health Services Administrator (BHSA) -Specific Reports: DMAS'
contract with the Behavioral Health Services Administrator, Magellan of Virginia,
requires the submission of extensive reporting on multiple aspects of participant
and behavioral health care provider activity such as: specialized services, care
coordination, utilization management, quality, and claims management. Many of
these reports will supply information thatanswers research questions and provides
or supplements the measures used to test research hypotheses with detailed
specifications and uniform templates for reporting.

Peer Administered Survey: Peer Recovery Navigator Program Metrics will
capture primary measures of self-reported information valuable to the evaluation
of the GAP Demonstration. Metrics include primary measures such as inpatient
and outpatient hospital visits, engagement with the criminaljustice system, and
psycho-social indicators.

The National Committee for Quality Assurance (NCQA): will be used and
cross referenced when evaluating measures pertaining to improving access to
health care for GAP members. The evaluation panel w¡ll draw fro¡ NCQA's large
set of data elements that pertain to individuals who compare to theGAP member
An array of measures will be chosen ranging from prescription adherence to
engagement of treatment.

Cover Virginia: The Cover Virginia portal and call center is integral tothe
application process of the GAP demonstration. During the eligibility determination
process and renewal, Cover Virginia will capture information pertaining to the GAP
member. There is also an opportunity to use the database that supports Cover
Virginia to determine a control group population.
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Temporary Detainment Order (TDO) Glaims: DMAS serves as the payerof
TDO claims in Virginia. Having access to these claims means that TDOClaims
can be cross referenced with GAP Participants to measure success in reducing
interactions with the criminal justice system, improving social and behavioral
health outcomes of demonstration pafticipants.

Virginia Health lnformation (VHl) Data: VHI serves as Virginia's source of
health care information, data and reporting. VHI was created to promote
informed decision making by Virginia consumers and purchasers and to enhance
the quality of Virginia's health care. DMAS will work with VHI toobtain hospital
data, attempting to track hospital utilization of GAP participants.

Department of Behavioral Health and Developmental Services (DBHDS):
DBHDS is Virginia's state agency overseeing programs, supports, services, and
providers for individuals and their families who experience behavioral health and
developmental disabilities. ln its support structure, DBHDS is responsible for the
state hospitals, which will be a data source of hospitaldata. DMAS will work with
DBHDS to obtain this and other necessary data, supporting the evaluation of the
GAP demonstration.

Research Quesúions and Hypotheses
Given the previously stated goals of the demonstration, hypotheses and research
questions are necessary to assess whether the GAP demonstration is achieving its
purposes. Each of these goals is operationalized through specific measures found later in
the evaluation plan.

Goal 1, The GAP demonstration will serve as a bridge to closing theinsurance
coverage GAP for Virginians.

Hypothesis l.
lndividuals who do not have health coverage will seek to gain access to healthand
behavioral health care by apply¡ng for the GAP demonstration.

Research Questions:

What percentage of uninsured Virginians have applied for the GAP
demonstration?

What percentage of uninsured Virginians have applied and enrolled in theGAP
demonstration?

Goal 2. The GAP demonstration will improve access to health care for a segmentof the
uninsured population in Virginia who have significant behavioral and medical needs
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Hypothesis 2. lntegrating care coordination, primary care, specialty care, pharmacy,
and behavioral health care for individuals with SMI, who are othennrise uninsured and do
not have adequate access to care, will result in better health for GAP part¡cipants.

(Table three describes a comparison population as be¡ng a control group)

Research Questions:

Has the GAP demonstration impacted access to care for GAP eligible individuals

through access to primary care, medications, and behavioral health supportive

services?

How many GAP participants have utilized their GAPcoverage?

Are there critical services that participants that do not have access to that are

necessary for this population to achieve improved health and wellness outcomes?

Have GAP participants utilized Recovery Navigation?

Have GAP participants utilized Care Coordination?

Have GAP participants had their care coordinated with a Medical Doctor?

Has there been a reduction in claims costs as a result of improved qualityof

service and timely preventive services?

Goal 3. The GAP demonstration will improve social and behavioral health outcomesfor
demonstration participants.

Hypothesis 3. Through the provision of coverage and access, GAP participantswill
experience a better quality of life and better health outcomes.

Research Questions:

Has the integration pf physical and behavioral health services resulted in better
quality of life and psycho-social outcomes?

Has the integration of physical and behavioral health services resulted in better
health outcomes of demonstration participants?

D¡d GAP participants become eligible for full Medicaid as a result of adisability
determ ination?

Measures
Table 3 presents the measures that will be used to determine whether each program goal
has been achieved. This table describes the data source, stratification categories,
comparison groups, and frequencies for each measure.
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Table 3. Measures for GAP Evaluation

Approval Period: January 12,2015 through December 31,2019
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Annually

Annually

Annually
number of
uninsured SMI
populat¡on in
Virgin¡a

pared to

preventive care
services ut¡l¡zat¡on
of control group
populat¡on

number of
uninsured SMI
population in
Virginia

toCover Virginia, DBHDS

Cover Virginia, DBHDS

MMIS, NCOA National dataThe percentage of
members 21 years and
older who had an
ambulatory or
preventive care visit
during the
measurement year.

t 21 to 44 years of
a9e
l 45 to 64 years of
age

applications submitted to
Cover Virginia for the GAP
Demonstration compared
to total uninsured SMI
population in Virg¡nia

com

Number of approved
appl¡cations submitted to
Cover Virg¡nia for the GAP
Demonstration compared
to total uninsured SMI
populatìon in Virginia

Adults' Access to
Preventive/Ambulatory
Health Services (AAP)

percentage
of uninsured
Virginians have
applied for the
GAP
Demonstrat¡on?

What percentage
of uninsured
Virginians have
applied and
enrolled in the
GAP
Demonstration?

Has the GAP
Demonstration
impacted access
to care, through
access to primary
care, medications,
and behavioral
health supportive
services?
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Annually

Annually- compare v¡rg¡n¡a
score to HEDIS
Medicaid National
Average.
- Compare to the
adherence of
medication of
control group
population

- Compare VÌrginia
score to HEDIS
Medica¡d National
Average.
- Compare to the
adherence of
medication of
control group
populat¡on

MMIS, NCQA National data

MMIS, NCQA National data

The percentage of
members with
schizophrenia who were
dispensed and
rema¡ned on an
antipsychotic
medicâtion for at least
80 percent of their
treatment per¡od.

The percentage of
members with a
diagnosis of major
depression and
treated with
antidepressant
medication, and
remained on an
antidepressant
medication treatment.
r Effective Acute Phase
Treatment (on
medication for at least 84
days/12 weeks)
I Effective
Continuation Phase
Treatment (for at least
180 days/6 months)

NQF Measure 0105:
Anti-depressant
Med¡cation
Management

Adherence to
Antipsychotic
Medications for
lndividuals With
Schizophrenia (SAA)
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AnnuallyCompare ¡t to
control group
population

MMIS, DBHDS, NCQA
National data (TBD

Members with Ghronic
conditions such as
diabetes, cardiovascular
Health condition and
hypertension util¡zing
drugs for these medical
cond¡iions.

The percentage of adult
patients with a new
episode of alcohol or
other drug (AOD)
dependence who
received the following.
- ln¡tiation of AOD
Treatment. The
percentage of patients
who ¡nit¡ate treatment
through an inpatient
AOD admiss¡on,
outpatient v¡s¡t, ¡ntenslve
outpatient encounter or
part¡al hospitalization
within 14 days of the
d¡agnosis.
- Engagement of AOD
Treatment. The
percentage of patients
who ¡nit¡ated treatment
and who

Drug utilization for
chronic health
condition

NQF Measure 0004:
lnitiation and
Engagement of Alcohol
and Other Drug
Dependence Treatment
(lET) (National
Committee for Ouality
Assurance)
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Annually

Annually

Annually

Annually

compare ¡t to
service utilization of
control group
population

Compare the
denied claims to
approved claims
and identify what
services are not
covered that are
necessary for
recovery.

Compare it to
servìce utilization of
contfol group
population

Compare ¡t io
service util¡zation of
control group
populat¡on

MagellaniMMlS

MMIS

MMIS

MMIS

had two or more
additional services with
a diagnosis of AOD
w¡thin 30 days of the
initiatÌon visit.

Percentage of cla¡ms
denied because the
service was not
côvered

Measure access to
common treatment
elements to promote
recovery includ¡ng
-Prevent¡on and
Wellness
-Medications
-Behavioral health
services
-lnpatient Serv¡ces
-Transportation

Number of approved
applicants who have a
behavioral health services
claim

Number of approved
applicants who have a
phys¡cal health serv¡ces
claim

Number of approved
applicants who have a
Pharmacy claim

Are there critical
services
participants do
not have access
to, that are
necessary for th¡s
population to
achieve improved
health and
wellness
outcomes?

How many
GAP
Participants
have utilized
their GAP
Coverage?
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Annually

Annually

Annually

Number of
participants who
have utilized
recovery navigation
compared to total
number of GAP
enfollees

Number of GAP
participants with a
Referral for Care
Coordination
compared to
Number of
participants who
engaged in care
Coordination

Magellan

Magellan

MMIS, DBHDS, TBD

Number of GAP
participants with a claim
for recovery navigation.
What percentage of
GAP enrollees
part¡cipated in the
recovery navigation
program?

Number/percentage of
GAP particìpants with a
claimforcare
coordinat¡on.

The percentage of
d¡scharges for members
who were hospitalized
for treatment of selected
mental health disorders
and had an outpatient
visit, an intens¡ve
outpatient encounter or
partial hospitalizat¡on
with a mental health
practitioner. Two rates
are reported as the
percentage of
discharges for which

Number/ percentage of
GAP participants with a
claim for Care
Coordinatìon

Follow-up after
Hospital¡zat¡on for
Mental lllness

Ensure more appropriate
use of the overall health
system by prov¡ding
recovery navigat¡on
(peer support) and other
services that will help
stabilize GAP
participants

Have GAP
participants had
the¡r care
coordinated w¡th a
Medical Doctor?

Have GAP
participants
utilized
Recovery
Navigation?

HAVE GAP
participants
utilized Care
Coordination?

Approval Period: January 12,2015 through December 31,2019
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Annually

Annually

Annually

MMIS

MMIS

MMIS

The percentage of
members 21 to 64 years
of age w¡th
schizophrenia or bipoìar
disorder, who were
dispensed an
antipsychotic medication
and had a diabetes
screening test during the
measurement year.

The percentage of
members 21 to 64
years of age with
schizophren¡a and
diabetes, who had
both an LDL-C test
and an HbAlc test
during the
measurement year.

I he percentage of
members 21 to 64 years
of age with
schizophrenia and
cardiovascular disease,
who had an LDL-C test
during the measurement
year.

the member received
follow-up w¡thin:

t seven days of
discharge
t 30 days of
discharge

D¡abetes Mon¡tor¡ng for
People With D¡abetes
and Schizophrenia
(SMD)

Cardrovascular Health
Screening for People
With Schizophrenia or
B¡polar Disorder Who Are
Prescribed Antipsychotic
Medications

D¡abetes screen¡ng lor
people with schizophrenia
or bipolar disorder who
are prescribed
antipsychot¡c medications

Approval Period: January 12,2015 through Decembet 31,2019
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Annually

Annually

Annually

Annually

Annually

Annually
beginning
yeat 2

MMIS

Magellan, DBHDS - TBD

Magellan, DBHDS

Magellan, DBHDS

MMIS

DOC - TBD

Percentage of prov¡ders
who provide both
behav¡oral health and
medical services

Trending costs for
the program

number of interactions with
the criminal justice system
for GAP Particìpants

in number of
incarcerations/arrests in
past 30 days from date of
first service to date of last
service.

Reduct¡on ¡n

Temporary
Detainment Order
(TDO) Claims and
ECO orders

Show Reduced or No
Substance Use

Are Not Homeless

Are Employed Full or
Pârt-Timè

lntegration of behavioral
health and medical health

Cost analysis of
program

- by age group
- by diagnosis
- by service type

Has there been a
reduction ¡n cost
as a result of
improved quality
of service and
timely preventive
services?

¡ntegration of
physical and
behavioral health
services resulted
in better quality
of life and
psycho-social
outcomes?*

Goal

Approval Period: January 12,2015 through December 31,2019
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Annually

Annually

Annually

Number of GAP
Part¡cipants who
became eligible for
full Medicaid as a
result of a d¡sability
determination.

Self-reported
peer nav¡gator
survey
results compared
over time

Number of GAP
participants who
have prev¡ous
mental health
hosp¡tal admiss¡ons
compared to their
hospital admissions
while partic¡pat¡ng in
the program

DBHDS - TBD

MMIS

Magellan, VHI

GAP Participants who
became eligible for full
Medica¡d as a result of a
disability determination

Self-reported through
recovery navigation
survey

GAP Participants
who have hospital
admission

D¡d GAP Part¡c¡pants
become eligible for full
Medicaid as a result of a
disability determ¡nation?

Has there been a
reduct¡on in the number of
emergency department
visits for GAP
Participants?

Has there been a
Íeduction in the number
of hospital admissions
for GAP Participants?

Has the

integration of
physical and

behavioral health

services resulted

in better health
outcomes of
demonstration
participants?-

"DMAS is exploring whether we can acqu¡re the historical data (prior to GAP enrollment) for thesemeasures.
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lsolating Effects of the Demonstration

A major concern within evaluation research and study design is whether the effects
of a demonstration can be separated from other activities and external influences
that may affect the measured outcomes. DMAS and the evaluation panel will do

' everything possible to ensure that when conducting the evaluation, the measures
and outcomes will be as isolated as possible. As described earlier in section lV,
the expertevaluation panel and DMAS have significant data sources and resources
they are pulling information from in orderto inform the demonstration evaluation.
These partners and resources are sens¡t¡ve to the importance of isolating data and
will support the evaluation team ¡n providing clean data to be manipulated and
aggregated by the expert evaluation panel and DMAS evaluation team.

V. Next Steps: Evaluator and T¡mel¡ne

DMAS requested CMS to consider the utilization of an expert evaluation panel. CMS
has verbally agreed to this model and DMAS is pursuing this evaluation model forthe
GAP demonstration. DMAS has a trusted relationship with Dr. Len Nichols and his
affiliates and they have agreed to serve as the lead evaluator. Serving with him will
be another nationally recognized data expert, Dr. PeterAiken. DMAS also has a
panel memberwho is an expert in the field of Mental Health. This position is held by
a Psychiatrist from Virginia Commonwealth University Health System, Dr. Bela Sood,
and additional support is provided by DMAS'sister state agency, the Department of
Behavioral Health and Developmental Services(DBHDS).

o Submission of evaluation design to CMS - 30 days upon receiving feedback from
draft submission (Due March 9, 2015), received feedback Summer of 2015 and
offered resubmission Fall 2015

. Final CMS approval of evaluation design - Winter20l6
o Evaluation updates to CMS as specified in Section Xl of the Special Terms and

Cond itions.
¡ lnterim evaluation report - Submitted with demonstration application renewal
. Final evaluation report- Submitted 120 days following demonstration expiration

DMAS requests flexibility in the proposed design plan, as unanticipated events,
policy changes, and the eventual evaluation contractor may impact the evaluation
design.

Approval Period: January 12,2015 through December 31,2019
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ATTACHMENT E
Timeline for Establishing Standards of Care for Substance Use Disorder Services

Approval Period: January 12,2015 through December 31, 2019
Amended: September 22, 2017

3 months- Approvôl

1 moÌrths- lmpletllentation

Octob€r.2016-

Febtvãty, 2O!7

months- Public Comment

months- lmplementåtion

month5. Draft

2017

monthr- Publ¡c Comment

months- lmpl€mentation

2017-March 31,2017

Dratt

Approval
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ATTACHMENT F: Addiction Recovery Treatment Services Delivery System
TransformationDemonstrationEvaluationPlan(Reserved)'
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Page 109 of 121



Attachment G: X'ormer Foster Care Youth Evaluation Plan (Reserved)
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Attachment H: Developing the Evaluation Design

Introduction

For states that are testing new approaches and flexibilities in their Medicaid programs through
section 1115 demonstrations, evaluations are crucial to understand and disseminate what is or is
not working and why. The evaluations of new initiatives seek to produce new knowledge and

direction for programs and inform both Congress and CMS about Medicaid policy for the future.
While a narrative about what happened during a demonstration provides important information,
the principal focus ofthe evaluation ofa section 1115 demonstration should be obtaining and
analyzing data on the process (e.g., whether the demonstration is being implemented as

intended), outcomes (e.g., whether the demonstration is having the intended effects on the target
population), and impacts ofthe demonstration (e.g., whether the outcomes observed in the
targeted population differ from outcomes in similar populations not affected by the
demonstration). Both state and federal govemments could benefit from improved quantitative
and qualitative evidence to inform policy decisions.

Expectations for Evaluation Designs

All states with Medicaid section 1115 demonstrations are required to conduct an evaluation, and
the Evaluation Design is the roadmap for conducting the evaluation. The roadmap begins with
the stated goals for the demonstration followed by the measurable evaluation questions and
quantifiable hypotheses, all to support a determination ofthe extent to which the demonstration
has achieved its goals.

The forrnat for the Evaluation Design is as follows:
General Background Information;
Evaluation Questions and Hypotheses;
Methodology; .

Methodological Lim j tationsl
Attachments.

Submission Timelines
There is a specified timeline for the state's submission of Evaluation Design and Rgports. (The
graphic below depicts an example of this timeline). In addition, the state should be aware that
section 1 I 1 5 evaluation documents are public records. The state is required to publish the
Evaluation Design to the state's website within thirty (30) days of CMS approval, as per 42 CFR
431.424(e). CMS will also publish a copy to the Medicaid.gov website.
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Required Core Components of All Evaluation Designs
The Evaluation Design sets the stage for the Intcrim and Summativc Evaluation Rcports. It is
imporlant that the Evaluation Design explain the goals and objectives ofthe demonstration, the
hypotheses related to the demonstration, and the methodology (and limitations) for the
evaluation. A copy ofthe state's Driver Diagram (described in more detail in paragraph 82
below) should be included with an explanation ofthe depicted information.

A. General Background Information - In this section, the state should include basic
information about the demonstration, such as:

I ) The issue/s that the state is trying to address with its section I 1 1 5 demonstration
and/or expenditure authorities, the potential magnitude of the issue/s, and why the
state selected this course ofaction to address the issue/s (e.g., a nanative on why the
state submitted an 1 1 15 demonstration proposal).

2) The name of the demonstration, approval date of the demonstration, and period of time
covered by the evalualion;

3) A brief description of the demonstration and history of the implementation, and
whether the draft Evaluation Design applies to an amendment, extension, renewal, or
expansion of, the demonstration;

4) For renewals, amendments, and major operational changes: A description of any
changes to the demonstration during the approval period; the primary reason or
reasons for the change; and how the Evaluation Design was altered or augmented to
address these changes.

5) Describe the population groups impacted by the demonstration.

B. Evaluation Questions and Hypotheses - In this section, the state should:

1 . Describe how the state's demonstration goals are translated into quantifiable targets
for improvement, so that the performance of the demonstration in achieving these
targets could be measured.

2. Include a Driver Diagram to visually aid readers in understanding the rationale behind
the cause and effect of the variants behind the demonstration features a¡d intended
outcomes. A driver diagram is a particularly effective modeling tool when working to
improve health and health care through specific interventions. The diagram includes
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information about the goal ofthe demonstration, and the features ofthe
demonstration. A driver diagram depicts the relationship between the aim, the
primary drivers that contribute directly to achieving the aim, and the secondary
drivers that are necessary to achieve the primary drivers for the demonstration. For an

example and more information on driver diagrams:
ht1Þs://innovation.cms.so\"/f'tlcs/x,/ltciahvoai rnscll'r,rs. Dd1'

3. Identify the state's hypotheses about the oì.rtcomes of the clemonstration:

4. Discuss how the evaluation questions align with the hypotheses and the goals of the
demonstration;

5. Address how the research questions / hypotheses ofthis demonstration promote the
objectives of Titles XIX and/or XXI.

C. Methodology- In this section, the state is to describe in detail the proposed research
methodology. The focus is on showing that the evaluation meets the prevailing standards
of scientific and academic rigor, and the results are statistically valid and reliable, and
that where appropriate it builds upon other published research (use references).

This section provides the evidence that the demonstration evaluation will use the best available
data; reports on, controls for, and makes appropriate adjustments for the limitations ofthe data
and their effects on results; and discusses the generalizability ofresults. This section should
provide enough transparency to explain what will be measured and how. Specifically, this
section establishes:

1) Evaluation Design -Provide information on how the evaluation will be designed.
For example, will the evaluation utilize a pre/post comparison? A post-only
assessment? Will a comparison group be included?

2) Target and Comparison Populaliozs - Describe the characteristics of the target and
comparison populations, to include the inclusion and exclusion criteria. Include
information about the level ofanalysis (beneficiary, provider, or program level), and
if populations will be stratifred into subgroups. Additionally discuss the sampling
methodology for the populations, as well as support that a statistically reliable
sample size is available.

3) Evaluarion Period - Describe the time periods for which data will be included.

4) Evaluation Measures - Lisf all measures that will be calculated to evaluate the
demonstration. Include the measure stewards (i.e., the organization(s) responsible
for the evaluation data elements/sets by "owning", defining, validating; securing; and
submitting for endorsement, etc.) Include numerator and denominator information.
Additional items to ensure:

a. The measures contain assessments of both process and outcomes to evaluate
the effects ofthe demonstration during the period of approval.

b. Qualitative analysis methods may be used, and must be described in detail.
c. Benchmarking and comparisons to national and state standards, should be

used, where appropriate.

Approval Period: January 12,2015 through December 31,2019
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d. Proposed health measures could include CMS's Core Set of Health Care

Quality Measures for Children in Medicaid and CHIP, Consumer Assessment
of Health Care Providers and Systems (CAHPS), the Initial Core Set of
Health Care Quality Measures for Medicaid-Eligible Adults and/or measures
endorsed by National Quality Forum (NQF).

e. Proposed performance metrics can be selected from nationally recognized
metrics, for example from sets developed by the Center for Medicare and
Medicaid Innovation or for meaningful use under Health Information
Technology (HIT).

f. Among considerations in selecting the metrics shall be opportunities
identified by the state for improving quality ofcare and health outcomes, and
controlling cost of care.

5) Data Sources Explain where the data will be obtained, and efforts to validate and
clean the data. Discuss the quality and limitations of the data sources.

If primary data (data collected specifìcally for the evaluation) - The methods by
which the data will be collected, the source ofthe proposed question/responses, the
frequency and timing of data collection, and the method of data collection. (Copies
of any proposed surveys must be reviewed with CMS for approval before
implementation).

6) Analy[ic Methods - This section includes the details of the selected quantitative
and/or qualitative measures to adequately assess the effectiveness of the
demonstration. This section should:

a. Identify the specific statistical testing which will be undertaken for each
measure (e.9., t-tests, chi-square, odds ratio, ANOVA, regression). Table A
is an example of how the state might want to afiiculate the analytic methods
for each research question and measure.

b. Explain how the state will isolate the effects of the demonstration (from other
initiatives occurring in the state at the same time) through the use of
comparison groups.

c. A discussion of how propensity score matching and difference in differences
design may be used to adjust for differences in comparison populations over time
(if applicable).

d. The application of sensitivity analyses, as appropriate, should be considered.

7) Other Additions -The state may provide any other information pertinent to the
Evaluation Design of the demonstration.

Table A. Example Design Table for the Evaluation of the Demonstration

Approval Period: January 12,2015 through December 31,2019
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address thè.
research'quésiion

Hvnothesis I
Research
question la

-Measure 1

-Measure 2
-Measure 3

-Sample e.g. All
attributed Medicaid
beneficiaries
-Beneficiaries with
diabetes diasnosis

-Mçdicaid fee-
for-service and
encounter claims
records

Intemrpted
tlme senes

Research
question 1b

-Measure 1

-Measure 2
-Measure 3

-Measure 4

-Sample, e.g., PPS
patients who meet
survey selection
requirements (used

services within the last
6 months)

-Patient survey Descriptive
statistics

Hvnothesis 2
Research
question 2a

-Measure 1

-Mèasure 2

-Sample, e.g., PPS

administrators
-Kev informants Qualitative

analysis of
interview
material

D. Methodological Limitations - This section provides detailed information on the
limitations of the evaluation. This could include the design, the data sources or
collection process, or analytic methods. The state should also identify any efforts to
minimize the limitations. Additionally, this section should include any information
about features of the demonstration that effectively present methodological constraints
that the state would like CMS to take into consideration in its review. For example:

1) When the state demonstration ls:
a. Long-standing, non-complex, unchanged, or
b. Has previously been rigorously evaluated and found to be successful, or
c. Could now be considered standard Medicaid policy (CMS published

regulations or guidance)

2) When the demonstration is also considered successful without issues or concerns that
would require more regular reporting, such as:

a. Operating smoothly without administrative changes; and
b. No or minimal appeals and grievances; and
c. No state issues with CMS-64 repofiing or budget neutrality; and
d. No Corrective Action Plans (CAP) for the demonstration.

E. Attachments

A. Independent Evaluator. The process the state will use for obtaining an independent
entity to conduct the analysis and write the Evaluation Report, including a
description of the qualifications the entity must possess. As soon as known, this
section should be updated to include:

a. Information about the organization conducting the evaluation;
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d. Curriculum Vitae ofthe Principal Investigator.

B. No Conflict of Interest. Explain how the state will assure that the Independent
Evaluator will conduct a fair and impartial evaluation, prepare an objective
Evaluation Report, and that there would be no conflict of interest. This includes
"No Conflict of Interest" signed conformation statements.

C, Evaluation Budget. A budget for implementing the evaluation shall be provided
with the draft Evaluation Design. It will include the total estimated cost, as well as

a breakdown of estimated staff, administrative, and other costs for all aspects ofthe
evaluation. Examples include, but are not limited to: the development of all survey
and measurement instrumcnts; quantitative antl qualitative tlata r:olleotion; data
cleaning and analyses; and reports generation. A justification ofthe costs may be
required by CMS ifthe estimates provided do not appear to sufficiently cover the
costs of the draft Evaluation Design or if CMS finds that the draft Evaluation
Design is not sufficiently developed.

D. Timeline and Major Milestones. Describe the timeline for conducting the various
evaluation activities, including dates for evaluation-related milestones, including
those related to procurement of an outside contractor, if applicable, and
deliverables. The Final Evaluation Design shall incorporate an Interim and
Summative Evaluation. Pursuant to 42 CFR 431.424(c)(v), this timeline should also
include the date by which the Final Summative Evaluation report is due.
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Attachment I: Preparing the Interim and Summative Evaluation Reports

Introduction
For states that ale testing new approaches and flexibilities in their Medicaid programs through
section 1115 demonstrations, evaluations are crucial to understand and disseminate what is or is
not working and why. The evaluations of new initiatives seek to produce new knowledge and

direction for programs and inform Medicaid policy for the future. While a narrative about what
happened during a demonstration provide imporlant information, the principal focus ofthe
evaluation of a section I 1 1 5 demonstration should be obtaining and analyzing data on the
process (e.g., whether the demonstration is being implemented as intended), outcomes (e.g.,

whether the demonstration is having the intended effects on the target population), and impacts
of the demonstration (e.g., whether the outcomes observed in the targeted population differ from
outcomes in similar populations not affected by the demonstration). Both state and federal
governments could benefit from improved quantitative and qualitative evidence to inform policy
decisions.

Expectations for Evaluation Reports
Medicaid section 1 1 1 5 demonstrations are required to conduct an evaluation that is valid (the

extent to which the evaluation measures what it is intended to measure), and reliable (the extent
to which the evaluation could produce the same results when used repeatedly). To this end, the
already approved Evaluation Design is a map that begins with the demonstration goals, then
transitions to the evaluation questions, and to the specific hypotheses, which will be used to
investigate whether the demonstration has achieved its goals. States should have a well-
structured analysis plan for their evaluation. As these valid analyses multiply (by a single state

or by multiple states with similar demonstrations) and the data sources improve, the reliabitity of
evaluation findings will be able to shape Medicaid policy in order to improve the health and

welfare of Medicaid beneficiaries for decades to come. When submitting an application for
renewal, the interim evaluation report should be posted on the state's website with the
application for public comment. Additionally, the interim evaluation report must be included in
its entirety with the application submitted to CMS.

Intent of this Guidance
The Social Security Act (the Act) requires an evaluation ofevery section 1115 demonstration.
In order to fulfill this requirement, the state's submission must provide a comprehensive written
presentation ofall key components ofthe demonstration, and include all required elements
specified in the approved Evaluation Design. This Guidance is intended to assist states with
organizing the required information in a standardized fomat and understanding the criteria that
CMS will use in reviewing the submitted Interim and Summative Evaluation Reports.

The fomat for the Interim and Summative Evaluation reports is as follows:
A. Executive Summary;
B. General Background Information;
C. Evaluation Questions and Hypotheses;
D. Methodology;
E. Methodological Limitations;
F. Results;
G. Conclusions;
H. Interpretations, and Policy Implications and Interactions with Other State Initiatives;
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I. Lessons Learned and Recommendations; and
J. Attachment(s).

Submission Timelines
There is a specified timeline for the state's submission of Evaluation Designs and Evaluation
Reports. These dates are specified in the demonstration Special Terms and Conditions (STCs).
(The graphic below depicts an example of this timeline). In addition, thc statc should be awarc
that section 1l l5 evaluation documents are public records. In order to assure the disseminalion
ofthe evaluation findings, lessons leamed, and recommendations, the state is required to publish
to the state's website the evaluation design within thirty (30) days of CMS approval, and publish
reports within thity (30) days of submission to CMS , pursuant to 42 CFP. 431.424. CMS will
also publish a copy to Medicaid.gov.
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Required Core Components of Interim and Summative Evaluation Reports

The section 1 I 1 5 Evaluation Repoft presents the research about the section 1 1 15 Demonstration.
It is important that the report incorporate a discussion about the structure ofthe Evaluation
Design to explain the goals and objectives ofthe demonstration, the hypotheses related to the
demonstration, and the methodology for the evaluation. A copy ofthe state's Driver Diagram
(described in the Evaluation Design guidance) must be included with an explanation ofthe
depicted information. The Evaluation Report should present the relevant data and an
interpretation ofthe frndings; assess the outcomes (what worked and what did not work);
explain the limitations ofthe design, data, and analyses; offer recommendations regarding what
(in hindsight) the state would further advance, or do differently, and why; and discuss the
implications on future Medicaid policy. Therefore, the state's submission must include:

A. Executive Summary - A summary of the demonstration, the principal results,
interpretations, and recommendations of the evaluation.

B. General Background Information about the Demonstration - In this section, the state
should include basic information about the demonstration, such as:
1) The issues that the state is trying to address with its section I 1 15 demonstration and/or

expenditure authorities, how the state became aware ofthe issue, the potential
magnitude ofthe issue, and why the state selected this course ofaction to address the
issues.
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2) The name ofthe demonstration, approval date ofthe demonstration, and period oftime
covered by the evaluationl

3) A brief description of the demonstration and history of the implementation, and if the

evaluation is for an amendment, extension, renewal, or expansion of, the
demonstration;

4) For renewals, amendments, and major operational changes: A description of any
changes to the demonstration during the approval period; whether the motivation for
change was due to political, economic, and fiscal factors at the state and/or federal
level; whether the programmatic changes were implemented to improve beneficiary
health, provider/health plan performance, or administrative efficiency; and how the
Evaluation Design was altered or augmented to address these changes.

5) Describe the population groups impacted by the demonstration.

C. Evaluation Questions and Hypotheses - In this section, the state should:
1) Describe how the state's demonstration goals were translated into quantifiable targets

for improvement, so that the performance of the demonstration in achieving these
targets could be measured. The inclusion of a Driver Diagram in the Evaluation
Report is highly encouraged, as the visual can aid readers in understanding the
rationale behind the demonstration features and intended outcomes.

2) Identify the state's hypotheses about the outcomes ofthe demonstration;
a. Discuss how the goals of the demonstration align with the evaluation questions

and hypotheses;
b. Explain how this Evaluation Report builds upon and expands earlier

demonstration evaluation findings (if applicable); and
c. Address how the research questions / hypotheses of this demonstration promote

the objectives of Titles XIX and XXI.

D. Methodolory - In this section, the state is to provide an overview of the research that
was conducted to evaluate the section 1l l5 demonstration consistent with the approved
Evaluation Design. The evaluation design should also be included as an attachment to
the report. The focus is on showing that the evaluation builds upon other published
research (use references), and meets the prevailing standards ofscientific and academic
rigor, and the results are statistically valid and reliable.

An interim report should provide any available data to date, including both quantitative and
qualitative assessments. The Evaluation Design should assure there is appropriate data
development and collection in a timely manner to support developing an interim evaluation.

This section provides the evidence that the demonstration evaluation used the best available data
and describes why potential alternative data sources were not used; repofed on, controlled for,
and made appropriate adj ustments for the limitations ofthe data and their effects on results; and
discusses the generalizability ofresults. This section should provide enough transparency to
explain what was measured and how. Speci{ically, this section establishes that the approved
Evaluation Design was followed by describing:

l. Eyaluation Design - Will the evaluation be an assessment of: preþost, post-only, with
or without comparison groups, etc.?

2. Target and Comparison Populatio,?.t - Describe the target and comparison
populations; include inclusion and exclusion criteria.

3 . Evaluaiion Period - Describe the time periods for which data will be collected
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4. Evaluation Measures - What measures are used to evaluate the demonstration, and
who are the measure stewards?

5. Data Sources - Explain where the data will be obtained, and efforts to validate and
clean the data.

6. Analytic methods - Identify specific statistical testing which will be undertaken for
each measure (t-tests, chi-square, odds ratio, ANOVA, regression, etc.).

7. Other Additions The state may provide any other information pertinent to the
evaluation of the demonstration.

A. Methodological Limitations
This section provides sufficient information for discerning the strengths and weaknesses
ol the study design, data sources/collection, and analyses.

B. Results - In this section, the state presents and uses the quantitative and qualitative data
to show to whether and to what degree the evaluation questions and hypotheses ofthe
demonstration were achieved. The findings should visually depict the demonstration
results (tables, charts, graphs). This section should include information on the statistical
tests conducted.

C. Conclusions - In this section, the state will present the conclusions about the evaluation
results.
1) In general, did the results show that the demonstration was/was not effective in

achieving the goals and objectives established at the beginning of the demonstration?

2) Based on the findings, discuss the outcomes and impacts of the demonstration a¡d
identify the opportunities for improvements. Speci{ically:
a. If the state did not fully achieve its intended goals, why not? What could be done

in the future that would better enable such an effort to more fullv achieve those
purposes, aims, objectives, and goals?

D. Interpretations, Policy Implications and Interactions with Other State Initiatives -
In this section, the state will discuss the section 1115 demonstration within an overall
Medicaid context and long range planning. This should include interrelations of the
demonstration \ryith other aspects of the state's Medicaid program, interactions with other
Medicaid demonstrations, and other federal awards affecting service delivery, health
outcomes and the cost of care under Medicaid. This section provides the state with an
opportunity to provide interpretation ofthe data using evaluative reasoning to make
judgments about the demonstration. This section should also include a discussion ofthe
implications ofthe fìndings at both the state and national levels.

E. Lessons Learned and Recommendations - This section of the Evaluation Report
involves the transfer of knowledge. Specifically, the "opportunities" for future or revised
demonstrations to inform Medicaid policymakers, advocates, and stakeholders is just as

significant as identifying current successful strategies. Based on the evaluation results:
1. What lessons were leamed as a result of the demonstration?
2. What would you recommend to other states '¡r'hich may be interested in

implementing a similar approach?
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F. Attachment
Evaluation Design: Provide the CMS-approved Evaluation Design
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