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CALL TO ORDER 

 

Dr. Karen S. Rheuban called the meeting to order at 9:07 a.m. and welcomed everyone in 

attendance.  Dr. Rheuban asked other members to introduce themselves and introductions 

continued around the room.  Dr. Rheuban announced the proposed quarterly meeting dates for 

2017: April 11, June 13, September 12 and December 12.   

 

 

APPROVAL OF MINUTES FROM SEPTEMBER 13, 2016 MEETING 

 

Dr. Rheuban asked that the Board review and approve the Minutes from the September 13, 2016 

meeting.  Dr. Kongstvedt made a motion to accept the minutes and Mr. Cook seconded.  The 

vote was 8-yes (Coleman, Cook, Gwilt, Hollowell, Jankowski, Kongstvedt, Rheuban, and 

Yeskoo); and 0-no.   

 

 

DIRECTOR’S REPORT AND STATUS OF KEY PROJECTS 

 

Ms. Cynthia B. Jones, Director of DMAS, briefly provided brief updates on the current status of 

several key projects including Addiction and Recovery Treatment Services (ARTS), the 

Commonwealth Coordinated Care Plus (CCC Plus) Program, Medallion 4.0 Medicaid Managed 

Care Program, and active RFPs.  Information regarding these projects is available on the DMAS 

website.  (See handouts attached.)  

 

 

REPORT ON JOINT LEGISLATIVE AUDIT AND REVIEW COMMISSION FINDINGS 

 

Ms. Jones provided highlights of the JLARC’s report entitled, “Summary: Managing Spending in 

Virginia’s Medicaid Program” attached.  Based on this report, staff will be prioritizing and 

continuing to implement the JLARC recommendations.  (See handout attached.) 

 

 

UPDATE ON MEDICAID FORECAST 

 

Scott Crawford, Deputy Director for Finance, explained the forecasting process and provided an 

update on the Medicaid forecast which included spending in current period ending June 30, 2016 

and subsequent two years.  Governor McAuliffe announced his budget Savings Plan for 2017 on 

October 13, 2016 and the 2018 reductions will be announced with the release of the Governor’s 

Budget on December 16, 2016.  (See handout attached.) 

 

Dr. Price joined the meeting during this discussion. 
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REGULATORY ACTIVITY SUMMARY 

 

The Regulatory Activity Summary is included in the Members’ books to review at their 

convenience (see attached). 

 

 

OLD/NEW BUSINESS 

 

None. 

 

 

PUBLIC COMMENT 

 

Cecilia Kirkman, SEIU Healthcare, provided comments to the Board regarding Medicaid 

expenditures for Level C residential treatment facilities and Medicaid’s eligibility policy for 

Level C residential treatment and requested the Board consider this topic in their 2017 

discussions.   

 

 

RECESS 

 

Dr. Rheuban asked for a motion to recess the meeting at 10:17 a.m.  Dr. Kongstvedt made a 

motion to recess the meeting and Ms. Gwilt seconded.  The vote was unanimous. 9-yes 

(Coleman, Cook, Gwilt, Hollowell, Jankowski, Kongstvedt, Price, Rheuban, and Yeskoo); 

and 0-no.   
 

BMAS RETREAT 

 

 

At 10:32 a.m., the Board resumed the meeting.  Ms. Jones discussed the agenda for the retreat 

portion of the meeting and introduced the Director of the Office of Innovation and Strategy, Seon 

Rockwell.   

 

 

OVERVIEW OF THE OFFICE OF INNOVATION AND STRATEGY (I&S) 

 

Seon Rockwell, Director, provided an overview of the newly created Office of Innovation and 

Strategy (I&S) which was organized to provide collaborative thought leadership to catalyze and 

sustain continuous innovation of Virginia’s Medicaid delivery system and to lead multiple facets 

of Medicaid health innovation to support DMAS’ continued national presence as a recognized 

leader in the delivery of high quality, comprehensive health and support services.  (See handout 

attached.)  
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OVERVIEW OF THE OFFICE OF DATA ANALYTICS (ODA) 

 

In 2014, the General Assembly mandated the Department of Medical Assistance Services create 

a data analytics division.  Mr. Bhaskar Mukherjee, ODA Director, explained the history of the 

development of the Office of Data Analytics from 2014 to the present, including its mission and 

strategy.  The Office of Data Analytics provides a structured analytics environment that assures 

data integrity, data consistency, well documented research, and repeatability.  The basic 

functions of the Division involve supporting infrastructure like the data warehouse and SAS 

analytics platform so that analyses can be presented in a format that is informative, accurate, and 

supportive of Agency decision making. 

 

The ODA has implemented a fully functional data governance program in order to support the 

implementation of a data warehouse.  The vision of this program is to guide the management of 

data as an Agency-wide asset, which is standardized, integrated, and used to enhance analyses 

and encourage data driven decision making.  Currently, there is an active Request for Proposal to 

develop the data warehouse which is scheduled to be implemented in 2017.  (See handout 

attached.)  

 

 

LUNCH BREAK 

 

After lunch break, the meeting resumed at 12:17 p.m.  Ms. Jones introduced William H. Leighty, 

Retreat Facilitator.   

 

 

ROLES OF THE BOARD 

 

Mr. Leighty made opening comments and noted he was able to contact all but two Board 

members prior to the meeting to get their ideas about how they view their role as a BMAS 

member.  From his conversations, he concluded there was a strong consensus that the Board 

members wanted to be helpful to the Department, had a desire to help others, and supported 

DMAS staff as a whole.  Mr. Leighty explained his interpretation of the statutory authority of the 

role of the Board and there was discussion on the various ways Board members contribute and 

support staff in continuing to maintain Virginia’s status as a national leader in the delivery of 

health care services to the citizens in the Commonwealth. 

 

 

INFORMATION IDEAS FOR BMAS DASHBOARD 

 

Mr. Leighty asked for suggestions and discussed what types of information BMAS members 

could be made available on a dashboard.  At this time, the dashboard is being developed and will 

be included in discussions in 2017.   
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AGENDA TOPICS FOR 2017 

 

The following topics were suggested for 2017 BMAS meetings: 

 

POTENTIAL APRIL 2017 TOPICS 

 Affordable Care Act (ACA) Update 

 Director’s Report 

 Addiction and Recovery Treatment Services (ARTS) 

 Dashboard Discussion 

 Legislative Overview 

 Mental Parity and Addiction Act of 2008 

 Listening @ Town Hall 

 Request For Proposals (RFP) 

 

POTENTIAL JUNE 2017 TOPICS 

 ACA Update 

 Innovation 

 Patient Centered Care (PCC) & Other Innovations 

 Consumer Directed Services 

 Appeals 

 RFPs 

 

POTENTIAL SEPTEMBER 2017 TOPICS 

 ACA Update 

 Small, Women and Minority Business (SWAM) 

 Managed Care Plans 

 Roll out Dashboard? 

 

POTENTIAL DECEMBER 2017 TOPICS 

 ACA Update 

 Office of the Attorney General Fraud Program Update 

 Medicaid’s Relationship with the Department of Juvenile Justice 

 Transition in State Government 

 

ADJOURNMENT 

 

Dr. Rheuban asked for a motion to adjourn the meeting at 2:39 p.m.  Dr. Kongstvedt made a 

motion to recess the meeting and Ms. Gwilt seconded.  The vote was unanimous. 8-yes 

(Coleman, Cook, Gwilt, Hollowell, Jankowski, Kongstvedt, Rheuban, and Yeskoo); and 

0-no.   
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CALL TO ORDER 

 

Dr. Karen S. Rheuban called the meeting to order at 10:02 a.m.  Dr. Rheuban asked other 

members to introduce themselves and introductions continued around the room.   
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APPROVAL OF MINUTES FROM JUNE 14, 2016 MEETING 

 

Dr. Rheuban asked that the Board review and approve the Minutes from the June 14, 2016 

meeting.  Dr. Kongstvedt made a motion to accept the minutes and Mr. Cook seconded.  The 

vote was 7-yes (Coleman, Cook, Hollowell, Jankowski, Kongstvedt, Price, and Rheuban); 

and 0-no.   

 

Ms. Edwards joined the meeting after the vote. 

 

 

DIRECTOR’S REPORT AND STATUS OF KEY PROJECTS 

 

Ms. Cynthia B. Jones, Director of DMAS, briefly commented on the status of the Requests for 

Proposals (RFPs) on the Managed Long Term Services and Supports (MLTSS), the Medicaid 

Enterprise System (MES) and the Medallion 3.0 managed care contract and noted the ID/DD 

Waiver Redesign was implemented on September 1.   

 

Ms. Jones asked the Deputy Director for Administration, Suzanne Gore, to provide an update on 

the BMAS Biennial Report due to the General Assembly in October.  After Board discussion, it 

was agreed a draft of the report will be distributed to the Board for review and comment and then 

a conference call meeting to discuss the report would be established one week after distribution.  

It was also suggested the Board develop a cover letter which could include information such as 

the Board’s support of Medicaid expansion for review and consideration. 

 

Mr. Baig joined the meeting during this presentation.  

 

 

INTRODUCTION TO THE OFFICE OF THE CHIEF MEDICAL OFFICER 

 

Ms. Jones introduced and welcomed Dr. Kate Neuhausen.  Dr. Neuhausen gave a detailed review 

of the newly created Office of the Chief Medical Officer and explained the role of the Medical 

Support Unit (MSU), and the Pharmacy Program.  Dr. Neuhausen also gave highlights of several 

clinical and pharmacy innovations and shared the various DMAS and external committees and 

workgroups the Office is involved with.  (see attached handout).    

 

In light of the public health emergency imposed by the Zika virus and the need to speedily 

address the likelihood of Zika transmission to Virginia Medicaid and FAMIS enrollees, 

Dr. Neuhausen explained the recent intervention of DMAS to contact the Governor on behalf of 

the Board to request the approval to promulgate Emergency regulations to provide necessary 

coverage to the population most affected by this emergency.   

 

Members were very engaged in discussions of the various pharmacy programs and interested in 

discussing these issues at a future meeting.  Members were also encouraged to attend the 



BMAS Meeting Minutes September 13, 2016 

Page 3 

 

 

 

upcoming Pharmacy &Therapeutic (P&T) Committee and/or Drug Utilization Review (DUR) 

Board meetings scheduled in October/November.   

PLANNING FOR A BOARD RETREAT/ BACKGROUND: ROLES AND 

RESPONSIBILITIES OF BMAS 

 

Dr. Rheuban initiated the discussion planning for a Board retreat by asking Legal Counsel, 

Mr. Azamuddin, to provide a discussion of the role of the Board.  Mr. Azamuddin provided a 

brief discussion of the role of the Board by pointing out specific areas of Section 32.1-325 for the 

Board to focus on and consider in their deliberations in planning for a retreat.  Ms. Jones 

informed the Board that the Budget Bill was also a large part of the agency direction and a copy 

of the DMAS section in the budget was included in books for reference. 

 

After members discussed expectations for planning for a retreat and offered suggestions, it was 

agreed to set a separate date/time for the retreat (in addition to the December meeting) in 

November.   

 

Ms. Edwards left the meeting during this discussion. 

 

 

REGULATORY ACTIVITY SUMMARY 

 

The Regulatory Activity Summary is included in the Members’ books to review at their 

convenience (see attached). 

 

 

OLD BUSINESS 

 

None. 

 

 

ADJOURNMENT 

 

Dr. Rheuban asked for a motion to adjourn the meeting at 12:20 p.m.  Dr. Kongstvedt made a 

motion to adjourn the meeting and Mr. Cook seconded.  The vote was unanimous. 7-yes (Baig, 

Coleman, Cook, Hollowell, Jankowski, Kongstvedt, and Rheuban); and 0-no.   
 



       http://www.dmas.virginia.gov/ 

The Medicaid Addiction and Recovery Treatment Services (ARTS) Benefit:  
A Response to the Opioid Epidemic 

*Drugs included Benzodiazepines, 
Cocaine, Heroin, or Prescription Opioids 

In 2013 more 
Virginians died 

from opioid 
overdose than 

from car 
accidents  



       http://www.dmas.virginia.gov/ 

Supporting the SUD benefit 
means keeping Virginia 

families together (#2 cause 
for VA children entering 
foster care) and helps 

adults return to work and 
contribute to their 

communities. 

Implementation Timeline 

The Medicaid Addiction and Recovery Treatment Services (ARTS) Benefit:  
A Response to the Opioid Epidemic 

Phase 1: 
January 

2017 

• Network development  
and extensive training 
begins 

Phase 2: 
April 2017 

• Statewide 
Implementation 

Phase 3: 
July, 2017 

• Peer Support 
Services 
Implementation 



Commonwealth Coordinated Care Plus (CCC Plus) 
A managed long term services and supports program 

Frequently Asked Questions (FAQs) 

What is Commonwealth Coordinated Care Plus (CCC Plus)? 

CCC Plus is a new statewide Medicaid managed care program that will serve approximately 
213,000 individuals with complex care needs through an integrated delivery model across the 
full continuum of care.  Care management is at the heart of the CCC Plus high-touch, person-
centered program design.  CCC Plus  focuses on improving quality, access and efficiency.  CCC 
Plus is proposed to launch July 2017 and enrollment is required for qualifying populations. 

Medicaid Members who… Medicaid Providers who… 

 Receive Medicare benefits and full Medicaid 
benefits (dual eligible); includes members 
enrolled in Commonwealth Coordinated Care 
(CCC). 

Offer Medicaid services  to dual eligible 
Medicaid members (children and adults); 
includes individuals enrolled CCC. 

Receive Medicaid LTSS (dual eligible and non-
dual eligible) in a facility or through one of the 
home and community-based (HCBS) waivers, 
except Alzheimer’s Assisted Living waiver.  
Individuals with the redesigned Developmental 
Disabilities  waiver will enroll for their non-
waiver services only. 

Serve Medicaid members (dual eligible and 
non-dual eligible) who receive LTSS through 
certain HCBS waivers or nursing facilities. 

Have full Medicaid coverage and are age 65 or 
older or are disabled.  (These individuals will 
transition from the Medallion 3.0 program to 
CCC Plus.) 

Serve Medicaid members (not dually eligible), 
including ABD individuals currently enrolled in 
the Medallion 3.0 program. 

Who will participate in CCC Plus? 

1 

What choices will be available? 

• All CCC Plus eligible individuals will be enrolled in a participating managed care health plan.  
• CCC Plus members will have a choice between at least 2 health plans. Health plans are undergoing 

a competitive selection process and an announcement will be made once plans are chosen. 
• CCC Plus members will be able to select their providers from their health plan’s provider network. 

Are optional benefits available? 

DMAS is not mandating that participating CCC Plus health plans offer optional benefits; 
however, DMAS will encourage the health plans to give strong consideration to doing so.  The 
structure of CCC Plus offers fiscal flexibility for the health plans so it is expected plans will 
offer optional benefits to members. 



Medicaid Recipients Medicaid Providers 

All CCC Plus eligible recipients will be enrolled 
in a participating  health plan.   

Medicaid providers will verify eligibility and 
CCC Plus health plan enrollment. 

CCC Plus Medicaid recipients will continue to 
have access to the full continuum of Medicaid 
services with the added benefit of care 
coordination and may have access to optional 
benefits. 

Providers will work with health plans to 
coordinate services and obtain necessary 
service authorizations. 

Some services may require authorization under 
the new health plan. Care coordinators will 
assist members to arrange services. 

Providers will bill the health plans or the plan’s 
subcontractor directly for services provided to 
CCC Plus individuals. 

When does CCC Plus start? 

Region Proposed Launch Date 

Tidewater July 1, 2017 

Central September 1, 2017 

Charlottesville/Western October 1, 2017 

Roanoke/Alleghany & Southwest November 1, 2017 

Northern/Winchester December 1, 2017 

CCC Enrollees &  

ABDs transitioning from Medallion 3.0 

January 1, 2018 

Proposed timeline is subject to change 

 
Commonwealth Coordinated Care Plus 

 (a managed long term services and supports program) 
FAQs 

2 

How will CCC Plus affect stakeholders? 



Why did Virginia decide not to continue the CCC program? 

Virginia’s financial alignment demonstration program (CCC) launched in March 2014, and is 
scheduled to sunset on December 31, 2017.  CCC provided Virginia the unique opportunity to 
integrate health care services and supports for individuals who receive both Medicare and 
Medicaid, and was the first opportunity for Virginia to coordinate services for individuals with 
long-term services and supports (LTSS) under a managed care program.   
 
To promote and build upon the goals of CCC for more Virginians, DMAS began planning to 
expand coordinated care by developing CCC Plus.  Implementation of CCC and CCC Plus is 
consistent with the Virginia General Assembly’s directive to transition the majority of the 
remaining Medicaid fee-for-service populations into a managed long term services and 
supports program. 
 
Virginia is fully committed to maintaining a robust CCC program through the end of the 
Demonstration because, until CCC Plus implementation, dually eligible Virginians can only 
experience the unique benefits of care coordination through the CCC program.  Everything 
DMAS has learned, and continues to learn, during the CCC Demonstration has directly 
informed the design of CCC Plus and will influence the implementation of CCC Plus going 
forward.    

If CCC is ending December 2017, why should I still enroll? 

By enrolling in CCC now, individuals will receive benefits not currently offered in fee-for-
service Medicaid. Those benefits include care coordination between Medicare and Medicaid, 
as well as optional benefits such as vision or dental (note: optional benefits vary among CCC 
health plans).   

Commonwealth Coordinated Care Plus 
 (a managed long term services and supports program) 

FAQs 

3 

Will CCC Plus coordinate Medicare and Medicaid for the Dually Eligible? 

Yes! One of the key features of CCC Plus will be the coordination of care between Medicare 

and Medicaid for dual eligible individuals.  CCC members valued this important service and 
stakeholders requested that it be continued in CCC Plus.  All health plans participating in CCC 
Plus will be required to coordinate care with the individual’s Medicare plan and providers. CCC 
Plus plans will also operate Dual Eligible Special Needs Plans, also known as D-SNPs, which are 
a type of Medicare Advantage plan that coordinates Medicare and Medicaid services. 
Enrollees will be encouraged to enroll in their CCC Plus health plan’s companion D-SNP to 
maximize coordination.  (CCC Plus plans must be approved as a D-SNP within 18 months of 
CCC Plus operation.) 





























UPDATE ON MEDICAID 
FORECAST AND BUDGET ISSUES 

Presentation to the: 
Board of Medical Assistance Services 

December 13, 2016 



Forecasting Process 

 Section 310.A. of the 2016 Appropriations Act: 
“1. By November 1 of each year, the Department of Planning and Budget, in cooperation with the 
Department of Medical Assistance Services, shall prepare and submit a forecast of Medicaid 
expenditures, upon which the Governor’s budget recommendations will be based, for the current and 
subsequent two years to the Chairmen of the House Appropriations and Senate Finance Committees. 
2. The forecast shall be based upon current state and federal laws and regulations.” 
 

 Each year, DMAS and DPB prepare independent forecasts using 
monthly level expenditure and utilization data 
 

 The forecasts are comprised of over 100 different models that project 
utilization and cost per unit for each benefit category 
 

 Manual adjustments are made to the forecast to reflect 
implementation of new programs, one-time payments, or other series 
not best projected with statistical models 
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Forecasting Process 

 Forecast projects spending in current and subsequent two 
years 
 

 Forecast reflects: 
 Application of existing state laws and regulations 

 Changes in enrollment, utilization, inflation and acuity mix 
 

 DMAS and DPB staff meet to compare and evaluate the 
individual forecasts and an official “Consensus” forecast is 
adopted 
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Enrollment 

4 

SFY07 SFY08 SFY09 SFY10 SFY11 SFY12 SFY13 SFY14 SFY15 SFY16
SFY17

YTD

Monthly Enrollment 649,903 659,969 694,276 763,745 804,186 834,876 877,438 889,262 937,287 991,412 1,002,11

Annual Growth -1% 2% 5% 10% 5% 4% 5% 1% 5% 6% 1%

 500,000
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 1,000,000

 1,100,000

Medicaid - Average Monthly Enrollment 

 Enrollment growth in FY15 and FY16 was substantial and appears to be 
slowing in FY17. 

 Enrollment has grown 54% between FY07 and FY17 (November). 



Recent Expenditure Trends 

 Expenditure Growth 
Drivers, FY13-FY16: 
 Increasing enrollment growth 

 Increasing numbers of 
individuals on LTC waivers 

 Changes in utilization rates of 
services 

 Changes in acuity and health 
care needs of enrollees 
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Medicaid Funding: FY16 

 2016 Appropriations Act 
funded 5.4% growth in FY17 
and 2.5% in FY18 

6 

 $7.3  

 $7.6  

 $7.9  

 $8.6  

 $9.0  

 $9.3  

 $6.5

 $7.0

 $7.5

 $8.0

 $8.5

 $9.0

 $9.5

 $10.0

FY 2013 FY 2014 FY 2015 FY 2016 FY 2017 FY 2018

B
il

li
o

n
s 

Actual Expenditures Appropriations



Medicaid Funding: FY17 – FY18 

 Updated forecast projects 
higher spending in FY17 and 
FY18 
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Funding Surplus/(Need) 
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Appropriation 
($millions) 

Consensus Forecast 
($millions) 

Surplus/(Need) 
($millions) 

FY 2017 Total Medicaid $9,048 $9,242 ($194.3) 

State Funds $4,609 $4,693 ($84.3) 

Federal Funds $4,439 $4,549 ($109.9) 

FY 2018 Total Medicaid $9,278 $9,637 ($359.1) 

State Funds $4,728 $4,924 ($196.3) 

Federal Funds $4,550 $4,713 ($162.8) 

FY17-FY18 Biennium  
State Funds Surplus/(Need) 

($281 GF) 

Figures may not add due to rounding   



Major Forecast Drivers 

9 

Changes in SFY 2017 Forecast 
Nov 2015 to Oct 2016 

Changes in SFY 2018 Forecast 
Nov 2015 to Oct 2016 

General Fund Total Funds General Fund Total Funds 

Medicare Part B and D Rate 
Increases 

$24.2M $34.1M $65.0M $91.9M 

Behavioral Health (State Plan 
Option Services) 

$31.5M $63.1M $54.6M $109.2M 

End of Decline in General 
Medical Care: Fee-for-Service 

$38.8M $77.5M $38.3M $76.7M 

SFY Total of These Factors $94.5M $174.7M $157.9M $277.8M 



Budget Cuts 

 Governor McAuliffe announced his FY 2017 Savings Plan on October 13, 2016 
 

 Included reductions of $2 million GF for DMAS’ administrative budget, to be 
achieved by: 
 Reducing funds for contract re-procurements 

 Utilizing a higher federal matching rate for certain IT projects 

 Returning excess IT audit funds 

 Increasing efficiency in the Office of the Chief Medical Officer 

 Conducting DRG payment audits using agency staff 

 Conducting DME and pharmacy audits using agency staff 

 Adjusting scope of work for certain audit contracts  

 Managing the agency hiring process through delays in filling vacant positions 
 

 Any FY 2018 reductions will be announced with the release of the Governor’s 
Introduced Budget on December 16, 2016 
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 Regulatory Activity Summary December 13, 2016 

(* Indicates recent activity) 

 

 

2016 General Assembly 

 

 

 (01) Home Health/DME Face to Face Requirements:  This exempt regulatory action is 

required by 2016 budget language. Currently, there are no requirements in the DMAS’ 

regulations that require physicians, who are ordering home health services or durable medical 

equipment, to have face-to-face encounters with their patients for the purpose of ordering 

these services. The regulatory changes will necessitate that physicians document the existence 

of a face-to-face encounter (including through the use of telehealth) with the Medicaid 

eligible individual prior to ordering home health or durable medical equipment services. This 

face-to-face encounter may be conducted by the physician, by a nurse practitioner or clinical 

nurse specialist working in collaboration with the physician in accordance with State law, by a 

certified nurse-midwife as authorized by State law, or by a physician assistant under the 

supervision of the physician. This new requirement is established as a condition of payment 

for these services.  The regulations are currently being drafted. 
 

*(02) FAMIS Eligibility Changes:  This regulatory action was required by 2016 budget 

language.  This regulation will serve to improve access to eligible individuals that may be 

served by the Family Access to Medical Insurance Security Plan (FAMIS) program.  

DMAS is currently circulating the corresponding regulations for internal review. This 

regulatory action was submitted to DPB on 10/27/2016 and forwarded on to the Governor's 

Office on 11/10. 

 

*(03) Applied Behavioral Analysis:  This action establishes Medicaid coverage for behavior 

therapy services for children under the authority of the Early and Periodic Screening, 

Diagnosis and Treatment (EPSDT) program, which is a mandatory Medicaid-covered service 

that offers preventive, diagnostic, and treatment health care services to young people from 

birth through the age of 21 years. The proposed regulations define the behavioral therapy 

service requirements, medical necessity criteria, provider clinical assessment and intake 

procedures, service planning and progress measurement requirements, care coordination, 

clinical supervision, and other standards to assure quality. These regulations have been 

drafted, subsequently circulated for internal review, and were submitted to the OAG on 8/4. 

Revised regulatory text was submitted to the OAG on 10/4 and 11/21. DMAS is awaiting 

OAG response. 

 

*(04) Three Waiver Redesign:  This emergency regulatory action is required by 2016 budget 

language.  The Individual and Family Developmental Disabilities Support Waiver is changing 

to the Family and Individual Supports Waiver (FIS); Intellectual Disability Waiver is 

changing to the Community Living Waiver (CL), and; the Day Support Waiver for 

Individuals with Mental Retardation is changing to the Building Independence Waiver (BI). 

This redesign effort, ongoing between DMAS, DBHDS, consultants, and stakeholders for the 

last two years, combines the target populations of individuals with both intellectual 

disabilities and other developmental disabilities and offers new services that are designed to 



Page 2 of 10 
 

promote improved community integration and engagement.  The regulatory action was OAG-

certified on 8/18/2016 and DPB and the Secretary's Office approved the regulations on 

8/22/16. The action was approved by the Governor on 8/24. The action was published in the 

Register 0n 9/19, with a public comment period through 10/24. One comment was submitted. 

A corresponding SPA was drafted and submitted to HHR on 8/24. The SPA was signed by the 

Sec. and submitted to CMS on 9/15/16.  DMAS responded to informal questions on 10/18/16; 

received additional informal reimbursement questions on 10/28 and 11/2; and sent responses 

on 11/8/16. DMAS is currently awaiting further CMS input. 

  

(05) Managed Long Term Care Services and Supports (MLTSS):  This emergency 

regulatory action is required by 2016 budget language.  The regulation changes will transition 

the majority of the remaining Medicaid fee-for-service populations into an integrated, 

managed long-term services and supports (MLTSS) program. DMAS intends to launch an 

MLTSS program that provides a coordinated system of care that focuses on improving 

quality, access, and efficiency.  The regulations are currently being drafted and circulated for 

internal review. 
 

(06) Barrier Crimes Not Permitted: This fast-track regulatory action is required by the 2016 

budget language. This regulatory action will amend existing regulations relating to provider 

requirements. Current regulations do not specifically bar all providers who have been 

convicted of barrier crimes from participating as Medicaid or FAMIS providers.  These 

regulatory changes bar enrollment to, or require termination of, any Medicaid or FAMIS 

provider employing an individual with at least 5 percent direct or indirect ownership who has 

been convicted of a barrier crime. The regulations are currently being drafted. 

 

 

*(08) Low Dose Computed Tomography (LDCT) Lung Cancer Screening: This 

emergency regulatory action is required by the 2016 budget language. This regulation will 

serve to provide coverage of LDCT lung cancer screening as a preventive measure for at-

risk beneficiaries. The regulations were drafted and sent to OAG on 10/19/16 and became 

OAG certified on 11/4/16. The regs were submitted to DPB on 11/7; to HHR on 11/16; to 

the Governor on 11/20/16; and were signed by the Governor on 12/6. The regs will be 

published in the Register on 12/26, with comment period through 1/25/17. 

 

*(09) No Coverage of Overtime Hours for CD Personal Assistance, Respite and 

Companion Services: This final exempt regulatory action is required by 2016 session of the 

Virginia General Assembly. This action establishes that DMAS will not reimburse for more 

*(07) Coverage in Approved Supportive Housing: This fast-track regulatory action is 

required by the 2016 budget language. A SPA was initiated to implement the changes 

required by House Bill 675, approved March 29, 2016, which stated that DMAS was to 

provide Medicaid coverage to individuals living in approved supportive housing, and stated 

that DMAS "shall seek to amend the state plan for medical assistance under Title XIX of 

the Social Security Act, and any waivers thereof, to implement the necessary changes 

pursuant to the provisions of this act." The SPA was submitted to the Secretary on 7/22/16 

for review and subsequently filed with CMS on 7/26. The SPA was approved 10/17/2016. 

The corresponding Fast Track regulations were developed and circulated for internal 

DMAS review and submitted to the OAG for review on 12/7.  
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than 40 hours per week for consumer-directed personal assistance, respite and companion 

services for any one provider or working for any one consumer. An attendant may exceed 40 

hours of work in a week working for multiple consumers. This limit will not apply to live-in 

attendants consistent with the U.S. Department of Labor's requirements (Fact Sheet 79B). 

This change, which will eliminate inconsistencies regarding pay for services in excess of 40 

hours, applies to EPSDT-covered attendant services as well as waiver-covered attendant 

services. The regulations were sent to the OAG on 9/26 and subsequently revised. 10/5 – sent 

Word version to Michelle – OAG rejected Final Exempt. A submission was sent to DPB on 

10/18/16.  DPB submitted the action to HHR for review on 11/1; the regs were forwarded to 

Governor on 11/3; and the Governor signed the regulatory action on 12/6. It will be published 

in Register on 12/26, with 30-day comment period to follow. 

 

*(10) 2016 Institutional Provider Reimbursement: This final exempt regulatory action is 

required by 2016 budget language. This action will serve to implement mandates in the 

Virginia budget making specialized care reimbursement fully prospective and modifying the 

inflation adjustment for hospital inpatient rates to 50% of inflation for FY17. The 

corresponding SPA (effective 7/1/16) will precede the regulatory changes. The SPA package 

was drafted and subsequently sent to HHR on 9/13/16. It was signed by HHR and submitted 

to CMS on 9/23. CMS has requested additional information. DMAS is currently drafting 

responses to CMS' inquiries.   

 

*(11) 2016 Non-Institutional Provider Reimbursement: This final exempt regulatory 

action is required by 2016 budget language. This action will serve to implement mandates in 

the Virginia budget modifying the inflation adjustment for hospital inpatient rates to 50% of 

inflation for FY17 and implement a supplemental payment for physicians affiliated with a 

children's hospital serving Northern Virginia.  The corresponding SPA (effective 7/1/16) will 

precede the regulatory changes. The SPA package was drafted and subsequently sent to HHR 

on 9/20/16. It was then submitted to CMS on 9/30. CMS has requested additional 

information. DMAS is currently drafting responses to CMS' inquiries.   

 

*(12) Addiction and Recovery Treatment Services: This fast track regulatory action is 

required by the 2016 budget language. More Virginians died from drug overdose in 2013 than 

from automobile accidents. In 2014, 80% of the people who died from drug overdoses (986 

people) died from prescription opioid or heroin overdoses. Virginia's 1.1 million 

Medicaid/FAMIS members are affected disproportionately by this substance use epidemic as 

demonstrated by DMAS' claims history data showing large numbers of substance abuse 

diagnoses. As such, the proposed regulatory action implements a comprehensive program of 

community-based addiction and recovery treatment services in response to the Governor's 

bipartisan Task Force on Prescription Drug and Heroin Addiction's numerous 

recommendations. The regulations were drafted and submitted to the OAG on 11/14. They 

became OAG-certified on 11/30 and were submitted to DPB on 12/1. DMAS is awaiting a 

response.   
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*(14) Coverage of Mosquito Repellant to Prevent Zika Virus: This emergency regulatory 

action is required by the 2016 budget language. This regulation provides Medicaid coverage 

for mosquito repellants when they are prescribed by an authorized health professional for 

individuals of childbearing age in order to prevent the transmission of the Zika virus. 

Covering mosquito repellant could prevent Zika transmission and avert babies being born 

with microcephaly and other severe brain defects who could eventually need expensive 

waiver services. The regulation has been submitted to and was approved by DPB on 8/15; 

approved by the Secretary on 8/15 as well; approved by the Gov. on 8/16; was submitted to 

the Register on 8/16; and became effective on 8/22/2016. The regulatory action transitioned to 

the Proposed Stage and was submitted to OAG on 10/27/16. 
 

 

2015 General Assembly 

 

*(01) Pre-Admission Screening Changes:  This regulatory action is required by 2015 budget 

language.  The regulation will improve the preadmission screening process for individuals 

who will be eligible for long-term care services. These regulatory changes were drafted and 

reviewed internally, and submitted to the OAG. The OAG certified the regulations and they 

were sent to the DPB on 4/25/16. The regulatory action was submitted to HHR on 5/4 and to 

the Governor on 5/17. The regulations were published in the Register on 7/11 and became 

effective on 9/1/2016. The corresponding SPA was sent to HHR on 8/24, and then submitted 

to CMS on 9/15/2016.  CMS approved the SPA on 11/21/2016. The regulatory action 

transitioned to the Proposed Stage and was submitted to OAG on 11/4/2016 and currently 

being reviewed.   

 

*(02) Sterilization Compensation:  This regulation will allow DMAS to seek federal 

authority to exclude (for purposes of determining Medicaid eligibility) compensation 

provided to individuals who were involuntarily sterilized pursuant to the Virginia Eugenical 

Sterilization Act.  A state plan amendment containing this change was approved by CMS on 

July 30, 2015 and an emergency regulation became effective on 11/23/2015.  Proposed stage 

regulations were reviewed internally and, along with the Town Hall background document, 

were submitted to the Office of the Attorney General (OAG) on 4/5/16. The OAG certified 

the action on 6/17 and it was submitted to the DPB on 6/21/16. HHR certified the regulations 

*(13) Reconsideration of Final Agency Decision: This emergency regulation made 

necessary and authorized by action of the 2016 Virginia General Assembly in enacting Code 

of Virginia §2.2-4023.1.  That new section provides for establishment of a reconsideration 

process by which appellants can petition the agency director to reconsider the agency’s Final 

Agency Decision made pursuant to the Code of Virginia §2.2-4020.  The statute specifically 

authorizes the agency to promulgate emergency regulations to specify the scope of the 

reconsideration review.  This emergency regulation adopts the process and timeline set forth 

in the statute and specifies the scope of review. The regulation was drafted and sent to the 

OAG on 8/4. The regulatory action was certified and sent to DPB on 10/13; forwarded to 

HHR on 10/23; and submitted to the Governor on 11/20/16. The Governor signed on 12/6/16 

and the regs will be published in Register on 12/26, with comment period through 1/25/17. 

The corresponding SPA was drafted and began circulating as of 12/1/2016. 
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on 8/14 and submitted them to the Governor. The Governor signed the action on 9/23 and it 

was published in the Register on 10/17, with a public comment period through 12/16. 

 

*(03) FAMIS MOMS Eligibility for State Employees:  This regulatory action will permit 

low-income state employees and their dependents to obtain coverage through FAMIS MOMS.  

The NOIRA for this package is being printed in the Register on 9/7/2015, which will open a 

30-day public comment period.  The comment period closed on 10/7/2015, and the proposed 

stage regulations were drafted and reviewed internally. They were submitted to the OAG on 

1/22/2016 and became OAG-certified on 10/31.  DPB is holding the regs in deference to other 

pressing projects.   

 

 

*(05) Institutional Provider Reimbursement Changes:  This action will eliminate inflation 

for inpatient hospital operating, graduate medical education, disproportionate share hospital, 

and indirect medical education payments in FY16.  It will also implement the "hold harmless 

provision" for nursing facilities that meet the bed capacity and occupancy requirements, 

reimbursing with the price-based operating rate rather than the transition operating rate for 

those facilities.  A prior public notice was published and a SPA was submitted to CMS on 

9/15/2015.  CMS sent informal questions about the SPA, and DMAS provided responses on 

11/16/2015.  CMS approved the SPA on 12/16/15.  The fast-track stage package was drafted, 

reviewed internally, and submitted to the OAG on 4/21/2016. The OAG certified the 

regulations and they were submitted to DPB on 7/5/16. The regulatory action was submitted 

to HHR on 8/12/16; to Governor on 8/14/16; and signed by the Governor on 9/23/16.  The 

item was published on 10/17/16, and the adoption period ended 11/16/16. 

 

(06) Supplemental Payments to Medical Schools in Eastern VA:  This action will update 

the average commercial rate calculation of supplemental payments for physicians affiliated 

with a publicly funded medical school in Tidewater effective October 1, 2015.  A prior public 

notice was published and a SPA was submitted to CMS on 11/12/2015.  CMS submitted 

informal questions that DMAS answered. CMS then submitted a request for additional 

information, which DMAS addressed on 4/19/16. CMS approved the SPA on 5/11/16. The 

corresponding VAC package is currently being drafted.  

 

*(07) MAGI:  This action implements Modified Adjusted Gross Income (MAGI) thresholds 

in the Medicaid program and Children’s Health Insurance Program (CHIP) in accordance 

with federally mandated eligibility determination requirements created under the Affordable 

Care Act.  Multiple state plan amendments were submitted to CMS and approved in 

November and December, 2013.  This final exempt regulation copies the state plan changes 

into state regulations.  The final exempt regulations and Town Hall background document 

were submitted to the Office of the Attorney General (OAG) on 6/22/15. DMAS reached out 

*(04) Technology Assisted Waiver Changes:  This regulatory action will change the use 

of private duty nursing; change the staff experience requirement to include a training 

program; and remove the reference to exhausting private insurance coverage.  The 

proposed stage was drafted, reviewed internally, and submitted to the OAG on 2/19/2016. 

The action was submitted to the DPB on 5/9. HHR certified the regulations on 6/23 and 

sent the package to the Governor's Ofc. for review on 7/8/16. The Governor signed on 10/7 

and the regs were published on 10/31, with a public comment period through 12/30/16. 
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to the OAG on 4/18/16 to request a review status update.  Additional information was sent to 

the OAG on 11/21 & 11/22/16. The action was certified on 11/22/16. The project will be 

submitted to DPB in early January, 2017. 

 

*(08) Treatment of Annuities:  This action complies with a federal Deficit Reduction Act, 

which requires DMAS to treat annuities and income from annuities according to certain 

rules, for purposes of determining Medicaid eligibility.  Regulatory changes were drafted 

and submitted to the OAG on 9/14/2015.  The OAG certified this action on 11/22 and it 

was submitted to the Register.  The regs will be published on 12/26/16 and will become 

effective on 1/25/17. 
 

*(09) Property Sales at Less Than Tax-Assessed Value:  This action complies with 

federal changes by changing the Medicaid eligibility rules that relate to property sales at 

less than tax-assessed value. Regulatory changes were submitted to the OAG on 11/20/15. 

The action was OAG certified on 1/4/2016 and then submitted to DPB.  DPB sent inquiries 

back to DMAS on 2/5, and responses were sent back to DPB on 2/9. The regulatory action 

moved to HHR on 2/10. The regulations were submitted to the Governor on 4/5/16. 

Following a meeting to further to discuss this action, the regulations were withdrawn. 

 

*(10) Utilization Review Changes:  DMAS drafted a NOIRA to implement regulatory 

changes to more accurately reflect current industry standards and trends in the area of 

utilization review. The regulatory action was submitted to the OAG on 11/2/2015, and 

comments were received on 11/10. A revised ABD was sent to the OAG on 11/18. A 

NOIRA was sent to DPB on 11/30, and the regulatory action was moved to HHR on 12/4. 

The Governor signed the action on 12/11. The NOIRA was published in the Town Hall 

Register on 1/11/2016, with the comment period in place through 2/10. Following internal 

DMAS review, the regulatory action was submitted to the OAG on 6/23/16. Per request, 

further edits were made on 7/21, 8/4, 10/7, 10/28, and 11/15. The regulations remain under 

review with the OAG.  

 

 

2014 General Assembly 

 

(01) Hospital DSH Reduction: This action affects hospitals and was mandated by Chapter 2 

of the 2014 Acts of the Assembly, Item 301 WWW. The SPA was approved by CMS on 6/2/15 

and a fast track regulatory action was submitted to the OAG for review on 7/16/15. DMAS 

received requests for additional information from the OAG and 9/17/2015; 10/5; 10/7; 

1/13/2016. The OAG certified the action on 2/29. The submission went to the DPB on 

3/9/2016. Following a meeting with DPB on 4/4, DPB certified the regulations and they were 

submitted to HHR on 4/18.  
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2013 General Assembly 

 

*(01) Consumer Directed Services Facilitators:  This Emergency/NOIRA complies with 

the 2012 Acts of the Assembly Item 307 XXX that directed the DMAS to strengthen the 

qualifications and responsibilities of the Consumer Directed Service Facilitator to ensure 

the health, safety and welfare of Medicaid home-and-community-based waiver enrollees. 

This regulatory package was certified by the OAG on 11/2/2015 and was signed by the 

Governor on 11/30/2015. Emergency regulations were published in the Register on 

1/11/16, with NOIRA comment period from 1/11thru 2/10. This regulatory action was 

circulated for internal DMAS review on 2/24/2016. Following internal DMAS revisions, 

the regulatory action was submitted to the OAG on 5/9/2016. No SPA action is required. 

DMAS revised the regulations and resubmitted them to the OAG on 9/6. Per request, 

DMAS made additional OAG edits on 10/25/16. The regulatory action was OAG-certified 

on 11/1 and submitted to DPB on 12/8. 

 

*(02) Changes to Institutions for Mental Disease (IMD) Reimbursement: This 

Emergency/NOIRA is the result of the 2012 Acts of the Assembly, Chapter 3, Item 307 CCC, 

which directed DMAS to develop a prospective payment methodology to reimburse 

institutions of mental disease (residential treatment centers and freestanding psychiatric 

hospitals) for services furnished by the facility and by others.  The SPA was approved on 

6/2/15.  This Emergency regulation became effective 7/1/14. The permanent replacement 

regulation was certified by the OAG and sent to DBP on 5/17/2016 and then on to HHR on 

7/8/16. The Gov. signed the regulatory action on 8/19; it will be published in the Register on 

9/19/16; and the public comment period will extend through 11/19/16. The project 

*(02) GAP SMI Demonstration Waiver Program: The agency began work designing 

this new non-Medicaid program in early September in response to the Governor's directive. 

It provides a package of limited benefits to individuals who are 21 to 64 years old, 

uninsured, and residents of the Commonwealth. Some of the benefits are: physician, clinic, 

diagnostic outpatient procedures for both medical health conditions and behavioral health 

conditions related to diagnoses of serious mental illness. CMS approved the program in 

December, 2014.  The emergency regulation action became effective 1/1/2015. The 

General Assembly proposed changes to this program in the 2015 budget and DMAS 

drafted a revised emergency regulation to incorporate these changes, which became final 

on 6/24/15.  The proposed stage regulation, which incorporated the changes from both 

emergency regulations, was submitted to the OAG for review on 11/16/2015. DMAS 

revised the regulations, updated the Town Hall accordingly, and re-submitted the action to 

the OAG on 11/20/15. DMAS responded to OAG requests for revisions on 3/8/16 and 4/26. 

This regulatory action was re-submitted to the OAG on 5/23/16. DMAS submitted further 

updated info on 7/22 and received OAG revisions on 8/1. DMAS resubmitted info to the 

OAG on 9/13. The action was subsequently certified and sent to DPB on 9/20/16. 

Following a meeting with DPB on 10/25, and the submission of follow-up responses, DPB 

approval was secured on 11/3. HHR approved the action on 11/3; the item was sent to the 

Governor on 11/3; and the Governor signed the regulatory action on 12/6. It will be 

published on 12/26, with a comment period through 2/24/17. 
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transitioned to the Final Stage phase and the regulations; were submitted to submitted to DPB 

on 12/1/16; and submitted to HHR on 12/8/16. 

 

*(03) Medicare-Medicaid Alignment Demonstration (FAD)/Commonwealth 

Coordinated Care (CCC):  This SPA is being implemented by CMS to streamline service 

delivery, improve health outcomes, and enhance the quality of life for dual eligible 

individuals and their families. Under the Demonstration’s capitated model, DMAS, CMS, 

and selected managed care organizations (MCOs) have entered into three-way contracts 

through which the MCOs receive blended capitated payments for the full continuum of 

covered Medicare and Medicaid benefits provided to dual eligible individuals, including 

Medicaid-covered long term services and supports and behavioral health care services.  The 

participating MCOs will cover, at a minimum, all services currently covered by Medicare, 

Medicaid wrap-around services, nursing facility services, Medicaid-covered behavioral 

health services, home and community-based long-term services and supports provided 

under the Medicaid Elderly or Disabled with Consumer Direction (EDCD) Waiver. Robust 

care coordination, interdisciplinary care teams, and person-centered care plans are also 

mandatory services that must be provided through the participating MCOs. Virginia plans 

to offer the Demonstration from January 1, 2014, through December 31, 2016. This SPA 

was submitted to CMS 3/28/13 and was approved by CMS 6/12/13. The Emergency 

regulation took effect 12/10/2014.  The proposed stage action of the permanent regulation 

was submitted to the OAG on 12/21/2015. In response to multiple OAG inquiries, the 

regulatory action underwent another internal review and subsequent revisions. The revised 

regulatory action was submitted to the OAG on 7/22/16 and certified on 7/22. The regs 

were submitted to DPB on 7/25. After a follow-up call with DPB on 9/6/16, the item was 

sent to HHR on 9/8/16; to the Governor on 9/21; and approved on 10/28. The regs were 

published in the Register on 11/28, with a comment forum through 1/27/17. 

 

*(04)  Repeal Family Planning Waiver Regulations:  The Family Planning program is a 

benefit to qualified low income families  by providing them with the means for obtaining 

medical family planning services to avoid unintended pregnancies and increase the spacing 

between births to help promote healthier mothers and infants.  The purpose of this amended 

regulation is to implement the change of the program from a demonstration waiver to the state 

plan option to be in compliance with the state plan amendment approved by the Centers for 

Medicare and Medicaid Services (CMS) on September 22, 2011.  This action had been placed 

hold, but has since been re-activated and the proposed stage was submitted to the OAG on 

9/14/2015. The action was certified by OAG on 12/11/2015; submitted to DPB; and 

subsequently sent to HHR on 1/28/2016. The regulatory action was sent to the Governor on 

4/5/2016 and signed on 6/3. The regulatory action was published in the Register on 6/27, with 

a public comment period that extended through 8/26, with no comments received. The project 

transitioned to the Final Stage phase, and following internal DMAS review, the regulations 

were submitted to DPB on 10/27/2016; to HHR on 11/4/16; and are currently with the 

Governor's Ofc., as of 11/20/16.  
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2012 General Assembly 

 

 

(02) Appeals Regulations Update:  This Emergency/NOIRA regulatory action complied 

with the legislative mandate (Item 307, III of the 2012 Acts of Assembly) and addressed recent 

case law and administrative decisions. These actions have created the need to clarify existing 

appeals processes and codify emerging processes made urgent by court and administrative 

case decisions and the increasing volume of appeals generated by provider audits and other 

utilization review mandates. The SPA was approved by CMS 12/12/12.  DMAS received an 

extension of the emergency regulation, and it was in effect from 1/1/14-12/30/15.  The 

Governor signed the proposed stage regulation and a public comment period opened on 

11/2/2015. The final stage regulation was drafted and sent to the OAG on 4/4/2016. DMAS 

responded to OAG inquiries on 4/20. The OAG approved this regulatory action on 4/28/2016 

and it was submitted to DPB on 4/28/2016. 

 

 

2011 General Assembly 

 

*(01) Inpatient and Outpatient Rehabilitation Update:  This Fast-Track action resulted 

from internal agency review. DMAS updated its regulations for both inpatient and 

outpatient rehabilitation services, including services provided in Comprehensive Outpatient 

Rehabilitation Facilities (CORFs). In addition, several sections of regulations in Chapter 

130 were repealed and some of the retained requirements formerly located in that Chapter 

were moved to Chapters 50 and 60. Outdated, duplicative, and unnecessary regulatory 

requirements in Chapter 130 were repealed.  This regulatory package was published in the 

Register on 11/16/2015 and became effective on 1/1/2016. A corresponding state plan 

amendment containing affected parallel regulatory changes was circulated for internal 

DMAS review on 2/29/2016, prior to OAG submission. The corresponding SPA, SPA 16-

001 was circulated for internal DMAS review on 2/29/2016 and subsequently submitted to 

CMS on 3/23/16. Per request, revisions were made to the SPA and it was re-submitted to 

*(01) Mental Health Skill-Building Services:  The Emergency/NOIRA complied with the 

2012 Acts of the Assembly, Chapter 3, Item 307 LL that directed programmatic changes to 

Community Mental Health services to consider all available options including, but not 

limited to, prior authorization, utilization review and provider qualifications. The 2012 Acts 

of Assembly, Chapter 3, Item 307 RR (f) directed DMAS to implement a mandatory care 

coordination model for Behavioral Health.  The goals of Item 307 RR (e) include the 

achievement of cost savings and simplification of the administration of Community Mental 

Health Services.  Emergency regulations became effective 10/10/13. DMAS received an 

extension, and the ER will last until 10/19/15.  The proposed stage public comment period 

closed on 10/23/2015 and DMAS submitted final stage documents to the OAG on 

2/12/2016. DMAS responded to a 3/22/2016 OAG request for revisions on 4/12/2016 and 

the OAG certified the regulatory action on 4/25/2016. The action was submitted to DPB on 

4/25; to HHR on 5/10/2016; and to the Governor on 5/11/2016. The Gov. signed the 

regulatory action on 6/3; it was published on 6/27; and became effective on 7/27/16. The 

corresponding SPA package was drafted and began circulating on 8/8/16. The SPA was 

submitted to HHR on 8/24 and then on to CMS on 9/6/16.  DMAS is currently in the 

process of responding to additional CMS inquiries. 
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CMS on 3/28/16. Additional revisions were made at the request of CMS and revised info 

was submitted on 4/22/2016.  More questions were sent by CMS via email on 5/10/2016. 

DMAS submitted informal SPA submission responses, in response to their Request for 

Additional Information (RAI). A conference call with CMS took place on 9/29 to further 

discuss DMAS' RAI responses. DMAS sent additional info to CMS on 10/13. Resulting 

inquiries were received from CMS on 11/3. DMAS sent further clarifying content on 12/7 

and is awaiting a response to complete RAI. 

 

 

2010 General Assembly 

 

(01) Mental Health Services Program Changes to Ensure Appropriate Utilization and 

Provider Qualifications:  This Emergency/NOIRA action complied with the 2010 

Appropriations Act that required DMAS to make programmatic changes in the provision of 

Intensive In-Home services and Community Mental Health services in order to ensure 

appropriate utilization and cost efficiency.  The final regulations became effective 1/30/2015.  

A SPA was submitted to CMS on 3/25/15.  CMS sent a Request for Additional Information 

on 6/10/2015 and DMAS submitted responses.  During a subsequent conference call with 

CMS, on 10/20/2015, DMAS took this project off the clock in order to prepare additional 

changes requested by CMS.  DMAS resubmitted SPA changes to CMS on 3/1/2016 and again 

on 5/5/2016, in response to additional follow-up questions.  SPA was again taken off the 

clock to coordinate revisions, which are currently underway.  

 

 

Items that have completed both their state regulatory process and their federal approval 

process, if a federal approval process was necessary, have been dropped off of this report. 



 

 

Summary: Managing Spending in Virginia’s 
Medicaid Program 
 

WHAT WE FOUND 

Medicaid spending growth continues to pressure general fund budget, 
but spending per enrollee has been flat, accounting for inflation  
Total inflation-adjusted growth of  Medicaid spending per enrollee in Virginia was 
nearly flat—just 0.36 percent, adjusted for inflation—over the past five years (FY11–
FY15). Total spending increased due to rising enrollment 
(16.5 percent enrollment increase). Enrollment growth 
was due to a variety of  factors, including increased pro-
gram awareness and additional waiver slots for individuals 
with intellectual and developmental disabilities. 

Medicaid spending places increasing pressure on the state 
general fund budget, even though per enrollee spending 
growth has been flat in real terms. Medicaid general fund 
spending has grown by an average of  8.9 percent annually 
over the past 10 years, while total general fund spending 
increased by just 1.3 percent. Medicaid spending com-
prised 22 percent of  the general fund budget in FY16, in-
creasing from 14 percent in FY07.  

LTSS eligibility screening process creates risk 
of unreliable results 
The current process to determine functional eligibility for long-term services and sup-
ports (LTSS), and inadequate DMAS oversight, create the risk of  unreliable screening 
results. The cost of  services for this population is high ($2.35 billion in FY15), and 
reliable eligibility screening is critical to ensure equitable access to services for only 
eligible individuals. The tool used to screen applicants has never been validated for use 
on children, who comprise an increasing number of  LTSS applicants and recipients. 
There are also more than 200 entities that perform screenings in Virginia, including 
hospitals and community-based teams, but consistent training for these teams is not 
provided or required. There is significant variation in screening results across these 
entities, with approval rates across community-based teams ranging from a low of  37 
percent to a high of  98 percent in FY16.  

WHY WE DID THIS STUDY  
The General Assembly directed JLARC to review 
the cost-effectiveness of Virginia’s Medicaid pro-
gram. Medicaid spending increases have outpaced 
total state budget growth over the past 10 years, 
requiring a greater portion of the Virginia’s budget 
resources.  

ABOUT VIRGINIA’S MEDICAID PROGRAM  
The Virginia Medicaid program provides medical, 
long-term care, and behavioral health services to 
more than one million individuals each year. The 
Department of Medical Assistance Services 
(DMAS), which administers the program, paid 
$8.2 billion for services in FY15, half of which was 
from the general fund. 

JLARC.VIRGINIA.GOV



Summary: Managing Spending in Virginia’s Medicaid Program 

 

Opportunities exist to provide more cost-effective LTSS services in 
the community 
Once individuals are determined to be eligible for LTSS, they need to be provided 
appropriate services in the most cost-effective setting. Virginia has demonstrated suc-
cess in recent years keeping recipients in the community (known as rebalancing), rather 
than in higher-cost institutional settings, but there are opportunities for further re-
balancing. MCOs will be responsible for many aspects of  rebalancing following the 
implementation of  MLTSS. Other states use strong incentives for MCOs to serve re-
cipients in lower cost community settings. 

Under the current fee-for-service system, a conflict of  interest exists for providers, 
who determine type and amount of  LTSS services. A provider’s financial interest may 
conflict with the state’s interest in ensuring cost-effective and appropriate care. This 
conflict of  interest will continue to some extent after DMAS transitions to its managed 
LTSS program.  

DMAS has not prioritized opportunities to control spending in its 
managed care program 
DMAS has historically taken a passive approach to MCO financial oversight, instead 
prioritizing efforts to oversee managed care quality. Focusing on quality can produce 
long-term cost savings, but this needs to be balanced with strategies to more directly 
control spending. DMAS has not maximized opportunities to control spending, and 
as a result, MCOs earn higher profits in Virginia than in other states.  

DMAS currently does not obtain and analyze sufficient data to effectively oversee 
MCO spending. This limits its ability to ensure that capitation rates are not higher than 
necessary and that profit caps are effectively enforced. DMAS has also not enforced a 
majority of  sanctions under its new contract compliance process.  

DMAS has paid MCOs more than necessary and Virginia’s profit cap is 
more lenient than other states 
DMAS has not strategically set capitation rates paid to MCOs to ensure they are not 
higher than necessary, leading to larger than anticipated MCO profits. DMAS has not 
identified and adjusted MCO capitation payments for inefficient spending on prevent-
able emergency room visits, hospital stays, and inappropriate pharmacy use. In FY16, 
Virginia could have saved $17–36 million by not paying MCOs for the inefficient pro-
vision of  services. DMAS also does not adjust administrative spending for enrollment 
increases, and these adjustments would have reduced spending by as much as $8 mil-
lion in FY16.  

JLARC.VIRGINIA.GOV



Summary: Managing Spending in Virginia’s Medicaid Program 

 

Virginia could have saved $17–36 million by not paying MCOs for inefficient 
health care services (FY16) 

 
SOURCE: JLARC staff analysis of 2011-2015 MCO reports to Virginia’s Bureau of Insurance, Milliman reports on 
Medicaid MCO financial performance, and interviews with DMAS staff. 

DMAS uses a profit cap, but Virginia’s cap is more lenient than other states. The profit 
cap is an effective tool to retroactively ensure the state does not overpay MCOs and 
limit the state’s risk if  capitation payments are higher than necessary. Virginia MCOs 
have made profits that are, on average, above actuarial and national benchmarks. Three 
other states use a profit cap similar to Virginia’s, and all three require MCOs to repay 
funds at lower profit levels than Virginia.  

WHAT WE RECOMMEND 

Legislative action  
 Direct DMAS to develop comprehensive training curriculum for individuals 

who screen applicants for LTSS eligibility and amend the Code of  Virginia 
to require all screeners be trained and certified. 

 Direct DMAS to identify the steps required to ensure that LTSS screenings 
performed by hospitals are done consistently and do not lead to 
unnecessary institutional placements. 

 Direct DMAS to implement a more stringent, tiered profit cap for the 
Medallion program and implement a profit cap for the MLTSS program. 

Executive action 
 DMAS should develop consistent, mandatory training for LTSS functional 

screenings and test screening results for reliability. 

JLARC.VIRGINIA.GOV



Summary: Managing Spending in Virginia’s Medicaid Program 

 

 DMAS should implement a strong incentive, through a blended capitation 
rate, for MLTSS MCOs to serve recipients in the community. 

 DMAS and its actuary should adjust Medallion capitation rates for expected 
efficiencies. 

 DMAS should obtain and use robust spending, utilization, and population-
specific data to improve its oversight of  MCOs. 

The complete list of  35 recommendations is available on page v. 
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INTRODUCING THE  
OFFICE OF  

INNOVATION & 
STRATEGY 

BMAS Retreat 

December 2016 



WHEN DMAS 
SUCCEEDS, 

VIRGINIANS SUCCEED 
 



The Office of Innovation and Strategy provides collaborative 

thought leadership to catalyze and sustain continuous 

innovation of Virginia’s Medicaid delivery system.   

 

 

The Office of Innovation and Strategy leads multiple facets of 

Medicaid health innovation to support DMAS’ continued 

national presence as a recognized leader in the delivery of 

high quality, comprehensive health and support services. 



Introduction 

4 

Office of Innovation & Strategy current focus areas: 

Delivery 
System 

Agency 
Strategy 

ACA 
Reform 
Reform 



DELIVERY SYSTEM 
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Delivery System 
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States are engaged in array of multi-payer delivery system 
reform and the impact is across the entire continuum of care 

Social Determinants 

Value Based Payments 

Delivery models 

Workforce 

Delivery 
System 

A combination and organization of providers, health care settings, and resources that deliver 
health care services to meet the health needs of the Medicaid population 

What is a delivery system? 



MCO mostly pays FFS 
to providers for 

services 

Managed Care Fee-For-Service 

S
ta

te
 

P
ay
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s 

P
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d
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s 

C 

B 

A D 

Virginia Medicaid Payment Models  

C 

B 

A D 

State pays Managed Care 
Organization a capitated rate 
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Benefits of Managed Care 
 Offers a broader provider network 
 Provides flexibility – can include 

services that cannot be provided in 
fee-for-service 

 Actuarial soundness ensures rates 
are not too low 

 Facilitates member navigation 
through health care system 

 Medicaid is no longer a “welfare 
program” – it is health coverage 

 Private sector shares risk with 
government 

75% of  Virginia Medicaid 

members are in managed care 

Managed care  
initiated health care reform,   

VBP drives payment  
reform to the provider level. 

State pays 
providers directly 

for each service 
billed to DMAS 



INTRODUCING VALUE-
BASED PAYMENT 



Introducing Value – Based Payments 
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Paying for value, not volume 

 
Value-based payment reform 

means creating payment 

structures that tie provider 
financial success to patient 

receipt of high-quality, 
efficient care 

 



Rewards 
Volume 

Instead of 
Value 

Impedes 
Collaboration 

Reinforces 
Care Silos 

Public Agency 

Behavioral Health 

Primary Care 

Emergency Department 
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 Limited infrastructure 

for information sharing  

 Lack of provider 
partnerships limits 

capacity for care transitions 
and care coordination 

 Institutional 
settings are either the 

only resort for care or the 
path of least resistance  

 Reimbursement tied to 

utilization 
 Limited provider 

readiness for APMs 

 Financial incentives not 
aligned for 

interdisciplinary 
community-based care 

Challenges of FFS Model 

Social determinants frequently excluded 



Contributing Factors 
Current payment models contribute to… 

Limited 
Provider 

Readiness 

Misaligned 
Incentives 

Inefficient 
Cost Growth 

and Impact to 
Quality 

The health care 
payment structure 

creates an inefficient 
cost growth trajectory 

and impacts quality 
outcomes 

Current fee-for-service 
payment models incent 

providers to produce 
greater volume of care, 

not greater value 

Needed infrastructure 
investments at the 

provider level, such as 
upgraded technology 

for information sharing 

Reforming Virginia’s  delivery system means investing in 
providers and tying provider payments to quality 
outcomes 
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Value – Based Payments 

12 

Multiple drivers towards value-based payments  

 Multiple federal catalysts 
towards value-based payments 
 HHS and CMS efforts 

 Recent  MACRA legislation 

 

 In addition to the federal 

government, states are also 
driving progression to 
alternative payments 

…we have the 
opportunity to shape the 
way care is delivered  
and improve the quality 
of care system wide, 
while helping to reduce 
the growth of health 
care costs. 

 - Secretary Sylvia Burwell, HHS 
New England Journal of Medicine 

2015 



Drivers of Reform 

Federal  and state catalysts transforming payment 

ACO’s, expanded pay-for-performance, CMMI 
testing alternative payment models 

ACA 

Medicare 

Other  
States 

Medicare working towards 90% payments in 
value-based models by 2018 

Arizona 
Arkansas 
Colorado 
Iowa 

Merit-based incentive payment system (MIPS) 
and alternative payment models (APMs) 

MACRA 

Michigan 
New York 
Ohio 
Oklahoma 

Rhode Island 
S. Carolina 
Tennessee 
Washington 

13 



Payment Framework 
Alternative Payment  Model (APM) Framework provides a 
continuum of payment models 
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The Health Care Payment 
Learning & Action Network 
(HCP-LAN) was created to 

drive alignment in 
payment approaches across 
the public and private 
sectors of the U.S. health 
care system.  

The HCP-LAN created a 

common framework for 
adoption and measurement 
of VBP across all payer types 
(Medicare, Medicaid, and 
Commercial) 



Questions to Consider 
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Incentives for 
reporting and early 

performance 

Transition to rewards 
& risks for quality and 

outcomes 

REWARDS 

RISKS 

Performance Based Payments  
Increase with Time 

TIME 
Percent of 
Payments 

in VBP 

Percent of 
LTSS in the 
community 

Utilization 
and Cost 
 of Care 

Patient and 
Provider 

Satisfaction 

Examples of High Priority Areas 

Enhanced 
Care Quality 
and Access 

Increased 
Transparency 



Aligning Accountability Across  
Payers & Providers 

16 

MCO contracts include accountability for quality, 
outcomes, and patient satisfaction metrics 

Provider contracts include accountability  for quality, 
outcomes, and patient satisfaction metrics 

DMAS 

MCO 

Provider 

Aligned metrics and accountability incentivizes both MCOs and Providers 
to deliver high-quality and efficient patient care 

Alignment 



Payment Transformation Starts with Data 
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Build data collection tools and data 
sharing capabilities among medical, 
behavioral health, LTSS, and social 
determinants 

Build “timely” analytics tools 

Design and implement practice transformation, 
provider partnerships, and clinical integration to 
improve quality of outcomes 

Transform payment methods to reward value and 
outcomes 

Value 
Based 

Payment 

Quality and 
Benchmarks 

Analytics 

Data Collection and Sharing 



The Time is Right for VBP 
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Virginia can achieve the greatest benefit of APMs by… 

Incrementally 
leveraging the  
managed care 

procurements to 
align incentives 

with patient 
outcomes 

Implementing 
sustainable 

solutions that are 
market-driven  will 
offer lasting results 

Incenting and 
supporting providers 

across the entire 
health care delivery 
system to transform 
how care is delivered 



Current Efforts 
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Learning & Analysis: 

1.Potentially Preventable Events Analysis 
(3M software) 
 

2.CMS Innovator Accelerator Programs 
 

3.VCHI Speaker Series 
1. Denver Health 
2. Maryland CRISP 
3. Oklahoma 
4. Michigan 

 

4.VHHA Readmissions Initiative (Home is the 
Hub) 
 

5.High Risk Pregnancy Analysis 
 

6.National Conversation: 
1. HMA – Integrated Delivery System 
2. 3M Value-Based Care 
3. HCP-LAN Fall Summit 
4. NY DSRIP Learning Symposium 

CMS Engagement: 

1. SIM Request for Information (CMMI) 
2. HCP-LAN Primary Care Payment Model 
3. HCP-LAN Maternity Action Collaborative 

MCO and Provider Engagement: 

1. Medallion 3.0 – VBP Status Report 
2. CCC Plus – Delivery System and Value-

Based Payment 
3. ARTS – Substance Abuse Care 

Coordination Value-Based Payment 

Other: 

1. Recruiting and hiring key staff 
2. Medicaid Value Based Payment Roadmap 
3. Community Health Worker Advisory 

Group 
4. Housing and Social Determinants 



STRATEGY 



Agency Strategy 
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Agency 
Strategy 

Supporting cross-divisional process alignment and external 
communications 

• What are the end-to-end business 
process? 

 
• Are new processes needed to 

support DMAS’ goals and objectives 
for the future? 

Processes 

• How are we communicating with 
our stakeholders? 
 

• How can we improve our website? 

Communications 



External and Internal Sources of Projects 
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 Governor 
 Virginia General 

Assembly 
 JCHC 
 JLARC 
 Money 

Committee Staff 

 OSHHR 
 BMAS 
 Other State 

Agencies 
 Vendors 
 Stakeholders 
 Enrollees 
 APA 

 CMS 

 US Congress 

 Court Decisions –  
(e.g. DOJ 
Settlement, 
Appeals) 

 Federal Grant 
Opportunities 

 OIG 

 

 

 Ongoing DMAS 
Operations 

 DMAS Contract 
Expirations 

 Ideas captured from 
other states, 
conferences, etc.. 

 Program 
Improvement 
(enhancements) 

 Program Challenges 

Federal Sources State Sources Internal DMAS 



RFP Volume History 
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Number of DMAS RFPs by Year 

Number of DMAS RFPs by
Year
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Unprecedented number of planned procurements 



Strategic Alignment  
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The value of DMAS strategic alignment… 

Coordinate 

Interdependencies  

 Collaborate 
across divisions 

 Row in the same 
direction 

 

 

 

Optimize Strategic 
Roadmap 

 Prioritize and 
Plan 

 Leverage 
synergies  

Manage  

Risks 
 Facilitate 

discussion on 
people,  
operational, and 
financial risks 

 

 

 

 

 



Initiatives Roadmap Development 
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Run the Business 
Projects 

 Continuous improvement 
projects 

 Supports general 
“running of the business” 

 Smaller scale regulatory 
changes 

 Improves internal 
operations 

Change the Business 
Projects 

 Larger scale projects 

 Transformation 

 Major regulatory 
requirements 

 Impacts the business 
model 

 

Daily Operations 
 

 Ongoing functions 
and processes to 
support regular 
operations 

 

 

 

 

 
Met with over 35 people – Deputies, Division Directors, Managers, and Project Managers 



Strategic Roadmap 

 Major “Change the Business” initiatives 

 Key interdependencies 

 Major milestones for next 8 quarters 
26 

A high-level overview of DMAS initiatives  



Detailed Inventory of Initiatives  
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An in-depth look at DMAS initiatives  

 Dynamic inventory of initiatives 

 Visual representation of interdependencies 

 



Execution Excellence: Optimization 

 Many concurrent efforts:  

• Over 40 Change the Business projects 

• Over 45 Run the Business projects 

• While maintaining daily operations 

 DMAS dependent upon many external 
factors  

 Success is dependent upon strong 
internal coordination 
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Opportunity to Optimize Strategic Roadmap 

“DMAS is rebooting the whole agency at the 
same time” 

-Scott Crawford 



WHAT’S NEXT 



Next Steps 
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Support agency learning and advancement of delivery system 

reform  

Facilitate cross-divisional collaboration to build DMAS’ strategic 

roadmap for value-based payment 

Lead an agency wide effort of mapping end-to-end processes 

In the coming months, Innovation & Strategy will… 



OFFICE OF DATA ANALYTICS 

Bhaskar Mukherjee 

December 13, 2016 

 



• A brief history 

• Mission and strategy 

• Integrated effort and success 

• Data Governance program 

• Data warehouse (single source of truth) 

• Analytics platform 

• Education and Training 

• Future 



A brief history 

December 2016 January 2016 July 2015 October 2014 Feb 2014 

Agency Director 
Cindi Jones charges 
hires ODA Director 
Bhaskar Mukherjee 
who then develops 
analytics roadmap 

Data warehouse  
RFI vendor demos 
completed 
 
SAS analytics 
platform project 
begins 
 
Data governance 
charter signed 

ODA completes 
hiring team of 
seven full time staff 
who lay foundation 
for data strategy 

RFP for data 
warehouse 
development 
 
SAS analytics 
platform 
architecture finalized 
and execution begins 
 
Staff appointed by 
DGEC to serve in the 
program and 
committees set goals 
and begin execution 

Data warehouse RFP is 
published, vendors respond, 
and oral presentations are 
given by chosen vendor 
 
SAS platform fully 
implemented and Agency 
wide training program begins 
 
Data governance is fully 
established and has 
generated 50+ data standards 
 
Data Owners develop 
language for RFP. Also in the 
process of developing a data 
quality scorecard. 



Mission and strategy 



Analytic Processes 
• Integrated Analysis  

• Data Quality 

• Metadata management  

• Visualization 

• Mining 

 
 

Investment in people 
• Data Governance 

• Data Stewardship 

• Data Ownership 

• Training, News Letter  

      and Brown Bag Lunch 

  

Technology Support 
• Analytics Platform 

• Decision Support System 

• SharePoint integration 

• Knowledge Centre 

Mission and strategy 



Integrated effort and success 

Operational support 

Office of Data Analytics provided 4,700+ hours 
of operational support to internal (DMAS) and 
external stakeholders 

Data 
Requests, 

3,385 

Other 
Requests, 683 

SAS 
Technical 

Support, 469 

Freedom of 
Information 
Act (FOIA) 

Requests, 166 

ODA Hours of Operation Support 
Mar 2014 - Dec 2016 

ODA Key Project Support Includes: 

• CCCPlus Network Adequacy and Enrollment Projections 

• Governor’s Access Plan (GAP) Enrollment, Utilization, and Risk 

Modeling 

• Hepatitis C treatment studies 

• Addiction Recovery Treatment (ARTS) Network Adequacy 

• Medicaid at a Glance/General Assembly support 

• Dept. of Justice Brain Injury Fund settlement 

• FAMIS Enrollment Analysis 

• UVA Gun Study / NSF Duke Gun Study 

 

 
 



Integrated effort and success 

Network adequacy 

Need: determine whether provider network of health 
plan meets contract requirement of at least 2 providers 

within 30 miles of each member 

Inaccessible regions 



Integrated effort and success 

Governor’s access plan reporting 



Data Governance program 

Vision of the data governance: 

  

…to guide our management of data as an Agency-wide asset, which is standardized 

data, integrated knowledge, and use it to enhance analysis, in order to facilitate and 

encourage data driven decision-making. 



Data Governance  

Knowledge repository  



Mar 2015 May - July 2015 Sept - Jan 2016 Jan – Jun 2016 Jul – Dec 2016 Jan – Mar 2017 

Develop 
Request for 
Proposal (RFP) 
for data 
warehouse 

Request for 
Interest (RFI) 
and vendor 
demos 

Approval and 
publishing of 
RFP to the 
public 

Respond to 
vendor 
questions 
 
Hear oral 
presentations 
by vendor 

Choose data 
warehouse 
vendor 
 
Begin data 
warehouse 
project 

Decision memo 
to acquire data 
warehouse 

Data warehouse  



Data warehouse  

Single source of truth 



Analytics platform 



Education and Training 



Research 

•What is happening 
now? 
•What ideas do we 
have for making 
things better? 

Ideation 

•How might DMAS 
make an impact? 
•How we estimate 
impact and potential 
risk? 

Evaluation 

•How can we measure what 
happened? 
•How can we make sure 

what happened was caused 
by DMAS actions? 

Future 
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