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TITLE 12. HEALTH
DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

Proposed Regulation

Titles of Regulations: 12VAC30-50. Amount, Duration, and Scope of Medical and Remedial Care Services(amending 12VAC30-50-140, 12VAC30-50-150, 12VAC30-50-180; adding 12VAC30-50-228, 12VAC30-50-491).

12VAC30-60. Standards Established and Methods Used to Assure High Quality Care (adding 12VAC30-60-180, 12VAC30-60-185).

12VAC30-80. Methods and Standards for Establishing Payment Rates; Other Types of Care (adding 12VAC30-80-32).

12VAC30-120. Waivered Services (amending 12VAC30-120-310, 12VAC30-120-380).
Statutory Authority: §§32.1-324 and 32.1-325 of the Code of Virginia.

Public Hearing Information: No public hearings are scheduled. 

Public comments: Public comments may be submitted until March 7, 2008.

Agency Contact: Catherine Hancock, Policy & Research Division, Department of Medical Assistance Services, 600 East Broad Street, Suite 1300, Richmond, VA 23219, telephone (804) 225-4272, FAX (804) 786-1680, or email catherine.hancock@dmas.virginia.gov.

Basis:  Section 32.1-325 of the Code of Virginia grants to the Board of Medical Assistance Services the authority to administer and amend the Plan for Medical Assistance.  Section 32.1-324 of the Code of Virginia authorizes the Director of DMAS to administer and amend the Plan for Medical Assistance according to the board's requirements. The Medicaid authority as established by §1902 (a) of the Social Security Act (42 USC §1396a) provides governing authority for payments for services.

Chapter 847 of the 2007 Acts of Assembly, Item 302 PPP, requires that DMAS amend the State Plan for Medical Assistance to provide coverage of: substance abuse treatment services for children and adults including emergency services; evaluation and assessment; outpatient services; evaluation and assessment; outpatient services, also including intensive outpatient services; targeted case management; day treatment and opioid treatment services.

Purpose: The purpose of this regulatory action is to establish coverage of basic substance abuse treatment services in the Medicaid Program. Substance abuse treatment services, with the exception of residential and day treatment services for pregnant and postpartum women, were not previously a part of the State Plan. The addition of these services fills a gap in the continuum of care for Medicaid enrollees.

These current proposed regulations follow previously promulgated emergency regulations for substance abuse treatment for emergency services; evaluation and assessment; outpatient services, intensive outpatient services, targeted case management; day treatment and opioid treatment services for children and adults. The new services are modeled after existing mental health services for consistency. These new services provide needed resources for persons with substance use disorders. Additionally, studies have demonstrated that Medicaid reimbursement for substance abuse treatment produces savings benefits for both public safety and health. This regulatory action will help protect the health, safety and welfare of Medicaid recipients by providing these new services.

Substance: Currently the Medicaid coverage provided for substance abuse treatment services is for pregnant and postpartum women only.  The provisions are for residential treatment services and substance abuse day treatment.  Residential treatment services for pregnant and postpartum women provides intensive intervention services in residential facilities other than inpatient facilities for the purposes of improving the pregnancy outcome, treating the substance abuse disorder, strengthening the maternal relationship with existing children and the infant, thus achieving and maintaining a sober and drug free lifestyle.  Substance abuse day treatment for pregnant and postpartum women provides intensive intervention services at a central location lasting two or more consecutive hours per day, which may be scheduled multiple times per week. 

Substance abuse involves the use of illegal drugs, such as heroin and cocaine, as well as the overuse of alcohol, by both adults and children.  Substance abuse can also involve the illegal use of prescription medications by persons for whom this medication has not been prescribed.  Persons for whom such prescription medications have been appropriately prescribed can also abuse their medications by using them beyond their treatment needs and by selling their prescriptions as street drugs.  The substance abuse covered by this action does not include the use of tobacco or caffeine.

Medicaid provides coverage of existing services through managed care organizations as well as through fee-for-service.  Medicaid recipients who live in areas of the state covered by managed care organizations (MCOs) are required to obtain their Medicaid covered services from the MCOs network of providers except if the recipient meets an MCO exclusion reason.  Those Medicaid recipients who are excluded from participation in an MCO program and those recipients who live in areas of the state not covered by MCOs obtain Medicaid covered services from providers of their own choice who are enrolled with DMAS and paid under a fee-for-service method. 

These proposed regulations for substance abuse treatment cover emergency (crisis) services; evaluation and assessment; outpatient services, intensive outpatient services, targeted case management; day treatment and opioid treatment services for children and adults.  As noted above, studies have demonstrated that Medicaid reimbursement for substance abuse treatment produces savings benefits for both public safety and health. 

These new covered services will be defined as follows:

1. Emergency (crisis) services – Immediate substance abuse care, available 24 hours a day, seven days per week to assist recipients who are experiencing acute dysfunction requiring immediate clinical attention.

2. Evaluation and assessment – A structured interview documented as a written report that provides recommendations substantiated by findings of the evaluation and documents the need for the specific service. 

3. Outpatient services – individual, family, and group therapy, generally less than three hours per week.

4. Intensive out-patient services – nonresidential setting provided to those recipients who do not require the intensive level of care of inpatient, residential, or day treatment services, but require more intensive services than outpatient services.

5. Targeted case management – a plan of care in effect which requires direct or recipient-related contacts or communication or activity with the recipient, family, service providers, or significant others, including at least one face-to face contact with the recipient every 90 days.

6. Day treatment services - include the major psychiatric, psychological, and psycho-educational modalities that include individual, group counseling and family therapy, education about the effects of alcohol and other drugs on the physical, emotional, and social functioning of the individual; relapse prevention, occupational and recreational therapy, or other therapies.

7. Opioid treatment services – covers psychological and psycho-educational services for persons who need opioid therapy.

Treating substance abuse will lead to future savings for the Commonwealth.  Studies confirm that every $1.00 spent on substance abuse treatment services generates savings of $7.00 in costs of unemployment, social services, health care, public safety, and other system-wide costs.

Additionally, the provision of Medicaid reimbursed substance abuse investment promotes a more efficient use of existing Medicaid expenditures.  Studies also indicate that $1 out of every $5 Medicaid expends on hospital-based care is related to substance abuse and expanded community services will reduce these costs.  There are no anticipated negative issues that will need to be addressed in the permanent regulations.

MEDALLION Primary Care Case Management (PCCM) recipients will have substance abuse services covered by Medicaid.  These services are NOT subject to required referrals by the primary care physician.  Medallion II recipients who are enrolled in an MCO will have outpatient services (excluding Intensive Outpatient Services) and assessment and evaluation services covered by the MCOs existing provider networks.  All other mandated substance abuse services to be covered (Emergency Services (Crisis), Intensive Outpatient Services, Day Treatment Services, Opioid Treatment Services, and Substance Abuse Case Management services) will be carved out of the MCO and covered by DMAS with a fee-for-service payment methodology.

Medicaid recipients who are not either MEDALLION or managed care participants will access these new services through their existing open access of DMAS-enrolled fee-for-service providers.

Issues: The primary advantage to the public is that Medicaid participants will be able to receive certain Medicaid reimbursed substance abuse treatment services.  Assisting individuals with recovery from substance abuse will benefit the individual, the family, and the community.

Treating substance abuse will lead to future savings for the Commonwealth.  Studies confirm that every $1.00 spent on substance abuse treatment services generates savings of $7.00 in costs of unemployment, social services, health care, public safety, and other system-wide costs.  Therefore, there are not expected to be any disadvantages for the public.

Additionally, the provision of Medicaid reimbursed substance abuse investment promotes a more efficient use of existing Medicaid expenditures.  Studies also indicate that $1 out of every $5 Medicaid expends on hospital-based care is related to issues of substance abuse and expanded community services will reduce these costs.

The addition of these services will have a positive impact on health care providers as well.  Both public and private providers will be eligible to enroll to render the substance abuse treatment services.  Public providers and private practitioners are already accustomed to Medicaid’s billing forms, service documentation requirements, and audit standards and practices.

DMAS has not identified any disadvantages to the public regarding this proposal.

Department of Planning and Budget's Economic Impact Analysis: 
Summary of the Proposed Amendments to Regulation. Pursuant to the 2007 Acts of Assembly, Chapter 847, Item 302 PPP, the proposed regulations provide Medicaid coverage for substance abuse treatment services for children and adults. The proposed regulations have been in effect since July 1, 2007 under emergency regulations.

Result of Analysis. The benefits likely exceed the costs for all proposed changes. A different design would likely yield greater net benefits.

Estimated Economic Impact. Pursuant to the 2007 Acts of Assembly, Chapter 847, Item 302 PPP, the proposed regulations provide Medicaid coverage for substance abuse treatment services for children and adults. The covered services include emergency services; evaluation and assessment; outpatient services; intensive outpatient services; targeted case management; day treatment; and opioid treatment.

Prior to the emergency regulations, the only services covered were residential and day treatment services for pregnant and postpartum women. With the proposed changes, a broader spectrum of services is offered to a greater number of Medicaid eligible enrollees.

The new services are available to fee-for-service enrollees, Medallion Primary Care Case Management recipients, and Medallion II recipients. Medallion Primary Care Case Management recipients have direct access to the proposed substance abuse services as they do not need a referral from their primary care physician. Medallion II recipients have access to outpatient services (excluding intensive outpatient services) and assessment and evaluation services through their managed care organization while the rest of the services are provided through the fee-for-service model. In other words, outpatient services (excluding intensive outpatient services) and assessment and evaluation services are included as the services that the managed care organization has responsibility to pay while the rest of the services are carved out of the managed care organization’s responsibility.

The available economic research on substance abuse services suggests that the benefits of provision of these services easily outweigh the costs. In general, Holder, 19981 reviews the literature on cost and benefits of substance abuse treatment and finds that the results in the literature provide consistent support for the cost effectiveness of the substance abuse treatment. More specifically, Wickizer et al., 20062 find that the cost of providing substance abuse services to Medicaid recipients was $2,300 per person per year while the benefit in avoided (other) healthcare expenses in the following year was about $2,500 per person per year. In other words, the provision of substance abuse services appears to pay for itself within one year. When some non-healthcare related benefits of substance abuse treatment such as reduction in crime and increased earnings potential of those treated were included, the benefits appear to greatly exceed the costs. Ettner et al., 20053 reports $1,583 in treatment costs versus $11,487 in monetary benefits to the society representing benefit-cost ratio of greater than 7 to 1.

The Department of Medical Assistance Services (DMAS) estimates that approximately 9,000 recipients will use at least one substance abuse treatment service in FY 2008 at a total cost of approximately $13.2 million. In FY 2009 and 2010, the projected total Medicaid costs are $14.5 million and $15.9 million, respectively. Approximately one half of these amounts will be funded by the federal government while Virginia will be responsible for the other half. Based on the research discussed above, we should expect offsetting reductions in other Medicaid expenditures in addition to lower crime rates and increased earnings.

The proposed program may also have significant distributional economic effects among the Medicaid providers. As more individuals use substance abuse services, we expect to see an increase in reimbursements to substance abuse services providers and a decrease in reimbursements to the providers of other healthcare services, such as hospital based care services.

In addition, the proposed program is expected to introduce approximately $181,488 in staff administrative costs to perform prior authorization and utilization review for new services.

It is worth noting that the expected increase in expenditures for the proposed services will result in approximately $6.6 million in additional federal funds coming into the Commonwealth which would have an expansionary economic effect on overall economic activity, all things being equal. However, this expansionary effect will be offset after about a year when the utilization of other healthcare services decreases as a result of the substance abuse treatment services.

Finally, the proposed regulations do not provide substance abuse treatment services for tobacco and caffeine addiction. Given the widespread use of tobacco and its well documented adverse health effects, the treatment of tobacco addiction would probably significantly increase the net economic benefits expected. However, realizing the future savings in other healthcare related costs requires significant funds in the present to treat tobacco addiction. Thus, when and if such funds become available, making tobacco addiction treatment available to Medicaid recipients would likely be worth much more than the costs of coverage.

Businesses and Entities Affected. The number of providers who may render substance abuse treatment services is estimated to be 765. The number of individuals who may utilize newly available services is estimated to be about 9,000.

Localities Particularly Affected. The proposed regulations apply throughout the Commonwealth.

Projected Impact on Employment. Expected increases in the demand for the use of substance abuse treatment services, and the need for administrative staff to conduct prior authorization and utilization reviews, will likely increase the demand for labor. Expected decreases in other health care services, hospital base care in particular, will likely decrease the demand for labor.

Effects on the Use and Value of Private Property. An expected increase in the use of substance abuse treatment services and a corresponding increase in the revenue that accrues to providers will likely enhance the asset value of these providers, while the expected decrease in the revenues of other healthcare services will likely decrease the asset value of these providers. Also, any reduction in crime is expected to have a positive impact on the use and value of private property in the Commonwealth.

Small Businesses: Costs and Other Effects. All of the substance abuse service providers are believed to be small businesses. Thus, all of the economic effects discussed above apply to them. 

Small Businesses: Alternative Method that Minimizes Adverse Impact. There is no known alternative that will reduce the adverse effect on the providers of other healthcare services, such as hospital based care providers, while achieving the goals of the proposed regulations.

Real Estate Development Costs. The proposed regulations are not expected to have any effect on real estate development costs.

Legal Mandate. The Department of Planning and Budget (DPB) has analyzed the economic impact of this proposed regulation in accordance with §2.2-4007.04 of the Administrative Process Act and Executive Order Number 36 (06).  Section 2.2-4007.04 requires that such economic impact analyses include, but need not be limited to, the projected number of businesses or other entities to whom the regulation would apply, the identity of any localities and types of businesses or other entities particularly affected, the projected number of persons and employment positions to be affected, the projected costs to affected businesses or entities to implement or comply with the regulation, and the impact on the use and value of private property.  Further, if the proposed regulation has adverse effect on small businesses, §2.2-4007.04 requires that such economic impact analyses include (i) an identification and estimate of the number of small businesses subject to the regulation; (ii) the projected reporting, recordkeeping, and other administrative costs required for small businesses to comply with the regulation, including the type of professional skills necessary for preparing required reports and other documents; (iii) a statement of the probable effect of the regulation on affected small businesses; and (iv) a description of any less intrusive or less costly alternative methods of achieving the purpose of the regulation.  The analysis presented above represents DPB’s best estimate of these economic impacts.

__________________________________

1 Holder, Harold D., 1998, “Cost Benefits of Substance Abuse Treatment: An Overview of Results from Alcohol and Drug Abuse,” The Journal of Mental Health Policy and Economics, Vol. 1, pp. 23-29.

2 Wickizer, Thomas M., et al., 2006, “The Effect of Substance Abuse Treatment on Medicaid Expenditures among General Assistance Welfare Clients in Washington State,” The Milbank Quarterly, Vol. 84, No. 3, pp. 555-576.

3 Ettner, Susan L., et al., 2005, “Benefit-Cost in the California Treatment Outcome Project: Does Substance Abuse Treatment Pay for Itself?,” Health Research and Educational Trust, pp. 1-22.
Agency's Response to the Department of Planning and Budget's Economic Impact Analysis: The Department of Medical Assistance Services has reviewed the economic impact analysis prepared by the Virginia Department of Planning and Budget regarding the Substance Abuse Services. The department concurs with the economic impact analysis performed by the Department of Planning and Budget.

Summary:
This regulatory action establishes limited coverage of substance abuse treatment services for children and adults. Chapter 847 of the 2007 Acts of Assembly, Item 302 PPP, requires that the Department of Medical Assistance Services (DMAS) amend the State Plan for Medical Assistance to provide coverage of substance abuse treatment services for children and adults effective July 1, 2007. These services include emergency services; evaluation and assessment; outpatient services, intensive outpatient services, targeted case management; day treatment and opioid treatment services. Substance abuse services, with the exception of residential and day treatment services for pregnant and postpartum women, were not offered prior to an emergency regulation promulgated by DMAS, which became effective July 1, 2007. The addition of these services fills a gap in the continuum of care for Medicaid enrollees.
MEDALLION Primary Care Case Management (PCCM) recipients now have substance abuse services covered by Medicaid. Unlike most other managed care Medicaid services, substance abuse services do not require a referral by the primary care physician. Medallion II recipients who are enrolled in a Managed Care Organization (MCO) will have outpatient services (excluding Intensive Outpatient Services) and assessment and evaluation services covered by the MCOs. All other mandated substance abuse services to be covered (Emergency Services (Crisis), Intensive Outpatient Services, Day Treatment Services, Opioid Treatment Services, and Substance Abuse Case Management services) have been carved out of the services provided by the Medicaid MCOs and will now be covered as fee-for-service by DMAS.
12VAC30-50-140. Physician's services whether furnished in the office, the patient's home, a hospital, a skilled nursing facility or elsewhere.

A. Elective surgery as defined by the Program is surgery that is not medically necessary to restore or materially improve a body function. 

B. Cosmetic surgical procedures are not covered unless performed for physiological reasons and require Program prior approval. 

C. Routine physicals and immunizations are not covered except when the services are provided under the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Program and when a well-child examination is performed in a private physician's office for a foster child of the local social services department on specific referral from those departments. 

D. Outpatient psychiatric services. 

1. Psychiatric services are limited to an initial availability of 26 sessions, without prior authorization during the first treatment year. An additional extension of up to 26 sessions during the first treatment year must be prior authorized by DMAS or its designee. The availability is further restricted to no more than 26 sessions each succeeding year when prior authorized by DMAS or its designee. Psychiatric services are further restricted to no more than three sessions in any given seven-day period. Consistent with §6403 of the Omnibus Budget Reconciliation Act of 1989, medically necessary psychiatric services shall be covered when prior authorized by DMAS or its designee for individuals younger than 21 years of age when the need for such services has been identified in an EPSDT screening. 

2. Psychiatric services can be provided by psychiatrists or by a licensed clinical social worker, licensed professional counselor, licensed clinical nurse specialist-psychiatric, or a licensed marriage and family therapist under the direct supervision of a psychiatrist.* 

3. Psychological and psychiatric services shall be medically prescribed treatment that is directly and specifically related to an active written plan designed and signature-dated by either a psychiatrist or by a licensed clinical social worker, licensed professional counselor, licensed clinical nurse specialist-psychiatric, or licensed marriage and family therapist under the direct supervision of a psychiatrist.* 

4. Psychological or psychiatric services shall be considered appropriate when an individual meets the following criteria: 

a. Requires treatment in order to sustain behavioral or emotional gains or to restore cognitive functional levels that have been impaired; 

b. Exhibits deficits in peer relations, dealing with authority; is hyperactive; has poor impulse control; is clinically depressed or demonstrates other dysfunctional clinical symptoms having an adverse impact on attention and concentration, ability to learn, or ability to participate in employment, educational, or social activities; 

c. Is at risk for developing or requires treatment for maladaptive coping strategies; and 

d. Presents a reduction in individual adaptive and coping mechanisms or demonstrates extreme increase in personal distress. 

5. Psychological or psychiatric services may be provided in an office or a mental health clinic. 

E. Any procedure considered experimental is not covered. 

F. Reimbursement for induced abortions is provided in only those cases in which there would be a substantial endangerment of health or life to the mother if the fetus was carried to term. 

G. Physician visits to inpatient hospital patients over the age of 21 are limited to a maximum of 21 days per admission within 60 days for the same or similar diagnoses or treatment plan and is further restricted to medically necessary authorized (for enrolled providers)/approved (for nonenrolled providers) inpatient hospital days as determined by the Program. 

EXCEPTION: SPECIAL PROVISIONS FOR ELIGIBLE INDIVIDUALS UNDER 21 YEARS OF AGE: Consistent with 42 CFR 441.57, payment of medical assistance services shall be made on behalf of individuals under 21 years of age, who are Medicaid eligible, for medically necessary stays in general hospitals and freestanding psychiatric facilities in excess of 21 days per admission when such services are rendered for the purpose of diagnosis and treatment of health conditions identified through a physical examination. Payments for physician visits for inpatient days shall be limited to medically necessary inpatient hospital days. 

H. (Reserved.) 

I. Reimbursement shall not be provided for physician services provided to recipients in the inpatient setting whenever the facility is denied reimbursement. 

J. (Reserved.) 

K. For the purposes of organ transplantation, all similarly situated individuals will be treated alike. Transplant services for kidneys, corneas, hearts, lungs, and livers shall be covered for all eligible persons. High dose chemotherapy and bone marrow/stem cell transplantation shall be covered for all eligible persons with a diagnosis of lymphoma, breast cancer, leukemia, or myeloma. Transplant services for any other medically necessary transplantation procedures that are determined to not be experimental or investigational shall be limited to children (under 21 years of age). Kidney, liver, heart, and bone marrow/stem cell transplants and any other medically necessary transplantation procedures that are determined to not be experimental or investigational require preauthorization by DMAS. Cornea transplants do not require preauthorization. The patient must be considered acceptable for coverage and treatment. The treating facility and transplant staff must be recognized as being capable of providing high quality care in the performance of the requested transplant. Standards for coverage of organ transplant services are in 12VAC30-50-540 through 12VAC30-50-580. 

L. Breast reconstruction/prostheses following mastectomy and breast reduction. 

1. If prior authorized, breast reconstruction surgery and prostheses may be covered following the medically necessary complete or partial removal of a breast for any medical reason. Breast reductions shall be covered, if prior authorized, for all medically necessary indications. Such procedures shall be considered noncosmetic. 

2. Breast reconstruction or enhancements for cosmetic reasons shall not be covered. Cosmetic reasons shall be defined as those which are not medically indicated or are intended solely to preserve, restore, confer, or enhance the aesthetic appearance of the breast. 

M. Admitting physicians shall comply with the requirements for coverage of out-of-state inpatient hospital services. Inpatient hospital services provided out of state to a Medicaid recipient who is a resident of the Commonwealth of Virginia shall only be reimbursed under at least one the following conditions. It shall be the responsibility of the hospital, when requesting prior authorization for the admission, to demonstrate that one of the following conditions exists in order to obtain authorization. Services provided out of state for circumstances other than these specified reasons shall not be covered. 

1. The medical services must be needed because of a medical emergency; 

2. Medical services must be needed and the recipient's health would be endangered if he were required to travel to his state of residence; 

3. The state determines, on the basis of medical advice, that the needed medical services, or necessary supplementary resources, are more readily available in the other state; 

4. It is general practice for recipients in a particular locality to use medical resources in another state. 

N. In compliance with 42 CFR 441.200, Subparts E and F, claims for hospitalization in which sterilization, hysterectomy or abortion procedures were performed shall be subject to review of the required DMAS forms corresponding to the procedures. The claims shall suspend for manual review by DMAS. If the forms are not properly completed or not attached to the bill, the claim will be denied or reduced according to DMAS policy. 

O. Prior authorization is required for the following nonemergency outpatient procedures: Magnetic Resonance Imaging (MRI), including Magnetic Resonance Angiography (MRA), Computerized Axial Tomography (CAT) scans, including Computed Tomography Angiography (CTA), or Positron Emission Tomography (PET) scans performed for the purpose of diagnosing a disease process or physical injury. The referring physician ordering nonemergency outpatient Magnetic Resonance Imaging (MRI), Computerized Axial Tomography (CAT) scans, or Positron Emission Tomography (PET) scans must obtain prior authorization from the Department of Medical Assistance Services (DMAS) for those scans. The servicing provider will not be reimbursed for the scan unless proper prior authorization is obtained from DMAS by the referring physician. 

P. Outpatient substance abuse treatment services shall be limited to an initial availability of 26 therapy sessions without prior authorization during the first treatment year. An additional extension of up to 26 sessions during the first treatment year must be prior authorized by DMAS or its designee. The availability is further restricted to no more than 26 therapy sessions each succeeding year when prior authorized by DMAS or its designee. Outpatient substance abuse treatment services are further restricted to no more than three sessions in any given seven-day period. Consistent with §6403 of the Omnibus Budget Reconciliation Act of 1989, medically necessary substance abuse services shall be covered when prior authorized by DMAS or its designee for individuals younger than 21 years of age when the need for such services has been identified in an EPSDT screening. 
1. Outpatient substance abuse services shall be provided by medical doctors or by doctors of osteopathy who have completed three years of post-graduate residency training in psychiatry; or by a physician or doctor of osteopathy who is certified in addiction medicine. The provider must also be qualified by training and experience in all of the following areas of substance abuse/addiction counseling: clinical evaluation; treatment planning; referral; service coordination; counseling; client, family, and community education; documentation; professional and ethical responsibilities. Outpatient substance abuse treatment services are further defined in 12VAC30-50-228.
2. Psychological and psychiatric substance abuse services shall be prescribed treatment that is directly and specifically related to an active written plan designed and signature-dated by one of the professionals listed in subdivision 1 of this subsection.
3. Psychological or psychiatric substance abuse services shall be considered appropriate when an individual meets the criteria for an Axis I substance-related disorder. Nicotine or caffeine abuse or dependence shall not be covered. The Axis I substance-related disorder shall meet American Society of Addiction Medicine (ASAM) Level of Care Criteria as prescribed in Patient Placement Criteria for the Treatment of Substance-Related Disorders/ASAMPPC-2), Second Edition.
4. Psychological or psychiatric substance abuse services may be provided in an office or a clinic under the direction of a physician.
*Licensed clinical social workers, licensed professional counselors, licensed clinical nurse specialists-psychiatric, and licensed marriage and family therapists may also directly enroll or be supervised by psychologists as provided for in 12VAC30-50-150.

12VAC30-50-150. Medical care by other licensed practitioners within the scope of their practice as defined by state law.

A. Podiatrists' services. 

1. Covered podiatry services are defined as reasonable and necessary diagnostic, medical, or surgical treatment of disease, injury, or defects of the human foot. These services must be within the scope of the license of the podiatrists' profession and defined by state law. 

2. The following services are not covered: preventive health care, including routine foot care; treatment of structural misalignment not requiring surgery; cutting or removal of corns, warts, or calluses; experimental procedures; acupuncture. 

3. The Program may place appropriate limits on a service based on medical necessity or for utilization control, or both. 

B. Optometrists' services. Diagnostic examination and optometric treatment procedures and services by ophthalmologists, optometrists, and opticians, as allowed by the Code of Virginia and by regulations of the Boards of Medicine and Optometry, are covered for all recipients. Routine refractions are limited to once in 24 months except as may be authorized by the agency. 

C. Chiropractors' services are not provided. 

D. Other practitioners' services; psychological services, psychotherapy. Limits and requirements for covered services are found under Outpatient Psychiatric Services (see 12VAC30-50-140 D). 

1. These limitations apply to psychotherapy sessions provided, within the scope of their licenses, by licensed clinical psychologists or licensed clinical social workers/licensed professional counselors/licensed clinical nurse specialists-psychiatric/licensed marriage and family therapists who are either independently enrolled or under the direct supervision of a licensed clinical psychologist. Psychiatric services are limited to an initial availability of 26 sessions without prior authorization. An additional extension of up to 26 sessions during the first treatment year must be prior authorized by DMAS or its designee. The availability is further restricted to no more than 26 sessions each succeeding treatment year when prior authorized by DMAS or its designee. Psychiatric services are further restricted to no more than three sessions in any given seven-day period. 

2. Psychological testing is covered when provided, within the scope of their licenses, by licensed clinical psychologists or licensed clinical social workers/licensed professional counselors/licensed clinical nurse specialists-psychiatric, marriage and family therapists who are either independently enrolled or under the direct supervision of a licensed clinical psychologist. 

E. Outpatient substance abuse services are limited to an initial availability of 26 sessions without prior authorization during the first treatment year. An additional extension of up to 26 sessions is available during the first treatment year and must be prior authorized by DMAS or its designee. The availability is further restricted to no more than 26 sessions each succeeding year when prior authorized by DMAS or its designee. Outpatient substance abuse services are further restricted to no more than three sessions in any given seven-day period. Consistent with §6403 of the Omnibus Budget Reconciliation Act of 1989, medically necessary substance abuse services shall be covered when prior authorized by DMAS or its designee for individuals younger than 21 years of age when the need for such services has been identified in an EPSDT screening. 
1. Outpatient substance abuse services shall be provided by a licensed clinical psychologist, licensed clinical social worker, licensed professional counselor, licensed psychiatric clinical nurse specialist, a licensed psychiatric nurse practitioner, a licensed marriage and family therapist, a licensed substance abuse treatment practitioner, or an individual who holds a bachelor’s degree and certification as a substance abuse counselor (CSAC) who is under the direct supervision of one of the licensed practitioners listed in this section, or an individual who holds a Bachelor’s degree and is a certified addictions counselor (CAC) who is under the direct supervision of one of the licensed practitioners listed in this section. Outpatient substance abuse treatment services are further defined in 12VAC30-50-228.
2. Psychological and psychiatric substance abuse services shall be prescribed treatment that is directly and specifically related to an active written plan designed and signature-dated by one of the professionals listed in subdivision 1 of this subsection.
3. Psychological or psychiatric substance abuse services shall be considered appropriate when an individual meets criteria for an Axis I substance-related disorder. Nicotine or caffeine abuse or dependence shall not be covered. The Axis I substance-related disorder shall meet American Society of Addiction Medicine (ASAM) Level of Care Criteria as prescribed in Patient Placement Criteria for the Treatment of Substance-Related Disorders/ASAMPPC-2), Second Edition.
4. Psychological or psychiatric substance abuse services may be provided in an office or a clinic.
12VAC30-50-180. Clinic services.

A. Reimbursement for induced abortions is provided in only those cases in which there would be a substantial endangerment of health or life to the mother if the fetus were carried to term. 

B. Clinic services means preventive, diagnostic, therapeutic, rehabilitative, or palliative items or services that: 

1. Are provided to outpatients; 

2. Are provided by a facility that is not part of a hospital but is organized and operated to provide medical care to outpatients; and 

3. Except in the case of nurse-midwife services, as specified in 42 CFR 440.165, are furnished by or under the direction of a physician or dentist. 

C. Reimbursement to community mental health clinics for medical psychotherapy services is provided only when performed by a qualified therapist. For purposes of this section, a qualified therapist is: 

1. A licensed physician who has completed three years of post-graduate residency training in psychiatry; 

2. An individual licensed by one of the boards administered by the Department of Health Professions to provide medical psychotherapy services including: licensed clinical psychologists, licensed clinical social workers, licensed professional counselors, clinical nurse specialists-psychiatric, or licensed marriage and family therapists; or 

3. An individual who holds a master's or doctorate degree, who has completed all coursework necessary for licensure by one of the appropriate boards as specified in subdivision 2 of this subsection, and who has applied for a license but has not yet received such license, and who is currently supervised in furtherance of the application for such license, in accordance with requirements or regulations promulgated by DMAS, by one of the licensed practitioners listed in subdivisions 1 and 2 of this subsection. 

D. Coverage of community mental health clinics for substance abuse treatment services, as further defined in 12VAC30-50-228, is provided only when performed by a qualified therapist and consistent with an active written plan designed and signature-dated. For purposes of providing this service a qualified therapist shall be:
1. Medical doctors and doctors of osteopathy who have completed three years of post-graduate residency training in psychiatry or by a physician or doctor of osteopathy who is certified in addiction medicine.
2. A licensed clinical psychologist, licensed clinical social worker, licensed professional counselor, licensed psychiatric clinical nurse specialist, a licensed psychiatric nurse practitioner, a licensed marriage and family therapist, or a licensed substance abuse treatment practitioner. The provider must also be qualified by training and experience in all of the following areas of substance abuse/addiction counseling: clinical evaluation; treatment planning; referral; service coordination; counseling; client, family, and community education; documentation; professional and ethical responsibilities. 
3. An individual who holds a master's or doctorate degree, who has completed all coursework necessary for licensure by the respective board, and who has applied for a license but has not yet received such license, and who is currently supervised in furtherance of the application for such license, in accordance with requirements or regulations promulgated by DMAS, by one of the licensed practitioners listed in this subsection.
4. An individual who holds a bachelor’s degree in any field and certification as a substance abuse counselor (CSAC) or an individual who holds a bachelor’s degree and is a certified addictions counselor (CAC) who is under the direct supervision of one of the licensed practitioners listed in subdivision A1 or 2 of this subsection.
12VAC30-50-228. Community substance abuse treatment services.
A. Services to be covered shall include crisis intervention, day treatment services in nonresidential settings, intensive outpatient services, and opioid treatment services. These services shall be rendered to Medicaid recipients consistent with the criteria specified in 12VAC30-60-250. Individuals shall not receive any combination of day treatment, opioid treatment, and intensive outpatient services concurrently. To be reimbursed by Medicaid, covered services shall meet the following definitions:
1. Emergency (crisis) intervention. This service shall provide immediate substance abuse care, available 24 hours a day, seven days per week, to assist recipients who are experiencing acute dysfunction requiring immediate clinical attention. This service's objectives shall be to prevent exacerbation of a condition, to prevent injury to the recipient or others, and to provide treatment in the context of the least restrictive setting. This service includes therapeutic intervention, stabilization, and referral assistance over the telephone or face-to-face for individuals seeking services for themselves or others. Services are provided in clinics, offices, homes and other community locations. 
a. An assessment must be conducted to assess the crisis situation. The assessment must document the need for the service.
b. Crisis intervention activities, limited annually to 180 hours, may include short-term counseling designed to stabilize the recipient, providing access to further immediate assessment and follow-up, and linking the recipient with ongoing care to prevent future crises. Crisis intervention services may include office visits, home visits, telephone contacts, and face-to-face support or monitoring or other client-related activities for the prevention of institutionalization.
c. Assessment and counseling may be provided by a Qualified Substance Abuse Professional (QSAP) as defined in 12VAC30-60-180, or a certified prescreener described in 12VAC30-50-226. 
d. Monitoring and face-to-face support may be provided by a QSAP, a certified prescreener, or a paraprofessional. A paraprofessional, as described in 12VAC30-50-226, must be under the supervision of a QSAP and provide services in accordance with a plan of care.
2. Substance abuse day treatment, intensive outpatient, and opioid treatment services. These services shall include the major psychiatric, psychological and psycho-educational modalities to include: individual, group counseling and family therapy; education about the effects of alcohol and other drugs on the physical, emotional, and social functioning of the individual; relapse prevention; occupational and recreational therapy, or other therapies. Family therapy must be focused on the Medicaid eligible individual. To be reimbursed by Medicaid, these covered services shall meet the following definitions:
a. Day treatment services shall be provided in a nonresidential setting and shall be provided in sessions of two or more consecutive hours per day, which may be scheduled multiple times per week to provide a minimum of 20 hours up to a maximum of 30 hours of skilled treatment services per week. This service should be provided to those recipients who do not require the intensive level of care of inpatient or residential services but require more intensive services than outpatient services. Day treatment is the provision of coordinated, intensive, comprehensive, and multidisciplinary treatment to individuals through a combination of diagnostic, medical psychiatric and psychosocial interventions. The maximum annual limit is 1,300 hours. Day treatment services may not be provided concurrently with intensive outpatient services or opioid treatment services.
b. Intensive outpatient services for recipients are provided in a nonresidential setting and may be scheduled multiple times per week, with a maximum of 19 hours of skilled treatment services per week. This service should be provided to those recipients who do not require the intensive level of care of inpatient, residential, or day treatment services, but require more intensive services than outpatient services. Intensive outpatient services are provided in a concentrated manner, and generally involve multiple outpatient visits per week over a period of time for individuals requiring stabilization. These services include monitoring and multiple group therapy sessions during the week, individual and family therapy which are focused on the Medicaid eligible individual. The maximum annual limit is 600 hours. Intensive outpatient services may not be provided concurrently with day treatment services or opioid treatment services.
c. Opioid treatment means an intervention strategy that combines treatment with the administering or dispensing of opioid agonist treatment medication. An individual specific, physician-ordered dose of medication is administered or dispensed either for detoxification or maintenance treatment. Opioid treatment shall be provided in daily sessions with a maximum of 600 hours per year. Day treatment and intensive outpatient services may not be provided concurrently with opioid treatment. Opioid treatment service covers psychological and psycho-educational services. Medication costs for opioid agonists shall be billed separately. An individual-specific, physician-ordered dose of medication may be administered or dispensed either for detoxification or maintenance treatment.
d. Staff qualifications for day treatment, intensive outpatient, and opioid treatment services shall be as follows:
(1) Individual and group counseling, and family therapy, and occupational and recreational therapy must be provided by at least a QSAP.
(2) A QSAP or a paraprofessional, under the supervision of a QSAP, may provide education about the effects of alcohol and other drugs on the physical, emotional and social functioning of the individual, relapse prevention, occupational and recreational activities. A QSAP must be onsite when a paraprofessional is providing services.
(3) Paraprofessionals must participate in supervision as described in 12VAC30-60-250.
B. Evaluations required. Prior to initiation of day treatment, intensive outpatient, or opioid treatment services, an evaluation shall be conducted by at least a QSAP. The minimum evaluation will consist of a structured objective assessment of the impact of substance use or dependence on the recipient’s functioning in the following areas: drug use, alcohol use, legal system involvement, employment and/or school issues, and medical, family-social, and psychiatric issues. If indicated by history or structured assessment, a psychological examination and psychiatric examination shall be included as part of this evaluation. The assessment must be a written report as specified at 12VAC30-60-250 and must document the medical necessity for the service.
C. Consistent with §6403 of the Omnibus Budget Reconciliation Act of 1989, medically necessary substance abuse services shall be covered when prior authorized by DMAS or its designee for individuals younger than 21 years of age when the need for such services has been identified in an EPSDT screening and the above limits have been exceeded.
12VAC30-50-491. Case management services for individuals who have an Axis I substance-related disorder.
A. Target group: The Medicaid eligible recipient shall meet the current DSM diagnostic criteria for an Axis I substance-related disorder. An active client for case management shall mean a recipient for whom there is a plan of care in effect which requires regular direct or recipient-related contacts or communication or activity with the recipient, family or service providers, including at least one face-to-face contact with the recipient every 90 days.
B. Services will be provided to the entire state.
C. Comparability of services: Services are not comparable in amount, duration, and scope. Authority of §1915(g)(1) of the Act is invoked to provide services without regard to the requirements of §1902(a)(10)(B) of the Act.
D. Definition of services: Substance abuse case management services assist recipients in accessing needed medical, psychiatric, psychological, social, educational, vocational, and other supports essential to meeting basic needs. The maximum service limit for case management services is 52 hours per year. Case management services are not reimbursable for recipients residing in institutions, including institutions for mental disease.
Services to be provided shall include:
1. Assessment and planning services, to include developing an Individual Service Plan (does not include performing assessments for severity of substance abuse or dependence, medical, psychological and psychiatric assessment, but does include referral for such assessment);
2. Linking the recipient to services and supports specified in the Individual Service Plan. When available, assessment and evaluation information should be integrated into the Individual Service Plan within two weeks of completion. The Individual Service Plan shall utilize accepted patient placement criteria and shall be fully completed within 30 days of initiation of service;
3. Assisting the recipient directly for the purpose of locating, developing, or obtaining needed services and resources;
4. Coordinating services and service planning with other agencies and providers involved with the recipient; 
5. Enhancing community integration by contacting other entities to arrange community access and involvement, including opportunities to learn community living skills, and use vocational, civic, and recreational services;
6. Making collateral contacts with the recipients' significant others to promote implementation of the service plan and community adjustment;
7. Follow-up and monitoring to assess ongoing progress and to ensure services are delivered; and 
8. Education regarding the need for services identified in the Individualized Service Plan (ISP). 
Nicotine or caffeine abuse or dependence shall not be covered.
E. Qualifications of providers:
1. The provider of substance abuse case management services must meet the following criteria:
a. The enrolled provider must have the administrative and financial management capacity to meet state and federal requirements;
b. The enrolled provider must have the ability to document and maintain individual case records in accordance with state and federal requirements;
c. The enrolled provider must be licensed by DMHMRSAS as a provider of substance abuse case management services.
2. Providers may bill Medicaid for substance abuse case management only when the services are provided by a professional or professionals who meet at least one of the following criteria:
a. At least a bachelor’s degree in one of the following fields (social work, psychology, psychiatric rehabilitation, sociology, counseling, vocational rehabilitation, human services counseling) and has at least one year of substance abuse related clinical experience providing direct services to persons with a diagnosis of mental illness or substance abuse;
b. Licensure by the Commonwealth as a registered nurse or as a practical nurse with at least one year of clinical experience.
c. At least a bachelor’s degree in any field and certification as a substance abuse counselor (CSAC) or has at least a bachelor’s degree in any field and is a certified addictions counselor (CAC).
F. The state assures that the provision of case management services will not restrict a recipient's free choice of providers in violation of §1902(a)(23) of the Act.
1. Eligible recipients shall have free choice of the providers of case management services.
2. Eligible recipients shall have free choice of the providers of other services under the plan.
G. Payment for substance abuse treatment case management services under the Plan does not duplicate payments for other case management made to public agencies or private entities under other Title XIX program authorities for this same purpose.
DOCUMENTS INCORPORATED BY REFERENCE 

Diagnostic and Statistical Manual of Mental Disorders-III-R (DSM-III-R) Fourth Edition DSM-IV-TR.

Length of Stay by Diagnosis and Operation, Southern Region, 1996, HCIA, Inc.

Guidelines for Perinatal Care, 4th Edition, August 1997, American Academy of Pediatrics and the American College of Obstetricians and Gynecologists. 

Virginia Supplemental Drug Rebate Agreement Contract and Addenda. 

Office Reference Manual (Smiles for Children), prepared by DMAS' Dental Benefits Administrator, copyright 2005 (www.dmas.virginia.gov/downloads/pdfs/dental-office_reference_manual_0 6-09-05.pdf). 

Patient Placement Criteria for the Treatment of Substance-Related Disorders (ASAMPPC-2), Second Edition, American Society of Addiction Medicine.
12VAC30-60-180. Utilization review of community substance abuse treatment services.
A. To be eligible to receive these substance abuse treatment services, Medicaid recipients must meet the Diagnostic Statistical Manual diagnostic criteria for an Axis I Substance Use Disorder, with the exception of nicotine or caffeine abuse or dependence. A diagnosis of nicotine or caffeine abuse or dependence alone shall not be sufficient for approval of these services. American Society of Addiction Medicine (ASAM) criteria shall be used to determine the appropriate level of treatment. Referrals for medical examinations shall be made consistent with the Early Periodic Screening and Diagnosis Screening Schedule.
B. Provider qualifications.
1. For Medicaid reimbursed Substance Abuse Day Treatment, Substance Abuse Intensive Outpatient Services, Opioid Treatment Services, a Qualified Substance Abuse Professional (QSAP) is defined as: 
a. An individual who has completed master’s level training in psychology, social work, counseling, or rehabilitation who also either: 
(1) Is certified as a substance abuse counselor by the Virginia Board of Counseling;
(2) Is a certified addictions counselor by the Substance Abuse Certification Alliance of Virginia; or 
(3) Holds any certification from the National Association of Alcoholism and Drug Abuse Counselors, or the International Certification and Reciprocity Consortium/Alcohol and Other Drug Abuse, Inc (IC & RC);
b. An individual licensed by the appropriate board of the Virginia Department of Health Professions as either a professional counselor, clinical social worker, registered nurse, psychiatric clinical nurse specialist, a psychiatric nurse practitioner, marriage and family therapist, clinical psychologist, or physician who is qualified by training and experience in all of the following areas of addiction counseling: clinical evaluation; treatment planning; referral; service coordination; counseling; client, family, and community education; documentation; professional and ethical responsibilities;
c. An individual who is licensed as a substance abuse treatment practitioner by the Virginia Board of Counseling; 
d. An individual who is certified as either a clinical supervisor by the Substance Abuse Certification Alliance of Virginia or as a Master Addiction Counselor by the National Association of Alcoholism and Drug Abuse Counselors or from the International Certification and Reciprocity Consortium/Alcohol and Other Drug Abuse, Inc (IC & RC).
e. An individual who has completed master’s level training in psychology, social work, counseling, or rehabilitation and is certified as a Master Addiction Counselor by the National Association of Alcoholism and Drug Abuse Counselors or from the International Certification and Reciprocity Consortium/Alcohol and Other Drug Abuse, Inc (IC & RC).
f. An individual who has completed a bachelor’s degree and is certified as a Substance Abuse Counselor by the Board of Counseling; 
g. An individual who has completed a bachelor’s degree and is certified as an Addictions Counselor by the Substance Abuse Certification Alliance of Virginia; 
h. An individual who has completed a bachelor’s degree and is certified as a Level II Addiction Counselor by the National Association of Alcoholism and Drug Abuse Counselors or by the International Certification and Reciprocity Consortium/Alcohol and Other Drug Abuse, Inc (IC & RC).
i. If staff providing services meet only the criteria specified in subdivisions 1 f through h of this subsection, they must be supervised every two weeks by a professional who meets one of the criteria specified in subdivisions 1 a through e of this subsection. Supervision shall include documented face-to-face meetings between the supervisor and the professional providing the services. Documentation shall include review and approval of the plan of care for each recipient to whom services were provided but shall not require that the supervisor be onsite at the time the treatment service is provided.
2. In order to provide substance abuse treatment services, a paraprofessional (peer support specialist) must meet the following qualifications: 
a. An associate's degree in one of the following related fields (social work, psychology, psychiatric rehabilitation, sociology, counseling, vocational rehabilitation, human services counseling) and has at least one year of experience providing direct services to persons with a diagnosis of mental illness or substance abuse; 
b. An associate's or higher degree, in an unrelated field and at least three years experience providing direct services to persons with a diagnosis of mental illness, substance abuse, gerontology clients, or special education clients. The experience may include supervised internships, practicums, and field experience. 
c. A minimum of 90 hours classroom training in behavioral health and 12 weeks of experience under the direct personal supervision of a QSAP providing services to persons with mental illness or substance abuse and at least one year of clinical experience (including the 12 weeks of supervised experience). 
d. College credits (from an accredited college) earned toward a bachelor's degree in a human service field that is equivalent to an associate's degree and one year's clinical experience. 
e. Licensure by the Commonwealth as a practical nurse with at least one year of clinical experience. 
3. Paraprofessionals must participate in clinical supervision with a QSAP at least twice a month. Supervision shall include documented face-to-face meetings between the supervisor and the professional providing the services. Supervision may occur individually or in a group. 
4. All providers of substance abuse treatment services must adhere to the requirements of 42 CFR Part 2, Confidentiality of Alcohol and Drug Abuse Patient Records. 
5. Day treatment providers must be licensed by the Virginia Department of Mental Health, Mental Retardation, and Substance Abuse Services as providers of day treatment services. Intensive outpatient providers must be licensed by the Virginia Department of Mental Health, Mental Retardation, and Substance Abuse Services as providers of outpatient substance abuse services. The enrolled provider of opioid treatment services must be licensed as a provider of opioid treatment services by the Department of Mental Health, Mental Retardation and Substance Abuse Treatment Services. 
C. Evaluations/assessments of the recipient shall be required for day treatment, intensive outpatient, and opioid treatment services. A structured interview shall be documented as a written report that provides recommendations substantiated by the findings of the evaluation and shall document the need for the specific service. Evaluations shall be reimbursed as part of day treatment, intensive outpatient, and opioid treatment services. The structured interview must be conducted by a qualified substance abuse professional as defined above. 
D. Individual Service Plan (ISP) for day treatment, intensive outpatient, and opioid treatment services. 
1. An initial ISP must be developed. A comprehensive ISP must be fully developed within 30 calendar days of admission to the service.
2. A comprehensive Individual Service Plan shall be developed with the recipient, in consultation with the individual’s family, as appropriate, and must address: (i) a summary or reference to the evaluation; (ii) short-term and long-term goals and measurable objectives for addressing each identified individually specific need; (iii) services and supports and frequency of service to accomplish the goals and objectives; (iv) target dates for accomplishment of goals and objectives; (v) estimated duration of service; (vi) the role of other agencies if the plan is a shared responsibility and the staff responsible for the coordination and the integration of services, including designated persons of other agencies if the plan is a shared responsibility. The ISP must be reviewed at least every 90-calendar days and must be modified as appropriate.
E. Individuals shall not receive any combination of day treatment, opioid treatment and intensive outpatient services concurrently.
F. Crisis intervention. Admission to crisis intervention services is indicated following a marked reduction in the recipient’s psychiatric, adaptive, or behavioral functioning or an extreme increase in personal distress that is related to the use of alcohol or other drugs. Crisis intervention may be the initial contact with a recipient.
1. The provider of crisis intervention services shall be licensed as a provider of Substance Abuse Outpatient Services by DMHMRSAS. Providers may bill Medicaid for substance abuse crisis intervention only when the services are provided by either a professional or professionals who meet at least one of the criteria listed herein. 
2. Only recipient-related activities provided in association with a face-to-face contact shall be reimbursable.
3. An ISP shall not be required for newly admitted recipients to receive this service. Inclusion of crisis intervention as a service on the ISP shall not be required for the service to be provided on an emergency basis. 
4. Other than the annual service limits, there shall be no restrictions (regarding numbers of contacts or a given time period to be covered) for reimbursement for unscheduled crisis contacts. An ISP must be developed within 30 days of service initiation. 
5. For recipients receiving scheduled, short-term counseling as part of the crisis intervention service, the ISP must reflect the short-term counseling goals. 
6. Crisis intervention services may be provided outside of the clinic and billed, provided the provision of out-of-clinic services is clinically or programmatically appropriate for the recipient’s needs, and it is included on the ISP. Travel by staff to provide out-of-clinic services shall not be reimbursable. Crisis intervention may involve contacts with the family or significant others.
7. Documentation must include the efforts at resolving the crisis to prevent institutional admissions.
12VAC30-60-185. Utilization review of case management.
A. Utilization review: community substance abuse treatment services.
1. The Medicaid recipient shall meet the current Diagnostic Statistical Manual criteria for an Axis I substance-related disorder. Nicotine or caffeine abuse or dependence shall not be covered. 
2. Reimbursement shall be provided only for "active" case management. An active client for case management shall mean an individual for whom there is a plan of care in effect that requires regular direct or client-related contacts or activity or communication with the client or families, significant others, service providers, and others including a minimum of one face-to-face client contact within a 90-day period. 
3. Except for a 30-day period following the initiation of this case management service by the recipient, in order to continue receiving case management services, the Medicaid recipient must be receiving another substance abuse treatment service;
4. Billing can be submitted for an active recipient only for months in which direct or client-related contacts, activity, or communications occur. 
5. There is a maximum annual service limit of 52 hours for case management services. 
6. An initial Individual Service Plan (ISP) must be completed and must document the need for active case management before case management services can be billed. A comprehensive ISP shall be fully developed within 30 days of initiation of this service, which requires regular direct or recipient-related contacts or activity or communication with the recipient or families, significant others, service providers, and others including a minimum of one face-to-face client contact every 90 days. The case manager shall review the ISP every 90 days for the purpose of updating it or otherwise modifying it as appropriate for the recipient’s changing condition. 
7. The ISP shall be updated at least every 90 days or within seven days of a change in the recipient's treatment.
B. Utilization review: substance abuse treatment case management services. 
1. Utilization review general requirements. On-site utilization reviews shall be conducted. Reimbursement shall be provided only for "active" case management clients. An active client for case management shall mean an individual for whom there is a plan of care in effect that requires regular direct or client-related contacts or activity or communication with the client or families, significant others, service providers, and others including a minimum of one face-to-face client contact within a 90-day period. Billing can be submitted only for months in which direct or client-related contacts, activity or communications occur. 
2. The Medicaid eligible individual shall meet the current Diagnostic and Statistical Manual of Mental Disorders criteria for an Axis I Substance Abuse Disorder, with the exception of nicotine or caffeine abuse or dependence. A diagnosis of nicotine or caffeine abuse or dependence alone shall not be sufficient for reimbursement of these services. 
3. The maximum annual limit for substance abuse treatment case management shall be 52 hours per year. Case management shall not be billed for persons in institutions for mental disease. Substance abuse treatment case management shall not be billed concurrently with any other type of Medicaid reimbursed case management.
4. The ISP must document the need for case management and be fully completed within 30 days of initiation of the service and the case manager shall review the ISP every three months. Such reviews must be documented in the client’s record. The review will be due by the last day of the third month following the month in which the last review was completed. If needed a grace period will be granted up to the last day of the fourth month following the month of the last review. When the review was completed in a grace period, the next subsequent review shall be scheduled three months from the month the review was due and not the date of actual review. 
5. The ISP shall be updated at least annually. 
6. The provider of case management services shall be licensed by DMHMRSAS as a provider of case management services. 
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12VAC30-80-32. Reimbursement for substance abuse services.
1. Outpatient psychotherapy services for assessment and evaluation or treatment of substance abuse furnished by physicians shall be reimbursed using the methodology in 12VAC30-80-190. For nonphysicians, they shall be reimbursed at the same levels specified in 12VAC30-50-140 and 12VAC30-50-150. 
2. Rates for other substance abuse services shall be based on the agency fee schedule for 15 minute units of service. The Medicaid and commercial rates for similar services as well as the cost for providing services shall be considered when establishing the fee schedules so that payments shall be consistent with economy, efficiency, and quality of care. For each level of professional necessary to provide services described in 12VAC30-50-228 and 12VAC30-50-491, separate rates shall be established for licensed professionals, qualified substance abuse professionals (QSAP) and paraprofessionals. The same rates shall be paid to public and private providers.
12VAC30-120-310. Services exempted from MEDALLION referral requirements.

A. The following services shall be exempt from the referral requirements of MEDALLION: 

1. Obstetrical and gynecological services (pregnancy and pregnancy related); 

2. Psychiatric and psychological services, to include but not be limited to mental health, mental retardation services; 

3. Family planning services; 

4. Routine newborn services; 

5. Annual or routine vision examinations (under age 21); 

6. Emergency services; 

7. EPSDT well-child exams; 

8. Immunizations (health departments only); 

9. All school health services provided pursuant to the Individuals with Disabilities Education Act (IDEA); 

10. Services for the treatment of sexually transmitted diseases; 

11. Targeted case management services; 

12. Transportation services; 

13. Pharmacy services; 

14. Substance abuse treatment for pregnant women services; and 

15. MR waiver services and MH community rehabilitation services. 

B. While reimbursement for these services may not require a referral, an authorization, or a referral and an authorization by the PCP, the PCP must continue to track and document them to ensure continuity of care. 

12VAC30-120-380. Medallion II MCO responsibilities. 

A. The MCO shall provide, at a minimum, all medically necessary covered services provided under the State Plan for Medical Assistance and further defined by written DMAS regulations, policies and instructions, except as otherwise modified or excluded in this part. 

1. Nonemergency services provided by hospital emergency departments shall be covered by MCOs in accordance with rates negotiated between the MCOs and the emergency departments. 

2. Services that shall be provided outside the MCO network shall include those services identified and defined by the contract between DMAS and the MCO. Services reimbursed by DMAS include dental and orthodontic services for children up to age 21; for all others, dental services (as described in 12VAC30-50-190), school health services (as defined in 12VAC30-120-360) and community mental health services (rehabilitative, targeted case management and the following substance abuse services) treatment services: emergency services (crisis); intensive outpatient services; day treatment services; substance abuse case management services; and opioid treatment services) as defined in 12VAC30-50-228 and 12VAC30-50-491. 

3. The MCOs shall pay for emergency services and family planning services and supplies whether they are provided inside or outside the MCO network. 

B. Except for those services specifically carved out in subsection A of this section, EPSDT services shall be covered by the MCO. The MCO shall have the authority to determine the provider of service for EPSDT screenings.

C. The MCOs shall report data to DMAS under the contract requirements, which may include data reports, report cards for clients, and ad hoc quality studies performed by the MCO or third parties. 

D. Documentation requirements. 

1. The MCO shall maintain records as required by federal and state law and regulation and by DMAS policy. The MCO shall furnish such required information to DMAS, the Attorney General of Virginia or his authorized representatives, or the State Medicaid Fraud Control Unit on request and in the form requested. 

2. Each MCO shall have written policies regarding enrollee rights and shall comply with any applicable federal and state laws that pertain to enrollee rights and shall ensure that its staff and affiliated providers take those rights into account when furnishing services to enrollees in accordance with 42 CFR 438.100. 

E. The MCO shall ensure that the health care provided to its clients meets all applicable federal and state mandates, community standards for quality, and standards developed pursuant to the DMAS managed care quality program. 

F. The MCOs shall promptly provide or arrange for the provision of all required services as specified in the contract between the state and the contractor. Medical evaluations shall be available within 48 hours for urgent care and within 30 calendar days for routine care. On-call clinicians shall be available 24 hours per day, seven days per week. 

G. The MCOs must meet standards specified by DMAS for sufficiency of provider networks as specified in the contract between the state and the contractor. 

H. Each MCO and its subcontractors shall have in place, and follow, written policies and procedures for processing requests for initial and continuing authorizations of service. Each MCO and its subcontractors shall ensure that any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested, be made by a health care professional who has appropriate clinical expertise in treating the enrollee's condition or disease. Each MCO and its subcontractors shall have in effect mechanisms to ensure consistent application of review criteria for authorization decisions and shall consult with the requesting provider when appropriate. 

I. In accordance with 42 CFR 447.50 through 42 CFR 447.60, MCOs shall not impose any cost sharing obligations on enrollees except as set forth in 12VAC30-20-150 and 12VAC30-20-160. 

J. An MCO may not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of an enrollee who is his patient in accordance with 42 CFR 438.102. 

K. An MCO that would otherwise be required to reimburse for or provide coverage of a counseling or referral service is not required to do so if the MCO objects to the service on moral or religious grounds and furnishes information about the service it does not cover in accordance with 42 CFR 438.102. 
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