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Via Electronic Submission: 1115Implementation@dmas.virginia.gov  

October 19, 2018 

Susan Puglisi 

Virginia Department of Medical Assistance Services 

Attn: Virginia COMPASS 

600 E Broad Street 

Richmond, VA 23219 

 

RE: Virginia Creating Opportunities for Medicaid Participants to Achieve Self-Sufficiency (COMPASS) 

Application public comment 

Gentlepersons;  

Introduction 

Faculty and research staff of the Milken Institute School of Public Health at the George Washington 

University appreciate this opportunity to comment on the above-captioned document describing 

Virginia’s proposed Medicaid work experiment under § 1115 of the Social Security Act.   

On June 7, 2018, Virginia Governor Ralph Northam signed the 2018 Virginia Acts of Assembly -  

Chapter 2 (“the Act”). The Act authorized the Virginia Department of Medical Assistance Services 

(“DMAS”) to amend Virginia’s Medicaid State Plan to allow for expansion of the state’s Medicaid program 

to non-pregnant adults ages 19 to 64 with incomes up to 138% of the Federal Poverty Level (“FPL”) 

previously ineligible under a traditional Medicaid category covering working age adults.  The expansion is 

set to take effect on January 1, 2019.  

The Act also directed DMAS to submit an 1115 waiver request to add new features to the Medicaid 

program “designed to empower individuals to improve their health and well-being and gain employer-

sponsored coverage or other commercial health insurance coverage….”1  

The Act goes into some detail regarding what should be included in the demonstration project waiver 

application. For example, the Act states the demonstration project must provide for the establishment of 

the Training, Education, Employment and Opportunity Program (“TEEOP”) for adults between the ages of 

19 and 64 enrolled in Medicaid. Furthermore, the Act states the TEEOP must include provisions for 

gradually escalating participation requirements, eventually reaching 80 hours per month of approved 

training, education, employment or other permissible community engagement. An enrollee who is subject 

to the requirement and who fails to meet these participation requirements under the TEEOP during any 

three months out of the 12-month period beginning on the first day of enrollment will lose Medicaid 

coverage for the remainder of the 12-month period.  

The Act does, however, list several exemption categories. These categories include: (1) children under 

the age of 18 or individuals under the age of 19 who are participating in secondary education; (2) 

individuals age 65 years and older; (3) individuals who qualify for medical assistance services due to 

                                                           
1 2018 Virginia Acts of Assembly - Chapter 2. Available at 
https://budget.lis.virginia.gov/item/2018/2/HB5002/Enrolled/1/303/.   
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blindness or disability, including individuals who receive services pursuant to a § 1915 waiver; (4) 

individuals residing in institutions; (5) individuals determined to be medically frail; (6) individuals 

diagnosed with serious mental illness; (7) pregnant and postpartum women; (8) former foster children 

under the age of 26; (9) individuals who are the primary caregiver for a dependent, including a dependent 

child or adult dependent with a disability; and (10) individuals who already meet the work requirements 

of the TANF or SNAP programs.  

 

The Governor Should Defer Submission of Any Proposal Until the Courts Have Ruled Definitively that 

the HHS Secretary Has the Power Under § 1115 to Approve Experiments that Impose Sweeping Eligibility 

Restrictions without Any Evidence of Offsetting Gains in Access to Other, Equally Appropriate Forms of 

Health Insurance  

We recognize that under state law Governor Northam may be obligated to submit a proposal that 

contains the elements specified in the Act.  Clearly however, state laws cannot operate in contravention 

of federal law.  In our view, the HHS Secretary lacks the legal authority to approve any § 1115 Medicaid 

experiment in which there is overwhelming evidence of potential loss of coverage, as well as the virtual 

absence of evidence to justify the assertion that the experiment will produce significant, offsetting gains 

in other forms of health insurance, whether through employer-sponsored plans or as a result of income 

gains that trigger access to Marketplace subsidies.  

 In our view, there are two fundamental flaws with this (or any other) mandatory Medicaid work 

demonstration.  First, there is virtually no evidence that the threat to withdraw Medicaid unless complex 

work and reporting requirements are satisfied will result in increased income from employment or 

improved access to other forms of health insurance. (As the court pointed out in Stewart v. Azar, the 

health effects of work are, in the context of 1115 authority, simply not relevant, since the purpose of 

Medicaid is to provide insurance coverage).2  Second, we now have ample evidence from the Arkansas 

experiment that work and reporting restrictions will result in the widespread loss or denial of coverage by 

people who cannot satisfy the hourly work or “community engagement” requirements or are unable to 

navigate complex documentation and reporting systems used to determine who is subject to the 

requirement and who is exempt, and to prove ongoing compliance.   

As our research in a recent amicus brief to the United States District Court in Stewart v. Azar makes 

clear, a state experiment that adds complex and restrictive conditions of eligibility to Medicaid, such as 

those required under state law, can be expected to result in large-scale coverage loss.3  Such a 

demonstration also can be expected to carry large-scale spillover consequences for community health 

systems and safety net clinics, resulting in the loss of substantial revenue and the reduction of both 

                                                           
2 Stewart v. Azar, 313 F. Supp. 3d 237, 266 (D.D.C. 2018).   
3 Stewart v. Azar, Brief for Deans, Chairs and Scholars as Amici Curiae in Support of Plaintiffs, available at 
https://publichealth.gwu.edu/sites/default/files/downloads/HPM/Kentucky%20Medicaid%20Proposed%20Amici%
20Curiae%20Brief.pdf; see also Ku, L. & Brantley, E. (2018). Medicaid Work Requirements: Who’s At Risk?. Health 
Affairs Blog. Available at https://www.healthaffairs.org/do/10.1377/hblog20170412.059575/full/.  
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https://publichealth.gwu.edu/sites/default/files/downloads/HPM/Kentucky%20Medicaid%20Proposed%20Amici%20Curiae%20Brief.pdf
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services and staff.4  The adverse effects of such experiments are now on view in Arkansas, where 

beneficiaries currently are losing coverage at a rate of more than 4000 per month – roughly 25 percent of 

the non-exempt population.5  

In our view, because these demonstrations trigger large coverage losses and rest on virtually no 

evidentiary record sufficient to show offsetting insurance gains, they fall outside the scope of § 1115 of 

the Social Security  Act, whose purpose is to promote Medicaid’s coverage objectives, not destroy them.6  

For this reason, we believe that the Governor would be acting within his legal powers were he to 

determine, based on the Stewart decision, that until the state can amass an evidentiary record sufficient 

to show gains that substantially outweigh projected coverage losses, or until the courts rule otherwise, 

the federal government has no power to approve Virginia’s work demonstration and therefore, that he 

cannot seek permission to move forward.  Doing so in the face of such legal uncertainty risks considerable 

waste of state resources in connection with all of the work that goes into obtaining necessary federal 

approvals and implementing such a complex program.  

Early Data of Extensive Coverage Losses From Arkansas’ Community Engagement Program Show the 

Need to Defer Submission of Any Proposal.  

While four states have been approved to condition Medicaid eligibility on meeting work and reporting 

requirements, Arkansas became the first state to implement this type of 1115 demonstration on June 1, 

2018. Since then, state data for August 2018 provided the first insight of the impact such a proposal has 

on beneficiaries. Arkansas Works requires non-exempt enrollees to engage in 80 hours of work or other 

qualifying activities each month and to report work exemption status using an online portal.7 As of 

September 9, 2018, of the 60,012 Arkansas Works enrollees subject to the work requirement in the month 

of August, over 4,300 lost Medicaid coverage for failure to meet work and reporting requirements for 

three months.8 Noted in the second round of reports released by the state on October 15, 2018, an 

additional 4,109 individuals (of 76,222 individuals subject to the requirements in the month of September) 

were disenrolled from coverage for three months of non-compliance. Another, 4,841 enrollees are at risk 

of losing coverage if they do not meet the work and reporting requirement for an additional month.9 

                                                           
4 Stewart, Amicus Br. of Deans, Chairs & Scholars at 22-23; see also Shin, P., Sharac, J., & Rosenbaum, S. (2018). 
Kentucky’s Medicaid Work Requirements: The Potential Effects On Community Health Centers. Health Affairs Blog. 
Available at https://www.healthaffairs.org/do/10.1377/hblog20180412.955253/full/.  
5 Ku, L., & Brantley, E. (2018). A First Glance at Medicaid Work Requirements in Arkansas: More Than One-Quarter 
Did Not Meet Requirement. Health Affairs Blog. Available at 
https://www.healthaffairs.org/do/10.1377/hblog20180812.221535/full/.  
6 See Stewart, 313 F. Supp. 3d at 265 (“[The Secretary] failed to consider adequately a salient purpose of Medicaid 
and, thus, an important aspect of the problem.”) (internal quotation marks omitted).  
7 Arkansas Works Demonstration Approval. March 2018. Available at https://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Waivers/1115/downloads/ar/ar-works-ca.pdf.  
8 Arkansas Department of Human Services. Arkansas Works Program. August 2018 Report. Available at 
https://humanservices.arkansas.gov/images/uploads/newsroom/091218_AWReport_Final.pdf.   
9Arkansas Department of Human Services. Arkansas Works Program. September 2018 Report. Available at 
http://d31hzlhk6di2h5.cloudfront.net/20181015/d9/50/39/04/d3b5bd23a6cef7ccec3e4716/101518_AWreport.pd
f.   

 

https://www.healthaffairs.org/do/10.1377/hblog20180412.955253/full/
https://www.healthaffairs.org/do/10.1377/hblog20180812.221535/full/
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/ar-works-ca.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/ar/ar-works-ca.pdf
https://humanservices.arkansas.gov/images/uploads/newsroom/091218_AWReport_Final.pdf
http://d31hzlhk6di2h5.cloudfront.net/20181015/d9/50/39/04/d3b5bd23a6cef7ccec3e4716/101518_AWreport.pdf
http://d31hzlhk6di2h5.cloudfront.net/20181015/d9/50/39/04/d3b5bd23a6cef7ccec3e4716/101518_AWreport.pdf


4 
 

In Virginia’s proposal, the Commonwealth estimates that roughly 120,000 enrollees will not be 

exempt and thus will be subject to the requirements.10 If the early results coming out of Arkansas are any 

indication, a significant number of Virginia Medicaid recipients are at risk of losing coverage. Considering 

the extensively documented consequences of coverage loss on low-income individuals, including 

worsening health outcomes and reduced financial security and access to care,11 the likely impact of 

Virginia enrollees failing to meet the requirements can be substantial. Therefore, Governor Northam 

should defer submission of any proposal until the courts rule definitively on this issue.  

Should the Governor Decide to Proceed Forward with the Demonstration, There Are Still Several Ways 

to Mitigate the Risk of Harm to Medicaid Beneficiaries While Complying with the Directives Outlined 

in the Act.  

Should the Governor determine that he must proceed forward, we believe that he has discretion to 

mitigate the damage it will cause.  First, he can slow the phase-in of the TEEOP by phasing in groups of 

enrollees by age, thereby delaying its effects on older Medicaid-eligible residents who are least likely to 

be able to satisfy substantial work requirements and most likely to need health care.  Second, the 

Governor can invoke a broad definition of medical frailty, thus protecting Medicaid recipients suffering 

from chronic illness who would not otherwise be covered by narrow definitions utilized by other states. 

Third, the Governor can propose a system of automatic exemptions, utilizing claims processing data to 

determine who qualifies for an exemption under the program.  

I. Phasing in the TEEOP By Age  

Pursuant to the Act, Virginia will make participation in the work and community engagement 

program, TEEOP, a condition of eligibility for all Medicaid enrollees, between ages 19 and 64 with incomes 

up to 138% of the FPL, who do not otherwise qualify for an exemption. Although the Act specifies the 

segments of the population subject to participation in TEEOP, flexibility remains as to how Governor 

Northam can implement the program. One strategy Virginia should pursue is phasing in the TEEOP by age 

group, thus protecting enrollees who are most likely to face issues finding and maintaining employment 

and complying with other possible requirements of the program. Employment rates begin to fall for 

Medicaid enrollees over the age of 50, and only a minority of enrollees in the age range of 60 to 64 work.12 

Retirement is one of many reasons enrollees in their 60s are more likely to be out of work. “About 68% of 

all current retirees retired before age 65, and nearly half of Social Security retirees claim benefits before 

age 65.”7 For other older adults in their 50s and 60s, chronic health conditions can pose a barrier to work 

                                                           
10 Virginia COMPASS Extension Application. September 2018. Available at 
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final
%20for%20comment%20v2.pdf.   
11 Katch, H., Wagner, J., & Aron-Dine, A. (2018). Taking Medicaid Coverage Away From People Not Meeting Work 
Requirements Will Reduce Low-Income Families’ Access to Care and Worsen Health Outcomes. Available at 
https://www.cbpp.org/research/health/taking-medicaid-coverage-away-from-people-not-meeting-work-
requirements-will-reduce. Accessed October 15, 2018.   
12 Center on Budget and Policy Priorities. (2018). Harm to Older Americans From Taking Away Medicaid for Not 
Meeting Work Requirements. Available at https://www.cbpp.org/research/health/harm-to-older-americans-from-
taking-away-medicaid-for-not-meeting-work-requirements. Accessed October 15, 2018.  

 

http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final%20for%20comment%20v2.pdf
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final%20for%20comment%20v2.pdf
https://www.cbpp.org/research/health/taking-medicaid-coverage-away-from-people-not-meeting-work-requirements-will-reduce
https://www.cbpp.org/research/health/taking-medicaid-coverage-away-from-people-not-meeting-work-requirements-will-reduce
https://www.cbpp.org/research/health/harm-to-older-americans-from-taking-away-medicaid-for-not-meeting-work-requirements
https://www.cbpp.org/research/health/harm-to-older-americans-from-taking-away-medicaid-for-not-meeting-work-requirements
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if their conditions13 are not controlled through treatment or if they are unable to receive accommodations 

for their physical limitations.7 This is particularly important since people with low incomes are more likely 

to work physically demanding jobs.14 Depending on the type and severity of their conditions, individuals 

in this age group may still find it difficult to maintain steady employment to the degree sufficient to meet 

work and community engagement requirements. If their conditions are not recognized as qualifying for 

an exemption, older adults risk non-compliance and subsequent coverage loss.  

Furthermore, older Medicaid recipients may face an additional barrier to complying with TEEOP 

should Virginia decide to use an online-based reporting system like the one currently being used in 

Arkansas. While internet use among all U.S. adults has increased over the last decade, adults 50 years and 

older still experience gaps in internet adoption and access (home broadband). Specifically, “racial 

minorities … rural residents, and those with lower levels of education and income are less likely to have 

broadband service at home.”15 In an analysis done by Kaiser Family Foundation looking at Arkansas’ recent 

experience implementing a community engagement program, enrollees reported lack of computer 

literacy and internet access as barriers to setting up an online reporting account and thus complying with 

the reporting requirements.16 Considering the shocking number of disenrollments occurring in Arkansas, 

program features and design in Virginia need to be carefully weighed in order to minimize the potentially 

harmful effects of the proposal.  

Low-income adults, particularly older adults, are a vulnerable population that must be safeguarded 

against the harmful effects of any proposal that conditions Medicaid eligibility on participation in a 

community engagement program. Because low-income older adults face an increased risk for poorer 

health status, low employment rates and difficulty accessing the internet, Governor Northam should 

prioritize applying TEEOP requirements to younger, healthier adult enrollees and phase in subsequent age 

groups with lower employment rates. 

 

II. Broaden the Definition of Medical Frailty 

 

Virginia plans to exempt medically frail individuals from community engagement requirements. 17 

Governor Northam should use a broad definition of medical frailty for exemption determination to reduce 

                                                           
13 Rosenbaum et. al. (2018). Medicaid Work Demonstrations: What is At Stake for Older Adults? Commonwealth 
Fund. Available at https://www.commonwealthfund.org/blog/2018/medicaid-work-demonstrations-what-stake-
older-adults. Accessed October 15, 2018.  
14 Musumeci, M., Foutz, J., & Garfield, R. (2018). How Might Older Nonelderly Medicaid Adults with Disabilities Be 
Affected By Work Requirements in Section 1115 Waivers? Kaiser Family Foundation. Available at 
https://www.kff.org/medicaid/issue-brief/how-might-older-nonelderly-medicaid-adults-with-disabilities-be-
affected-by-work-requirements-in-section-1115-waivers/. Accessed October 15, 2018. 
15 Pew Research Center. (2018). Internet/Broadband Face Sheet. Available at http://www.pewinternet.org/fact-
sheet/internet-broadband/.   
16Musumeci, M., Rudowitz, R., & Hall, C. (2018). An Early Look at Implementation of Medicaid Work Requirements 
in Arkansas. Available at https://www.kff.org/medicaid/press-release/the-implementation-of-work-requirements-
in-arkansas-has-been-complex-and-many-medicaid-enrollees-are-not-aware-of-new-rules-or-face-obstacles-in-
complying/.   
17 Virginia Department of Medical Assistance Services (2018). 1115 Demonstration Extension Application. 
Retrieved from 

 

https://www.commonwealthfund.org/blog/2018/medicaid-work-demonstrations-what-stake-older-adults
https://www.commonwealthfund.org/blog/2018/medicaid-work-demonstrations-what-stake-older-adults
https://www.kff.org/medicaid/issue-brief/how-might-older-nonelderly-medicaid-adults-with-disabilities-be-affected-by-work-requirements-in-section-1115-waivers/
https://www.kff.org/medicaid/issue-brief/how-might-older-nonelderly-medicaid-adults-with-disabilities-be-affected-by-work-requirements-in-section-1115-waivers/
http://www.pewinternet.org/fact-sheet/internet-broadband/
http://www.pewinternet.org/fact-sheet/internet-broadband/
https://www.kff.org/medicaid/press-release/the-implementation-of-work-requirements-in-arkansas-has-been-complex-and-many-medicaid-enrollees-are-not-aware-of-new-rules-or-face-obstacles-in-complying/
https://www.kff.org/medicaid/press-release/the-implementation-of-work-requirements-in-arkansas-has-been-complex-and-many-medicaid-enrollees-are-not-aware-of-new-rules-or-face-obstacles-in-complying/
https://www.kff.org/medicaid/press-release/the-implementation-of-work-requirements-in-arkansas-has-been-complex-and-many-medicaid-enrollees-are-not-aware-of-new-rules-or-face-obstacles-in-complying/
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the number of people who lose access to the care they need. As demonstrated in Arkansas, the 

implementation of such community engagement requirements can lead to thousands of people becoming 

uninsured.18 Virginia can prevent its citizens in need of care from experiencing such an interruption in 

their coverage and regular service use by exempting any person with a chronic health condition who 

benefits from ongoing health care. The federal government’s definition of medical frailty was designed to 

create a minimum level of inclusivity so that states could tailor the definition to meet their own needs.19 

Given the increase in requirements to receive Medicaid, Governor Northam should likewise increase the 

expansiveness of Virginia’s frailty definition to protect its citizens who may bear negative health 

consequences under the change. Indeed, Virginia appears to be on the right track. The Virginia 1115 

Demonstration Extension Application explains that medically frail individuals include, but are not limited 

to, individuals with a substance use disorder diagnosis, “with serious and complex medical conditions, … 

with a physical, intellectual or developmental disability,” with “special medical needs” and/or who receive 

“long-term services and supports.”20 Though this definition seems appropriately broad, it would be useful 

for Virginia to include details on how it determines whether an individual meets the threshold for medical 

frailty. To ensure that the medical frailty definition is not merely a replication of the disability definition, 

Virginia should use a generous and explicit set of criteria in its determination process.21  

Virginia also should specify the mechanisms through which it will determine medical frailty. Requiring 

individuals to make an appointment with a doctor for a determination would be inefficient, costly, and 

burdensome for all involved parties. Other states have employed numerous means for determination that 

Virginia could consider in lieu of a special in-person appointment. A review of 14 states that have 

expanded Medicaid and offer an alternative benefit plan found that 10 states incorporate self-reporting 

into their frailty determination process, and 3 states review claims data to assess frailty status.22 Some 

states use multiple procedures to determine frailty. For example, Iowa assesses medically frail status 

through the individual’s completion of a questionnaire, a referral from a care provider, and a quarterly 

                                                           
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final
%20for%20comment%20v2.pdf  
18 Hellmann, J. (2018). 4,000 more people lose Medicaid coverage in Arkansas under new work requirements. The 
Hill. Available at https://thehill.com/policy/healthcare/411462-4000-more-people-lose-medicaid-coverage-in-
arkansas-under-new-work  
19 42 CFR 440.315(f); National Council for Behavioral Health (2015). Lessons from the Field: Effective Identification 
and Enrollment of Medically Frail Individuals. Available at https://nationaldisabilitynavigator.org/wp-
content/uploads/state-resources/NCBH_Medically-Frail_Oct-27-2015.pdf  
20 Virginia Department of Medical Assistance Services (2018). 1115 Demonstration Extension Application. Available 
at 
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final
%20for%20comment%20v2.pdf  
21 National Council for Behavioral Health & Community Catalyst (2015). Promoting Effective Identification of 
Medically Frail Individuals Under Medicaid Expansion. Available at https://www.thenationalcouncil.org/wp-
content/uploads/2015/07/15_Medically-Frail-Issue-Brief-v4.pdf 
22 Mosbach, P. & Campanelli, S. (2017). State Differences in the Application of Medical Frailty Under the Affordable 
Care Act: 2017 Update. Commonwealth Medicine. Available at 
https://escholarship.umassmed.edu/cgi/viewcontent.cgi?article=1028&context=commed_pubs  

 

http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final%20for%20comment%20v2.pdf
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final%20for%20comment%20v2.pdf
https://thehill.com/policy/healthcare/411462-4000-more-people-lose-medicaid-coverage-in-arkansas-under-new-work
https://thehill.com/policy/healthcare/411462-4000-more-people-lose-medicaid-coverage-in-arkansas-under-new-work
https://nationaldisabilitynavigator.org/wp-content/uploads/state-resources/NCBH_Medically-Frail_Oct-27-2015.pdf
https://nationaldisabilitynavigator.org/wp-content/uploads/state-resources/NCBH_Medically-Frail_Oct-27-2015.pdf
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final%20for%20comment%20v2.pdf
http://www.dmas.virginia.gov/files/links/1803/Virginia%201115%20Waiver%20Application%209.19.2018%20final%20for%20comment%20v2.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2015/07/15_Medically-Frail-Issue-Brief-v4.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2015/07/15_Medically-Frail-Issue-Brief-v4.pdf
https://escholarship.umassmed.edu/cgi/viewcontent.cgi?article=1028&context=commed_pubs
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retrospective review of medical claims data.23 For Virginia, a retrospective analysis of claims data would  

(1) allow the Commonwealth to establish regular use of care to fit with the above-mentioned definition 

of medical frailty in which all individuals with a chronic condition who receive ongoing care qualify; (2) 

provide a clear and transparent determination process; (3) reduce the logistical and administrative burden 

on sick individuals; and (4) enable care providers to spend their time providing care rather than conducting 

assessments. Alternatively, Virginia could achieve these same four outcomes by asking providers to 

identify all beneficiaries currently receiving care for conditions that are ambulatory care sensitive. 

III. Institute an Automated Exemption System Tied to Claims Data Review of Patient Care  

Similarly, Virginia should automate exemptions using administrative and claims data to ensure people 

who should qualify as exempt do not become subject to community engagement requirements due to 

procedural hurdles. For example, individuals with mental health disorders may experience negative health 

outcomes due to their illnesses interfering with their ability to navigate bureaucratic processes.24 To 

address this issue, the Commonwealth could automatically conduct retrospective claims analyses for 

determination of medical frailty for all Medicaid enrollees, identify individuals who meet the state’s 

threshold for frailty, and deem these individuals exempt from community engagement requirements. 

Arkansas was able to identify individuals who were presumed to be exempt from community engagement 

requirements and mailed them letters indicating their exempt status, finding that, despite the State’s 

limited knowledge of individuals’ exemption status, about 60,000 of the 99,000 individuals aged 30-49 

would be exempt from the requirements.25 Given the large proportion of individuals identified by 

Arkansas, it would be useful for Virginia to similarly identify exempt persons. There are numerous 

examples of public and private programs using automated enrollment strategies that Virginia can look to 

for precedent and implementation ideas.26 For example, Iowa’s quarterly review of claims data for frailty 

determinations provides a useful model upon which Virginia can build. In general, Governor Northam 

should focus on minimizing the instances in which an individual who is exempt is assumed to be non-

exempt and faces preventable negative outcomes.  

Conclusion  

Governor Northam should defer submission of any proposal until the courts have ruled 

definitively on this issue. However, should the Governor decide to nevertheless proceed with submission 

of the proposal, there are still several ways the Governor can soften its potential detrimental impact. 

                                                           
23 National Council for Behavioral Health & Community Catalyst (2015). Promoting Effective Identification of 
Medically Frail Individuals Under Medicaid Expansion. Available at https://www.thenationalcouncil.org/wp-
content/uploads/2015/07/15_Medically-Frail-Issue-Brief-v4.pdf  
24 CBPP (2018). Harm to People With Mental Health Conditions From Taking Away Medicaid for Not Meeting Work 
Requirements. Available at https://www.cbpp.org/research/health/harm-to-people-with-mental-health-
conditions-from-taking-away-medicaid-for-not; Frank, R. & Glied, S. (2018). Work Requirements in Medicaid for 
People With Mental Illnesses and Substance Use Disorders. Available at 
https://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.201800126  
25 Hardy, B. (2018). Work requirement notices going out to first round of AR Works beneficiaries this week, DHS 
says. Arkansas Times. Available at https://www.arktimes.com/ArkansasBlog/archives/2018/05/07/work-
requirement-notices-going-out-to-first-round-of-ar-works-beneficiaries-this-week-dhs-says  
26 Dorn, S. (2009). Express Lane Eligibility and Beyond: How Automated Enrollment Can Help Eligible Children 
Receive Medicaid and CHIP. Urban Institute. Available at 
http://webarchive.urban.org/UploadedPDF/411879_eligible_children.pdf  

https://www.thenationalcouncil.org/wp-content/uploads/2015/07/15_Medically-Frail-Issue-Brief-v4.pdf
https://www.thenationalcouncil.org/wp-content/uploads/2015/07/15_Medically-Frail-Issue-Brief-v4.pdf
https://www.cbpp.org/research/health/harm-to-people-with-mental-health-conditions-from-taking-away-medicaid-for-not
https://www.cbpp.org/research/health/harm-to-people-with-mental-health-conditions-from-taking-away-medicaid-for-not
https://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.201800126
https://www.arktimes.com/ArkansasBlog/archives/2018/05/07/work-requirement-notices-going-out-to-first-round-of-ar-works-beneficiaries-this-week-dhs-says
https://www.arktimes.com/ArkansasBlog/archives/2018/05/07/work-requirement-notices-going-out-to-first-round-of-ar-works-beneficiaries-this-week-dhs-says
http://webarchive.urban.org/UploadedPDF/411879_eligible_children.pdf
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Phasing the implementation of the TEEOP program by age would protect vulnerable Medicaid recipients 

who face the most difficulty finding and maintaining employment. Utilizing a broad definition of medical 

frailty would protect those suffering from chronic illnesses that prevent them from meeting the monthly 

hourly requirement. And a system of automated exemptions using claims processing data would ensure 

administrative hurdles do not serve as barriers to those who would otherwise qualify for an exemption. 

These three approaches will not foreclose the possibility of harm, but they will go a long way to mitigate 

the risk of harm to the most vulnerable Medicaid recipients in Virginia.  
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