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200.000 DEFINITIONS

Provider-Led Arkansas Shared Savings Entity (PASSE)

A Risk Based Provider Organization (RBPO) in Arkansas that has enrolled in Medicaid and
meets the following requirements:

A. 15 51% owned by participating providers; and
B. Has the following Members or Owners:

1. An Arkansas licensed or certified direct service provider of Developmental
Disabilities {DD) services;

2.  An Arkansas licensed or certified direct service provider of Behavioral Health (BH)
services;

3.  An Arkansas licensed hospital or hospital services organizations;
4.  An Arkansas licensed physician's practice; and
5. A Pharmacist who is licensed by the Arkansas State Board of Pharmacy.

Risk-based Provider Organization (RBPO)

An entity that is licensed by the Insurance Commissioner under Act 775 of 2017 and the risk-
based provider organization rules.

Participating Provider

An organization or individual that is a member of or has an ownership interest in a PASSE and
delivers healthcare services to beneficiaries attributed to a PASSE.

Direct Service Provider

An organization or individual that delivers healthcare services to beneficiaries attributed to a
PASSE. Participating providers can be direct service providers.

The Act

Title XIX of the Social Security Act.

Enrollment

A RBPO's successful completion of all requirements to become a Medicaid PASSE provider.
Attribution

The method by which DHS assigns a beneficiary to a PASSE.
Transition

The movement of a beneficiary from one PASSE to another.
Abeyance

A temporary suspension of PASSE services, due to:

A.  Atemporary loss of Medicaid eligibility;

B. Placement in a setting excluded from the PASSE; or

C. Failure of the beneficiary or guardian to maintain contact with the PASSE for more than
forty-five (45) days.
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Closure

A determination by DHS that a beneficiary is no longer eligible to receive PASSE services.
Medical/Quality Management Committee

A committee developed by the PASSE to oversee Quality Assurance of PASSE services.
Referral Network

The Direct Service Providers that join the PASSE.

Telemedicine

For the purpose of this manual, telemedicine refers to the use of any video conferencing
software to make a face-to-face care coordination contact.

210.000 ATTRIBUTION, ENROLLMENT, TRANSITIONING AND

CLOSURE

211.000 PASSE Enroliment Eligibility 10-1-17

To be eligible to enroll as a Provider-Led Arkansas Shared Savings Entity {PASSE) with
Arkansas Medicaid, the entity must:

A. Belicensed by the Arkansas Insurance Department (AlD) as a risk-based provider
organization under Act 775 and the risk-based provider organization regulations issued by
the Insurance Commissioner;

B. Demonstrate a network adequate to ensure coverage of services as outlined in Section
230.000 of this manuat;

C. Have the ability to provide care coordination to attributed beneficiaries who have been
identified by the Department of Human Services (DHS) as requiring Tier |l and Tier Il
levels of BH and DD services beginning on October 1, 2017,

D. Sign the Provider-Led Arkansas Shared Savings Entity (PASSE} Agreement to operate as
a PASSE provider type and agree to adhere to all requirements of this Manual and any
applicable federal regulations; and

E. Successfully complete the Readiness Review outlined in Section 212.000 of this manual.

212.000 Readiness Review 10-1-17

The PASSE must provide the following items for review and approval by DHS:
Beneficiary handbook,

Referral network directory,

Composition of and by-laws for the Medical/Quality Management Committee,
Key staff members and organizational charts,

Marketing materials,

Proof of 24 hour a day 7 days a week access to care coordination,

@ " Mmoo W »

Proof of hiring and training an adequate number of care coordinators,
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H.
l.

J.
K.

213.000

213.100
A.

Proof of the ability to manage and maintain Electronic Health Records,
Beneficiary natices,
Beneficiary rights policies, and

Proof of Referral Network adequacy according to Section 231.000.

Beneficiary Attribution

Attribution Methodology 10-1-17

DHS will attribute beneficiaries in a PASSE using a methodology based on the individual's
relationship with Direct Service Providers who joined that PASSE's Referral Network. For
existing Medicaid clients, DHS will examine the previous twelve (12) months of claims
history to determine specialty service providers, primary care providers, pharmacists, and
other providers used by the individual. Then, the individua! will be attributed to a PASSE
according to a methodology that will be weighted toward the individual’'s DD and BH
specialty providers.

A beneficiary will be attributed to a PASSE based upon their “relationship score” with
Direct Service Providers. The relationship score is equal to the product of the visit points
and the specialty points, plus the cost points.

1.  Visit Points - Using available databases, DHS will determine if there is an established
relationship between the individual and providers based on whether an individual
received at least one service from a provider in any month in the previous twelve (12)
month period. Each provider that rendered a service to an individual in a month will
be recognized for that month. There are no additional points for multiple visits within
the same month. A visit must include direct contact with the individual to deliver a
reimbursable service in that month and must not be incidental.

2. Specialty Points - Weights will be assigned amongst provider classes to reflect the
importance of specialty providers for this population. Provider Classes will be
classified as follows:

a. Providerclass5
i Certified Behavioral Health Provider
i. Intermediate Care Facilities/DD/ID
iiil. Supportive Living Provider

iv. Developmental Day Treatment Clinic Services (DDTCS) and successor
programs

v.  Child Health Management Services (CHMS) and successor programs
b. Provider class 4

i. Physician — Primary Care Physician

ii. Pharmacy

iii. Federally Qualified Health Center (FQHC)

iv.  Person-Centered Medical Home (PCMH)
c. Providerclass 3

[ Physician — non-Primary Care Physician

ii. Nurse

ii.  Nurse Practitioners

iv.  Outpatient Clinic

v.  Inpatient Hospital Services including psychiatric stays for adults

Sectlon lI-3
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d. Provider class 2

i. Speech therapist

ii.  Physical therapist

iii. Occupational therapist

iv.  Care Coordinator who is not otherwise a provider of direct services
e. Provider class 1

i Durable Medical Equipment provider

ii.  Personal Care provider

iii. Home Health provider

3. Cost Points - The cost of care is also an important consideration in determining the
relationship between the individual and the provider. DHS will use all available
Medicaid claims data that is fully adjudicated and refreshed on a quarterly basis.

C. If a single provider accounts for at least fifty percent (50%) of both visits and spending for a
beneficiary, the beneficiary will be attributed to that provider and assigned into the PASSE
that providers has joined. if there is no majority provider, the benefictary will be attributed
to the PASSE with the highest relationship score that is greater than thirty-five percent
(35%) of the total possible score.

D.  If there is no majority provider and no PASSE represents a total of 35% of the total
possible relationship score, then DHS will review an additional twelve (12) months of
claims data.

E. When a tie-breaker is needed: for example when the majority provider is in more than one
PASSE or when two PASSEs have an equal relationship score, or no PASSE has a
relationship score of greater than 35%, proportional assignment will be used. That is, the
first member will be assigned to PASSE A, the next to PASSE B, the next to PASSE C,
etc.

213.200 Mandatory Beneficiary Attribution 10-1-17

The following beneficiaries must be attributed to a PASSE and undergo an independent
Assessment (lA):

A. Beneficiaries identified to meet Tier Il or Tier lll Level of Care as defined by DHS.

B. For beneficiaries with BH service needs:

1. Tier Il — At this level of need, services are provided in a counseling services setting
but the leve! of need requires a broader array of services.

2.  Tier Il — Eligibility for this level of need will be identified by additional criteria, which
could lead to inpatient admission or residential placement.

C. For beneficiaries with Developmental Disabilities (DD) service needs:

1.  Tier Il - The individual meets the institutiona! level of care criteria but does not
currently require 24 hours-a-day of paid support and services to maintain his or her
current placement.

2.  Tier lll — The individual meets the institutionai level of care criteria and does require
24 hours-a-day of paid support and services to maintain his or her current placement.

213.300 Services Excluded from Attribution Methodology 10-1-17

The following services are excluded from consideration when attributing a beneficiary to a
PASSE:
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Provider-Led Arkansas Shared Savings Entity (PASSE} Program Section I}

A Payment for Medicare covered services for individuals who are eligible for Medicare and
Medicaid (“dual eligible™);

Services covered by private insurance and private payment,
Costs of transplants reimbursed by Arkansas Medicaid,

Emergency department visits reimbursed by Arkansas Medicaid; and,

mo o w

Psychiatric Residential Treatment Units or Center Placements reimbursed by Arkansas
Medicaid.

214.000 Transitioning to another PASSE 10-1-17

A beneficiary may voluntarily transition from their attributed PASSE and choose another PASSE
within ninety (30) days of initial attribution. A beneficiary will not be permitted to change their
PASSE more than once within a twelve (12) month period, unless cause for transition, as
described in 42 CFR 438.56, is met.

On the beneficiary's annual anniversary of attribution to a PASSE, the beneficiary will have the
ability to transition to a different PASSE. If no action is taken by the beneficiary, they will remain
attributed to their current PASSE and will not be permitted to change their PASSE, unless cause
for transition, as described in 42 CFR 438.56, is met.

Cause for transition, as described in 42 CFR 438.56, is as follows:
A.  The beneficiary moves out of the state;
B. The PASSE for which the beneficiary is attributed is sanctioned;

C. The PASSE does not, because of moral or religious objections, cover the service the
beneficiary seeks; or

D. Other reasons, including poor quality of care, lack of access to services covered under the
PASSE agreement, or lack of access to providers experienced in dealing with the
beneficiary's care needs.

Transition from a PASSE will be processed by DHS after receipt of oral or written request. The
effective date of an approved transition must be no later than the first day of the second month
following the month in which the beneficiary request for transition was received. Failure by DHS
to process a timely transition request will result in an automatic approval of request.

To request a transition, a beneficiary should contact:

Arkansas Department of Human Services, PASSE Enroliment
Mailing Address

Little Rock, AR 72201

Phone: §501-XXX-XXXX

The PASSE cannot transition any attributed beneficiary.

DHS reserves the right to transition beneficiaries in compliance with 42 CFR 438.56.

215.000 Closure 10-1-17

DHS reserves the right to close any beneficiary's PASSE service after held in Abeyance for ninety
(90) days.
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220.000 BENEFICIARY INFORMATION

221.000
A.

222.000

Transitioning to another PASSE 10-1-17

The PASSE must provide attributed beneficiaries information in a manner and format {at
least 12-point font) that is easily understood and is readily accessible.

The PASSE must provide written materials that are critical to obtaining services, including,
at a minimum, provider directories, beneficiary handbooks, appeal and grievance notices,
and marketing material.

All materials provided by the PASSE must available in English and Spanish.

The PASSE must make available all materials {or information} in alternative formats upon
request, of the beneficiary or potential beneficiary at no cost.

The PASSE must make available auxiliary aids and services upon request of the potential
beneficiary or beneficiary at no cost.

The PASSE must notify beneficiaries of their right to obtain information in alternative
formats.

Transitioning to another PASSE 10-1-17

The PASSE must have written policies addressing the following:

A.

223.000
A.

The right to be treated with respect and with due consideration for his or her dignity and
privacy.

The right to receive information on available treatment options and alternatives, presented
in an appropriate format.

The right to participate in decisions regarding his or her health care, including the right to
refuse treatment.

The right to be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience or retaliation.

The right to request and receive a copy of his or her medical records, and to request that
they be amended or corrected.

The right to exercise his or her rights without the PASSE treating the beneficiary adversely.

The right to be provided written notice of a change in the beneficiaries care coordination
provider within seven (7) calendar days.

The right to a beneficiary handbook and referral network directory within a reasonable
amount of time after attribution.

Beneficiary Handbook 10-1-17

The PASSE must provide each attributed beneficiary with a handbook that contains, at a
minimum, the following:

1. A description of care coordination that includes, at a minimum, the definition
contained in Section 241.000 of this Manual.

2.  Allinformation contained in the Section 222.000 of this Manual regarding beneficiary
rights.

Section Il-6



Provider-Led Arkansas Shared Savings Entity (PASSE) Program Section 1l

3.

4.
5.
6

The process of selecting and changing the beneficiary’'s PCP.
The pracess for filing a grievance, including timeframes.
How a beneficiary can exercise an advance directive.

The toll-free telephone number the beneficiary can use to access care coordination
and member support services

B. The PASSE must provide notice of any significant change in the information specified in

the beneficiary handbook, at least thirty (30) days before the intended effective date of the
change.

C. The PASSE will disseminate the beneficiary handbook as follows:

1k

224.000

Mzil a printed copy of the information to the mailing address on file for the
beneficiary;

Provide the information by email after obtaining the beneficiary’s agreement to
receive information by email;

Post the information on its website and advise the beneficiary in paper or electronic
form that the information is available on the Internet, including the applicable Internet
address. The PASSE must ensure that beneficiaries with disabilities who cannot
access this information online are provided auxiliary aids and services upon request
at no cost; or,

Provide the information by any other method that can reasonably be expected to
result in the beneficiary receiving that information.

Marketing Materials 10-1-17

The PASSE may only market to potential beneficiaries through its website or printed material
distributed by DHS's choice counselors.

All marketing materials and activities must be approved by DHS in advance of use.

230.000 NETWORK REQUIREMENTS

231.000

Referral Network Requirements 10-1-17

The PASSE must have the ability to make arrangements with or referrals to a sufficient number
of Direct Service Providers to ensure that needed services can be fumished to beneficiaries
promptly and without compromising the quality of care.

At a minimum, the PASSE must meet the following time and distance requirements:

A. Atleast one (1) of the each of following provider types within sixty (60) minutes of normal
transportation time or within sixty (60) miles, whichever is shorter, for ali attributed

beneficiaries:

1. Hospital

2. DD provider

3. BH provider

4,  Phamacy

5. Primary Care Physician

B. Atleastone (1) substance abuse provider within one hundred and twenty (120) minutes of
normal transportation time or within one hundred twenty (120) miles, whichever is shorter,
for all attributed beneficiaries.

Section -7
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The PASSE may request a variance of these standards in certain geographic areas of the state.
DHS may grant a variance upon consideration of the number of providers of that type and the
rural nature of the geographic area for which the variance is requested.

231.100

Referral Network Directory 10-1-17

The PASSE must create a Referral Network Directory that, at a minimum, does the following:

A.

C.

Provides the foliowing information to beneficiaries for each Direct Service Provider that has
joined its Referral Network:

1. Names, as well as any group affiliations.
2,  Street addresses.

3.  Telephone numbers.

4.  Website URLs, as appropriate.

5. Specialties, as appropriate.

Clearly explains that the Referral Network is a list of preferred providers only, and that the

beneficiary may access services from any enrolled Medicaid provider until January 1,
2019.

Updates at least monthly, with the updates posted on the PASSE website.

240.000 CARE COORDINATION REQUIREMENTS

241.000
A.

Definition of Care Coordination 10117

The PASSE must provide care coordination to each of its attributed beneficiaries. Care
coordination means ensuring that specialty services are coordinated and appropriately
delivered by specialty providers (BH and DD services, as appropriate). The PASSE must
provide care coordinators who will work with the beneficiary's providers to ensure
continuity of care across all services. Act 775 of the 2017 Arkansas Regular Session
defined care coordination as including the following activities:

1.  Health education and coaching;

2.  Coordination with other healthcare providers for diagnostics, ambulatory care, and
hospital services;

3.  Assistance with social determinants of health, such as access to healthy food and
exercise;

4.  Promotion of activities focused on the health of a patient and their community,
including without limitation outreach, quality improvement, and patient panel
management; and

5. Coordination of Community-based management of medication therapy

The care coordinator employed by the PASSE is responsible for the total plan of care for
each beneficiary assigned to him or her. The total plan of care is all services and plans
related to the client. The total plan of care may include, but is not limited to, the following:

1.  Behavioral Health Treatment Plan;
Person Centered Service Plan for Waiver Clients;
Primary Care Physician Care Plan;
Individualized Education Program;

SOt (2"

Individual Treatment Plans for developmental clients in day habilitation programs;
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6.
73
8.
9.
10.
11,

Nutrition Plan;

Housing Plan;

Any existing Work Plan;
Justice system-related plan;
Child welfare plan; or
Medication Management Plan

The PASSE care coordinator is responsible for obtaining copies of all treatment and service
plans related to an individual beneficiary and coordinating services between those plans. The
goal is to prevent duplication of services, ensure timely access to all needed services, and
identify any service gaps for the beneficiary, as well as provide any health education and health

coaching identified by those plans. The PASSE care coordinator should also obtain the report
from the beneficiaries IA.

C. The PASSE care coordinator will assume the responsibility of providing case management
under the concurrent 1915(c) Home and Community Based Services Community and
Employment Support (CES) Waiver for attributed beneficiaries who are Waiver
participants, including:

1.
2,

@ N o o

10.

11.
12.

Coordinating and arranging all CES waiver services and other state plan services;

Identifying and accessing needed medical, social, educational and other publicly
funded services {regardless of funding source);

Identifying and accessing informal community supports needed by eligible
participants and their families;

Monitoring and reviewing services provided to the beneficiary to ensure all plan
services are being provided and to ensure the health and safety of the participant,

Facilitating crisis intervention;
Providing guidance and support to meet generic needs;
Conducting appropriate needs assessments and referral for resources;

Monitoring services provided to ensure quality of care and case reviews which focus

on the participants progress in meeting goals and objectives established on existing
case plans;

Providing assistance relative to obtaining waiver Medicaid eligibility and ICF/IID level
of care eligibility determinations;

Ensuring submission of timely (advanced) and comprehensive behavior and
assessment reports, continued plans of care, revisions as needs change and
information and documents required for ICF/IID level of care and waiver Medicaid
eligibility determinations;

Arranging for access to advocacy services as requested by participant;

Providing assistance upon receipt of DDS or DHS notices or denials, including
assistance with the reconsideration and appeal process.

The care coordinator for attributed beneficiaries who are also CES Waiver participants cannot be
affiliated with the direct service provider for that beneficiary.

D. The PASSE care coordinator will also be responsible for assisting the beneficiary with

moving between service settings, for example with the move from the residential treatment
setting to community based care.

E. Care coordination services must be available to attributed beneficiaries 24 hours a day
through a hotline or web-based application.

Section II-9
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F. If a beneficiary has already been assigned to or selected a PCP or PCMH, that PCP or
PCMH will be responsible for coordinating the beneficiary's medical care. If the beneficiary
does not have a PCP selected, the PASSE care coordinator must assist the beneficiary
with selecting a PCP or provide a referral to a PCP.

G. A PASSE care coordinator cannot have more than 25 beneficiaries on its caseload at any
one time.

H. The PASSE care coordinator must make a monthly face-to-face contact with each
beneficiary assigned.

l If the beneficiary is seen in an emergency room or urgent care clinic or is admitted to an
acute inpatient psychiatric facility, the care coordinator must follow up with the beneficiary
within seven (7) days of discharge from the facility. The follow up visit is to ensure that all
discharge instructions are being followed and any follow-up appointments have been
scheduled.

J.  The PASSE care coordinator will assist the beneficiary in remaining in the most
appropriate and least restrictive setting for that beneficiary.

242.000 Care Coordinator Qualifications 10-1-17
An individual must meet the following qualifications to provide care coordination to PASSE
beneficiaries:

A. Be a Registered Nurse (R.N.), a physician, or have a bachelor's degree in a social science
or health-related field;

B. Have at least one (1) year of experience working with developmentally or intellectually
disabled clients or behavioral heaith clients;

C. Successfully complete a background check, that includes a criminal background and child
and adult maltreatment registry check;

D.  Successfully pass an initial drug screen prior to providing care coordination and working
directly with clients;

E. Successfully pass an annual drug screen to continue to be allowed to provide care
coordination; and

F.  Cannot be excluded or debarred under any state or federal law, regulation or rule or not
eligible or prohibited to enroll as a Medicaid provider.

243.000 Payments 10-1-17
A. Care Coordination Payment. — For each attributed beneficiary, the PASSE will be paid a

per-member, per-month fee for care coordination, unless Beneficiary’'s PASSE service is in
abeyance.

B. Foundation Payment. — In lieu of the care coordination fee, the PASSE will receive a one-

time foundation payment upon the beneficiary’s initial attribution to the PASSE.

1.  The foundation payment is non-transferable. It may only be paid to one PASSE for
each beneficiary and will not continue past December 31, 2018.

2.  The purpose of the foundation payment is to assist the PASSE with providing the
initial care coordination contact and services. The payment may be used to conduct
initial assessments of the beneficiary and to begin collecting the required health
information from existing providers.
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250.000 METRICS, ACCOUNTABILITY, REPORTS, AND QUALITY

ASSURANCE AND PERFORMANCE IMPROVEMENT
(QAPI)

251.000 Quality Metrics 10-1-17

In order to continue to receive the full Care Coordination PMPM for attributed beneficiaries, the
PASSE must meet the following standards:

A. The caseloads assigned to each Care Coordinator must be 25 or less.

1.  The PASSE must provide quarterly reports to DHS that detail the monthly caselocad
for each Care Coordinater employed.

2. The targetis 100% of the Care Coordinators will have a caseload of 25 or less.

B. Care Coordinators must make monthly face-to-face contacts with beneficiaries within their
caseload assignment. This face-to-face contact can be accomplished utilizing
telemedicine. If a face-to-face contact is not made, the care coordinator must have
documented at least three (3) attempts to make face-to-face contact at the beneficiary's
place of residence during that month. These three attempts must be at least 24 hours
apart.

1. The PASSE must provide quarterly reports to DHS that contain encounter data for
the monthly contacts with beneficiaries within their caseload assignment.

2.  The target is that 100% of care coordinators will make monthly face-to-face contacts
with all beneficiaries assigned to their caseload.

C. Care Coordinators must initiate contact within 15 days of attribution to a PASSE.

1. The PASSE must provide quarterly reports to DHS that contains data indicating initial
contact time frame with beneficiaries who are attributed to the PASSE.

2. The target is that care coordinators will initiate contact within 15 days in 75% of all
cases assigned to their caseload.

D. Care Coordinators must follow-up with beneficiaries who have visited an Emergency Room
or an urgent care clinic or been discharged from an inpatient psychiatric unit within seven
(7) business days of discharge.

1. The PASSE must provide quarterly reports to DHS indicating follow-up for these
beneficiaries.

2. The target is that care coordinators will conduct follow up within seven days in 50%
of the cases where a beneficiary goes to an Emergency Room, an urgent care clinic,
or has been discharged from an inpatient psychiatric unit.

E. Care Coordinators are responsible for assisting the beneficiary with selecting a PCP or
provide a referral to a PCP.

1. The PASSE must provide quarterly reports to DHS indicating the number of
beneficiaries that have been referred to and have been assigned a PCP.

2. The PASSE must provide quarterly reports to DHS on PCP appointment attendance
rates for attributed beneficiaries.

3. The target is that care coordinators will assist beneficiaries in obtaining a PCP in
100% of their assigned cases.

252.000 Fallure to Meet Quality Metrics 10-1-17

Section -1
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If the PASSE fails to meet 2 of the 5§ quality metrics for care coordination, DHS may take action
to correct the failure or impose penalties on the PASSE. DHS'’s actions may include, but are not
limited to:

A.

mm o O

253.000

A.

254.000

Require the PASSE submit a Corrective Action Plan (CAP) to address proposed activities
to improve adherence to quality metrics;

Suspend, withhold, recoup, or recover payments, or any combination thereof, made to the
PASSE;

Terminate the PASSE from participation as a PASSE Medicaid Provider type;
Suspend the PASSE's participation in the Medicaid Program,
Cancel or shorten the PASSE's existing provider agreement; or

Impose any sanction identified in §152.000 of the Medicaid Provider Manual.

Reporting Requirements and the Quality Assurance Performance 10117
Improvement (QAPI) Program

Pursuant to Act 775 of the 2017 Arkansas General Session, the PASSE is responsible for
reporting to DHS on a quarterly basis, the following:

1. Care Coordination encounter Data,

2. Unique ldentifiers of beneficiaries;

3.  Geographic and demographic information of beneficiaries; and

4.  Satisfaction scores from the State administered beneficiary satisfaction survey.

The PASSE must also implement and carry out a Quality Assurance and Performance
Improvement (QAPI) program for care coordination. The QAPI must include, at a minimum:

1.  Collection of and reporting on the quality metrics required by Section 251.000 of the
Manual; and

2. Mechanisms to detect both underutilization and overutilization of services.

All reports submitted must include an attestation by the CEO or CFO of the PASSE (or
their designee) that the information submitted is accurate, truthful and complete.

The PASSE must retain all reports and data submitted, as well as all other records
regarding the provision of care coordination for a minimum of ten (10} years from the final
date of the contract period or the date of completion of an audit, whichever is later.

DHS Review of Outcomes 10-1-17

Pursuant to Act 775 of the 2017 Arkansas General Session, DHS will utilize data submitted from
the PASSE to measure the performance of the following:

A.

B
C.
D

Delivery of services;
Patient outcomes;
Efficiencies achieved; and

Quality measures, which include:

1.  Reduction in unnecessary hospital emergency department utilization;
2.  Adherence to prescribed medication regimens;
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3. Reduction in avoidable hospitalizations for ambulatory-sensitive conditions; and
4.  Reduction in hospital readmissions.

260.000 GRIEVANCES, APPEAL RIGHTS, SANCTIONS, AND THE

CONSUMER ADVISORY COUNCIL

261.000 Grievances 10-1-17

The PASSE must have an internal grievance process to address beneficiary concems and
complaints. This grievance process must:

A.  Allow the beneficiary 45 days from the date of the action to file the grievance;
B. Be completed and resolved within 30 days of the filing date; and

C. Result in written notice of the resolution being sent to the beneficiary. This notice must
include the beneficiary’s right to appeal to the State.

The PASSE must submit a grievance log with their quarterly report.

262.000 Appeal Rights 10-1-17
When the Division of Medical Services (DMS) denies PASSE eligibility or takes an adverse
action against a PASSE or beneficiary, the PASSE or beneficiary may request a fair hearing to
appeal the adverse action.

To do so, the beneficiary or provider must follow the procedures laid out in the Medicaid Provider
Manual, Sections 160.000 & 190.000.

263.000 Sanctions 10-1-17

DHS may impose the following sanctions, as well as those listed in Section 252.000 of this
Manual:

A.  Grant beneficiaries the right to transfer without cause;
B Suspend attribution into the PASSE;

C. Appoint temporary management to the PASSE; and,
D

Impose civil penalties as allowed by state and federal law,

264,000 Consumer Advisory Council 10-1-17

The PASSE must have and maintain a consumer advisory council consisting of at least one (1)
consumer of DD services, one (1) consumer of BH services, and one (1) consumer of substance
abuse treatment services.
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Provider-Led Arkansas Shared Savings Entity (PASSE

A Risk Based Provider Organization (RBPO) in Arkansas that has enrolled in Medicaid and
meets the following requirements:

A. Is 51% owned by participating providers:; and

B. Has the following Members or Owners:

1.  An Arkansas licensed or certified direct service provider of Developmental
Disabilities (DD) services;

2.  An Arkansas licensed or certified direct service provider of Behavioral Health (BH)
services;

3. An Arkansas licensed hospital or hospital services organizations;
4.  An Arkansas licensed physician’s practice; and

5. A Pharmacist who is licensed by the Arkansas State Board of Pharmacy.

Risk-based Provider Organization (RBPO)

An entify that is licensed by the Insurance Commissioner under Act 775 of 2017 and the risk-
based provider organization rules.

Participating Provider

An organization or individual that is 2 member of or has an ownership interest in a PASSE and
delivers healthcare services to beneficiaries attributed to 3 PASSE.

Direct Service Provider

An organization or individual that delivers healthcare services to beneficiaries attributed to a
PASSE. Participating providers can be direct service providers.

The Act
Title XIX of the Social Security Act.

Enrollment
A RBPO's successful completion of all requirements to become a Medicaid PASSE provider.

Attribution

The method by which DHS assigns a beneficiary to a PASSE.
Transition

The movement of a beneficiary from one PASSE to another.
Abeyance

A temporary suspension of PASSE services, due to:

A. A temporary loss of Medicaid eligibility;

B. Placementin a setting excluded from the PASSE: or

C. Failure of the beneficiary or quardian to maintain contact with the PASSE for more than
forty-five {45) days.
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Closure

A determination by DHS that a beneficiary is no longer eligible to receive PASSE services.
Medical/Quality Management Committee
A committee developed by the PASSE to oversee Quality Assurance of PASSE services.

Referral Network

The Direct Service Providers that join the PASSE.

Telemedicine

For the purpose of this manual, telemedicine refers to the use of any video conferencing
software to make a face-to-face care coordination contact.

211.000 PASSE Enroliment Eligibility 10-1.17

To be eligible to enroll as a Provider-Led Arkansas Shared Savings Entity (PASSE) with
Arkansas Medicaid, the entity must:

A. Be licensed by the Arkansas Insurance Department (AlD) as a risk-based provider

organization under Act 775 and the risk-based provider organization requlations issued by
the Insurance Commissioner;

B. Demonstrate a network adequate to ensure coverage of services as outlined in Section
230.000 of this manual;

C. _Have the ability to provide care coordination to atiributed beneficiaries who have been
identified by the Department of Human Services (DHS) as requiring Tier Il and Tier Il
levels of BH and DD services beginning on October 1, 2017

D. __ Sign the Provider-Led Arkansas Shared Savings Entity (PASSE) Aareement to operate as
a PASSE provider type and agree to adhere to all requirements of this Manual and any
applicable federal regulations; and

E. Successfully complete the Readiness Review outlined in Section 212.000 of this manual.

212.000 Readiness Review 10-1-17

The PASSE must provide the following items for review and approval by DHS:;

A. Beneficiary handbook,

B. Referral network directory,

C. Composition of and by-laws for the Medical/Quality Management Committee,
D. Key staff members and organizational charts,

E._ Marketing materials,

F.  Proof of 24 hour a day 7 days a week 5 ar nation

G.  Proof of hiring and training an adeguate number of care coordinators,
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H.  Proof of the ability to manage and maintain Electronic Health Records,

. Beneficiary notices,

N) Beneficiary rights policies, and

K.  Proof of Referral Network adeguacy according to Section 231.000.

213.000 _Beneficiary Attribution
213.100 Attribution Methodology 10-1-17

A._ DHS will attribute beneficiaries in a PASSE using a methodology based on the individual's
relationship with Direct Service Providers who joined that PASSE's Referral Network. For
existing Medicaid clients, DHS will examine the previous twelve (12) months of claims
history to determine specialty service providers, primary care providers, pharmacists, and
gther providers used by the individual. Then, the individual will be aftributed to a PASSE

according to a methodology that will be weighted toward the individual's DD and BH
specialty providers.

B. A beneficiary will be attributed to a PASSE based upon _their *relationship score” with
Direct Service Providers. The relationship score is egual to the product of the visit points
and the specialty points, plus the cost points.

1. Visit Points - Using available databases, DHS will determine if there is_an established
relationship between the individual and providers based on whether an individual
received at least one service from a provider in any month in the previous twelve (12)
month period. Each provider that rendered a service to an individual in a month will
be recognized for that month. There are no additional points for multiple visits within
the_ same month. A visit must include direct contact with the individual to deliver a
reimbursable service in that month and must not be incidental.

2. Specialty Points - Weights will be assigned amongst provider classes to reflect the

importance of specialty providers for this population. Provider Classes will be
classified as follows:

a.  Providerclass §
i. Certified Behavioral Health Provider
i Intermediate Care Facilities/DD/ID

iii.  Supportive Living Provider

iv.  Developmental Day Treatment Clinic Services (DDTCS) and successor
programs

v.  Child Health Management Services {CHMS) and successor programs
b.  Provider class 4

i. Physician — Primnary Care Physician

ii. Pharmacy

iii.  Federally Qualified Health Center (FQHC)

iv. Person-Centered Medical Home (PCMH)
c.  Providerclass 3

i. Physician — non-Primary Care Physician

ii. Nurse

iil.__Nurse Practitioners

iv. _ OQOutpatient Clinic

v.  |Inpatient Hospital Services including psychiatric stays for adults
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d.  Provider class 2

i. Speech therapist

i. Physical therapist

iii. Occupational therapist

iv.  Care Coordinator who is not otherwise a provider of direct services
e.  Provider class 1

i. Durable Medical Equipment provider

ii. Personal Care provider
iii. Home Health provider

3. Cost Points - The cost of care is also an important consideration in determining the
relationship between the individual and the provider. DHS will use all available
Medicaid claims data that is fully adjudicated and refreshed on a quarterly basis.

C. _If a single provider accounts for at least fifty percent (50%) of both visits and spending for a
beneficiary. the beneficiary will be attributed to that provider and assigned into the PASSE
that providers has joined. If there is no majority provider, the beneficiary will be atiributed
to the PASSE with the highest relationship score that is greater than thirty-five percent
{35%) of the total possible score.

D. Ifthere is no majority provider and no PASSE represents a total of 35% of the total

possible relationship score, then DHS will review an additional twelve (12) months of
claims data.

E. When a tie-breaker is needed: for example when the majority provider is in more than one
PASSE or when two PASSESs have an equal relationship score, or no PASSE has a
relationship score of greater than 35%. proportional assignment will be used. That is, the

first member will be assigned to PASSE A, the next to PASSE B, the next to PASSE C,
efc.

213.200 Mandatory Beneficiary Attribution 10-1-17

The following beneficiaries must be attributed to a PASSE and underqo an Independent
Assessment (IA):

A.  Beneficiaries identified to meet Tier |l or Tier lll Level of Care as defined by DHS.

B. For beneficiaries with BH service needs:

1. Tier Il — At this level of need, services are provided in a counseling services setting
but the level of need requires a broader array of services.

2. Tier lll — Eliqibility for this level of need will be identified by additional criteria, which
could lead to inpatient admission or residential placement.
C. For beneficiaries with Developmental Disabilities (DD} service needs:

1.  Tierll — The individual meets the institutional level of care criteria but does not

currently require 24 hours-a-day of paid support and services to maintain his or her
current placement.

2. _Tier lll = The individual meets the institutional level of care criteria and does require
24 hours-a-day of paid support and services to maintain his or her current placement.

213.300 Services Excluded from Attribution Methodology 10-1-17

The following services are excluded from consideration when attributing a beneficiary to a
PASSE:
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A Payment for Medicare covered services for individuals who are eligible for Medicare and
Medicaid (“dual eligible"}:

B. Services covered by private insurance and private payment;

Costs of transplants reimbursed by Arkansas Medicaid;

C.
D. Emergency department visits reimbursed by Arkansas Medicaid; and,
E.

Psychiatric Residential Treatment Units or Center Placements reimbursed by Arkansas
Medicaid.

214.000 Transitioning to another PASSE 10-1-17

A beneficiary may voluntarily fransition from their attributed PASSE and choose another PASSE
within ninety (90) days of initial attribution. A beneficiary will not be permitted to change their
PASSE more than once within a twelve {12) month period, unless cause for transition, as
described in 42 CFR 438.56, is met.

On the beneficiary's annual anniversary of attribution to a PASSE, the beneficiary will have the
ability to transition to a different PASSE. If no action is taken by the beneficiary, they will remain
attributed to their current PASSE _and will not be permitied to change their PASSE, unless cause
for transition, as described in 42 CFR 438.56, is met.

Cause for transition, as described in 42 CFR 438.56, is as follows:

A.  The beneficiary moves out of the state;

B.  The PASSE for which the beneficiary is attributed is sanctioned;

C. The PASSE does not, because of moral or religious objections, cover the service the
beneficiary seeks; or

D.  Other reasons, including poor guality of care, lack of access to services covered under the

PASSE agreement, or lack of access to providers experienced in dealing with the
beneficiary's care needs.

Transition from a PASSE will be processed by DHS after receipt of oral or written request. The
effective date of an approved transition must be no later than the first day of the second month
following the month in which the beneficiary request for transition was received. Failure by DHS
to process a timely transition request will result in an automatic approval of request.

To reguest a transition, a beneficiary should contact:

Arkansas Department of Human Services, PASSE Enrollment

Mailing Address
Little Rock, AR 72201

Phone: 501 -XXX-XXXX

The PASSE cannot transition any attributed beneficiary.

DHS reserves the right to transition beneficiaries in compliance with 42 CFR 438.56.

215.000 Closure 10-1-17

DHS reserves the right to close any beneficiary’'s PASSE service after held in Abeyance for ninety
(90) days.
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221.000 Transitioning to another PASSE 10-1-17

A. The PASSE must provide attributed beneficiaries information in a manner and format (at
least 12-point font) that is easily understood and is readily accessible.

B. The PASSE must provide written materials that are critical to obtaining services, including,

at a_minimum, provider directories, beneficiary handbooks, appeal and grievance notices,
and marketing material.

C. All materials provided by the PASSE must available in English and Spanish.

D. The PASSE must make available all materials {or information) in alternative formats upon
request, of the beneficiary or potential beneficiary at no cost.

E. The PASSE must make available auxiliary aids and services upon request of the potential
beneficiary or beneficiary at no cost.

F. The PASSE must notify beneficiaries of their right to obtain information in alternative
formats.

222.000 Transitioning to another PASSE 10-1-17

The PASSE must have written policies addressing the following:
A.  The right to be treated with respect and with due consideration for his or her dignity and

privacy.

B. The right to receive information on available treatment options and alternatives, presented
in an appropriate format.

C. The right to participate in decisions regarding his or her health care, including the right to
refuse treatment.

D. The right to be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience or retaliation.

E. The right to request and receive a copy of his or her medical records, and to request that
they be amended or corrected.

F. The right to exercise his or her rights without the PASSE treating the beneficiary adversely.

G.  The right to be provided written notice of a change in the beneficiaries care coordination
provider within seven (7) calendar days.

H.  The right to a beneficiary handbook and referral network directory within a reasonable
amount of time after attribution.
223.000 Beneficiary Handbook 10-1-17

A. The PASSE must provide each attributed beneficiary with a handbook that contains, at a
minimum, the following:

1. A description of care coordination that includes, at a minimum, the definition
contained in Section 241.000 of this Manual.

2.  All information contained in the Section 222.000 of this Manual regarding beneficiary
rights.
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3. __ The process of selecting and changing the beneficiary's PCP.
4. The process for filing a grievance, including timeframes.
5. How a beneficiary can exercise an advance directive.

6. _ The toll-free telephone number the beneficiary can use to access care coordination
and member support services

B. The PASSE must provide notice of any significant change in the information specified in
the beneficiary handbook, at least thirty (30) days before the_ intended effective date of the
change.

C. The PASSE will disseminate the beneficiary handbook as follows:

1. Mail a printed copy of the information to the mailing address on file for the
beneficiary;

2. Provide the information by email after obtaining the beneficiary’s agreement to
receive information by email;

3. Post the information on its website and advise the beneficiary in paper or electronic
form that the information is available on the Internet, including the applicable Intemet
address. The PASSE must ensure that beneficiaries with disabilities who cannot

access this information online are provided auxiliary aids and services upon request
at no cost; or,

4.  Provide the information by any other method that can reasonably be expecled to
result in the beneficiary receiving that information.

224.000 Marketing Materials 10-1.17

The PASSE may only market to potential beneficiaries through its website or printed material
distributed by DHS's choice counselors.

All rkeling materials and aclivities must be approved by DHS in advance of

231.000 Referral Network Requirements 10-1-17

The PASSE must have the ability to make arrangements with or referrals to a sufficient number
of Direct Service Providers to ensure that needed services can be fumnished to beneficiaries
promptly and without compromising the quality of care.

At 2 minimum, the PASSE must meet the following time and distance requirements:

A.  Atleast one (1) of the each of following provider types within sixty (60) minutes of normal

transportation time or within sixty (60) miles, whichever is shorter, for ail attributed
beneficiaries:

1. Hospital
2. DD provider

3. BH provider
4. Pharmacy
5. _ Primary Care Physician

B. Atleast one (1) substance abuse provider within one hundred and twenty (120) minutes of
normal transportation time or within one hundred twenty {120) miles, whichever is shorter,
for all attributed beneficiaries.
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The PASSE may request a variance of these standards in certain geographic areas of the state.

DHS may grant a variance upon consideration of the number of providers of that type and the
rural nature of the geographic area for which the variance is requested.

231.100 Referral Network Directory 10-1147

The PASSE must create a Referral Network Directory that, at a minimum, does the following;

A.  Provides the following information to beneficiaries for each Direct Service Provider that has
joined its Referral Network:

1. Names, as well as any group affiliations.

2. _ Street addresses.

3. Telephone numbers.
4. Website URLs, as appropriate.
5. Specialties, as appropriate.

B. _Clearly explains that the Referral Network is a list of preferred providers only, and that the
beneficiary may access services from any enrolled Medicaid provider until January 1,
2019.

C. Updates at least monthly, with the updates posted on the PASSE website,

241.000 Definition of Care Coordination 10-1-17

A. The PASSE must provide care coordination to each of its attributed beneficiaries. Care
coordination means ensuring that specialty services are coordinated and appropriately
delivered by specialty providers (BH and DD services, as appropriate). The PASSE must

provide care coordinators who will work with the beneficiary's providers to ensure
continuity of care across all services. Act 775 of the 2017 Arkansas Regular Session
defined care coordination as including the following activities:

1. Health education and coaching;

2. Coordination with other healthcare providers for diagnostics, ambulatory care, and
hospital services:

3. _ Assistance with social determinants of health, such as access to healthy food and
exercise;

4. Promotion of activities focused on the health of a patient and their community,
including without limitation outreach, guality improvement. and patient panel
management; and

5.  Coordination of Community-based management of medication therapy

B. _The care coordinator employed by the PASSE is responsible for the total plan_of care for

each beneficiary assigned to him or her. The total plan of care is all services and plans
related to the client. The total plan of care may include, but is not limited to, the following:

1. Bebhavioral Health Treatment Plan;

2. Person Cenlered Service Plan for Waiver Clients;

3.  Primary Care Physician Care Plan;
4. Individualized Education Program;
5. _Individual Treatment Plans for developmental clients in day habilitation programs:
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6.  Nutrition Plan;
7. Housing Plan;
8. Any existing Work Plan;

9. Justice system-related plan;
10. Child welfare plan; or

11. Medication Management Plan

The PASSE care coordinator is responsible for obtaining copies of all treatment and service
plans related to an individual beneficiary and coordinating services between those plans. The
goal is to prevent duplication of services, ensure timely access to all needed services, and
identify any service gaps for the beneficiary, as well as provide any health education and heaith

coaching identified by those plans. The PASSE care coordinator should also obtain the report
from the beneficiaries |A.

C. The PASSE care coordinator will assume the responsibility of providing case management
under the concurrent 1915(c) Home and Community Based Services Community and
Employment Support {CES) Waiver for atiributed beneficiaries who are Waiver
participants, including:

1. Coordinating and arranging all CES waiver services and other state plan services:

2. ldentifying and accessing needed medical, social, educational and other publicly
funded services (regardiess of funding source);

3. __ldentifving and accessing informal community supports needed by eligible
participants and their families:

4, Monitoring and reviewing services provided to the beneficiary to ensure all plan
services are being provided and to ensure the health and safety of the participant;

5.  Facilitating crisis intervention;

6.  Providing guidance and support to meet generic needs;
7. Conducting appropriate needs assessments and referral for resources;

8. Monitoring services provided to ensure guality of care and case reviews which focus
on the participants progress in meeting goals and objectives established on existing
case plans;

9.  Providing assistance relative to obtaining waiver Medicaid eligibility and ICF/IID level
of care eligibility determinations;

10. Ensuring submission of timely (advanced) and comprehensive behavior and
assessment reports, continued plans of care, revisions as needs change and
information and documents required for ICF/IID level of care and waiver Medicaid
eligibility determinations;

11. Arranging for access to advocacy services as requested by participant;

12. Providing assistance upon receipt of DDS or DHS notices or denials, including
assistance with the reconsideration and appeal process.

The care coordinator for attributed beneficiaries who are also CES Waiver participants cannot be
affiliated with the direct service provider for that beneficiary.

D. _ The PASSE care coordinator will also be responsible for assisting the beneficiary with
moving between service settings, for example with the move from the residential treatment

setting to cormmunity based care.

E. Care coordination services must be available to attributed beneficiaries 24 hours a day
through a hotline or web-based application.
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F. _If a beneficiary has already been assigned to or selected a PCP or PCMH, that PCP or
PCMH will be responsible for coordinating the beneficiary's medical care. If the beneficiary

does not have a PCP selected. the PASSE care coordinator must assist the beneficiary
with selecting a PCP or provide a referral to a PCP.

G. A PASSE care coordinator cannot have more than 25 beneficiaries on its caseload at any
one time.

H. The PASSE care coordinator must make a monthly face-to-face contact with each
beneficiary assigned.

L. If the beneficiary is seen in_an_ emergency room or urgent care clinic or is admitted to an
acute inpatient psychiatric facility, the care coordinator must follow up with the beneficiary

within seven (7) days of discharge from the facility. The follow up visit is to ensure that all

discharge instructions are being followed and any follow-up appointments have been
scheduled.

J. The PASSE care coordinator will assist the beneficiary in remaining in the most
appropriate and least restrictive setting for that beneficiary.

242.000 Care Coordinator Qualifications 10-1-17
An individual must meet the following qualifications to provide care coordinaticn to PASSE
beneficiaries:

A. Be a Registered Nurse {(R.N.), a physician, or have a bachelor's degree in a social science
or health-related field;

B. Have at least one (1) year of experience working with developmentally or intellectually
disabled clients or behavigral health clients:

C. Successfully complete a background check, that includes a criminal background and child
and adult maltreatment registry check:

D. Successfully pass an initial drug screen prior to providi ordination and workin

directly with clients:

E. Successfully pass an annual drug screen to continue to be allowed to provide care
cogrdination; and

F.  Cannot be excluded or debarred under any state or federal law, requlation or rule or not
eligible or prohibited to enroll as a Medicaid provider.

243.000 Payments 10-1-17

A. Care Coordination Payment. — For each atiributed beneficiary, the PASSE will be paid a
per-member, per-month fee for care coordination, unless Beneficiary's PASSE service is in

abeyance.

B. Foundation Payment. — In lieu of the care coordination fee, the PASSE will receive a one-
time foundation payment upon the beneficiary's initial attribution to the PASSE.

1. The foundation payment is non-transferable. It may only be paid to one PASSE for
each beneficiary and will not continue past December 31, 2018,

2.  The purpose of the foundation payment Is to assist the PASSE with providing the
initial care coordination contact and services. The payment may be used to conduct

initial assessments of the beneficiary and to begin collecting the required health
information from existing providers.
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251.000 Quality Metrics 10-1-17

In order to continue to receive the full Care Coordination PMPM for attributed beneficiaries, the
PASSE must meet the following standards:

A.  The caseloads assigned to each Care Coordinator must be 25 or less.

1. The PASSE must provide quarterly reports to DHS that detail the monthly caseload
for each Care Coordinator employed.

2.  The target is 100% of the Care Coordinators will have a caseload of 25 or less.

B. __Care Coordinators must make monthly face-to-face contacts with beneficiaries within their
caseload assignment. This face-to-face contact can be accomplished utilizing
telemedicine. If a face-to-face contact is not made, the care coordinator must have
documented at least three (3} attempis to make face-to-face contact at the beneficiary’s
place of residence during that month. These three attempts must be at least 24 hours
apart.

1. The PASSE must provide guarterly reports to DHS that contain encounter data for
the monthly contacts with beneficiaries within their caseload assignment.

2. The target is that 100% of care coordinators will make monthly face-to-face contacts
with_all beneficiaries assigned to their caseload.

. Care Coordinators must initiate contact within 15 days of attribution to a PASSE.

1.  The PASSE must provide quarterly reports to DHS that contains data indicating initial
contact time frame with beneficiaries who are attributed to the PASSE.

2. The target is that care coordinators will initiate contact within 15 days in 75% of all
cases assigned to their caseload.

D. Care Coordinators must follow-up with beneficiaries who have visited an Emergency Room
or an urgent care clinic or been discharged from an inpatient psychiatric unit within seven
(7) business days of discharge.

1. The PASSE must provide guarterly reports to DHS indicating follow-up for these
beneficiaries.

2.  The target is that care coordinators will conduct follow up within seven days in 50%
of the cases where a beneficiary goes to an Emergency Room, an urgent care clinic,
or has been discharged from an inpatient psychiatric unit.

E. Care Coordinators are responsible for assisting the beneficiary with selecting a PCP or
provide a referral to a PCP.

1. The PASSE must provide quarterly reports to DHS indicating the number of
beneficiaries that have been referred {c and have been assigned a PCP.

2. The PASSE must provide guarterly reports to DHS on PCP appointment attendance
rates for attributed beneficiarigs,

3. The tarqet is that care coordinators will assist beneficiaries in obtaining a PCP in
100% of their assigned cases.

252.000 Failure to Meet Quality Metrics 10-1-17
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if the PASSE fails to meet 2 of the 5 quality metrics for care coordination, DHS may take action

to correct the failure or impose penalties on the PASSE. DHS's actions may include, but are not
limited to:

A.  Require the PASSE submit a Corrective Action Plan {CAP) to address proposed activities
to improve adherence to quality metrics;

B. Suspend, withhold, recoup, or recover payments, or any combination thereof, made to the
PASSE;

C. Temminate the PASSE from participation as a PASSE Medicaid Provider type;
D. Suspend the PASSE's participation in the Medicaid Program;

E. Cancel or shorten the PASSE's existing provider agreement; or

F. Impose any sanction identified in §152.000 of the Medicaid Provider Manual.

253.000 Reporting Requirements and the Quality Assurance Performance 10-1-17
Improvement (QAPI} Program

A.  Pursuant to Act 775 of the 2017 Arkansas General Session, the PASSE is responsible for
reporting to DHS on a quarterly basis, the following:

1. _ Care Coordination encounter Data;

2. Unique ldentifiers of beneficiaries;

3. Geographic and demographic information of beneficiaries; and

4.  Satisfaction scores from the State administered beneficiary satisfaction survey.

B. The PASSE must also implement and carry out a Quality Assurance and Performance
improvement (QAPI) program for care coordination. The QAPI must include, at a minimum:

1. Collection of and reporting on the quality metrics required by Section 251.000 of the
Manual; and

2. Mechanisms to detect both underutilization and overutilization of services.

C. __ All reports submitted must include an attestation by the CEQ or CFO of the PASSE (or
their designee) that the information submitted is accurate, truthful and complete.

D. The PASSE must retain all reports and data submitted, as well as all other records
reqarding the provision of care coordination for a minimum of ten (10) years from the final

date of the contract period or the_date of completion of an audit, whichever is later,

254.000 DHS Review of Qutcomes 10-1-17

Pursuant to Act 775 of the 2017 Arkansas General Session, DHS will utilize data submitted from
the PASSE to measure the performance of the following:

A.  Delivery of services:

B

Patient oulcomes;

C. _ Efficiencies achieved; and

D.  Quality measures, which include:

1. Reduction in unnecessary hospital emergency department utilization;
2. Adherence to prescribed medication regimens;

Section II-12
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3.  Reduction in avoidable hospitalizations for ambulatory-sensitive conditions; and

4.  Reduction in hospital readmissions.

261.000 Grievances 10-1-17

The PASSE must have an internal grievance process to address beneficiary concerns and
complaints. This grievance process must;

A.__ Allow the beneficiary 45 days from the date ¢f the action to file the grievance;

B. Be completed and resolved withi a f the fili te; an

C.__ Result in written notice of the resolution being sent to the beneficiary. This notice must
include the beneficiary's right to appeal to the State.

The PASSE must submit a grievance log with their quarterly report.

262.000 Appeal Rights 10-1-17

When the Division of Medical Services (DMS) denies PASSE eligibility or takes an adverse

action against a PASSE or beneficiary, the PASSE or beneficiary may request a fair hearing to
appeal the adverse action.

To do so, the beneficiary or provider must follow the procedures laid out in the Medicaid Provider
Manual, Sections 160.000 & 190.000.

263.000 Sanctions 10-1-17

DHS may impose the following sanctions, as well as those listed in Section 252.000 of this
Manual:

A.  Grant beneficiaries the right to transfer without cause;

B Suspend attribution into the PASSE;

C.  Appoint temporary management to the PASSE; and,
D.

Impose civil penalties as allowed by state and federal law.

264.000 Consumer Advisory Council 10-1-17

The PASSE must have and maintain a consumer advisory council consisti f at least one (1

consumer of DD services, one (1) consumer of BH services, and one (1) consumer of substance
abuse treatment services.

Section 1-13
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Facesheet: 1. Request Information (1 of2)

A. The State of Arkansas requests a waiver/amendment under the authority of section 1915(b) of the Act. The Medicaid
agency will directly operate the waiver.
B. Name of Waiver Program(s): Please list each program name the waiver authorizes.

Short title (nickname) Long title Type of Program
CareCoordination Arkansas Provider Led Care Coordination Program PCCM;

Waiver Application Title (optional - this title will be used 1o locate this waiver in the findery:
Arkansas Provider Led Care Coordination Model
C. Type of Request. This is an:

Initial request for a new waiver.

| Migration Waiver - thisisan e slmg approved waiver
Provide the information nbo gmal watverbemg migrated

LA L LG Ichucstell Approval Period:(For waivers

Amendment Number (if appli E;..quesring rhr_'ee, Jour, or _ﬁve year
~ pproval periods, the waiver must serve
individuals who are dually eligible for
\Medicaid and Medicare.)

Effective Date: (mm/dd/yy)
() 1year J 2 years O 3 years 4yen

Draft ID:AR.055.00.00
D. Effective Dates: This waiver is requested for a period of 5 years. (F r beginning date for an initial or renewal request,

please choose first day of a calendar quarter, if possible, or 1 y of a month. For an amendment, please

identify the implementation date as the beginning date, and end of the waiyer penod as the end date)

Proposcd Effective Date:  (mm/dd/yy) Q

[10/01/17 |

Proposcd End Date:09/30/22

Calewlated as "Proposed Effective Date" (above) plus "Requested Approva 'Pe

Facesheet: 2. State Contact(s) (2 of 2)

E. State Contact: The state conlact person for this waiver is below:

Name: |Dawn Stehle hone: If the State
(501)682-6311 | Ext | ] TTyContact
information is
= | ]E-mail: |ann.Slehlc{f_r‘-dhs.arknns hiﬂcrcnt for any
of the authorized

programs, pleasc check the program name below and provide the contact information.
The State contact information is different for the following programs:

[ | Arkansas Provider Led Care Coordination Program

Note: If no programs appear in this list, please define the programs anthorized by this
waiver on the first page of the

Section A: Program Description

Part 1: Program Qverview
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Tribal consultation.

For mitial and renewat waiver requests, please describe the efforts the State has made 1o ensure Federally recognized tribes in
the State arc aware of and have had the opportumty to comment on this waiver proposal.

There are no federally recognized mibes in the State of Arkansas.

Program History reguired for renewal waivers only.
Section A: Program Description

Part 1: Program Overview
A. Statutory Authority (1 of3)

1. Waiver Authority. The Stale's waiver program is authorized under section 1215(b) of the Act, which permits the
Secretary 10 waive provisions of section 1902 for certain purposes. Specifically, the State is relying upon authority
provided in the following subsection(s) of the section 1915(b) of the Act (if more than one program authorized by this
waiver, please list applicable programs below each relevant authority):

a. A 1915(b)(1) - The State requires enrollees 1o obtain medical care through o primary care case management

PCCM) system or s;u.q..;’"l physician services arangements. This includes mandatory capitated
%\ 2

programs.
-- Specify Program In sta oe{J/I n;@hcab!e fo this authority
[+ CareCoordination 5% )
y
b. [ ] 1915(b)(2) - A locality will ack;ygn\g\bmker (agent, facilitator, negotiator) in assisting ehgible
individuals in choosing among Ms otitompeting MCOs/PIHPs/PAHPs in order to provide carollees
with more information about the range off cﬂllh care oplions open to them.
-- Specifv Program Instance(s) app reable ,{g !hi\)unlwng
CuareCoordination
c. 1915(b)(3) - The State will share cost savings r#'uilmgfr&om the use of more cost-effective medical care
with enrollees by providing them with addltlonﬁl_scrv J ¢ savings must be cxpt.ndcd for the benefit of
the Medicaid beneficiary enrolled in the waiver. ;mly be requested in conjunction with
scetion 1915(b)( 1) or (b){4) authonty. Its
-- Specifv Program Instance(s) applicable to this muh&ﬁg A N
[} CareCoordination 4 “K\_* o

d. [/ 1915(b){(4) - The State requires enroliecs to obtain services onfygro;y‘;-(pu?j:led providers who undertake

10 provide such services and meet reimbursement, quality, and uulfi.nmn_, ndards which are consisient
with access, quality, and efficient and economic provision of covered are and services. The State assures
1t wilk comply with 42 CFR 431.55(D).
— Specific Progrant Instance(s) applicable to this authority

CareCoordination

The 1915(b)(4) waiver applies to the following programs
MCO
PIHP
PAHP
| PCCM (Note: please check this item if this waiver s for a PCCM program that limits who is eligible

to be a primary care case manager. That 1s, a program that requires PCCMs to meel certain
quahity/wtihzation criteria beyond the minimum requirements required to be a fee-for-service
Medicaid contracling provider.)

FFS Selective Contracting program

Please describe:

Section A: Program Description

Part I: Program Overview
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A. Statutory Authority (2 of 3)

2. Scctions Waived. Relying upon the authority of the above section(s), the State requests a waiver of the following
seetions of 1902 of the Act (if (hus waiver authorizes multiple programs, please list program(s) separately under each
applicable statute):

a. [ | Scction 1902(a}(1) - Statewideness--This section of the Act requires a Medicaid State plan to be in effect
in all political subdivisions of the State. This waiver program is not available throughout the State.

-- Specify: Program Instance(s) applicable to this statmte
| CareCoordination

b. i Section 1902(a)(10}(B) - Comnparability of Services--This section of the Act requires ali services for
categorically needy individuals to be equal in amount, duration, and scope. This watver program includes
additional benefits such as case management and health education that will not be available to other
Medicaid beneficiaries not enrolled in the waiver program.

- Specifv Program Instance(s) applicable to this statute
@ CareCoordination

¢. [/ Section 1902(a)(23) - Freedom of Choice--This Section of the Act requires Medicaid State plans to penmit

all individuals eligible {edicaid to obtain medical assistance from any qualified provider in the State.
Under this program e of providers is restricted. That is, beneficiaries enrolled mn this program
must receive certain serv jﬁu h an MCO, PIHP, PAHP, or PCCM.

ap,

-- Specifv Program Instance( X [;l;cable fo this statute
[/] CareCoordination v }
] Sectien 1902(2)(4) - To perm :ff'glal mandate beneficianes into a single PP or PAHP, and restrict
disenrollment from them. (If state$ecks waiviys of additional wnanaged care provisions, please list I:en.}
— _..v"f
F ot TJ

T,
-= Specify Program Instance(s) applicable to fh ﬂa!m?'

CareCoordination

B

e Other Statutes and Relevant Regulations Waiv eil"jéi&b:ig.l any additional section(s) of the Act the
State requests o waive, and include an explanation of the rahux.st‘f B,
g 2 g
Y '-;}
& % . ‘
> 4
h S a3 nd

i,
-- Specify Program Instance(s) applicable to this statute A 4 )
2

L

CareCoordination ‘:} -

Section A: Program Description

Part [: Program Overview
A. Statutory Authority (3 vf3)

Additional Information, Please enter any additional information not included in previous pages:

Act 775 of'the 2015 Arkansas Regular Session was signed into law by Arkansas Governor, Asa Huichinson, on March 31,
2017. This Act, known as the "Medicaid Provider Led Organized Care Act," is an innovative approach to managing the
delivery of services for Medicaid beneficiaries with high medical needs. Under this umique model ol organized care,
Arkansas provider-led snd owned organizations, known as Risk-based Provider Organizztions (RBPOs) or Provider-owned
Arkansas Sharcd Savings Entities (PASSEs), are responsible for integrating the physical health care services, behavioral
health services, and specialized home and community based services (HCI3S) for the approximately 30,000 individuals who
have intensive levels of treatment or care needs due to meatal iliness, substance abuse, or intellectual snd developmental
disabilities. These vulnerable Arkansans will benefit from the provision and continuity of al medically necessary services in
a well-organized system of coordinated care.

Under this Act, the RIBPOs do not assume full nsk for the provision of care until January 1, 2019, Therefore, there are two

phases of this model. The first phase 1s known as the "Arkansas Provider Led Care Coordination Program.” In this phase,
which will begin on October 1, 2017, the RBPOs will provide care coordination to each beneficiary attributed 1o its PASSE,
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but services will still be provided on a fee for service basis. This phase will last until the RBPOs assume full risk on January

1,2019.

Section A: Program Description

Part I: Program Overview

B. Delivery Systems (1 of 3)

L

1. Delivery Systems. The State will be using the following systems 1o dehiver services:

HH

[ ] MCO: Risk-comprehensive contracts are fully-capitated and require that the contractor be an MCO

or HIO. Comprehensive means that the contractor is at risk for inpatient hospital services and any
other mandatory State plan serviee in section 1905(a), or any three or more mandatory services in that
section. References in this preprint to MCOs generally apply 10 these risk-comprehensive eatities

PIHP: Prepaid Inpatient Health Plan means an entity that: (1) provides medical services to enrollees

under contract with the State agency, and on the basis of prepaid capitation payments or other
payment arrangemfnl'g\tlml do not use State Plan payment rates; (2) provides, arranges for, or
otherwise has {&phipsfbllil for the provision of any inpatient hospital or mslitutional services for its
enrollees; and (3} dots nof ve a comprehensive risk contract. Note: this mcludes MCOs paid on a

non-risk basis. ,/ “ B
oy

The PEHP is paid oﬁ‘a“iggmsis
The PIHP is paid o arfﬁm—ris;ﬂ basis
7

PAHP: Prepaid Ambulatory H'Eﬂ“[ﬁi_jﬂ'ﬁ‘{‘n nieans an entity that: (1) provides medical services to
enrollees under contract with the Sfate afieticy, and on the basis of prepaid capitation payments, or
other payment arrangements that do not use s tatc'Blan payment rates; (2) does nol provide or arrange
for. and s not otherwise responsible for the provis o0 of any inpatieni hospital or institutional
services for its enrollees; and (3) does not ﬁhy;gj.f.‘_t,‘i‘oqj&{j\ensive risk contract. This includes capitated
PCCMs. A

The PAHP is paid on a risk basis "t\) . f%\\

The PAHP is paid on 8 non-risk basis V 6. % -

0 b

N\, "\
PCCM: A system under which a primary care case manager gontracts with the State to furnish case
management services. Reimbursement is on a fee-for-service bigisdNote: a capitated PCCM 15 a
PAHP.

Fee-for-service {(FFS) selective contracting: State contracts with specified providers who are willing
to meet certain reimbursement, quality, and utilization standards.
the sume as stipulated in the state plan

different than stipulated in the state plan
Please descnbe:

| Other: (Please provide & brief narrative deseription of the model )

The delivery system 15 a PCCM Entity. Throughout this Waiver Application, PCCM refers to
PCCM Entity.

Section A: Program Description

Part I: Program Overview
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B. Delivery Systems (2 of 3)

2. Procurcment. The State selected the contractor in the following manner. Please complete for each type of managed
care entity utilized {e.g. procurement for MCQ; procurement for PIHP, ete):
Procurcment for MCO

Competitive procurement process (e.g. Request for Proposal or Invitasion for Bid that is formally advertised
and targets a wide audience)

Open cooperative procurement process {in which any qualifying contractor may participate)

Sole source procurement

Other (please describe)

Procurement for PEHP
Competitive procurement process {e.g. Request for Proposal or Invitation for Bid that ts formally advertised
and targets a wide audience)
Open cooperative pmcurcd?h{t process (in which any qualifying contractor may participate)
Sole source procuremef:r w

Other (please dusmbu) 'F'._L-_-’?’ W,
'Y
) ;--"":'“xa
Procurcment for PAHP ¥ )
Competitive procurement process (c Mﬁuaﬂ’ l’roposal or Invitation for Bid that is formally advertised
and targets a wide audience) f - ‘j
Open cooperative procurement process (m whn.ll an ifying contracior may participate)
Sole spurce procurement ';{ :
Other (please describe) N’ N
A W)
| Procurement for PCCM & Tﬁ'.-\.} A
Competitive procurement process (e.g. Request for Proposal or ]n;.nlq,lmn Ioﬁpld that 1s formally advertised
and targets a wide audience) 4 ¥ |

Open cooperalive procurement process (in which any qualifying Lommﬂul’ may participale)
Solc source procurement
®) Other (please describe)
The RBPO will be licensed by the Arkansas Insurance Department (AID). To become licensed, the
RBPO/PASSE must operate on a statewide basis.

Afler receiving AlID licensure, the RBPO will be required te sign the PASSE Provider Agreement, which
will incorporate the PASSE Medicaid Provider Manual and the Federal Medicaid Managed Care
regulations. H a RBPO/PASSE wishes to receive the care coordination payment from DMS, it must agree
to follow the terms of the PASSE Provider Agreement and Manual.

Once the PASSE Provider Agreement has been signed and DHS has ensured that the PASSE meets the
readiness requirements, the PASSE will enroll as & Medicaid Provider in order 1o begin receiving care
coordination payments.

Procurement for FFS

Competitive procurement process (¢.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)

Open cooperative procurement process (in which any qualifying contractor may participate)

Sole source procurement

Other (please describe)
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Section A: Program Description

Part I: Program Overview
B. Delivery Systems (3 of 3)

Additional Information. Please enter any additional information not included in previous pages

Section A: Program Description

Part 1: Program Overview
C. Choice of MCOs, PIHPs, PAH}}E’%‘Qnd PCCMs (1 0f3)

1. Assurances. é:{ N
[# The State assures CMS that at cm?;g with section 1932(a)(3) of the Act and 42 CFR 438.52, which require that
a State that mandates Medicaid benefi@aries to.enroll in an MCO, PIHP, PAHP, or PCCM must give those
beneficiaries a choice of at least iwo entitiés,
[ ] The State secks n warver of section 32(;21 of the Act, which requires States 1o offer a choice of more
than one PIHP or PAHP per 42 CFR 438; Q,BFua descnibe how ihe State will ensure this lack of choice of
PIHP or PAHP is not detnmental to bencﬁﬁwilily 10 access services.
A,

C)
L y. -
2. Details. The State will provide enrollees with the following chcﬁ'c'nrq. (;ilgasgrcplicalc for each program in waiver)
Pragram. " Arkansas Provider Led Care Coordination Program. 'kf'.! ;}?\\\
N,

[:] Two or more MCOs == N
e
NN
[j A PCCM or one or more MCOs 4

{7} Two or more primary cure providers within one PCCM system. ’:j‘%\‘
%
[j Two or more PIPs.

b~
D Two or more PATIPs.

@ Other:

please describe
There will be a choice ol at least two PASSEs (PCCM Entities) for all beneficiaries,
stalewide.

Section A: Program Description

PartI: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (2 of 3)

3. Rural Exception.
[ ] The State seeks an exception for rural area residents under section 1932(a)(3)(B) of the Act and 42 CFR 438.52
(b), and assures CMS that it will meet the requirements in that regulation, including choice of physicians or case
managers, and ability to go out of network in specified circumstances. The State will use the rural exception in the
following areas { "rural area” must be defined as any area other than an "urban area” as defined 1 42 CFR 412.62

(D).

4. 1915¢(b)}{(4) Sclective Contracting.
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Beneficiarics will be limited to a single provider ia their service area
Please define service area.

9 Beneliciarics will be given a choice of providers in their service area
Section A: Program Description

Part 1: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (3 0f 3)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description;

el

Part I: Program Overview ¥ fm"%
D. Geographic Areas Served by the‘Wa\?"ef,uq 2)

I. General. Please indicate the area of the State ¥ wa iver program will be implemented. (If the waiver authonzes
more than one program, please list applicable p belot item(s) the State checks.
= Statewide -- all counties, zip codes, or regiaps ¢ tate

-- Specifi: Program Instance(s) for Statewide 7%,
™ CureCoordination .:i’ -;JI:
J =

= Less than Statewide ugt” '*'c.\l
-- Specifi Program Instance(s) for Less than .‘i'lfm'eum’ﬁL

m CareCoordination »-rf-"h

i,
; ,- --L

2. Details. Regardless ol whether item [ or 2 1s checked above, please fist q]_lhc \‘.;barl low the areas (1.e., cities,
countics, and/or regions} and the name and type of entity or program (MCQQ_PIII R}IP HIO, PCCM or other cntity)
with which the State will contract.

%
City/County/Region Type of Progract: :)l;lePh)I, MCO, PIHP, | Name of Entilt,{&(!l-'lul:')l\rlco, PIHP,
Statewide PCCM Entity Empower Healthcare Solutions, LLC
Statewide PCCM Entity Arkansas Total Care

Statewide PCCM Entity Arkansas Advanced Care, Inc.
Statewide PCCM Enlity Forevercare, Inc.

Statewide PCCM Entity Arkansas Provider Coalition

Section A: Program Description

Part I: Program Overview
D. Geographic Areas Served by the Waiver (2 of2)

Additional Information. Please enter any additional information not included in previous pages:
All PASSEs must ensure care coordination can be provided on a statewide basis to all attnbuted beneficiaries no matter their
location.

Currently, five PASSE entitics have submitted letters of intent to become licensed as RBPOs and enroll as Medicaid PASSE
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providers. Because the PASSE's are licensed through AID and then enrolled as Medicaid Providers, this number may change
as we move loward Phase 11 However, Arkansas will ensure that at least two of these PASSE entities remain enrolled so that
attributed bencficiaries will have a choice between at least two PASSEs

Section A: Program Description

PartI: Program Overview
E. Populations Included in Waiver (1 of 3)

Please nete that the eligibility categories of Included Populations and Excluded Populations below may be modified as needed
1o fit the State’s specific circumstances.

1. Included Populations. The following populations are included in the Waiver Progranmt:

Section 1931 Children and Related Populations are children including those eligible under Section 1931,
poverty-level related groups and optional groups of older clildren.
Mandatory enroflment

o
Voluntary cnrnllment -

-.\.
-'

Section 1931 Adults and Rclut\ﬂ Pn]:iu'lnhuns are adults including those eligible under Section 1931, poverty-
level pregnant women and opnondf ginup pf carctaker relatives.

Mandatory carollment i F N
Voluntary carollment N =_'; ]
Blind/Disabled Adults and Related Pupulatmu!‘ire b“'pcﬁcmnes age 18 or older, who are ehgible for Medicaid
due 10 blindness or disability. Report Blind/Disabled A“Efulﬁ-\\ho are age 65 or older in this category, notin Aged.
Mandatory enrollment f
Voluntary enrollment 1
L |.
Blind/Disabled Children and Related Populations are bcneﬁuancs gﬁu:mliy under age 18, who are eligible
for Medicaid due to blindness or disability. y W v

Mandatory enrollment Y Vo

F.
&
4,
S

Voluntuary enrollment

Aged and Related Populations are those Medicaid beneficinries who are age_f;s or older and not members of the
Blind/Disabled population or members of the Section 1931 Adult population.

Mandatory enrollment

Yoluntary enrollment

Foster Care Children are Medicaid beneficianes who are receiving foster care or adoption assistance (Title
IV-E), are in foster-care, or are otherwise in an out-of-home placement.

Mandatory enroflment

Yoluntary enrollment

TITLE XXI SCHIP is un optional group of targeted low-income children who are cligible to participate in

Medicaid if the State decides to administer the State Children’s Health Insurance Program (SCIIP) through the
Moedicaid program.

Mandatory enrollment
Voluntary enrollment

Other (Please define):

Enrollment i1 a RBPO 1s mandatory for all Tier 2 and Tier 3 Behavioral Health and Developmental Eisabilities
clicats.
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For mdividuals served by the Diviston of Behavioral Health, the tiers are as follows:

Tier I: Counseling Level Services

At tins level, time-limited behavioral health services are provided by quahified licensed practitioners in an
outpatient based setling for the purpose of assessing and treating mental health and/or substance abuse
conditions. Counseling services settings mean a behavioral health chime/office, healthcare center, physician
office, and'or school.

Tier I: Rehabilitative Level Services
Al this levet of need, services are provided in a counseling services setting but the level of need requires a
broader array of services 1o address functional deficits.

Tier 11 Intensive Level Services
Eligibility for this level of need will be identified by additional cniteria, which could lead to placement 1n
residential settings for more intensive delivery of services.

For Division of Developmental Disabilities Clients, the ticrs are as follows:
Tier I Community Clinic Level pf Care
Al this level of need, the mdluﬂhﬂ.ruem.s services 1n a center-based clinic such as a DDTC or CHMS.

Tier IE: Institational Level uf Cnf‘e

The individual meets the mstuumjgﬁ =le f care eriteria but does not need 24 hours a day of paid support and
services o mainiain his or her current l mt.ul

Tier HI: Institutional Level of Care 2

The individual meets the mstitutional C‘\ of carﬁ nnd requires 24 hours a day of paid support and services to

maintaia his or her current placement. v.‘:, 7 4 ,_.h

DHS will refer presumptively eligible individuals to v ;E,.o i@lndept.ndcnl Assessment (TA). The LA will
determine the Tier level for these beneficiaries and willlalso deyelop a needs and risks report that will be used to
develop the Person Centered Service Plan (PCSP) tor dcvelofmdl,taﬁ 1sabilities beneficiaries or Master
Treatment Plan (MTP) for behavioral health beneficiaries. Alihoh t’[%le PASSE is not currently developing the
MTP or the PCSP, the PASSE's care coordinator can use the fﬁgm‘t 0 mﬂuc Ihat proper services are delivered to
each atributed beneficiary and all identified needs are being met. P 4 ‘5

i

W, . i \.
Section A: Program Description . :_;-'H \':1
a_‘:\ &

Part I: Program Overview s
E. Populations Included in Waiver (2 ar3)

&

2. Excluded Populativns. Within the groups identified above, there may be certain groups of individuals who are
excluded from the Waiver Program. For ¢xample, the “Aged” population may be required to enroll into the program,
but “Dual Eligibles” within that population may not be allowed to participate. In addition, “Section 1931 Chuldren”
may be able to enroll voluntarily in a managed care program, but “Foster Care Children” within that population may be
excluded from that program. Pleasc indicate if any of the following populations are excluded from participating in the
Waiver Program:

Medicare Dual Eligible --Individuals entitled to Medicare and eligible for some category of Medicaid benefits.
(Section 1902(a)(10) and Section 1902(a)(10)(E))

Poverty Level Pregnant Women -- Medicaid beneficianes, who are ehgible only wilile pregnant and for a shon
time afler delivery. Tlus population originally became eligible for Medicaid under the SOBRA legislation,

Other Insurance --Medicaid bepeficianies who have other health insurance

Reside in Nursing Fucility or ICF/IID --Medicaid beneficiaries who reside in Nursing Facilities (NIF) or
Intermediate Care Facilities for the Individuals with Intellectual Disabihities (ICF/11D).
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Enrolled in Another Managed Care Program --Medicaid beneliciaries who are enrolled in another Medicaid
managed care program

Eligibility Less Than 3 Months --Medicaid beneficiaries who would have less than three months of Medicaid
eligibility rematning upon ¢nrollment into the program.

Participate in HCBS Whaiver --Medicaid beneficiaries who participate in a Home and Community Based Waiver
(HCBS, also referred Lo as a 19 5(c) waiver).

American Indian/Alaskan Native --Medicaid beneficiaries who are Amencan Indtans or Alaskan Natives and
members of federally recognized tribes.

Special Needs Children (State Defined) --Medicaid beneficianies who are special needs children as defined by
the State. Please provide this definition.

A
["] SCHIP Title XXI Children; = “"'vleﬁumd beneficiaries who receive services through the SCHIP program.
&

‘-JA

[#] Retroactive Eligibility — MLdlt.alil'E{:(ne%?ancs for the period of retroacuve eligibility.

7| Other (Please define): 4 "ﬁ“

Under Provider Led Care Coordm'mon P gram 115'}:. those individuals who are detenmined to be Tier 2 and Tier
3 DHS and BH clients and who are not res tuqlnn Development Center, skilled nursing home, or
assisted living facility can be attributed to a I’Ag

,—\.

Clients may not receive the following services through he PAﬁSB

{1) Nonemergency Medical Transportation ..&Q‘ F o

(2) Dental benefits - & Y

(3) School-based services provided by school employees {1 W ¥ o

{4) Skilled nursing facitity services it N

(5) Assisted living facility services &% .

(6) Human Development Center services 1‘:»“ ’ _r;'." %

{7 ARChoices or Arkansas Independent Choices Waiver Services - V4 ?}
0, 4

Beneficiarics who exclusively receive these services may not be enrolled in :?'P;’-:SSE

Section A: Program Description

Part 1: Program Overview
E. Populations Included in Waiver (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part I: Program Overview
F. Services (1 of 5)

List all services to be oftered under the Waiver in Appeadices D25, and D2.A of Seetion D, Cost-Effectiveness.

1. Assurances.
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|+ The State assurcs CMS that services under the Waiver Program will comply with the following tederal
requirements:
= Services will be available in the same amount, duration, and scope as they are under the State Plan per42
CFR 438 210{a)(2).

®  Access lo emergency services will be assured per section 1932(b)(2) of the Act and 42 CIR 438.114.

= Access 1o family planmng services will be assured per section 1905(a)(4) of the Act and 42 CFR 431.51(b)
The State secks a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the
regulatory requirements listed above for PIHP or PAHP programs. Please identify each regulatory
requirement for which a waiver is requested, the managed care program(s) to which the waiver wilj

apply, and what the State proposes as an altemative requirement, if any. (Sce note below for limitations
on requirements that may be waived).

+/ The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for
compliance with tle provisions of 42 CFR 438.210(a)(2), 438.114, and 431.51 (Coverage of Services,
Emergency Services, and Family Planning) as applicable. If this 15 an initial waiver, the State assures that
contracts that comply with }hesc provisions will be submitted to the CMS Regional Office tor approval prior
to enrollment ol'bcncﬁci‘ag'lti" the MCQ, PIHIP, PAHP, or PCCM.

This is & proposal forf{r 1;%'5?5 ij Selective Contracting Program only and the managed care

regulations do not apply. Thqjgﬁh: aggures CMS that services will be available in the same amount, duration,
and scope as they are under the S 1I‘t’."1"lg.t_l_..\r
» W

¥ il
W The state assures CMS that it compﬁ_{‘s willpﬁ itle I of the Medicare Modernization Act of 2003, in so far as
these requirements are applicable to this 2 iver. %
N
Note: Section 1915(b) of the Act authorizes the Secrelary to wiTvesnost requirements of section 1902 of the Act for the
purposes listed in sections 1915(b)(1)-(4) of the Act. Howey'r, within section 1915(b) there are prohibitions on
waiving the following subsections of section 1902 of the Adl{g_r aiy type.ol waiver program:
= Section 1902(s) - adjustments in payment for inpatient | Il&{iﬁﬁ%ﬁ%ices furnished to infants under age 1, and

to cluldren under age 6 who receive inpatient hospital serviges )-,: ;ﬁ{:porlimatc Share Hospital (DSEH)
facility. e A N

A% i
s Sections 1902(a)(15) and 1902(bb) — prospective payment syslcrﬁ{o?ﬁﬂﬂlﬁmlc
t

® Section 1902(a)(10)(A) as it applies to 19053(a)(2)(C) = comparab H]&ol}r'ﬂiia‘heneﬁls among Medicaid
beneficiarics 4 o

s Section 1902(a)}4)(C) - treedom of choice ol family planning providcrs%%r.-_-;;"ﬁ"
= Sections 1915(b)(1} and (4) also stipulate that section 1915(b) waivers may not waive freedom of choiee of
emergeney services providers.

Section A: Program Description

Part I: Program Overview
F, Services (2 of 5)

2. Emergency Services. In accordance with sections 1915(b) and 1932(b) of the Act, and 42 CFR 431.55 and 438.114,
enrollees in an MCO, PHIP, PAHP, or PCCM must have access to emergency setvices without prior authorization,
even i the emergency services provider does not have a contract with the entity.

The PAHP, PAIIP, or FT'S Sclective Contracting program does not cover emergency services.
Emergency Services Category General Comments (optional):
The beneliciary can receive emergency services without prior authonzation and without contacting the PASSE care
coordinator. A PASSE care coordinator must be available to the beneficiary if the benefictary wishes to contact them

regarding emergency services. Also, the assigned PASSE care coordinator must follow up with the beneficiary after
utilization of emergency services,
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3. Family Planning Services. In accordance with sections 1905(a)(4) and 1915(b) of the Act, and 42 CFR 431.51(b),
prior authorization of, or requiring the use of network providers for family planning services is prohibited under the
waiver program. Out-ol-network family planning services are retmbursed in the following manner:

[ The MCO/PIHP/PAHP will be required to reimburse ouwl-of-network family planning services.

[T} The MCO/PINF/PAHP will be required to pay for Tamily planning services from network providers, and the State
will pay for family planning services from out-of-network providers.

[+ The State will pay for all family planning services, whether provided by network or out-of-petwork providers.

[ Other (please explain):

r

| Family planning services are not included under the waiver,

A
Family Planning Services Categ:}p(rﬁcﬂigal Comments (optional):

st o
&
a'f"\:}; ‘
: N § 7N
Section A: Program Description E‘L a
0 uﬁﬁfj""/;
Part I: Program Overview J_s_,&
2 -

F. Services (3 of §) /,._‘.,
4. FQHC Services. In accordance with section 2088.6 of the Mzglczud Manual, access to Federally Qualified
Health Center (FQHC) services will be assured n the followmg mznm:'{ e,]

The program is voluntary, and the enrollee can diseoroll at tm]} mpe lﬁu‘ she desires access to FQIIC services.
The MCO/PIHP/PAHP/PCCM 1s not required to provide FQHC se cd 9 !hq.c\glrolleu duning the enrollment
period.

The program is mandatory and the enrollee is guaranteed a choice of fﬁ' ln;hil one MCO/PIHP/PAHP/PCCM

which has at least one FQHC as a participating provider. If the enrollee ulci':fsmdt"'lu select a
MCO/PIHIYPAHP/PCCM that gives him or her access 1o FQHC services, no FQUC services will be required to
be furnished to the enrollee while the enrollee is enrolled with the MCO/PIHP/TAIIP/PCCM he or she selected.
Since reasonable access to FQHC services will be available under the waiver program, FQHC services outside the
program will not be available. Please explain how the State will guarantee all enroliees will have a choice of at
least one MCO/PIHP/PAHP/PCCM with a participating FQHC: |

i/l The program 1s mandatory and the enrolfee has the right to obtain FQHC services outside this waiver program
thrrough the regular Medicaid Program.

FQHC Services Catepory General Comments (optional):

5. EPSDT Requirements.
I The managed care programs(s) will comply with the relevant requirements of sections 1905(a)(4)(b) (scrvices),
1902(a)(43) (administrative requirements including informing, reporting, etc.), and 1905(r) (defimition) of the Act
related to Early, Periodic Screening, Diagnosts, and Treatment (EPSDT) program.

EPSDT Requirements Category General Comments {optienal):
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All children will still receive their EPSDT sereens and be assigned a PCP either under the Patient Centered Medical
Home (PCMH) program ot by their care coordinator. The assipned PCP will be responsible for ensuring EPSDT
services are received. The care coordinator wall receive all results of screens Lo ensure no additional services are
needed.

Section A: Program Description

Part I: Program Overview

F. Services (4 of 5)
6. 1915(b)(3) Services.

| This waiver includes 1913(b)(3) expenditures. The services must be tor medical or health-related care, or other

services as described in 42 CPR Part 440, and are subject 1o CMS approval. Please describe below what these
expenditures are for each waiver program that offers them. Include a description of the populations eligible,
provider type, geographic avsilability, and reimbursement method.

1915(b)(3) Services Requirements mty General Comments:
a
r

L —
ol
’%

7. Self-referrals. "

c:'z

! The State requires MCOs!/ PlHPs/[‘AIgJ’s CCM é o allow enroliees to seli-refer (1.e. access without prior
authorization) under the following cireum: fd"’ﬂ_lc lollowing subset of services in the

1

MCO/PIHP/PAHP/PCCM contract: ,ﬁ&}}
Selt-teferrals Requirements Category General Comments: fr’ _p
Under the care coordination model, beaeficiaries may sel(’-r&%ﬂ" a ice under the fee for service system that
does not require a PCP referral. However, the PASSE care coordlt% i 1b1.. responsible for gathering health

records from the services received by the beneficiary, providing n&@ qurm.t up information, and ensuring all
needed services are identified for that beneficiary. The care coordmalor,mﬁ so Hisgist the benefi iciary in receiving
needed services by making referrals to providers in its referral network. \ /

8. Other.

[] Other (Please deseribe)

Section A: Program Description

Part I; Program Overview

F, Services (5 of §)

Additional Information. Please enter any additional information not included in previous pages:

The PASSE must provide care coordination to each of its attributed beneficianes. Care coordination under the PASSE model
means ensuring that specially services are coordinated and appropriately delivered by specialty providers (behavioral health
and developmental disabilities services, as appropriate). The PASSE must hire care coordinators who will work with the
beneficiary's assigned PCP/PCMIT to ensure cominuity of care across all services. Act 775 of the 2017 Arkansas Regular
Session defined care coordination as including the following activities:

1} Health education and coaching;
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2) Coordination with other healtheare providers {or diagnostics, ambulatory care, and hospital services;

3) Assistance with social determninants of health, 3 such as access to healthy food and exercise,

4) Promotion of activities focused on the health of a patient and the community, including withous limitation outreach,
quality improvement, and patient panel management,

5) Coordination of Community-based management of medication therapy

As such, the care coordinator employed by the PASSE is respensible for the total plan of care for cach beneficiary assigned
to him or her. The total plan of care includes, but is not limited 1o, the following:

1) Behavioral Health Treatment Plan;

2) Person Centered Service Plan for Waiver Clienis;

3} Primary Care Physician Care Plan;

4} Individualized Education Program;

5) Individual Treatment Plans for developmental clients in day habilitation programs;
6) Nutrition Plan;

7) Housing Plan; or

8) Any existing Work Plan

The care coordinator is responsible for ublaiﬁ"fﬁ copies of all treatment and service plans related to an individual beneficiary
and (.oordmalmg services between lhosc-f'rlaus i&ln. goal is to prevent duplication of services, ensure timely access to all
needed services, and 1dc,nuly any service gaﬁ-ﬁf); Jﬁ}hcncﬁcmry The ultimate goal of the care coordinator is to assist the
beneficiary in remaining in the most appmpn::t/lﬁ ﬁlf:_(\l 1¢ kst restnictive sething for that beneficiary.

o

The care coordinator will assume the rcsponsibililt'n'of provf g case management under the concurrent 1915(c) Home and
Community Based Services Community and meloyn&em Su orls Wan er for atiributed beneticiaries who are Waiver
participani, including: -—— J‘,, i,
1) Coordinating and arnmgmg all CES waiver services and'c olln.r sfuf-.. pjﬁrt services;

2) Identifying and accessing needed medical, social, educational anﬂ nthn.rﬁubhcly funded services (regardless of funding
source); i

3) Identifying and accu.smg informal community supports needed Wlﬁﬁlﬁpﬁiﬁﬁmpanw and their families.

4) Monitoring and reviewing services provided to the beneftciary 10 ensug® ail:p services are being provided and 1o ensure
the health and safuy of the participant;
5) Facililating crisis indervention;

6) Providing guidance and support to meel generic needs; |\ "\"’ ;f ;

T) Conducting appropn.nc needs assessments and referral for resources; h & ; ﬁ}..

8) Monitoring services provided to ensure quality of care and case reviews which focln‘on llmpummpunls progress in
meeting goals and objectives established on existing case plans; s

9) Providing assistance relative to oblaining waiver Medicad cligibility and ICF/ID level of care eligibility determinations;
10) Ensuring submission of timely (advanced) and comprehiensive behavior and assessment reports, continued plans of care,
revisions as needs change and information and documents required for ICF/IID [evel of care and waiver Medicaid eligibility
detenninations;

11) Arranging for access to advocacy services as requested by participant.

12) Providing assistance upon receipt of DDS or DHS notices or denials, including assistance wilh the reconsideration and
appeal process,

Care coordination services must be available to attributed beneficiaries 24 hours a day through a hotline or web-based
apphcation.

Section A: Program Description

Part 1I: Access

A, Timely Access Standards (10r7)

Each State must ensure that all services covered under the State plan are available and accessible to enrollees of the 1915(b)
Waiver Program. Section [915(b) of the Act prohihits restrictions on beneliciaries’ access to emergency services and famly
planning services.
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1. Assorances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with section 1932(¢)(1)}A)(1) of the Act and 42 CFR 438.206

Availability of Services; in so far as these requirements are applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alteriative requirement, if any:

| ‘The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

wilh the provisions of section [932(c)(1){A)(1) of the Act and 42 CFR 438.206 Availability of Services. If
this is an initial waiver, the State assures that contracts that comply with these provisions will be submitied to
the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.

If the 1915¢b) Waiver Program does noé' ifgchid®g PCCM component, please continue with Pari I1LB. Capacity Standards.
. . e "-.;
Section A: Program Description d/’{
N

Part 11: Access f =,
A, Timely Access Standards (2 of 7) i Q/

r‘%\
2. Details for PCCM program. The State must nssure&@cr Program enrollees have reasonable access to services.
Please note below the activities the Staie uses to assure time s to services.
a. [/ Availubility Standards. The State’s PCCM Pr intludes established maximum distance and/or travel
time requirements, given beneliciary’s normal mu:am; t; orlation, for waiver enrollees’ access to the
foltowing providers. For each provider type checki ﬁ'\. cnbc the standard.

1. i/ PCPs

Please describe: f‘{: \'Q \
Each PASSE must have at least one PCP in its referral 1}12!114‘:\?\

it L\n 60 minutes ot normal
transportation time or within 60 miles, which ever is shortery Lurjnl“‘ beneficiaries attributed to that
PASSE.
2. |4 Specialists

Please describe:

Developmental Disability Providers. Cach PASSE must have at least | of each type of
developmental disability provider in its referral network within 60 minutes of normal
transportation time or within 60 miles, which ever 1s shorter, for all beneficiaries attnibuted to that
PASSE.

3. ] Ancillary providers

Piease describe:

4. [ ] Dental

Please describe:
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5. [ Hospitals
Please describe:,

Each PASSE must have at Jeast one (1) hospatal in its referral aetwork within 60 minutes of
normal transportation time or within 60 miles, which ever is shorter, for all beneficiaries attributed
to that PASSE.

6. /i Mental Health

Please describe:
Each PASSE must have at least one (1) of each type of mental health provider in its referral
network within 60 minutes of normal transportation time or within 60 miles, which ever is shorter,

for all beneficiaries attributed to that PASSE.
7. [« Pharmacies

Please describe:

Each PASSE mﬁh\ﬁvc at least one (1) pharmacy in its referral network within 60 minutes of
normal tranggﬁnﬂggﬂlimc or within 60 miles, which ever 1s shorter, for all beneficianes attnbuted
E ™

to that PAS r N
8. [/ Substance Abuse Tréaln cn}}]’mvidcrs
e
- ¥

within 120 minutes normal trans ime or 120 miles, whichever is shorler for alt attributed

Please describe: (
Each PASSE must have at Me I¥substance abuse treatment provider in its referral network

beneficiancs.
9. [ ] Other providers Jf‘f
[
Please describe: \\..,__ y _\.?"‘_
& N

%:h \?/;"
Section A: Program Description Y 4 )}

Part II: Access
A, Timely Access Standards (3 of 7)

2. Details for PCCM program. (Continued)

b. Appointment Schedulingmeans the time betore an enrollee can acquire an appointment with his or her

provider for both urgent and routine visits. The State’s PCCM Program ncludes established standards for

appointment scheduling for waiver enrollee’s access to the tollowing providers.
1 PCPs

Please describe:

2, | Specialists
Please describe:
3. [ | Ancillary providers
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Please describe!

[V
4. [ ] Dental
Please describe:
5. [ ] Mental Health
Please describe:
6. || Substance Abuse Treatment Providers
Please descrife
f} b 8l
A '!
7. [ Urgeni care ¥ Q
Please describe: @

8. [ ] Other providers w

Picase describe: ,@%
K‘b A
A v
Section A: Program Description W

Part II: Access
A. Timely Access Standards (4 of 7)

2. Details fur PCCM program. (Continued)
¢. | | In-Office Waiting Times: The State’s PCCM Program includes established standards for m-ofTiee waiting
times. For each provider type checked, please describe the standard.

1. [ PCPs

Please deseribe:

2. [7] Specialists

Please deseribe:

™y
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3. | Ancillary providers
Please describe:
4. [ ] Dental

Please deseribe:

5. [ ] Mental Health

Please describe:

puse Trédtment Providers

6. [ ] Substance

Please describe:

7. [ ] Other providers m

Please describe:

2 ( )
Section A: Program Description %
Part 1I: Access O

A. Timely Access Standards (50f7)

2. Details for PCCRM program. (Continued)

d. [ ] Other Access Standards

Section A: Program Description

Part I1: Access
A. Timely Access Standards (6 of 7)

3. Details for 1915(h)(4)FFS sclective contracting programs: Please describe how the Stale assures timely access lo the
services covered under the selective contracting program.

Section A: Program Description

Part 1I: Access
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A. Timely Access Standards (7 of 7)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part II: Access
B. Capacity Standards (1 of 6)

1. Assurances for MCO, PIHP, or PAHP programs

| 'The State assures CMS that it complies with section 1932(b)(5) of the Act and 42 CFR 438 207 Assurances

of adequate capacity and services, in so far as these requirements are applicable.
[ ] The State seeks o waiver of section 1902(a){4) of the Act, to waive vne or more of the regulatory

requirements listed for PI ;-or PAHP programs.

fo which the waiver will apply, it the State proposes as an alternative requirement, if any:

[ ] The CMS Regional Office has rcvic%?x)%d the MCO, PIHP, or PAHP contracts for comphance
2C

with the provisions of section 1932(b) ?’%ﬁ 438.207 Assurances of adequate capacily and services.
If this is an initial waiver, the State assures that that comply with these provisions will be submitted

to the CMS Regional Oftice for approval prior to t.fl’r(';l_l‘_m t of beneficiaries in the MCO, PIHP, PAIIP, or

Please identify each f n‘."ﬁ /@%;i:mum for which a waiver is requested, the managed care programis)
Y i

PCCM.
7y
==

if'the 1915(b) Waiver Program does not incinde a PCCM component, pledse t.l{wrrfpue with Part I, C. Coordination and
Continuiry of Care Standards. ‘:En_ | Y

W r &
Section A: Program Description Qb‘:%
Part 11: Access _jj

B. Capacity Standards (2 of 6)

2. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access 1o services.,
Please note below which of the strategies the Stale uses assure adequate provider capacity in the PCCM program.
n. ] The State has sel enrollment limits for each PCCM primary care provider.

Please describe the enrollment limits and how each is determined:
Each Care Coordinator employed by a PASSLE cannot have a caseload of more than 25 attributed

beneficiaries.
h. | The State ensures that there are adequate number of PCCM PCPs with open panels.

Please describe the State’s standard:

c. [ ] The State ensures that there is an adequate number of PCCM PCPs under the waiver assure access to all
services covered under the Waiver, .

Please deseribe the State’s standard for adequate PCP capacity:
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Section A: Program Description

Part I1: Access
B. Capacity Standards (3 of 6)

2. Details for PCCM program. (Continued)
d. [ The State compares numbers of providers belore and during the Waiver.

I Provider Type I # Before Waiver I # in Current Walver [ # Expected in Renewal II

Please note any limitations lo the data in the chart above:

.

e. 7 The State ensures adegiiate'geographic distribution of PCCMs.
(fm

Please describe the State’s -rrégf’

The State 1s requiring that e.xcli PASSELe able to provide care coordination services on u statewide
basis. Each PASSE must havéané cqualg referral network to make referrals for needed services to all
attributed beneficiaries across thelState, apd each PASSE must hire an adequate pool of care coordinators.

,-"‘,/}w

Section A: Program Description & \q\
Part I1: Access ‘\\
B. Capacity Standards (4 of 6) “k %’ -
I!»“Ir &
2. Details for PCCM program. (Continued) \ ; ,Ah«\
f. | PCP:Enrollee Ratio. The State establishes standards for PC. E fd,enrolice ratios.
.IFE-' -
| Area/(City/County/Region) | Pcc"ﬂl-m_:f' rollek Ratio i |

Please note any changes that will eccur due to the use of ph_vsicia}e;ﬁ?c_r/(ﬁﬁrs.:

g. [ | Other capacity standards.

Pleasc describe:

Section A: Program Description

Part 11: Access

B. Capacity Standards (5 of 6)

3. Details for 1915(b)(4)FFS selective contracting programs: Please describe how the Stale assures provider capacity
has not been negatively impacied by the selective contracting program. Also, please provide a detatled capacity
analysis of the number of beds (by type, per [ncility) — for facility programs, or vehicles (by type, per contractor) — for
non-emergency transpostation programs, needed per location to assure suflicient capacity under the waiver program.
This analysis should consider increased enroliment and/or utilization expected under the waiver.
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Section A: Program Description

Part I1: Access
B. Capacity Standards (6 of 6)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part 11: Access
C. Coordination and Continuity of Care Standards (1 of 5)

&
1. Assurances for MCO, PIHP, o P; Hag)irn rams
Al LG
[} The State assures CMS thalﬂg{ with section 1932(c} 1){A)(1) of the Act and 42 CFR 438.206
far ps"

Availability of Services; in 5o fa (‘fs hese requirements are applicable.
[] The State secks a waiver of a wal cyfs':c n 1902(a)(4) of the Act, to waive one or more ol more of the

regulatory requirements listed above for PI

oL PAHP programs.
y

Please identify each regulatory requiremeytf hich a waiver is requtested, the managed care progran(s)
to which the waiver will apply, and whai the Stale prapases as an alternative requirement, if any.
& h
\ /
Y (TN

= ()
] The CMS Regional Office has reviewed and approved llghf_qpﬁ‘ﬂll’. or PAHP coatracts for comphance

with the provisions of scction 1932(c)(1)(A)1) of the Act anil'4 2« ’-rff*‘has.zoo Availability of Services. If

this is an tnitial waiver, the State assures that contracts that coriiply With Wese provisions will be submitted 10
the CMS Regional Office for approval prior to enrollment of ben Qci@c MCO, PIHP, PAHP, or

&
i

PCCM.
Section A: Program Description

Part 11: Access
C. Coordination and Continuity of Care Standards (2 of 5)

2. Details on MCO/PIHP/PAHP cnrolices with special health care necds.

The following items are required.

a. | The plan is a PIHP/PAHP, and the State has determined that based on the plan’s scope of services, and

how the State has organized the delivery system, that the PIHP/PAHP nced not meet the requirements
tor additional services for enrollees with special health care needs in 42 CFR 438.208.

Flease provide justification for this deternmmination:

h. [ Identification, The State has a mechanism to identity persons with special health care needs to MCOs,
PIHPs, and PAHPs, as those persons are defined by the State.

Please describe:
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€. | Assessment. Each MCO/PIHP/PAHP will implement mechamsms, using appropriale healih care

professionals, to assess each enrollee wentified by the State 1o identify any ongotng special conditions that
require a course of treatment or regular care monitoring. Please desenbe:

Please deseribe the enrollment linits and how eaclt is determined:

d. Treatment Plans. For enrollees with specinl health care needs who need a course of treatment or regular

care monitoring, the State requires the MCO/PIHP/PAHP to produce a treatment plan.If so, the treatment
plan meets the following requirements:
1. Developed by earollees’ primary care provider with enrollee participation, and in consultation
with any specialists™ care for the enrollee.
2. Approved by the MCO/PIHP/PAHP in a timely manner (i approval required by plan).
3. In aceord w};i;l!,\‘:‘my applicable State quality assurance and utilization review standards

Please describe: & \'f-\.-“::. Y
L

.rr“:'iij
N
“)

£ J
e. [ | Direct access to specialists. If'trédtment g an or regular care monitoring 1s in place, the MCO/PIITP/PAHP
has a mechanism in place to allow %{‘nctly access specialists as appropriate for enrollee’s
condition and identified needs.
“"’r,y::'::«.,
Please describe: ' 4 .-:I:I
V._'_-“_ - 4 E-}: '-.'-.'_:I:‘
? \; ¥ .
‘{'.-\"-":*" .ﬂfr%
Section A: Program Description {;‘: b, R
. F.
% \‘;:
Part 11: Access NS )
C. Coordination and Continuity of Care Standards (3 of 5) “‘i:g,fg,

3. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access 1o services.
Please note below which of the strategies the Stale uses assure adequate provider capacity in the PCCM program.
a. [/] Each enrollee selects or is assigned to a primary care provider appropriate to the enroliee’s needs.

b. [7] Eachenrollee selects or is assigned to a designated designated health care practitioner who is pnmanly

responsible for coordinating the enrollee’s overall health care.
c. [ Each enrollee is receives health education/prometion information.

Please explain:

Enrollees are atiributed to a PASSE based on their historical cluims data. This would mclude claims by a
primary care provider made on behalf of thal beneficiary. Therefore, each beneficiary may choose their
PCP. Once enrolled in a PASSE, the care coordinator assigned to that beneliciary wall ensure that the
beneficiary has etther (1) chosen a PCP; or (2) been assigned a PCP. The care coordinator will also
provide health education and promotion material to the beneficiary based on identified healih needs and
will assist the beneficiary in accessing other needed services.

d. [ Each provider maintains, for Medicaid enrollees, health records that meet the requirements established by
the State, taking into account professtonal standards

c. [/ There is appropriate and contidential exchange of information among providers.

I. [} Enrollees receive intormation about specific health conditions that require follow-up and, if appropriate,
are given training in sell-care.
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g. [] Primary care case managers address barriers that hinder enrollee compliance with prescribed treatments

or regimens, including the use of iraditional and/or complementary medicine
h. [/ Additional case management is provided.

Please include how the referred services and the medical forms will be coordinated among the
practitioners, and documented in the primary care case manager’s files.

In the PASSE model, the Primary Care Case Manager is the PASSE Care Coordinator. This Carc
Coordinator will be responsible for gathering and keeping all medical records related to his or her
assigned beneficiaries and ensuring proper follow-up, It any self-care traiming 15 needed, the Care
Coordinator will be responsible for ensuring the beneficiary receives that self-care. For any emergency
room, acute inpatient psychiatric, or urgent care clinic visits, the Care Coordinator must follow up with
the beneficiary within three (3) business days of discharge, and ensure that any {otlow up care 1s provided
for.

i. 1 Referrals.

Please explain in detail the process for a patient referral. In the description, please include how the
referred services and theagedical forms will be coordinated among the practitioners, and documented in
the primary care c'asgi an er.s ' files.

The PASSE will be rcsponm creating a referral network., While the beneficiary can ultimately see
any provider he or she ch t the Care Coordination Model, the PASSE must ensure that there are

adequate referral agr;cm;nls‘}prceﬁ_im the Care Coordinalor can make appropriate relerrals to
providers when the bt.neﬁcmrﬁd not already have an existing provider-patient relationship. Parl of
lhe PASSE’s agreement will incl fggg:;;’:ion will be transmiited between the Care Coordinators

and the providers w the referral ne r;'l]za formation must be disclosed to and approved by DS
hefore the PASSE will be able 1o enter gﬁ‘i..[‘_ ider Agreement. The Medicaid PASSE Provider
Manual and Enrollment Agreement, atlauhcd,\'tljn;l"%slandards the PASSE must meet,

i | 1
Section A: Program Description *\\ ;f,_._
b 5 4 h
Part I1: Access E NY .
C. Coordination and Continuity of Care Standards (4 of 5) E“w’ N\

{: » A
4. Details for 1%15{b)(4) only programs: [{ applicable, plense describe how'ﬂ:g..' 5 ‘a?&qxes that continuity and
coordination of care are not negatively impacted by the selective contracting ptdzram. 2/

o

Section A: Program Description

Part I1: Access

C. Coordination and Continuity of Care Standards (5 of )

Additional Infermation. Please enter any additional infoomation not included in previous pages:

Section A: Program Description

Part I11: Quality

1. Assurances for MCO or PIHP programs

The State assures CMS that 1t complics with section 1932(e)(1)(A)i1)-(1v) of the Act and 42 CI'R 438.202,

438.204, 438.210,438.214, 438 218, 438.224, 438.226, 438 228, 4382311, 438 2306, 438 240, and 438 242 in
so fur as these regulations are applicable.
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The State seeks a waiver of section 1902(a)(4) of the Act, lo waive one or more of the regulatory
requirements hsted for PIHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s}
to which the waiver will apply, and what the State proposes as an alternative requirement, if any.

| 1 The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracis for compliance

with the provisions of section 1932(c){(1)(A)ii)-(iv) of the Act and 42 CFR 438,202, 438 204, 438.210,
438.214, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 438.240, and 438.242. If this is an initial
waiver, the Stale assures that contracts that comply with these provisions will be submitied to the CMS
Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.
| Section 1932¢c)( 1) AXiii)-(iv) of the Act and 42 CFR 438.202 requires that cach State Medicatd agency that
contracts with MCOs and PIHPs submit 1o CMS a written strategy for assessing and improving the quality of
managed care services offered by all MCOs and PIHPs.
The State assures CMS that this quality strategy was initially submitted to the CMS Regional Office on:
I ﬁl."d;‘i“u ] {mm/dd/yy)
The State assures CMS thagit ébmplies with section 1932(c)(2) of the Act and 42 CFR 438 Subpart £, to
=

arrange for an annual, independént, éxternal quality review of the outcomes and timeliness of, and access to
the services delivered undcqﬁc]z. / PIHP contract. Note: EQR for PIHPs is required beginning March

2004. il oo
Please provide the information Hrefoﬁr(mo;g& chart as necessary):
% F & ivitie i
A, Activities Activitics
MCO
PIHP
) ¢ A

Section A: Program Description b ,5:*'{" \»
Part I11: Quality (%ﬁxﬁ

2. Assurances For PAHP program

‘The State assures CMS that it complies with section 1932(e)(1(A)1i)-(1v) of the Act and 42 CFR 438.210,

438.214,438.218,438.224, 438.226, 438.228, 438.230 and 438.236, in so far as these regulativns are
applicable.

The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory
requirements listed for PAHP programs.

Piease identifv each regulurory requirement for which a waiver is requested, the managed care programi(s)
to whicl the waiver will apply, and whaot the State proposes as an alternative requirement, if anv:

| 1 The CMS Regional Office has reviewed and approved the PAHP contracts for compliance with the
provisions of section 1932{c) (1)(A)10}-(1v) of the Act and 42 CFR 438.210, 438.214, 438.218, 438,224,
438.226, 438,228, 438.230 and 438.236. I{ tlus 15 an initsal waiver, the State assures that contracts that
comply with these provisions wall be submitted to the CMS Regional Office for approval prior to enrollment
of beneficianies in the MCO, PIHP, PAHP, or PCCM.

https://wms-mmdl.cdsvde.com/WMS/faces/prolected/cms 191 5b/v(print/PrintSelectorjsp  7/13/2017



Print application selector [or 1915(b)Waiver: Draft AR.055.00.00 - Oct 01, 2017 Page 25 of 69

Section A: Program Description

Part 111: Quality

3. Details for PCCM program. The State must assure that Waiver Program enrollees have access to medically necessary
services of adequate quality. Please note below the strategtes the State uses to assure quality of care in the PCCM
prograrm.

a. [ The State has developed a set of overall quality improvement guidelines for its PCCM program.

Please describe:

Each PASSE must report on the following Quality Metrics and meet the histed standards to continue to
receive the Care Coordination PMPM:

1)Caseload assigned to each Care Coordinator must be 25 or less.

2)Care Coordinators musi make monthiy contacts with beneficianes.

3)Care Coordinators must follow up with beneficiaries who have vistled the emergency room or urgent
care clinic, or been dischacged from an inpatient psychiatric unit within seven business days.

4)Care Coordinators pﬁ-st fnsure each beneficiary assigned to them has selected or been assigned to a

PCP, NS

'

Section A: Program Description & %«,,

f{ =
Part [11: Quality {7\

3. Details for PCCM program. (Continucd) vf;/
b. [/} State Intervention: If a problem is idcnﬁfl rding the quality ol services received, the State will
intervene as indicated below. F H\
1. [ Provide cducation and informal m lmgs lzj neficianes and PCCMs
7] Initiate telephone and/or mail inquiries: it f@aﬁ:qup
Request PCCM's response to identified p@ll)léﬁ_ ;"H
Refer to program staff for further investigation
Send waming letiers o PCCMs \‘} //"
_____ Refer to State’s medical staft for invcsligmion '»...
Instiute corrective action plans and follow-up )
Change an enrollee’s PCCM
Institute a restriction on the types of enrollees
Further limit the number of assignments

EANEY W
4 K’

R
LAYTARLARCY

10,
11. [/ Ban new assignments

12. [ Transfer some or all assignments (o different PCCMs
13. [/ Suspend or terrmnate PCCM agreement

14. [ Suspend or terminate as Medicaid providers

15. [ ] Other

Please explain:

Section A: Program Description

Part I1I: Quality

3. Details for PCCM program. (Continued)
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€. [/ Selection and Retention of Providers: This scction provides the State the opportunity to describe any
requirements, policies or procedures it has in place 1o allow for the review and documentation of
qualilications and other relevant information pertaining to o provider who secks a contract with the State
or PCCM administrator as a PCCM. This section 1s required 1f the State has apphed for a 1915(b)}(4)
waiver that will be applicable to the PCCM program.
Please check any processes or procedures listed below that the State uses in the process of selecting and
retaining PCCMs. The State (please check all that apply):

1.

3.

6.

|+ Has a documented process for selection and retention of PCCM:s (please submut a copy of that

documentation).

71 Has an injtial credentialing process for PCCMs that is based on a writien application and site

visits as appropriate, as well as primary source verification of licensure, disciplinary status,
and cligibthty for payment under Medicaid.

7] Has a recredentialing process for PCCMs that is accomplished within the time frame set by

the State and through a process that updates information obtained through the following
{check all that apply):
A. ] Initial credentialing

B. /| l’t.rlpl:;nnm.c measures, incliding those obtained through the following (check all tha

¥
.-EQ?‘_ 1wtlllzullon management system.
LI Tﬁ cumplaml and appeals system.

13' ]'n\] é‘ syfveys.
S5 o

&
Please descfiliod /\

Perfonmance m;};éiml be submitted by the PASSE as part of its quarterly
report and encountef/data. This information will be compared against the
DHS Claims data syjtem, P41L[lb_._ and this 1s how performance measures will
be reviewed. The pe sures and quality metrics must be met in
order for the PASSE to corﬁmnﬁ perate under the PASSE provider
enrollment agreement and el M payments.
Uses formal seicetion and retention criteria lhnl dicriminate against particular
providers such as those who serve high risk popﬁlq{mn ‘fws -alize in conditions that require
costly treatment }I
Has an initial and recredentialing process for PCCM;&L\LI‘ tpan individual peactitioners (e.g.,
rural heaith clinics, federally qualified health centers) to ensurc that they are and remain in
compliance with any Federal or State requirements {(c.g., hicensure).
Notifies licensing and/or disciplinary bodies or other appropriate authorities when suspensions

or terminations of PCCMs take place because of quality deficiencies.,
Other

Please explain:

Section A: Program Description

Part 111: Quality

3. Details for PCCM program, (Continued)

<. Other quality standards {please describe)
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Section A: Program Description

Part 111: Quality

4. Details for 1915(b)(4) only programs; Please describe how the State assures quality in the services that are covered
by the selective contracting program. Please describe the provider selection process, including the criteria used to select
the providers under the waiver. These include quality and performance standards that the providers must meet. Please
also descnibe how cach eriteria 15 weighted

Section A: Program Description

Part IV: Program Operations
A. Marketing (1 of 4)

1. Assurances A

-l'

(/] The State assures CM§' fﬁlt[t é}lmphes with section 1932(¢)(2) of the Act and 42 CFR 438,104 Marketing
activities; in so far as tln.sc regy 11665 are applicable.

[] The State secks a waiver of gétu 2(a)(4) of the Act, to waive one or more of the regulatory
requirements listed for PIHP or PAH 'ﬁﬁv'gnms

Please idemtifi each regulatory requ W orahich a waiver is requested, the managed care progranify)
to wiich the waiver will applv, and whaFthe, ate apo.ses as an alternative requirement, if anv:
F

I' .|-'\-'\-

|
The CMS Regional Oflice has reviewed and apprﬁh&lbe =0y, PIHP, PAHP, or PCCM contracts for

compliance witli the provisions of section 1932(d)(2) of’ ﬂh. it 1d 42 CFR 438.104 Marketing activities. Il

this is an initial waiver, the State assures that contracts thit cainply/®ith these provisions will be submitted to
the CMS Regional Office for approval prior to enrollment o ﬁgm s in the MCO, PIHP, PAHP, or
PCCM.

| This 1s a proposal for a 1915(b)(4) FI'S Selective Contracting Pro“graln‘énly‘%d the managed care
regulations do not apply.

Nt
Section A: Program Description

Part1V: Program Operations
A, Marketing (2 or4d)

2. Details
a. Scope of Marketing

1. [7] The State does not permit direct or indirect marketing by MCO/PIHP/PAIP/PCCM or selective
contracting FFS providers.

2. [/] The State penmis indirect marketing by MCO/PIHP/PAHP/PCCM or selective contracting FFS
providers (¢.g., radio and TV advertising for the MCO/PIHP/PAHP or PCCM wn general).

Please list rvpes of indirect marketing permitted:

The State permits the PASSE organizations to market to potential enrollees. Specifically, the
PASSE may create and run a website for information regarding its PASSE, provider network, and
care coordination services. This website may be linked to the DHS PASSE webpage and is
designed 1o provide information for beneficiaries when making the decision to change PASSESs,
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The PASSE may also produce handouts that can be given to beneficiaries by DHS choice
counselors when those beneficiaries are making a deciston about a new PASSE.

No other direct or indirect marketing may be conducted by PASSEs to enrollees or potential
enrollees. The PASSE may [reely market to providers regarding joining the PASSE's provider
network.

| The State pernits direct marketing by MCO/PITIP/PAHP/PCCM or selective contracting I'FS

providers (v.g., direct mail to Medicaid beneficiaries).

Please list ivpes of direct marketing permitted.

Section A: Program Description

Part 1V: Program Operations

A. Marketing (3 of 4) P
Fat ::J
2. Details (Continued) ’ M’ﬁ%

1. [ The State prohibits or limifs MCQS/BIHPs/PAHPs/PCCMs/selective contracting FFS providers
from offering gifls or other incentj¥és to D tential enroflees.

Please explain any limitation or prohibl;jgﬁ:'lﬁ'aﬁﬁi) ow the State monitors this:

This is prohibited and wiil be monitorin
2. || The State pennits MCOs/PIHPS/PAHPS/PUCMs/s

marketing representatives based on the numberiif n

edigaid PASSE Oversight Team.
Jective contracting FF'S providers to pay their

v I*.-T{_mnid enrollees he/she recruited into the
F.

plan. %
¢ \% P
Please explain how the State monitors marketing to en! e‘} uSﬁjoercive or frandulent:
F.
N

3. 7 The State requires MCO/PIHP/PAHP/PCCM/selective contracting FFS providers to translate
marketing matenals,

Please list languages materials will be transtated into. (If the State does not translate or require
the transtation of marketing materials, please explain):

Spanish
The State has chosen these languages because (check any that apply):
a. [ | The languages comprise all prevalent Janguages in the service arca

Please describe the methodology for determining prevalent languages:

b.
[] The languages comprisc all languages n the service area spoken by approximately
:| percent or more of the population

c. [J] Other
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Please explain:

According to the U.S. Census Bureau, Amenca Fact Finder, approximately 5.2% of
Arkansas houscholds speak Spanish. This is the only foreign language that is spoken in
more than 5% of households across the state.

Section A: Program Description

Part 1V: Program Operations

A. Marketing (4 of 4)

Additional Information. Please cnter any additional information not included in previous pages:

The PASSE must have (he ability 1o translale marketing matenals for beneficianes who do not speak English or Spamsh,
either through the use of a voice translator or through some other translation service. The PASSE may choose 1o provide
their markeling malerials 1o other languages to fulfill this requirement

The PASSE may [reely market to providers regarding joining the PASSE's provider network. Al marketing matenats,
whether directed to ¢nrollees or providers, mm‘\ { be approved by DHS.

Section A: Program DEECI‘IptIOﬁ, N
Part IV: Program Operations Y 4 ﬁ;bﬁ)

B. Information te Potential Enrollees agi! fﬁrdll(jes (1 of 5)

1. Assurances

42 CFR 438.10 Information requirements; in so fi a‘: thc rcgulauons are applicable.
[] The State seeks a waiver of a waiver of section 1902(a)(4; c Acl, o waive one or more of more of the

regulatery requirements listed above for PIHP or P h?rro&iam

F7] The State assures CMS that it complies wm Enlauons found at section 1932(a)(5) of the Act and

Please identifv each regulatory requircment for which a 1'bq_k; :sf;.’t sted, the managed care program(s)
to which the waiver will apply, and what 1the State proposes a@ﬁl{gﬂ:ﬁ}{e requirement, if any:

K@,

| The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for
comphance with the provisions of section 1932(a)(5) of the Act and 42 CFR 438.10 Infortnation
requirements. [f this 18 an instial waiver, the State assures that contracts that comply with these provisions
will be submitted to the CMS Regional Office for approval prior to ensollment of beneficiaries in the MCO,
PIHP, PAHP, or PCCM.
Fhis is a proposal tor a 1915(b)(4) I'T'S Selective Conlracting Program only and the managed care

regulations do not apply.

Section A: Program Description

Part1V: Program Operations

B. lnformati;n to Potential Enrollees and Enrollees (2 of 5)

2. Details
a. Non-English Languages

1. [/ Potential enroltee and enrollee materials will be translated into the prevalent non-Lnglish
languages.
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Please list languages materials will be transtated into. (If the State does not requiire written
materials to be translated, please explain):

Spanish
I the State does nol translate or reguire the translation of marketing matenals, please explain:

The State defines prevalent non-English languages as: (check any that apply)
a. [ | The languages spoken by significant number of potential ensollees and enrollees.

Please explain how the State defines “significant.”:

b, [ ] The languages spoken by approximately percent or more of the
potential enrollec/enrolles population.
¢. [ ] Othen
Fo \
w am
d ‘t‘ )
4 hk:')
N =

2. [& Please describe how ofl 15 n'ilu semccs are available to all potentia] enrollees and enrollees,
regardless of language sp

Each PASSE nust provide auce‘@ ion in the beneficiary's spoken language, cither

through orat translation services ot by p v1dm ithe materials in that language.
3. [ The State will have a mechanism in pla : 10 help enrollees and potential enrollees understand the

..f & _ 0
managed care program. %
Please describe: \\:‘ 1 /,

The State will have an enrollment assistance office t@ \\v\'".l assigienrollees in making the choice
of which PASSE to join and answer any questions regargm PASSE enroliment, the appeals and
grievance process, and what rights they have as PASSE beg [icim;', .
-,
Section A: Program Description

Part 1V: Program Operations
B. Information to Potential Enrollees and Enrollees (3 of 5)

2. Details (Continued)
Iy, Potential Enrollee Information

Information 1s distributed to potential enrollees by:

| State

1 Contractor

Please spocifi:

| There are no potential enrollees in this program. (Check this «f Stale automatically enrolls beneficiaries
nlo a single PIHP or PAIIP.)
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Section A: Program Description

Part 1V: Program Operations

B. Information to Potential Enrollees and Enrollees (4 of 5)
2. Details (Continued)
c. Enrollce Information

The State has designated the following as responsible for providing required information to enrollecs:

7] the State
[] State contractor

Please specify:

A

| The MCO/PH%HI?}]’CCM/FFS selective contracting provider.

&F
Section A: Program Description ¢ \{xﬁj‘}
o i

Part IV: Program Operations £\

=

B. Information to Potential Enrollees and %259’9'3%:!5)

i
h
Additional Information. Please enter any additional inlbmf;l}igrwincluded in previous pages:
The State will leverage existing employees to provide initial infurm,‘llfﬁﬁ_ choice counseling to atribuied
beneficiaries. These employees will receive notice of who has beenlatiribufgd from the Attnbution Office and will then

contact that beneficiary or their family to provide any information and _E_‘h,ql:c{fﬁllgjxcling necessary.
.
Section A: Program Description i \;"'. /ff‘iﬁ
" rF- 4
Part IV: Program Operations % N o
C. Enrollment and Disenrollment (1 of 6) % f;i"’ D
P

1. Assurances

/] The Siate assures CMS that it complies with section 1932(a)(4) ol the Act and 42 CFR 438.56
Disenrollment, in so far as these regulations are gpplicable.
[7] The State seeks a waiver ol section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIMP or PAHP programs. (Please check this item if the State has requested a waiver
of the choice of plan requirements in section A.1.C.)

Please identifi- each regidatory requirement for which a waiver is requested, the managed care programis)
to which the waiver will apply, and what the Stare proposes as an alternative requirement, if am:

|| The CMS Regionat Office has reviewed and approved thie MCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of section 1932(a)(4) of the Act and 42 CFR 438.56 Disenrollment
requirements. IT this is an initial waiver, the State assures that contracts that comply with these provisions
will be submitted to the CMS Regional Oflice for approval prior to ensollment of beneficiaries in the MCO,
PIHE, PAHP, or PCCM.

] This is a proposal for a [915(b)(4) I'T'S Selective Contracting Program only and the managed care

regulations do not apply.
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Section A: Program Description

Part 1V: Program Operations
C. Enroliment and Disenroliment (2 of 6)

2. Detaits

Please describe the State's enrollment process for MCOs/FIHPs/PAHP/PCCMs and FFS selective contracting provider
by checking the applicable items below.

a. Outreach

[1 The State conducts outreach to inform potential enrollees, providers, and other interested parties of the
managed care program.

Please describe the outreach process, and specify any special efforts made to reach and provide
information to special populations included in the waiver program:
A

Section A: Program Description \)

Part 1V: Program Operations

C. Enrollment and Disenrollment (3 ol 6) ‘%%

2. Details (Continued)

b. Administration of Enrollment Process /

State stafl conducts the enrollment process. ﬁ Qu =

7] The State contracts with an independent contractor(s), ie

ment broker) to conduct the

enrollment process and refated activities.
[] The State assures CMS the enrollment broker contrigt

mee
from conflict of interest requirements n section ]903(13){0 ;
.

| =

independence and freedom
and 42 CFR 438.810.

Broker name: | |

Please list the functions that the contractor will perfoml
[7] choice counseling

[7] enrollment
[] other

Please describe:

[ State allows MCO/PIHP/PALLP or PCCM 10 enrof! beneficiaries.

Please describe the process:

Section A: Program Description

Part IV: Program Operations
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C. Enrollment and Disenrollment (4 of 6)

2. Details (Continued)

c. Enrollment . The State has indicated which populations are mandatonly enrolled and which may enroll on a
voluntary basis in Section A.1LE.

[} This 15 a new program.

Please describe the implementation schedule (e.g. implemented statewide all at once; phased in by area,
phased 1n by population, ete.)

Beneficiaries will be attributed to a PASSE based on the date of their Independent Assessment (JA). The
1A will determine the beneficiaries Tier Level and skeleton Plan of Care. I is anticipated that
approximately 20% ol the total population will be attributed per quarter over five quarters. The estimated
size of the mandatory population is 30,000 beneficiaries. DHS will have all sdentified ehgible
benefictaries enrolled and attributed to a PASSE by December 31, 2018,
| This is an existing pr:?m that will be expanded during the renewal period.
T,

Please deseribe: P1 é};}bo the implementation schedule (e.g. new population implemented
statewide all at once, phastd j@by arca; phased in by population, ete.):

i)

.

o 1'1:;'53
(N

If a potential enrollee does not sclect anﬁlC IHP/PAHP or PCCM within the given time frame, the
potential enrollee will be auto-nssigned ur{f lb i assigned to a plan.

i y m
Potential enrollees will have | g |- day(s) /") month(s) to choose a plan,
iii. There is an auto-assipnment proces$oral orlﬂu'm

In the description please indicate the fanrokj cg }:'déd and whether or not the auto-
assignment process assigns persons with specia eﬁ_ﬂh care needs to an
MCO/PIHP/PAHP/PCCM who is their curreul " ider u{ 'H.r!lg is capable of serving their

particular needs: % :z;' ) }

A J
[ The State automatically enrolls beneficiaries.
on a mandatory basis into a single MCO, PIHP, or PAHP in a rural area (please also check item
ALC3).
on a mandatory basis inlo a single PIHP or PAIIP for whicl: it has requested a waiver of the

requirement of choice of plans (please also check item A.LC.1).
on a voluntary basts inte a single MCO, PIHP, or PAHP. The State must first ofter the beneficiary a

choice. If the benelicinry does not choose, the State may enroll the beneficiary as long as the
heneficiary can opt out at any time without cause.

Please specify geographic areas where this occtirs:

| The State provides guaranteed eligibility of months (maximum of 6 months pecmiuted) for

MCO/PCCM ecnrollees under the State plan.
The State allows otherwise mandated beneficiaries to request exemption from enrollment in an

MCO/PINPPAHP/PCCM.
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Please describe the circumstances under which a beneficiary would be eligible for exemption from
enrollment. In addition, please describe the exemption process:

/| The State automatically re-enrolls a beneficiary with the same PCCM or MCO/PIHP/PAHP if there is a
loss of Medicaid eligibility of 2 monihs or less.

Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenroliment (5 of 6)

2. Details (Continued)

(i. Disenroflment

1 The State allows cnrollgﬁ'}io disenroll from/transfer between MCOs/PIHPs/PAHPs and PCCMs.
Regardless of whel!.ru_fl‘“h an of State makes the determination, determination must be made no later than the
first day of the second monl bﬂfﬂ wing the month in which the earollee or plan files the request. I
determination is not made within %s time frame, the request is deemed approved.

i. Enrollee subimits :2 fitest to State.
ii. /] Enrollee submits q\g{ﬁ’lu CO/PIHP/PAHP/PCCM. The entity may approve the request, or
refer it to the State. T 1 cn}‘il gy, not disapprove the request,
iti. [| Enrollee must seek redress gh'h;!(:O.-’PH{Pﬂ’AHPIPCCM grievance proceduse before
determination will be mad&on di irollment request.
[} The State does pot permit disenrollment from{('ﬁng PIHP/PAHP (authority under 1902 (a}(4)
authority must be requested), or from an MCO, PIHD, gf PAHI® in a rural area.
[/} The State has a lock-in period (i.e. requires contriugt: cqfc?lj?cnl with MCO/PIHP/PAHP/PCCM) of

months (up to 12 months permitted). ll'ﬁ_?tfn.
CFR 438 56(c). s Sj{;f\f; N

lg%g\ssurcs it meets the requirements of 42

. o ” . o
in period (in addition to required good canse reasons of poor qualitv of care, lack of access to covered

. A b A .
Please deseribe the good canse reasons for which an envolice’pay rggueskdisenmvollment during the lock-
services, and lack af access to providers experienced in dealing wi}&f‘:g fee's health care needs):

For all of the reasons listed in 42 C.F.R. 438.56(d)(2), plus:
The State does not have a lock-in, and enrollees in MCOs/PIHPs/PAHPs and PCCMs are allowed 1o

terminate or change their enrollment withoul cause at any time. The disenrollment/transier 15 effective no
later than the first day of the second month following the request.
The State permits MCOs/PIHPs/PAHPs and PCCMs to request disenrollment of enrollees.

i MCO/PINP/PATIP and PCCM can request reassignment of an enrollee.

Please describe the reasons for which envollees can request reassignment

i ‘The State reviews and approves all MCO/PIHP/PAHP/PCCM-imtiated requests for enrollee
transfers or disenrollments.
iii. I the reassignment 1s approved, the State notiftes the enrollee n a direct and timely manner of

the desire of the MCO/PIHP/PAHP/PCCM 1o remove the enroliee from its membership or
from the PCCM’s caseload.
iv. The enrollee remains an enrollee of the MCO/PIHP/PAHP/PCCM until another

MCO/PIHP/PAHP/PCCM is chosen or assigned.
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Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenrollment (6 of 6)

Additional Information. Please enter any additional information not included in previous pages:

Each beneficiary who undergoes an [A and is determined to be a Tier 2 or Tier 3 BH or DD client will automatically be
attributed 10 a PASSE by DHS. That attnbution will be based upon the individual's existing relationships with providers
using the previous twelve months of claims data. for beneficiaries who do not have enough claims data, attribution will be
done randomly. Please see the Attribution Methodology Concept Paper, attached, for more details.

After this initial attribution, the individual will have 90 days to disenroll from their assigned PASSE and reenroll in another
PASSE. DHS will provide Choice Counseling o each assigned Beneficiary and direet them to approved informational
websites or provide them with writlen material 1o help them choose between PASSE's. If the beneficiary elects to change
PASSE's, the change will 1ake effect on the first day of the following month (for example, the beneficiary is automatically
attributed to PASSE A on December 1; on January 15, the beneficiary eleets to join PASSE C instead; the beneficiary will be
disenrolled from PASSE A and reenrolled in PASSE C, effective on February 1). The beneficiary will be locked-in to that
PASSE until the anniversary of their atuil:g*%nl which time they will be given thirty (30) days to elect a new PASSE

5

Y |
A beneficiary may switch PASSE's at ﬁgf;r}ﬁﬂft))}. use. For cause is defined as the reasons listed in 42 CFR 438.56(d)}(2).
r ,"\
Section A: Program Description ¢ T@;/}

Part 1V: Program Operations ]
D. Enrollee Rights (1 0£2) e S

1. Assurances 4 T,

. )|
] The State assures CMS that it complies with scclii';l',n 1931}1) B)(ii) of the Act and 42 CFR 438 Subpant C
Qo [-3

Enrollee Rights and Protections.
1 The State secks a waiver of section 1902(a)(4) of the Ackito oge oF more of the regulatory

Waive ¢
. . g &
requirements listed for PIHP or PAHP programs. = f/ hd "\»
. N, s _
Please identifi each regulatory requirement for which a waiver .rethfcﬂf-‘.; te managed care program(s)
to which the waiver wifl apply, and what the State proposes as an al é‘fmriw_’_?cquirfnmm. ifany:

.

N o

[ | The CMS Regionat Oflice has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracls for

compliance with the provisions of seetion 1932(a)(5YB)(11) of the Act and 42 CFR Subpart C Enrollee Rights
and Protections, I tlus is an initial waiver, the State assures that conlracts that comply with these provisions
will be submitted to the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO,
PIMP, PAHP, or PCCM.

This ts a proposal for a 1915(b)(4) FF'S Selective Contracting Program only and (he managed care
regulations do not apply.

The State assures CMS it will satisty all HIPAA Privacy standards as contained in the HIPAA rules found at

45 CTR Parts 160 and 164.
Section A: Program Description

Part IV: Program Operations
D. Enrollee Rights {2 of 2)

Additional Information. Please eater any additional informaiton not included in previous pages:
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Section A: Program Description

Part IV: Program Operations

E. Grievance System (1 of 5)

1. Assurances for All Programs States, MCOs, PIIPs, PAHPs, and Stales 1n PCCM and FFS selective contracting
programs are required 10 provide Medicaid enrollees with access to the State fiur hearing process as required under 42
CFR 431 Subpart E, including:

a. informing Medicaid enrollees about their fair hearing rights in a manner that assures notice af the tine of
an action,

b. ensuring that earollees may request continuation of benefits during a course of treatment during an appeal
or reinstatement of services if State takes action without the advance notice and as required in accordance
with State Policy consistent with {air hearings. The State must also inform enroliees of the procedures by
which benefits can be continued for reinstated, and

¢. other requirements for fair hearings found in 42 CFR 431, Subpart E.

lv| The State assures CMS that it complies with section 1932(a}(4) of the Act and 42 CFR 438.56

Disenrollment; in so fa;?;%:: regulations are applicable.

. . NS
Section A: Program Description A
Fa B
Part IV: Program Operations & h‘-:-;-’%_.t
E. Grievance System (2 of 5) § ,-f"" 3

allows an enrollee or a provider on behalf of an mr{.ﬂ'ﬁ&t

llenge the denial of coverage of, or payment for serviees

2. Assurances For MCO or PIHP programs. l\hﬁ‘l)w’f!‘ﬂ-ﬂ’s? required to have an internal grievance system that

as required by section 1932{(b)(4) of the Act and 42 CFR 43

M,_&ﬂ?}hﬁ H.

[ 1 The State assures CMS that it compiies with sucuﬁu l9%l{{b)(.4luf the Act and 42 CFR 438 Subpart T

Grievance System, in so far as these regulalions are upp‘l“aﬁ'le
J,

S . . ) . |
Please identify each regulatory reguirement for which a» iy eq:}*ried the manoged care program(s)
to which the waiver will apphy, and what the Stare proposes atgha crnar;. © requirement, if ame:
F 4

- <; 'I}
&,

‘The CMS Regional Office has reviewed and approved the MCO or PIHP contracts tor compliance with the

provisions of section 1932(b)(4) of the Act and 42 CFR 438 Subpart F Grievance Systetn. If this is an mitial
waiver, the Stale assures that contracts that comply with these provisions will be submitted to the CMS
Regional Office {or approval prior to enrollment ol beneficiaries in the MCO, PHIP, PAHP, or PCCM.

Section A: Program Description

Part 1V: Program Operations

E. Grievance System (3 of 5)

3. Details for MCO or PIHP programs

a. Direct Access to Fair Hearing

‘The State requires enrollees o exhaust the MCO or PIHP grievance and appeal process before enrollees

may request a state fair hearing.
The State does not require enrollees 1o exhaust the MCO or PIHP grievance and appeal process before
enrollecs may request a state fair heanng,

b. Timeframes
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The State’s imelrame within which an enrollee, or provider on behalt of an enrollee, must file 2n appeal
] days (between 20 and 90).

The State’s timetrame within which an enrollee must file a grievance is days.
¢. Special Needs
The State has special processes in place for persons with special needs,

Please describe:

Section A: Program Description

Part 1V: Program Operations

E. Grievance System (4 of §) /{f.*.}
\.
4. Optional gricvance systems Mﬁ’CCM nml PAHP programs. States, at their oplion, may operate a PCCM and/or
PAHP gnievance procedure (distinet fm r hearing process) administered by the State agency or the PCCM

not interfere with a PCCM, or PAHP enrol to make & request for a fair hearing or a PCCM or PAHP

enrollee’s direct access to a fawr ht.armg in ciswolvmg terminations, reductions, and suspensions of already

and/or PAHP that provides for promp fes £ of issues. These grievance procedures are strictly voluntary and may
sfan
authonized Medicaid covered services.

N\_\_‘_..c-' y
[] The State has a grievance procedure for ils 7] (PL jrid/or | PAHP program charactenzed by the following

(please check any of the following optional pmcudures tat apﬁ to the optional PCCM/PAHP gnevance
procedure):

The grievance procedures are operated by: Q;t.;-_-_ ,:‘F N b
{77 the State |
"] the Sate’s contractor. l‘}‘"q 1;1' . {;\‘\e
} _ —— N & l“{-} :
Please idcnli[‘y:; Jﬁ* ‘1%
7 the PCCM ' . g‘/ ]
[] the PAHP -’

Requests for review can be made in the PCCM and’or PAIP gricvance system (e.g. grievance, appeals):
Please describe:

The PASSE must establish a grievance procedure in 14s Enrollee Handbook. This procedure must have a
mechanism for the Enrollee to request a review of a grievance in writing or orally; and set forth the timeframes
tor resolving a beneficiary's grievance.

[ ] Has a commutiee or stalf who review and resolve requests for review.

Please describe if the State hax any specific committce or staff composition or if'this is a fiscal agent, enrollment
broker, or PCCM administrator fimetion:

i/ Spucifies a time frame from the date of action for the enrollee to file a request for review.
Piease specify the time frame for each tvpe of request for review:

The beneficiary must request a review of his or her grievance within 45 days of the date of action.
+/] Has time frames for resolving requests for review,
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Speeify the time period set for cach tvpe of request for review:
Each PASSE must resolve the request for review of a gnevance within 30 days of receiving the grievance or

provide 2 written justification for exceeding that time {rame.
Establishes and maintains an expediled review process

Please explain the reasons for the pracess and specifv the time firame sct by the State for this process:

[] Permits enrollces to appear before State PCCM/PAHP personnel responsible for resolving the request for review,
[/] Notifies the enrollee in writing of the decision and any further opportunities for additional review, as well as the

procedures available to challenge the decision
[] Other.

Please explain:

7%,\"‘

=

Section A: Program Description /}‘t}

Part [V: Program Operations J N

E. Grievance System (5 of 5} \ _,r.':j N
e ’I_(v'r m*{"-.

Additional Information. Please enter any additionat infort, i;ﬁ'l\mi)mn.luded It previous pages:

The enrollee can request review ol the PASSE's resolution of his or,gh‘ rance by the State. The State must complete
review of the grievance within thirty (30) days of receipt of the requbst for view, or must provide a written justification of
why it cannot complete the review within thirty (30) days. The Smhmus prtgﬂ':lu\nohcc to the earoliee and the PASSE of
its {inal determination.

If the state determines the PASSE acted against the law or regulations ;,0 313 ainst its own policies, the State may
request a Corrective Action Plan be provided by the PASSE, reassign the ben tecoup the care coordination PMPM
for that beneficiary. 11 the State takes adverse action against the PASSE (an aclé\.l‘\’v&th a mum.lary consequence), the
PASSE may appeat the decision through the Medicaid Provider Appeals Process -i!mhnc¢ 1 the Medicaid Fairness Act,
A.C.A. 20-77-1701 et seq. {{k ),

Section A: Program Description

Part 1V: Program Operations
F. Program Integrity (1 of 3)

1. Assurances

i1 The State assures CMS that # complics with section 1932(d)(1) of the Act and 42 CFR 438.610 Prohibited

Affiliations with Individuals Barred by Federal Agencies. The State assures that it protubits an MCO, PCCM,
PIHP, or PAIP from knowingly having a relationship hsted below with:

1. An individual who is debarred, suspended, or otherwise excluded from participating in procurement
activities under the Federal Acquisition Regulation or from participating in nonprocurement activitics
under regulations issned under Executive Order No. 12549 or under guidelines implementing
Executive Order No. 12549, or

2. Anindividual whe 1s an affiliate, as defined in the Federal Acquisition Regulation, of a person
described mbove.

The prohibited relationsiups are:

1. A director, officer, or partner of the MCO, PCCM, PIHP, or PAIIP,

2. A person with beneficial ownership of tive percent or more of the MCQO's, PCCM''s, PIHP’s, or
PAHPs equity;
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3. A person with an employmeni, consulting or other arrangement with the MCO, PCCM, PIHP, or
PAHP for the provision of items and services that are significant and material to the MCO’s,
PCCM's, PIHP's, or PAHP’s obligations under its contract with the State.

i/ The State assures that it complies with section 1902(p)(2) and 42 CFR 431.55, which require section 1915(b)
waiver programs to exclude entities that:
(euld be excluded under section 1 128(b)(8) of the Act as being controlled by a sanctioned
individual,
Fas a substantial contractual relationship (direct or indirecet) with an individual convicted of certain
crimes described in section 1128(b)(8)(B) of the Act;
Fnploys or contracts directly or indirectly with an individual or entity that is
paceluded from furnishing health care, utilization review, medical social services, or
administrative services pursuant to section 1128 or 1128A of the Act, or
cbuld be exclude under 1128(b)(8) as being controlled by s sanctioned individual.

Section A: Program Description
Part1V: Program Qperations
F. Program Integrity (2 o 3) N
A
2. Assurances For MCO or PIHP pro /gy'
The State assures CMS that r’uﬁ with section 1932(d)(1) of the Act and 42 CFR 438.608 Program
Integrity Requirements, in so l"lrf s thé?;}llamns are applicable.

State payments to an MCO or PIFIPjare bascd on data submitted by the MCO or PIHP. If so, the State assures

CMS that 1t is in compliance with 42 alu that must be Certified, and 42 CFR 438,606 Source,
Content. Timing of Certification. %ﬁl&*
apd)

The Siate seeks a waiver ol section 1902( T lo waive one or more of the regulatory
requirements listed for PIHP or PAHP programs, ir

l:

Please identify cach regulatory requirement for w!uc'ﬁ*n" wa ve requested, the managed care program(s)
to which the waiver will apply, and what the Stare prop s n{ ‘#@jam ¢ requirciment, if any:

e\ °. |
N\ ;
[ The CMS Regional Office has reviewed and approved the MCO or [}‘[;‘HP conffacts for comphance with the
provisions of section 1932(d)(1) of the Act and 42 CIR 438.6(4 Data st be Certified; 438.606 Source,
Conient , Timing of Centification; and 438.608 Program Integrity Requirements. IT this is an inatial waiver,
the State assures that contracts that comply with these provisions will be submitted to the CMS Regional
Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.

Section A: Program Description

Part [V: Program Operations
F. Program Integrity (3 of 3)

Additionzl Information. Please enter any additional information not included in previous pages:

Section B: Monitoring Plan

Part 1: Summary Chart of Monitoring Activities
Summary of Monitoring Activities (1 of 3)
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The charts in this section summarize the activitics used to monitor major areas of the waiver program, The purpose is
to provide a “big picture™ of the monitoring activitics, and that the State has at lcast one activity in place to monitor

cuch of the areas of the waiver that must be monitored.

Pleasc note
= MCO, PIHP, and PAHP programs:
=  There must be at least one checkmark in cach column.
= PCCM and FFS selective contracting programs:
» There must be at least one checkmark in gach column under “Evaluation of Program Impact.”
= There must be at least one chieck mark in one of the three columns under “Evaluation of Access.”
s There must be at least one check mark in one of the three columns under “Evaluation of Quality.™

Summary of Monitoring Activitics: Evaluation of Program Impact

Evaluation of Program Impact
Information
Enroll Program I
Monitoring Activity Cholee Marketing Disenroll Inteprity Benclictaries  [Grievance
Accreditation for Non- | MCO ] MCO 1 MCO 1 MCO 7 MCO
(e PIHP PP | PP PIHP PIHP
PAHP® W |1 Al PAHP ] PAHP PAHP
PCCM _ ; [] PCCM PCCM pCCM | [ PCCM
FFS i Y. ;‘}éws vFS FFS | FF$
Accreditation for [] MCO [~ MCO ’( | Mco MCO | MCO | MCO
varticipation PIHP pip Wl pdPN, e | e | PIHP
PAHF panp | rfriue ! | ) panp PANP PAHP
1 PCCM 1 PCCM pccw};-”‘ hreem PCCM PCCM
FFS FFS FFs I || ,11[‘1 ” FFS [] FFS
Coasumer Self-Report data | Mco MCO [ MCcO T "# MEO™ [ MCO ] Mco
| PIHP PIHP [} PP ruly g4 ) e ] PIHP
PAHP PaHP | [ pAHP PAHRSS| Peare | panp
/] PCCM PCCM | [] PCCM PCCMy, "{{Pﬁﬂg-l ] PCCM
| FFS [ FFS ] FES FF$ T f’ FFS j} [ FFS
Data Analysis (non-claims) ] MCO MCO MCO MCO co ™ Mco
PIHP PUIP PP [ PIHP PIHP [7] PIHP
PAHP | [ | PAHP PAHP PAHP PAHP |7 pAlP
7} PecM - peeM | i reeM PCCM PCCM PCCM
| FTS [] FFs FF'S FFS FFS ] FFS
Enrollee lotlines MCO [T MCO 1 MCO MCO 1 MCO MCO
PIHP [~ PIHP [ PIHP PIHP PIHP PIHP
panP | panp | panp PAHP | PAHP PAHP
rcem | peceMm | peeM PCCM | PCCM PCCM
FFS FFS FFS FFS FFS FFS
Focused Studics | MCO 1 MCO MCO 1 MCO MCO MCO
| PIHP = PIHP PILpP PIHP PIHP PIHP
| PAHP | ) PAHP PAHP PAHP PAHIP PANIP
PCCM BCCM PCCM PCCM [ pPccM {1 reem
FFS FFS FF$ FFS FFS [ FES
Geographic mapping MCO MCO MCo MCO MCO MCO
PIHP PIHP PP PIHIP PIHP PIHP
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Evaluation of Program Impact
Information
Enroll Program to
Monitering Activity Chalee Murketing Disenrall Integrity Benceficlories  |Grievance
PAHP —i PAHP [ PAHP ™ PAHP T] PAHP | ] PAHP
PCCM PCCM PCCM | PCCM PCCM | PCCM
FES FFS FFS FF§ FI'S | F¥'S
Independent Assessment MCO MCO MCO MCO MCO MCO
PIHP PIHY PIHP PIHP PIHP PIHP
PAHP PAHP 1 PAHP PAHP PAlP PAHP
rccMm poeM PCCM PCCM PCCM "] PCCM
FFS | FFS [7] FFS FFS FFS [] FFS
Measure uny Dlsparities by l MCO MCO L MCO [ MCO [~ MCO 1 MCO
L LTS TS T [ PIHP pe | peme fopeme feme e e
[} PAHP )Q PAHP PAHP PAHP || PAHP PAHP
PCCM y * PCCM PCCM |7 PCCM | [7] PCCM PCCM
s & Masfisa, | [ Frs [] EFs [] FFS [] FFs
Network Adequacy Assurance | MCO ué}l 0 -j} MCO MCO ™1 MCO 7] MCO
AL L ] PIHP PIHP_fesg puip PIHP L T
'_ PAHP P: P;‘[’; AHP PAHP 7 PAHP PAHP
PCCM pccm‘»“ﬁ: ﬁ "e) Pccm | PCCM rcem
FiS FI's rm FFS 1 FFS 1 TS
Ombudsman 1 MCOo MCO 0 Mcot ' fj;j:4co 1 MCO ] MCO
PIH | PIHP [ ] PIHP| ;f' il 7 PIHP PIHP
[ paup  {panr | panp e F’Qgpi [] PAHP || PAHP
[PpceM | PceM | [T] PeeM % J p ' PCCM [ PCCM
[ FFS [7] FFS [] FFS 44::’.;% [RFS i B
On-Slte Review MCO [ Mco 1 MCO Med, | 7] MCO
PIHP PIHP [ PP PIHP | prHn PIHP
PAHP PAHP | [} PAHP PAIIP . mfp PAHP
PCCM PCCM | [ PCCM PCCM PCCM | PCCM
FFS FFS [T] FFS FFS FFS [ FES
Performance Improvement [ MCO MCO [ MCO MCO J MCO ] MCO
L ) 1 PIHP e |peme |eme [ eme | e
PAHP [ pAHE | ] PAHP PAIP |1 BAHP |7 PAHP
[] pcem JpeeM | PccM | [ PCCM | PCCM | [T] PCCM
i~ FF$ [~] FFS [] FFS [] FFS [] FFS [] FFs
Performance Measures MCO ] MCO MCO “1 MCO 7 MCO [ MCO
PIHP [ PIHP PIHP | PIHP PIHP 1 PP
PANIP PAHP PAHP PAHP [} panp PAHP
PCCM PCCM PCCM ] PCCM | [7] PCCM | PCCM
FFS FFs F¥S | FFS [} FFs [} FFS
Periodic Comparison of # of MCO MCO MCO MCO MCO MCO
S PIHP PIMP PIIP PIHP PIHP PIHP
PAHY PAHP PAHP PAHP PAHP PAHP
PCCM PCCM rccM rcCM PCCM PCCM
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Evaluation of Program Impact
Information
Enroil Program to
Monitoring Actlvity Cholce Marketing Disenroll Integrity Beneficiardes {Grievance
FI'S FFS FFs Irs TS FFS
Profile Utilization by Provider| [ MCO MCO MCO MCO MCO MCO
Cascload Piip PLP PIHP PP PiITP PRIP
PAHP PAHP PAHP PAHP PAHP PAHP
pCCM PCCM PCCM PCCM PCCM PCCM
EFS FFS FFS FFS FFS FFS
Provider Self-Report Data MCO MCO MCO MCO MCO MCO
PHIP PP PIHP PIHP PIHIP PIHP
PAHP PAHIP PAHP PAILP PAHP PAHP
PCCM pceM | peem | poeM PCCM |7 PCCM
FFS [ ITs FFS FIS FI'S FIS
Test 24/7 PCP Availability Mco ;h%CO MCO MCO MCO MCO
PIHP © | PP PIHP PIHP PIHP PP
pAHP || é':iigi:gu:_'j?'; PAP PAILP PAHP PAHP
PCCM rc{;'n? |, pocm PCCM PCCM PCCM
FFS FEY [ jjrs FFS FFS FFS
Utilization Review MCO MCO % -f;‘!'_r’?,-gﬁi‘q:___ MCOo MCO Mco
PLIP pp | el | ) pute PIHP PIHP
PAHP pap | [ paup 27| Spane PAHP PAHP
PCCM PCCM l"CCl\;!_j. jj’c_:gkl PCCM PCCM
FFS FFS s s|F FES FFS FFS
Other MCO MCO MCO  |[QMD 4 Eémco MCO
PIHP PIHP PIHP PR S| Tpeme PIHP
PAHP PAHP PAHP PAHP, By PAHP
PCCM PCCM PCCM PCCM PCCM
FFS FFS$ FFS FFS FI'S

Section B: Monitoring Plan

Part I: Summary Chart of Monitoring Activities

Summary of Monitoring Activities (2 of 3)

The charts in this scction summarize the activities used to monitor major areas of the waiver program. The purpose is
to provide a “big picture” of the monitoring activities, and that the State has at least one activity in place to monitor
each of the arcas of the waiver that must be monitored.

Pleasc note:
= MCO, PIHP, and PAHP programs:
® There must be &t least one checkmark in each column.
= PCCM and FFS sclective contracting programs:
= There must be at least one checkinark in each column under “Evaluation of Program Impact.”
s There must be at least one check mark in one of the three columnsg under “Evaluation of Access.”
» There must be at least one ¢heck mark in one of the three columns under “Evaluatton of Quality.”™

Summary of Monitoring Activitics: Evaluation of Access
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Evaluation of Access
PCP / Specialist Coordinativn /
Manltoring Activity Timely Access Capacity Continuity
Accreditation for Nen-duplication ] MCO [T1 MCO ™ MCO
PIHP [~ PIHP 1 PIHP
| PAHP ] PAHP [~ PAHP
PCCM ] PCCM ™ PCCM
| FES [ FFs 1 FFS
Accreditation for Participation 1 MCO MCO [} Mco
C PINP PIHP [ JPII'II'
[] PAHP PALLP L | PAHP
] PCCM PCCM M PCCM
'] FFS FIS [ FES
Consumer Self-Report data MCO [ MCO 1 MCO
f{,;ﬂ' | PIFIY l ] PIHP ! ] PIHDP
{‘_-,' }3‘( ] 7] PAHP | 1 PAIIP
f’ ] PCCM l....,. PCCM
["I FFS [_ ] FFS
DData Analysis (non-claims) E""] MCO { ] MCO
i!_l PIHP . 1 PiHP
W] PAHP f ] PAHP
_]:CCM ‘L_: PCCM
F¥$ A FRS [] FFS
q— =
Enrolice Hotlines LJ MCO \ M f_ <'_| MCO
PIHP [H13 0 [T PIHP
[—j PAHP E“@ A ; J| PAHP
[‘ PCCM PCCM f\“'-‘:%\?* i PCCM
":] FFS FFS i ﬁFFS
Focused Studies | MCO MCO ‘:% A MCO
PIHP PIHP S e
PAHP PAHP r"l PANP
] PCCM PCCM | PCCM
(] FFS FFS [] FFs
Geographic mapping 1 MCO 1 MCO {7 MCO
[~ PIHP | PIHP | PIHP
h | PAND [_ PAHP ] PAHP
| PCCM [} PCCM PCCM
FFS N IS ] FIS
Independent Assessment MCO 7 MCO MCO
PIHP Plip PIHP
PAHP PALIP [ PAHP
PCCM [ PCCM i PCCM
FFS FFS FFS
Measure any Disparities by Raclal or Ethuic MCO MCO MCO
Groups PIHP FIHP PIEHP
PAHTP I'ARIP PAHP
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Evaluation of Access

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/v(l/print/PrintSelector.jsp

PCP / Specialist Coordlnation /

Monitoring Activity Timely Access Capacity Continuity

PCCM | PCCM 1 PCCM
FFS FF5 FFS

Network Adequacy Assurance by Plan 7T MCO MCO MCO
| PIHP PIHP PIHP

PAHP PANP PAHP

1 PCCM PCCM PCCM
- FFS FFS$ FFS

Ombudsman MCO MCO
PIHP j PIIIP

PAHP PAEP

PCCM PCCM
_ FFS | FF8

On-Site Review W MCO "1 MCO
PIHP PIHP

PAHP (] PAHP

PCCM PCCM
. FFS FFs

Performance Improvement Projects ' (] MCO MCO
Sl P PP

:,I' IE'IP [T PAHP

1 "._ﬁ{; ' oy PCCM
TS Q) ‘ ] FFS

Performance Measures [] MCO P:TQ_D:__I} ! m‘ T\-,‘\c:; MCO
[] PP PIHP o Ny o] PP

1 PAHP PAHE Ny Sl Rranr

PCCM PCCM /': A/pcem
FFS FF'S Sl FEs

Periodic Comsparison of # of Providers MCO [T} MCO MCO
PIHP | PIHP P

PAHP | PARHP PANP

PCCM | PCCM PCCM
FFS | FFS [ FFS

Profile Utilization by I'rovider Caselond [7] MCO 1 MCO 7] MCO
(71 PIHP PIHP PP

PALDP PANP | PAHP

PCCM PCCM | PCCM
[] tFs FF'S FES

Provider Sell-Report Data MCO MCO 1 MCO
PIFIP 1 PIHP PIHP

[ ] PAHP PAHP PAHP

] BCCM - peCM ] PCCM
FFS | FFS FFS

Test 24/7 PCP Availabllity MCO MCO MCO
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Evatuation of Access
PCP / Specialist Coordination /
Monitoring Activity Timely Access Capacity Continuity
| PIHP ~| PIHP 7] PP
PAHP i1 pAIP PAIIP
PCCM 1 PCCM PCCM
FFS [} FF$ L
Etilizatlon Review MCO 71 MCO MCO
PiHP PIHP [} PIHP
PAHP PALIP [T} PAIIP
PCCM PCCM pPCCM
FFS I'rs 1 FFS
Other MCO MCO MCO
PIHP PIHP [T} PIHP
r PAHP PAHP PAlIP
s B PCCM PCCM ;J’ PCCM
T FFS | FFS
4 T_::’
Section B: Monitoring Plan |

F

1|
Part I: Summary Chart of Monitoring Ac&litig.iif" y

. . L =’ g
Summary of Monitoring Activities (3 of 3) I\ )]
v

z_‘-

The charts in this section summarize the activities used to mommr tna ur areas of the waiver program, The purpose is
to provide u “big picture” of the monitoring activities, amd that'ﬂu St:}fé Pras at least one activity in place to monitor

cach of the arcas of the waiver that must be monitored. ’} { \.*
Please note: : -:‘: P .__.A*\: .
= MCO, PIHP, snd PAHP programs: P o .
= There must be at least one checkmark in each column. W » I\
= PCCM and FFS sclective contracting programs: - g ]

= There must be at least one checkmark in each column under “Evahwl::m*yfé’pgmm Impact.”
® There must be at least one check mark in one of the three columns under “Lval

Summary of Monitoring Activities: Evaluation of Quality

uation of Access.”
= There must be at least one check mark in one of the three columns under “Evaluation of Quality.™

Evalustion of Quulity
Coverage /
Monitoring Activity Authorlzation Provider Selection Qualitly of Care
Accreditation for Nen-duplication MCO MCO MCO
PILIP PIHP PIHE
PAHP PAHP PAHP
PCCM PCCM PCCM
IFS FFS Fi's
Accreditation for Participation MCO MCO MCO
PIHIP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FF5 FTs FFS
Consumer Sell-Report data MCO MCO MCO
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Evalustion of Quallty
ICnverage.f
Monitoring Activity Authorization Provider Selection Qualitiy of Care
PIHP PIHP TIHP
PAHP PANP PAHP
PCCM PCCM PCCM
FFS FFS FF$
Data Analysis (non-claims) MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFs FFS
Enrollee lotlines MCO MCO MCO
PIHP PIHP PIHP
gl pane PAHP PALIP
15._._ :'_3 PCCM PCCM PCCM
1T, FFS FFS
Focused Studies P _.'-!\glgtf MCO MCO
!}nug g PIHP PIHP
PAHP A PAHP PAHP
PCCMams® PCCM PCCM
s & Noh Frs FFS
B |
Geographic mapplng MCo N_?QO MCO
PILIP il Py PP
PAHP ] pai®, N PAHIP
PCCM PECMY M, PCCM
FFS PS4 9 FFS
Independent Asscssment MCO MCO K. 7} MCO
PIHP PILIP <4 | rd/mup
PANP PAHP |75 pARP
PCCM PCCM PCCM
FFS FFS S
Measure any Disparities by Raclal or Ethnle MCO MCO MCO
Groups PIHP PILP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FF§ FFS TS
Network Adequncy Assurance by Plan MCO MCO MCO
PIHE PIHP PIHP
PAHP PAHP PAHP
I'CCM PCCM PccM
FFS FFS TS
Ombudsman MCO MCO MCO
PIHP PIHE PIHP
PAHP PAHP PAHIP
PCCM PCCM PCCM
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Evaluation of Quality
Coverape /
Monitoring Activity Authorization Provider Selection Qualitly of Care
[] FFs | FFS I~ FFs
On-Site Review [ ] Mco 1 MCO ] Mco
[] PIHP [} PIHP [} PP
[] PAHP 1 PAHP [} PAHP
1 PCCM 7 PCCM [7] PCCM
[] FFs [] FFS [] FFS
Performance Improvement Projects i“] MCO i ] MCO [:l MCO
PIHP [~ BIIP [ e
1 PAHP [] PAHP [7] PAHP
1 PCCM PCCM [] PccM
[} FFS 1 FFS [] FFS
Performance Measures /ﬁ | MCO ] MCO D MCO
pFaNi Ei [ pime (] bup
[] PAHP [7] PAHP
[] PcCM [} peem
'S T""«{\ [} FFs [] FES
Periodic Comuparison of # of Providers U MCO [} Mco
[} PIHP ,ﬁ} | PIHP ] biip
[] PaP ‘-:.: kz-_‘gg:w [[] PAHP
PCCM T PECM PCCM
O (R [
[&]FES | [ FFS
Profile Utilization by Provider Caseload [ MCo ,\ L- [7] MCO
] PP 3:12 D ui3id
] PAHP PAHIP .,f;” K‘h 1 PALIP
[ ] PCCM PCCM ’\ / PCCM
[] FFS FI'S FFS
I'rovider Scif-Report Data 0 MCO E] MCO =17 C] MCO
7] pime ] PIHP "] PIHP
[] PAHP [} pAlIP [} baHP
[] pceMm PCCM (i Pceum
[7] FFS [] FFS [] FFs
Test 2477 PCP Availubility ] MCO 7] McOo [ MCO
FIHP | PIHP [ PP
[] PAHP PAHP 7] pAlIP
PCCM 1 bPCCM ] rceM
] FFS | FFS [7] FFS
Utilization Review T MCO 1 MCO D MCO
[} PIHP [} Pp [} PIRP
| PALP [T} PAHP [7] PALP
PCCM [7) pCCM 7] PCCM
FFS FFS [] FFS
Other [] Mco MCO [[] Mco
[ pp PIHP [] PP
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Evaluation of Quality
Coverape !
Monitoring Activity Authorization Provider Selection Qualitiy of Care
PAHP PAHP 7] pAtIP
PCCM PCCM ¥ PCCM
FFS FF§ [] FFS

Section B: Monitoring Plan

Part 11: Details of Monitoring Activities

Details of Monitoring Activities by Authorized Programs

For cach program authorized by this waiver, please provide the details of its moaitoring activities by editing ench

program listed below.
Programs Authorized by this Waiver:

ll‘rngram S Type of Program
CareCoordination VaN PCCM.

Note: if no programs appear in this h\?‘ plea{_; ,%%()'ne the programs auwthorized by this waiver
on the

Section B: Monitoring Plan f’ .-;-\'i\

Part I1: Details of Monitoring Activities y B

Program Instance: Arkansas Provider Led Care Fup(ﬂ:m!jllun Program

State may identify any others it uscs, If federal regulations require a

ven n:u]rih, this is indicated just alter the nume of the

Plense check each of the monitoring activities below used by the State {nuhhcr of common activities are listed below, but the

activity. If the State does not use a required activity, It must explain y ‘!k’
For each activity, the state must provide the following information:

Personnel responsible (e.g. state Medicatd, other state ngency, delepated | p?ﬁ’ Fglt{?\:t:cr contractor)

a

= Detatled descriplion of activity

s Frequency of use }\\‘-

= How it yields information about the srea(s) being monitored \?“%3 !,r .\_

D Accreditation for Non-duplication {1.c. 1f the contractor is accredited by an organization to nﬁq‘_cmm};l

structure. operation, and or quality improvement standards. and the stare detenmines thal the o:gnm':ﬁl.'!ﬂ's siandards are ar lenst

s sinngent as the siate-specific standatds required in 42 CFR 438 Subpan D, the state deemns the contracior to be in complianee
with the stale-specific standards)

Activity Details:

"] NCQA ‘
1 JCAHO

: 1 AAAMIC

: :()Iher

Plense deseribe:

h. D Accreditation for Partleipation (Le as prerequisite 1o be Medieaid plac)

Activity Details:

NCQA
JCAHO

hitps://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms 19 15b/v(/print/PrintSelector.jsp
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AMHC
Other
Please descnbe

[ @ Consumer Sell-Report data

Activity Detatls:
The Consumer Advisory Council for each PASSE wall provide annual reports that detad, at
a minimum, the CACs feedback to the PASSE regarding their Enrollee Handbook and
other cducational information, as well as the quality of the care coordination services
eceived.
7 CANPS
Plense identif which one(s]

]. "Siaic-dwc.lnbul. wn"ey
7| Disenrollment survey i
(] A
I" | Consumer/beneficiary fgcus o
& k"j}

13 Daia Analysis (non-claims) &

Activity Details: I .
Will be conducted by the Arkansas Slate Medijeaid, PASSE Enrollment personnel. They
will be responsible for producing m the number of beneliciaries attributed
to each PASSE, the number of enroilment nufides sefit and choice contacts made, and how
many beneficiaries elected to change PASSE's durini.that period, either during their choice
period ot for cause. These reports will be reconcil 'fvilﬁéc PASSE's provider reports to
ensure that the number of attributed beneficiaries ijlaccuraté.

D Denials of referral requests \.._,___,,:..-4“';- {.'F‘- 11
E IHsenrollment requests by enrollee T "

E From plan
[:I From PCP wiihin plan
D Grievances and appeals daia

@ Other

Please describe-
Choice counsehing contacts and nuinber of notices sent.

' 8 D Earollee Hullines

Aclivity Details:

I D Fucused Studies (detailed imvestigations of cenan aspects of clinica) or non-clincal services at a point in tinie. 1o answet

delined questions. Focused studies dilfer fom performanee improvermcnt projects i that they do oot requine demonstroble and
sustamed improvement 1n significnnt ospects of elimeal enre and non-chintenl service)

Activity Details:

[ 8 D Gengraphic mapping

Activity Detalls:

'8 D Independent Assessment (Reguined for first two watver perods)
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Activity Details:

™
W
i D Measure any Disparities by Racial or Ethnic Groups
Actlvily Detadls:
y
LY
L D Network Adequacy Assurance by Plan {Required for MCO/PIHP PAHP
Activity Details:
™

k. D Ombudvman

Activity Details:

e

L D On-5he Review

Activity Detaily: p—
] e
W
. D Performance Improvement Projects [Required for MCO‘WQ
Activity Details: :
k = W
D Clinical
E! Non-clinical
. {‘3 Performance Measures { Required for MCO PIHIPY A
1.il:llvlh' Details:

W

. [] Trocess

D Health sinius outcomes

D Access! avallability of care

[:j Use af services/ mtilization

D Health plan stability! financtal/ cost of cure
D Health plan/ provider characteristics

D Beneficlary characiervistics

0, D Perindic Comparison of § of Providers

Activity Petails:

P D Profile Utilization by Provider Caseload (booking for owliers)

Actlvity Details:

htips:/iwms-mmdl.cdsvdc.com/WMS/faces/protected/cms 19 1 5b/v0/print/PriniSelector jsp

Page 50 of 69

7/13/2017



Print application selector for 1915(b)Waiver: Draft AR.055.00.00 - Oct 01, 2017 Page 51 of 69

q. Provider Self-Report Data

Acthvity Details:
PASSE's will provide quarterly reports on the caseload of their care coordinators, the
number ot contacts they have made, the number of benefictaries attnbuted each month, and
details on grievances. These reports will be compared to the monthly reports generated by
the Medicaid PASSE Enroliment personnel to confirm the number of beneficianes
attnibuted to each PASSE. These reports will also provide data on the quality metrics that
must be measured under the PASSE Provider Manual, for example whether the care
coordinator's caseload is 25 or fewer. These metrics will be monitered to ensure quality
services are being provided and can be audited by the State PASSE Oversight team for the
purposes of ensuring quality services. A PASSE that fails to meet these quality metrics
may have actions taken aganst it. In this maaner, the quality metrics provided by the
Provider reports will be used to protect the integrity of the program.

Survey of providers

Facus groups

o D Test 247 PCP Availability

Actlvity Detaily: x.‘.«';‘ﬁ :

P

TR
& Q:_j_} e
4 ﬂ\t&h_

oy 1
7 B
1 @ Utilization Review (e.g. R, non-authdnzed ifidﬁ)ﬂ_ﬁqtéf‘m)

Activity Detalls: N t-:-’{ \‘1‘
The PASSE Oversight team of the Sll'_[§ Megijtaid, Office will conduct utilization review for
services used by beneficiaries attribute

’tﬁ-mu;BA.‘?\Sl;. In this manner, the PASSE
Oversight team can track the quality ol'cun:'é"‘éﬂfr.l{igﬂhon being provided and the
effectiveness of the Provider-Led Care Ct)ordinalion;ﬁ: m al more elficiently and
effectively coordinating services for attnbuied bcnl: iciane ;

. Other --_-~*';' t,l "‘:3
Activity Details: ‘( )| j""%

The PASSE Oversight Team (employed by the State Mcdtﬁiﬁﬂﬂﬁﬁd\ﬁy evaluate and

monitor all marketing and inforiation materials that will be disﬂbu &d lo bepeliciaries to

ensure accuracy and readability, as well as compliance with the f&ﬂg.;ral ;gé,:ﬁ‘qe
tegulations governing marketing and information. This team will alsaTeview jjie PASSE's
quarterly reports (o ensure compliance with all applicable laws and rcﬁt‘\aﬁi_qﬁﬁ and that
care coordination services were provided 1 accordance with this Waiver and the PASSE

Provider Manual. The PASSE Certification team will also be looking at whether the

PASSE met the required quality metrics according to the data provided on their Provider

Report.

Section C: Monitoring Results

Initial Waiver Request

Section 1915(b) of the Act and 42 CFR 431.55 require that the State must document and maintain data regarding the effect of
the waiver on the accessibility and quality of services as well as the anticipated impact of the project on the State’s Medicaid
program. In Section B of this waiver preprint, the State describes how it will assure these requirements are met. For an mitial
walver request, the State provides assurance in this Section C that it wili report on the results of its momtonng plan when it
submits its waiver renewal request. For a renewal request, the State provides evidence that waiver requirements were met for
the most recenl waiver period. Please use Section D to provide evidence of cost-efTectiveness.

CMS uses a multi-pronged effort 1o monitor waiver programs, inciuding rate and conlract review, sile visils, reviews of
External Quality Review reports on MCOs/PIHDPs, and reviews ol Independent Assessments. CMS will use the results of these
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activities and reports along with this Section to evaluale whether the Program Impact, Access, and Quality requirements of the
waiver were met.

This is an Initial waiver request.

[+ The State assures that it will conduct the monitoring activities described in Scection B, and will provide the results
in Section C of its waiver renewal request.

Section D: Cost-Effectiveness

Medical Eligibility Groups
I Title I |

First Period Sccond Period
Start Date End Date Start Date End Date
Actual Enrollment for the
T [ :}g_{_glmm? | 12310018]|| Il |

Enroliment Projections for
the Teme Period*

I

='"L o

y
] 7 N ol
r N

**[nclude actunl data and dates used in c.onvﬁﬁum niy estimates
*Projections start on Quarter and include data for lj.quvl.q.ed‘».wnlvcr period

Ll ;" )
i 1 ‘-...-r"“' -')-/:\W\"
Section D: Cost-Effectiveness y {;
& N\ ,:;’)r__
Services Included in the Waiver F N
Document the services included in the waiver cost-cffectivencss knalys_i;!
Service Name State Plan Service | 1915(h)(3) sen-ié’{ "'l {'gf;’&:‘c‘:i:“"'
Care Coordination M M lﬂ/f ‘ -
Q‘ﬁb 4 Qb.ll
Section D: Cost-Effectiveness ,\{ ¥
, W

Part 1: State Completion Section
A. Assurances

n. [Required] Through the submission of this waiver, the State ussures CMS:

= The fiscal staff in the Medicaid agency has reviewed these caleulations for sccuracy and attests lo their
coirectness.

« The State assures CMS that the actual waiver costs will be less than or equal to or the State’s waiver cost
projection,

= Capilated rates will be set following the requirements of 42 CFR 438.6(c) and will be submitted to the CMS
Regional Office for approval.

= Capitated 1915(b)(3) services will be set in an actuanally sound manner based only on approved 1915(b)(3}
services and their administration subject 1o CMS RO prior approval.

s The State will monitor, on a regular basis, the cost-eftectiveness of the waiver (for exnmple, the State may
compare the PMPM Actual Waiver Cost from the CMS 64 to the approved Waiver Cost P'rojections). If
changes are needed, the State will submit a prospective amendment modifying the Waiver Cost Projections.

»  The State will submit quarterly actual member month earollment statistics by MEG m conjunction with the
State’s submitted CMS-64 forms.

Signature:

State Medicad Director or Designee
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Submission
Diate;

Nate: The Signature and Submission Date fields will be automatically completed
when the State Medicaid Director submits the application.

. Name of Medicaid Finsncial Officer making these assurances:

. Telephone Number:

if. E-mail:

¢. The State is choosing to report waiver expenditures based on

(]

O date of payment.

O date of service within date of payment. The State understands the additional reporting requirements
in the CMS-64 and has ﬂcﬁ;i he cost effectiveness spreadsheets designed specificalfy for reporting by
tate of service w |th|5du n(p ‘ment. The State will submit an initial test upon the first renewal and
then an initial and final tes &[f he preceding 4 years) upon the second renewal and thereafter.

Section D: Cost-Effectiveness A{)“‘j_ %
Part I: State Completion Section 'r,L ;;) .
B. Expedited or Comprehensive Test T \j-,
& b
This section is only applicable to Renewals z{ 1 }
Section D: Cost-Effectiveness Hb“""i i?”‘:.“.
Part I: State Completion Section N\ «f) & N

C. Capitated portion of the waiver only: Type of Capitated Colf{rﬁt A
» _,f y
&

The response to this question should be the same as in ALb,

l\‘_ ‘5’
a. []MCO =
b. [] PIHP
¢. [] PAHP
d. [7] PCCM
[7] Other

Plense describe:

Each PASSE will receive a PMPM for each benefictary atinbuted to it. This PMPM will cover the cost of providing
comprehensive care coordination to each of the atinibuted beneficiaries. The amount of the PMPM is 173.33 per month,
which was determined using the following caleulation:

1} Arkansas DHS estimates that the annual salary for a care coordinator will be $40,000, plus an addinonal 40% for
overhead, administrative costs, and {ringe (552,000)

2) 540,000 per 35 clienis + 30% = $52,000 per Care Coordimator

3) Estimate 30,000 Tier Il and Tier Il Clients with Behavioral Flealth and Developmental Disability Services needs
4) 30,000 divided by 25 clients per care coordination = 1200 Care Coordinators

5) 52,000 for 1200 care coordinators = 562,400,000 per year for Care Coordination

6) $62,400,000 divided by 30,000 clients = $2080 per year per client

7) 82080 per year per client divided by 12 months = $173.33 PMPM for care coordination

htips://wms-mmdl.cdsvde.com/WMS/[aces/protected/cms | 915b/v0/print/PrintSelectorjsp ~ 7/13/2017



Print application selector for 1915(b)Waiver: Drafi AR.055.00.00 - Oct 01, 2017 Page 54 of 69

Care coordination 1s defined in Section ALF.

Section D: Cost-Effectiveness

Part I: State Completion Section

D. PCCM portion of the waiver only: Reimbursement of PCCM Providers

Under this waiver, providers are reimbursed on a fee-for-service basis. PCCMs are reimbursed for patient
management in the following manner (please check and describe):

a,  [7] Management fees ave expected to be paid vnder this waiver,

The management fees were caleulated as follows.

1. [ Year1: % 173.33 per member per month fee.
2. & Yeor2: 173.33 per member per month fee.
3. [ Year3: S{ 173.33 [per member per month fee.
4. [ Yeard:§ Va 173.33 [per member per month fee.

b. {7] Eanhanced fee for prip'mi'}g;qqi'i: services.

Please explain which services ;\’{l\f ]ﬁqlfﬁzcled by enhanced fees and how the amount of the enhancement was
detepnined. & S

c. [ | Bonus payments from savings ;l}..‘;li!l:._l_tﬂi;-jllldcl' the program are paid to case managers who control

beneficiary utilization. Under DL H.d., ple ise describe the critena the Siate will use for awarding the
incentive payments, the method for fuleulating fhcentives/bonuses, and the monitoring the State will have in
place to ensure that total payments to th&"profgfders o not exceed the Waiver Cost Projections (Appendix
DS5). Bonus payments and incentives for réducinigaifilization are limited 1o savings of State Plan service costs
under the waiver. Please also describe how the Smté'ii’ill' snisure that utilization is not adversely affected due
10 incentives inherent in the bonus payments. Theltosts associated with any bonus arrangements must be

accounted for in Appendix D3, Actual Waiver Co'."-il.t‘. i’ " N

B
d. [~] Other reimbursement method/amount. P :::
i L X
§ 208.00 \J /7 N
Please explain the State's rationale for determining this methocj{g’ii‘ ﬂ‘b&nﬁilﬁ

i & %
This amount will be paid to the PASSE upon the beneficiary's initial a,lﬁ‘lbulir)j: to that PASSE, as a care
coordination start up fee. The purpose of tis fee is 1o assist with coﬁﬁ[ng statling, IT, and administrative
costs to ensure that care coordination is available to the beneficiary on d&y 1 of attribution. The fee can also
be used to conduet initinl assessments of the beneficiary and to begin collecting health information from
existing providers so that the Care Coordmnator can identify unmet health needs of the beneficiary.

The proposed payment would be 10% of the total yearly PMPM described above, which would add up 1o
$6,240,000. $6,240,000 evenly divided between the 30,000 clients attributed to the PASSE model equals a
start-up payment of $208.00 per beneficiary. This payment will be made to the PASSE in the monti the
beneliciary is attributed,

Section D: Cost-Effectiveness

Part I: State Completion Section

E. Member Months

Please mark all that apply.

8. (/| Population in the base year data

1. 7] Base year data s from the same pupulation as to be included in the waiver.

2. L] Base year data is from a comparable population to the individuals to be included 1n the waiver.
{Include a statement from an actuary or other explanation, which supports the conclusion that the
populations are comparable.)
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b. [ For an initial waiver, if the State estimates that not all ehgible individuals will be enroled in managed care

(i.e., a percentage of individuals will not be enrolled because of changes in eligibility status and the length of
the enrollment process) please note the adjustment here.
We are phasing in enrollment over the first year and an half of the waiver. Approximately, 3,534,192
member months will be served over the course of the waiver. As eligible individuals receive the
Independent Assessment, they will be attributed 1o and enrolled m a PASSE. We anticipate enrolling
approximately 20% of the eligible population a quarter, over five quarters. This will ensure that everyone is
enrolled by December 31, 2018.

| [Required] Explain the reason for any increase or decrease in member months projections from the base year

or over time:

[Required] Explain any other variance in efigible member months from BY o P2:

d

e Required] List the year(s) being used by the State as a base year:
/] [Req Y
12016 |
If multiple years are heing, usedi please explain:

A)
f. [ [Required] Specify whether the %ﬁ)
X

pertod:

State tiscal year (July 1--June 30) .
g [7] [Required] Explain if any base year da

data:

is.a State fiscal year (SFY), Federal fiscal year (FFY), or other

d directly from the State's MMIS fee-for-service claims
"I"_"a

@R

Tﬁ" i\ %
O A
—:-f*%

1.,

Appendix D1 - Member Months

Section D: Cost-Effectiveness

Part I: State Completion Section

.S""

F. Appendix D2.S - Services in Actual Waiver Cost

For Initial Waivers:

"
"‘:-\_-.-

[ [Required] Explain the exclusion of any services from the cost-effectiveness analysis.

For States with multiple waivers serving a single beneficiary, please document how all costs for waiver

covered individuals taken into account.

Appendix D2.S: Services in Waiver Cost

FFS FFS FF8
MCO Reimbursement PIHT Reimburserment | PALI® Reimbursement
State Plan Capitaled impacted by PCCM FFS Capitated Impacted by Capltaied impacted by
Servicey Reimbursement {MCO Reimbursement |Reimbursementj PIHP Reimbursement |PAIP
Care I i
Coordination = i ' —

Section D: Cost-Effectiveness

Part I: State Completion Section
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G. Appendix D2,A - Administration in Actual Waiver Cost

[Required] The State allocated sdministrative costs between the Fee-for-service and managed care program depending
upon the program structure. Note: initial programs will enter only FFS costs in the BY. Renewal and Conversion waivers
will enter all waiver and FFS administrative costs in the RI and R2 or BY.

For Initinl Waivers:

a. For an initial waiver, please document the amount of suvings that will be accrued in the State Plan services.
Savings under the waiver must be great enough to pay for the waiver administration costs in addition to
those costs in FFS. Please state the aggregate budgeteld amount projected to be spent on each addition:s)
service in the upcoming waiver period in the chart below. Appendix DS should reflect any savings to be
accrued as well as any additional administration expected. The savings should at least offset the

administration.
Additlonal Administrative Savings projected in State Amaount prujecied (o be spent
Expense Plan Services Inflation projecicd in l'rmpecll\n Ierlod

|Care Coordination

Total;

. B
The allacation method for cither initial or Fénc\i?fﬁvaivers is explained below:
a. The State allocates the administrative £osts to ﬁ: anaged care program based upon the number of waiver
enrollees as a percentage of total Medicaid: lnﬁto € &m‘e this is appropriate for MCO/PCCM programs.
b. The State allocates administrative costs based: uﬁqn the program cost as a percentage of the total Medicaid

budget. It would not be appropriate to allocate the a;lmlni trative cost of a mental health program based

upon the percentage of enrollees enrolled.Noie: this 1§ approﬁnare Jor statewide PIHP/PAHP programs.
c. Other % & =

Please explain: '#'(? :}
b Y J?l . F -)f.:\
€N\,
+ %
-_ B
. . - . W A |
Appendix D2.A: Administration in Actual Waiver Cost < y
-
Section D: Cost-Effectiveness
Part I: State Completion Section
H. Appendix D3 - Actual Waiver Cost
a. The State is requesting a 1915(b)(3) waiver m Section A1.A 1.c and will be providing non-state plan medical
services, The State will be spending a portion of its waiver savings for additional services under the waiver

I The State is including voluntary populations in the waiver.
Desceribe below how the issue of selection bias has been addressed in the Actual Waiver Cost calculations:

C. Capitated portion of the waiver only -- Reinsurance or Stop/Loss Coverage: Please note how the State will be

providing or requiring reinsurance or stop/loss coverage as requited under the regulation. States may require
MCOs/PIHPs/PAHTs to purchase reinsurance. Similarly, States may provide stop-loss coverage to
MCO</PIHPs/PAHPs when MCOs/PIHPs/PAHPs exceed certain payment thresholds for individual enrollees.
Stop loss provisions usually set limits on maximum days of coverage or number of services for which the
MCO/PIHP/PAHP will be responsibie. If the State plans to provide stop/loss coverage, a deseription is required.
The State must document the probability of incurring costs in excess of the stop/loss level and the frequency of
such occurrence based on FTS experience. The expenses per capita (also known as the stoploss premium amount)
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should be deducied from the capitation year projected costs. In the initial application, the effect should be neutral.
In the renewal report, the actual reinsurance cost and claims cost should be reported 1n Aciual Waiver Cost.
Basis uml Method:

1. The State does not provide stop/loss protection for MCOs/PIHPs/PAHPs, but requires
MCOs/PIHPs/PAHPs to purchase reinsurance coverage privately. No adjustment was
necessary,

2. [ ] The State provides stop/loss protection

Describe below how the issue of selection bias has been addressed in the Actual Waiver Cost
calculations:

d. [ Incentive/bonus/enhanced Payinents for both Capitated and fee-for-service Programs:
1. [J] [For the capitated portion of the waiver] the total payments under a capitated contract include

any incentives the State provides in addition to capitated payments under the waiver program.
The costs assoctated with any bonus arrangements must be accounted for in the capitated costs
(Column D of Appgndix D3 Actual Waiver Cost). Regular State Plan service capitated adjustments
would apply. A 4 -.\
Dm:umt.nt ’

. Document th tcﬂi for awarding the incentive pnyments.

ii. Document ¢ %Llnﬁl for calculating incentives/bonuses, and

. Document the mahitoring the State will have in place to ensure that total payments to

the MCOsIP[HPsIP HP-i d; not exceed the Waiver Cost Projection.
Approximate cost of the wawuf‘ﬁfr ]}I;r,"perfd;] of October 1, 2017- December 31, 2018 15
$22,704,467. =

1, | For the fee-for-service portion of the walﬁr. "—11, fee-for-service must be accounted for in the fee-

for-service incentive costs (Column G O@Mn D3 Actunl Waiver Cost). ). For PCCM
providers, the amount listed should match i flitﬂ.!:"‘ vided in D.L.D Reimbursement of
Providers. Any adjustments applied would need W mégt tic special cnteria for fee-for-service
incentives 11 the State elects lo provide incentive I'lﬁk_]‘lﬂn(}}ﬂ:hddlllon to management fees under the
waiver program (See D.LLe and D.1.J.¢) & -

-

Docurnent W N
. Document the criteria for awarding the incentive pﬁ}mmgﬂ
. Document the method for calculating incentives/bontges;and
. Document the monitoring the State will have in place to ensure that total payments to
the MCOs/PIHPs/PAHPs/PCCMs do not exceed the Waiver Cost Projection.

.‘. i,

Appendix D3 — Actual Waiver Cost
Section D: Cost-Effectiveness

Part I; State Completion Section

I. Appendix D4 - Adjustments in the Projection OR Conversion Waiver for DOS within DOP (1 of
8)

Inihial Waiver Cost Projection & Adjustments (I{ this is a Conversion or Renewal waiver for DOP, skip to J. Conversion
or Renewal Watver Cost Projection and Adjustments): States may need to make certain adjustments to the Base Year in
order 1o accurately reflect the waiver program in P1 and P2, If the State has made an adjustment to its Base Year, the
State should note the adjustment and its location in Appendix D4, and include information on the basis and method used
in this section of the preprint. Where noted, certain adjustments should be mathematically accounted for in Appendix D3.

The following adjustments are appropriate for initial waivers. Any adjustments that are required are indicated as such.
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a. State Plan Services Trend Adjustment — the State must trend the data forward to reflect cost and utilization
increases. The BY data already includes the actual Medicaid cost changes to date for the population enrolled in the
program. This adjustment reflects the expected cost and utilization increases in the managed care programn from
BY to the end of the waiver (P2). Trend adjustments may be service-specific. The adjustments may be expressed
as percentage factors. Some states caleulate utilization and cost increases separately, while other states calculate a
single trend rate encompassing both utilization and cost increases. The State must document the method used and
how utilization and cost increases are not duplicative if they are calculated separately. This adjustment must be
mutually exclusive of programmatic/policy/pricing changes and CANNOT be taken twice. The Stote must
document how it ensures there is no duplication with programmatic/policy/pricing changes,

1. | [Required, if the State’s BY is more than 3 months prior to the beginning of P1] The State is using

actual State cost increases to trend past data to the current time period (i.¢., trending from 1999 10
present)
The actunl trend rate used is:

Please document how that trend was caleulated:

2. | [Required, to lnmdﬁ‘r‘"p P1 and P2 in the future] When cost increases are unknown and in the

future, the Stale s ussng,lf pt:du.twe trend of either State historical cost increases or national or
regional factors that Fﬁ!edg ve of future costs (same requirement as capitated ratesetting
regulations) (i.e., tre dlng' n present into the future)

i. [] State historical u]3 m&("e.lse

Piease indicate the }' Irs on lduhc raies are based: base years
e & B
I AL\
[n addition, please indicatedhe roate matical method used (multiple regression, linear
regression, chi-square, least squaressc t.‘ipom;nlm! smoothing, ete.). Finally, please note and

explain il the State’s cost increase lcu] includes more factors than a price increase such
as changes in technology, practice patier g@r units of service PMPM.

Mai

ii. [7] National or regional factors that are predictive QEtllﬁwaﬁur 5 future costs.

Please indicate the services and indicators used. ™ A
=5 3 '| 1
L 74 £
":\_ 4
Sy

Please indicate how this factor was determined to be predictive of this waiver's future costs.
Finally, please note and explain it the State’s cost increase calculation includes more factors
than a price increase such as changes in technology, practice patiems, and/or units of service
PMPM.

3 | The State estimated the PMPM cost changes 1n units ol service, technology and/or practice patierns

that would occur i the waiver separate from cost increase. Utuhization adjustments made were
service-specific and expressed as percentage factors, The State has documented how utitization and
cost increases were not duplicated. This adjustment reflects the changes in utibzalion between the BY
and the beginning of the 1 and between years P1 and P2.

i. Please mdicate the years on which the utilization rate was based (if calculaled separately
only)
ii. Please document how the utilization did not duplicate separate cost increase rends.

Section D: Cost-Effectiveness
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Part I: State Completion Section

1. Appendix D4 - Adjustments in the Projection OR Conversion Waiver for DOS within DOP (2 of
8)

. State Plan Services Programmatic/Policy/Pricing Change Adjustment: This adjusiment should account for
any programmatic changes that are not cost neutral and that affect the Waiver Cost Projection. Adjustments to the
BY data are typrcally for changes that occur after the BY (or after the coliection of the BY data) andlor during P1
and P2 that affect the overall Medicaid program. For example, changes in rates, changes brought about by legal
action, or changes brought about by legislation. For example, Federal mandates, changes in hospital payment from
per diem rales o Diagnostic Related Group (DRG) rales or changes in the benefit coverage of the FFS program
This adjustment must be mutually exclusive of trend and CANNOT be tuken twice. The State must
document how it ensures there is no duplication with trend. If the State is changing one of the aspects noted
above in the FFS State Plan then the State needs to estimate (he impact of that adjustment. Noite: FFP on rates
cannot be claimed untit CMS approves the SPA per the 1/2/01 SMD letier. Prior approval of capitation rates is
contingent upon approval of the SPA.

Others:

FN

Additional State leﬂécl‘:iﬁccs )

Reductions in State’f‘lnuﬁer ces (-)

Legislative or Court Man /-;I e(}'ﬁhunges to the Program Structure or fee
The State has chosen'no Euﬁcc an adjustment because there were no programmatic or policy
changes in the FES progri uﬂfﬁ}MMIS claims tape was crealed. In addition, the State anticipates
no programmatic or politg'hz nnges‘ﬂuring the waiver period.

2. An sdjusiment was necessa he.dd) ani(s) 1s(are) listed and described below:

i. The State projects an exten u State Medicaid managed care rafe increases/decreases

P

between the base and rate periods. Ve
Please hist the changes. i E

k.fﬁ

For the list of changes above, please report lhc\ﬁl(iv;n b %

A. [ ] The size of the adjustment was based upoli@ ne )lf np’m‘ow.d State Plan Amendment
(SPA). 4 /‘
PMPM size of adjustment -

B. The size of the adjustment was based on pending SPA.

Approximate PMPM size of adjusunent

l

C. Determine adjustment based on currently approved SPA.
PMPM size of adjustment
Determine adjustment for Medicare Part D dual cligibles,
E. (hher:

Please describe

iit. The State has projected no externally driven managed care rate increases/decreases in the

managed care rales.
iii. ] Changes brought about by legal action:
Please list the changes.

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms 19 15b/v/print/PrintSelector.jsp 7/13/2017



Print application selector for 1915(b)Waiver: Draft AR.055.00.00 - Oc1 01, 2017 Page 60 of 69

For the List of changes above, please report the following:

A. [ ] The size of the adjustment was based upon a newly approved State Plan Amendment

(SPA).
PMPM size of adjustment

B. The s1zc of the adjustment was based on pending SPA.
Approximate PMPM size of adjusiment

C. Determine adjustment based on currently approved SPA.
PMPM size of adjustment

D. Other
Please describe

-
iv. ] Cllung?%nlion.
PleaseHst 1 anges.

i
For the list of clmngesal

A. [ ] Thesize of the peEnt wits based upon a newly approved State Plan Amendmenl
(SPA). ¥
PMPM size of adjustment &7
| %
B. The size of the adjustment was bas dmg SPA.
Approximate PMPM size of adju’iq

C. Determine adjustment based on Luncnlm

PMPM size of adjustment

D. Other
Please describe

v. [ ] Other
Please descrnibe:

A. [] The size of the adjustment was based upon a newly approved Stale Plan Amendment
(SPA).
PMPM size of adjustment
B. The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment
C. Determine adjustment based on currently approved SPA.
PMPM s1ze of adjustiment

D. Other
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Section D: Cost-Eifectiveness

Please describe

Part I: State Completion Section

1. Appendix D4 - Adjustments in the Projection OR Conversion Waiver for DOS within DOP (3 of

8)

¢. Administrative Cost Adjustment*: The administrative expense factor in the initial waiver is based on the
administrative costs for the eligible population participating in the waver for fee-for-service. Examples of these
costs include per claim claims processing costs, per record PRO review costs, and Surveillance and Utilization
Review System (SURS) costs. Note: one-time administration costs should not be built into the cost-cffectiveness
test on a long-term basis. States should use all relevant Medicaid administration claiming rules for administration
cosls they attribute to the managed care progron. 1{ the State is changing the administration in the fee-for-service
program then the State needs o t.'.sumah. the impact of that adjustment.

1. No adjuslmcnt}r nec sary and no change is anticipated.

2. An admnustralw; was made.

FFS udmlmsgﬁ‘néFJ tions will change in the period between the beginning of P1 and the
'

I

ii.

end of P2,

ﬂ;}

Please describe

/f,f N

Determine nduumslﬁmm?u_tr justroent based upon an approved contract or cost

allocation plan amcndmenljf/\[’) “]
Determine administration a J\ustn;gi based on pending contract or cost allocation plan

amendment (CAP) s L ‘,J
Please deseribe '“i' A Y o
e’ //F" "%
‘f./ \ A
1 Other " )
Please deseribe

FFFS cost mcreases were accounted for.

A.

B.

C.

Determine administration adjustment based upon an approved contract or cost
alloeation plan amendment (CAP).

Determine administration adjusiment based on pending contract or cost allocation plan
amendment (CAP)

Other

Please describe

[Required, when State Plaa services were purchased through a sole source procurement with a

governmental entity. No other State adnunistrative adjustnent is allowed.] If cost increase
trends are unknown and in the future, the State musi use the lower of: Actual State
administration costs trended forward at the State historical admimistration trend rate or Actual
State administration costs trended forward at the State Plan services trend rate.

Please document both trend rates and indicate which trend rate was used.
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A. Actual State Admimsiration costs trended forward at the State histonical administration
trend rate.

Please indicate the years on which the rates are based: base years

In addition, please indicate the mathematical method used (multiple regression, linear
regression, chi-square, least squares, exponentizl smoothing, ete.). Finally, please note
and explain if' the State’s cos! increase caleulation includes more factors than a price
increase.

B. Actual State Administeation costs trended forward at the State Plan Service Trend rate.
Please indicate the State Plan Service trend rate from Section D.1.La. above

I

* For Combination Capitated and PCCM Waivers: If the capitated rates are adjusted by the amount of
administration payments, then the PCCM Actual Waiver Cost must be caleulated less the administration amount.
For additional information, pledi:-.\ﬂ.c Special Note at end of this section,

Section D: Cost-Effectiveness 4 E*J F.%

Part I: State Completion Section \j’f
I. Appendix D4 - Adjustments in the Pr‘djqf{mn?R Conversion Waiver for DOS within DOP (4 of

¥ S .4"/ -
d. 1915(b)(3) Adjustment: The Stale must doc.umenwounl of State Plan Savings that will be used to provide
additional 1915(b)(3) services in Section D.L.H.a abovc_.;’['ﬁ?l%gs; Year afready includes the actual trend for the
State Plan services in the program. This adjustment reflécts the expected trend in the 1915(b)(3) services between
the Base Year and Pl of the waiver and the trend hclw&qu[irue.- epj ing of the program (P1) and the end of the
program (P2). Trend adjusiments may be service-specilic Fxmes:,!%.l as percentage {actors,

1. [ ] [Required, if the State's BY is more than 3 months: prll jd'ﬁl}ggmnmg of "1 to trend BY 10 I'1]
The State s using the actual State historical trend to prcqct.!‘flgbt data to the current time penod (i.e.,

trending from 1999 to present). 7\ \
The actual documented trend is; V 4 ]
] Nt

Please provide documentation,

2, 1 [Required, when the State’s BY is trended 1o P2. No other 1915(b)(3) adjustment 15 allowed] If trends

arc unknown and n the tuture (i.e., trending trom present into the future), the State must use the
Staie’s trend for Siate Plan Services.

i. State Plan Service trend

A. Please indicate the State Plan Service trend rate from Section D.I.La. above

¢. Incentives (not in capitoted payment) Trend Adjustment: If the State marked Section D.LH.J, then this
adjustment reports trend for that factor. Trend is limited to the rate for State Plan services.

1. List the State Plan trend rate by MEG from Section D.11a

2. List the Incentive trend rate by MEG if different from Section D.1.1a
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3 Explain any differences:

f. Graduate Medical Education {GME) Adjustment: 42 CI'R 438.6(c)(5) specifies that States can include or
exclude GME payments for managed care participant utilization in the capitation rates. However, GME payments
on behalf of managed care waiver participants must be included in cost-effectiveness calculations.

E. [ ] We assure CMS that GME payments are included from base year data,
2. [ ] Weassure CMS that GME payments are included from the base year data using an adjusiment.
Please describe adjustment.

3 | Other
Please describe M

AN /
29
If GME rates or the GME paymenl m%mﬁl has changed since the Base Year data was completed, the Base Year
g

data should be adjusted to reflect this ghagge andithe State needs to estimate the impact of that adjustment and
account for it in Appendix D5,

/ a9
1. [] GME adjustnent was made, @)
i. [7] GME rates or payment methiod chiénged.in the period belween the end of the BY and the
beginning of P1. ( )
Please describe L y .
4 ;\\h
f[: \
L\ &

il. [ ] GME rales or payment method 1s projccted"ﬁfc%:‘f{i} e period between the beginning of

1 and the end of P2.
Please describe

%

N\

2. No adjusiment was necessary and no change 1s anticipated. B
Method:

L. Determine GME adjustment based upon & newly approved State Plan Amendment (SPA).

2. Detenmune GME adjustment based on a pending SPA,

3. Detennine GME adjustment based on currenily approved GME SPA.

4. Other

Please describe

Section D: Cost-Effectiveness

Part I; State Completion Section

I. Appendix D4 - Adjustments in the Projection OR Conversion Waiver for DOS within DOP (5 of
8)
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g Puyments / Recoupments not Processed through MMIS Adjustment: Any paymenis or recoupments lor covered
Medicd State Plan services included in the waiver but processed outside of the MMIS system should be included
in the Waiver Cost Projection. Any adjustments that would appear on the CMS-64.9 Waiver form should be
reported and adjusted here. Any adjusiments that would appear on the CMS summary form (line 9) would not be
put into the waiver cost-clfectiveness (e.g., TPL, probate, fraud and abuse). Any payments or recoupments made
should be accounted for in Appendix DS.

1. | Payments outside of the MMIS were made.

Those payments include {please describe): B
2 | Recoupments ouistde of the MMIS were made.

Those recoupments mclude (please descnbe)
3. || The State had no recoupmenis/payments outside of the MMIS.

h. Copayments Adjustment: Thigadfstnent accounts for any copayments that are collected under the FFS program
but will not be collected in,ﬂf’c Q:pj.-r ogram. Stales must ensure that these copayments are included n the
Waiver Cost Projection if not to be ggilétied in the capitated program.

7N 3
Basix and Method: 54 B
s’f’ R
1. Claimns data used for Waivcﬂ{ “ost Pﬁcclion development already included copayments and no
adjustment was neceessary. “h—
2. State added estimated amounts of udélimcas for these services in FFS that were not in the capitated
-
program. Please account {or this ad]ustmc i Apgendix D5,
3. The State has not to made an adjustment bicause the same copayments are collected in managed care
and FFS. \ '
4. Other h r? % Hﬁ(j
Please describe % } AN
mls ftk\ »
“\\ . f’;\\

If the State’s I'FS copayment structure has changed in (e period bclm.en'f;hu end'nf the BY and the beginning of
P1, the State needs 1o estimate the impact of this change adjusiment. s

I. [} No adjustment was necessary and no change i3 aniicipated.
2. [7] The copayment structure changed in the period between the end ol the BY and the beginning of P1.
Please account for this adjustment in Appendix D5.

Method:
1 Determine copayment adjusiment based upon a newly approved State Plan Amendment (SPA).
2 Determine copayment adjustment bascd on pending SPA.
3. Determine copayment adjustment based on currently approved copayment SPA.
4 Other

Please descnbe

Section D: Cost-EfTectiveness

Part I: State Completion Section
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I. Appendix D4 - Adjustments in the Projection OR Conversion Waiver for DOS within DOP (6 of
B)

i. Third Party Linbility (TPL) Adjustment: This adjustment should be used only il the State is converting from
fee-for-service lo capitated managed care, and will delegate the collection and retention of TPL payments for post-
pay recoveries to the MCO/PIHP/PAHP. If the MCO/PIHP/PAHP will collect and keep TPL, then the Base Year
costs should be reduced by the amount to be collected.

Basis and method:

No adjustment was necessary

Base Year costs were cut with post-pay recoveries already deducted from the database.
State collects TPL on behalf of MCO/PTHP/PAHP enrolices

The State made this adjustment:*

e o e
D )

i. Post-pay recoveries were estimated and the base year costs were reduced by the amount of

TPL to be collected by MCOs/PIHPs/PAIPs. Please account for this adjustment in Appendix
DS, e

ii. Other &7 %
Plcasu-ﬁcﬁséﬁbﬁ-‘-‘j -

W
"j(-l :‘?"-. . _,')
i |
N

j- Pharmacy Rebate Factor Adjustme‘l;t:ig’ébmcs‘ﬂhat States receive from drug manufacturers should be deducted
from Base Year costs 1 pharmacy SEWIC%T&_W% in the fee-for-service or capitated base. I the base year
costs are not reduced by the rebate factor, a‘ﬁﬁ‘:'lﬂ'la@ B“l,ﬁ-,wou]d result. Pharmacy rebates should also be deducted
from FFS costs if pharmacy services are impucﬁ‘"ﬁ b?:th&'\ry_{!_lh\'cr but not capitated.

r

Basis and Method: ;L{ ,lj
1. [ ] Detenmine the percentage of Medicaid phn&%‘aci’kni{g lhﬁ} the rebates represent and adjust the base

year costs by this percentage. States may want to'make, -ié'p atc adjustments for preseription versus

over the counter drugs and for different rebate percénfagesihy population. States may assume that the

rebates for the targeted population occur in the same pr o:ihn aglic rebates for the total Medicaid

population which includes accounting for Part D dual ellgl!glc§ JC]}lea. 1 fccounl for this adjustment 1
i "

Appendix D5. -"Q
Please describe -y
1 The State has not made this adjustment because pharmacy is not an included capitation service and

the capitated contractor’s providers do not prescribe drugs that are paid for by the State in FFS or Part
D for the dual eligibles.
3. | Ohter

Please describe

k. Disproportionate Share Hospital (DSH) Adjustment: Section 4721 of the BBA specifies that DSH payments
must be made solely to hospitals and not to MCOs/PIHPs/PALPs. Section 4721(c) pennits an exemption to the
direct DSH payment for a limited number of States. 1€ this exemption applies 10 the State, please identily and
describe under “Other” including the supporting documentation. Unless the exemption in Section 472 1(c) applies
or the State has & FI'S-only waiver (e.g., selective contracting waiver for hospital services where DSH is
specifically included), DSH payments are not lo be included in cost-effectiveness calculations.

1. We assure CMS that DSH payments are excluded from base year data.
2. We assure CMS that DSII payments are excluded from the base year data using an adjustment.
3. Other
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Please desenbe
[

L. Population Biasced Selection Adjustment (Required for programs with Voluntary Enrollment): Cost-
effectiveness caleulations for waiver programs with voluntary populations must include an analysis ol the
population that can be expected to enroll in the waiver. I the Stale finds that the population maost hikely to enroll
in the waiver differs significantly from the population that will voluntaniy remain in FFS, the Base Year cosls
musl be adjusted 1o reflect this.

1. This adjustment s not necessary as there are no volunlary populations in the waiver program.
2. This adjustment was made:
i Potential Selection bias was measured.
Please describe

ii. [ ] Thebasc yx._,'.l[ costs were adjusted,
Please du:fl;nbt. \,

| & o ,' %
/..-' t_ Y Pl
v g
m. FQHC and RHC Cost-Settlement Adj ustmcnt' Base Year costs should not include cost-scttlement or
supplemental payments made to FQF (€sR1 RHCs. The Base Year costs should reflect fee-for-service payments for
services provided at these sites, which wfq hc bmll ‘u‘,llQ,lhc capitated rales

1. | We assure CMS that FQHC/RHC cﬁ;ﬂ}h Jjémunl and supplemental payments are excluded from the
Base Year costs. &
Payments for services provided at I'QIICsh{HCs qh reflecied in the following manner:

4-"" 0
"2\
P J7 We assure CMS that FQHC/RHC cost-settlement #nd; ja'\l}plfr‘ﬁbntnl paymeuts are excluded from the

base year data using an adjustment. (u

LR We assure CMS lhat Medicare Part D coverage has bcun\&couu[é{ﬁr in the FQUC/RHC
adjustment.

4. Other -
Please describe

Section D: Cost-Effectiveness

Part 1: State Completion Section

1. Appendix D4 - Adjustments in the Projection OR Conversion Waiver for DOS within DOP (7 of
8)

Spccial Note Section:

Waiver Cost Projection Reporting: Special note for new capitated programs:

The State 1s implementing the first year of a new capitated program (converting from lee-Tor-service reimbursement), The
first year that the State unplements a capitated program, the State will be making capitated paymeunts for future services
while it is reimbursing FFS claims from retrospective periods. This will cause State expenditures in the initial peniod to be
much higher than usual. In order to adjust for this double payment, the State should not use the first quarter of cosls
(immediately following implementation) from the CMS-64 to calculate future Waiver Cost Projections, unless the Stale
can distinguish and exclude dates of services prior to the implementation of the capitated program.
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a. The State has excluded the first quarter of costs ot the CMS-64 [rom the cost-effectiveness calculations and
is basing the cosi-effectiveness projections on the remaining quarters of data.
b. The State has inciuded the first quarter of costs in the CMS-64 and excluded claims for dates of services prior

to the implementation of the capitated program.
Special Note for initinl combined waivers (Capitated and PCCM) only:

Adjustments Unique to the Combined Capitated and PCCM Cost-cffectivencss Calculations -- Some adjusiments to
the Waiver Cost Projection are applicable only 1o the capitated program. When these adjustments are taken, there will
need to be an offsetting adjustment to the PCCM Base year Costs 1 order to make the PCCM costs comparable to the
Waiver Cost Projection. In other words, because we are creating a single combined Waiver Cost Projection
applicable to the PCCM and capitated waiver portions of the waiver, offsetting adjustments (positive and/or
negative) need to be made to the PCCM Actual Waiver Cost for certain capitated-only adjustments. When an
offsetting adjustment is made, please note and include an explanation and your caleulations. The most common offsetting
adjustiment is noted in the chart below and indicated with an asterisk (*) in the prepaint.

I Adjustment I Capitated Program I PCCM Program | |
L
Section D: Cost-Effectiveness 1,;/;" ""__“&
¥ o
Part I: State Completion Section ry &N
1. Appendix D4 - Adjustments in thE’PrﬁF&ijgl_a_\OR Conversion Waiver for DOS within DOP (8 of
8) q :f.'5" *ﬂl
it

n. Incomplete Data Adjustment (DOS si'ill:?ﬁ@j'éyfm The State must adjust basc period data to account for

incomplete data. When fee-for-service data is summarizét by date of service (DOS), data for a particular period off
time is usually incomplete until 2 year or more after lllE'i;.gdm&lhe period. In order to use recent DOS data, the
State must calculate an estimate of the services ullimal{ﬁraluc alter all claims have been reported . Such
incomplete data ndjustments ace referred to in di[Tcreni{ways. jncluding “lag factors,” “incurred but not reported
(IBNR) fuctors,” or incurring factors. If date of payment TROP) ta“'igl used, completion {actors are not needed,
bul projections are complicated by the fact that payments are fﬁlu | w services performed in various former

4%,

. b
periods. W &\
- {J_ % b
. . . = i . X . e
Documentation of assumptions and estimates is required for this ac ""&"j-*-"%
B ‘fl {

. - i .
I. Using the special DOS spreadshects, the State 1s estimating DQS lej,!jh DOP.

Incomplete data adjustments are reflected in the following mann&Fon Appendix D5 for services to be
complete and on Appendix D7 1o create a 12-month DOS within DOP projection:

5 The State is using Date of Payment only for cost-cflectiveness — no adjustment 15 necessary.
Other
Please describe

o. PCCM Case Management Fees (Initial PCCM waivers only) — The State must add the case management fees
that will be claimed by the State under new PCCM waivers. There should be sufficient savings under the waiver

to offset these fees. The new PCCM case management fees will be accounted for with an adjustment on Appendix
Ds.

1. | This adjustment is not necessary as this 15 not an imitial PCCM waiver in the waiver program.
2, Other
Please describe
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p. Other adjustments: Federal law, regulation, or policy change: If the federal government changes policy affecting
Medicad reimbursement, the State must adjust P1 and 12 10 reflect all changes.

= Once the Stale’s FFS institutional ¢xcess UPL s phased out, CMS will no longer match excess
nstitutional UPL payments.

» [Excess payments addressed through transition perieds should not be included in the 1915(b) cost
effectiveness process, Any State with excess payments should exclude the excess amount and only
include the supplemental amount under 100% of the institutional UPL in the cost effectiveness
process.

» [orall other payments made under the UPL, including supplemental payments, the costs should be
included in the cost effectiveness calculations. This would apply to PCCM enrollees and (o PAHP,
PIHP or MCO enrollees if the institutional services were provided as FI'S wrap around. The
recipient of the supplemental payment does not matter for the purposes of this analysis.

1. | No adjustment was made.
2. [7] This adjustment was made. This adjustment must be mathematically accounted f{or in Appendix D5.

Please descnbe

&
Section D: Cost-Effectiveness r 4 j )

Part I: State Completion Section 8 & N\
J. Appendix D4 - Conversion or Renewal Waiv ?%Projection and Adjustments. (1 of 5)

This section is only applicable to Renewals

Section D: Cost-Effectiveness

-._-__\__F_:_',_r b
Part I: State Completion Section 2 @

J. Appendix D4 - Conversion or Renewal Waiver Cost Projectibn iﬁﬂ'ﬁ;@djustments. (2 of 5)
%

. . ! b
This section is only applicable to Renewals /
QJ

Section D: Cost-Effectiveness

Part I: State Completion Seetion
J. Appendix D4 - Conversion or Renewal Waiver Cost Projection and Adjustments. (3 of 5)

This section is only applicable to Renewals
Section D: Cost-Effectiveness

Part I: State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver Cost Projection and Adjustments. (4 of 5)

This section is only applicable to Renewals

Section D:; Cost-Effectiveness

Part I: State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver Cost Projection and Adjustments. (5 of 5)

This section is only applicable to Renewals
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Section D: Cost-Effectiveness

Part I: State Completion Section
K. Appendix DS — Waiver Cost Projection

The State should complete these appendices and include cxplanations of all adjustments in Section D.1LI and D.LJ above,

Appendix D5 - Waiver Cost Projection
Section D: Cost-Effectiveness

Part 1: State Completion Section
L. Appendix D6 — RO Targets

The State should complete these appendicnwncludc explanations of all rends in enrollment in Section D.LE. above,

P
e

Appendix D6 — RO Targets

Section D: Cost-Effectiveness

Part I: State Completion Section
M. Appendix D7 - Summary

()
a. Please explain any variance in the overal percentage chung&iél:s,p/* i{?g,rl‘:r::)in BY/R1 o P2
04

1. Please explain cascload changes contnbuting to the overal] annudlized'rate ofichange in Appendix D7 Column
L. This response should be consistent with or the same as the answ&give(y y the State in Section D.LE.c & d:
A |

o

N

2. Pleasc explain unit cost changes contributing to the overall annualtzed rate of change in Appendix D7 Column
L. This response should be consistent with or the same as the answer given by the State in the State’s
explanation of cost increase given in Section D.LI and D.1LI:

3. Please explain unlization changes contributing to the overall annuahized rate of change in Appendix D7 Columnn
I. This response should be consistent wilhi or the same as the answer given by the State in the State’s
explanation of utilization given in Section D.LI and D_LJ:

b. Please note any other prnincipal factors contributing to the overall annuahized rate of change in Appendix D7 Column 1.

Appendix D7 - Summary
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