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The Arkansas Independent Assessment (ARIA) system is comprised of several parts that are
administered through separate steps for each eligible Medicaid irdividualclient served through
one of the state’s waiver programs, or state plan personal care services:, or Early Intervention
Day Treatment (EIDT) services. The purpose of the ARIA system is to perform a functional-
needs assessment to assist in the development of an individualclient’s Person--Centered Service
Plan (PCSP), or personal care services plan. As such, it assesses an _-irdividualclient’'s
capabilities and limitations in performing activities of daily living such as bathing, toileting, and
dressing. It is not a medical diagnosis, although the medical history of ar irdividualclient is an
important component of the assessment as a functional deficiency may be caused by an
underlylng medlcal condltlon Ln%he%aseeﬁarrmdeuaHFmeedreﬁbehaweFqueanhsewiees

mdependent assessment does not determlne whether an +H€|+VIG—H6-|C|IGI’]'[ is Medlcald eligible as
that determination is made prior to and separately from the assessment of an individualclient.
For clients seeking services under ARChoices and Living Choices waivers and the PACE
program who are not eligible at the time of application, the independent assessment is used,
along with financial eligibility, as part of the determination for Medicaid eligibility.

Federal statutes and regulations require states to use an independent assessment for
determining eligibility for certain services offered though Home and Community Based Services
(HCBS) waivers. It is also important to Medicaid beneficiariesclients and their families that any
type of assessment is based on tested and validated instruments that are objective and fair to
everyone. In 2017, Arkansas selected the ARIA system which is being phased in over time
among different population groups. When implemented for a population, the ARIA system
replaces and voids any previous IA systems.

The ARIA system is administered by a vendor under contract with the Arkansas Department of
Human Services (DHS). The basic foundation of the ARIA system is MNnCHOICES, a
comprehensive functional assessment tool originally developed by state and local officials in
Minnesota for use in assessing the long-term services and supports (LTSS) needs of elderly
individualclients. Many individualclients with developmental disabilities (DD)/intellectual
disabilities (ID) and individualclients with severe behavioral health needs also have LTSS needs.
Therefore, the basic MNnCHOICES tool has common elements across the different population
groups. DHS and its vendor further customized MnCHOICES to reflect the Arkansas
populations.

ARIA is administered by professional assessors who have successfully completed the vendor’s
training curriculum. The assessor training is an important component of ensuring the consistency
and validity of the tool. The assessment tool is a series of more than 300 questions that might be
asked during an interview conducted in person_for any initial independent assessment. The
interview may include family members and friends as well as the Medicaid beneficiaryclient. How
a question is answered may trigger another question. Responses are weighted based on the
service needs being assessed. The MnCheices-ARIA instrument is computerized and uses
computer program language based on logic (an algorithm) to generate a tier assignment for
each individualclient. An algorithm is simply a sequence of instructions that will produce the
exact same result in order to ensure consistency and eliminate any interviewer bias.
Reassessments may be conducted in person or through the use of interactive video that is
recorded with the permission of the client or telephonically that is recorded with the permission of
the client and the approval of the respective DHS program staff.

The results of the assessment are provided to the irdividualclient and program staff at DHS. The
results packet includes the individualclient’s tier result, scores, and answers to all questions
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asked during the IA. Click here to see an example results packet. irdividualClients have the
opportunity to review those results and may contact the appropriate division for more information
on their individual results, including any explanations for how their scores were determined.
Depending upon which program the individualclient participates in, the results may also be given
to service providers. The results will assign ar individualclient into a tier which subsequently is
used to develop the individualclient's PCSP. The tiers and tiering logic are defined by DHS and
are specific to the population served (personal care, ARChoices, Living Choices, PACE, DD/ID,
BH). DHS and the vendor provide internal quality review of the IA results as part of the overall
process. The tier definitions for each population group/waiver group are available in the
respective section of this Manual. In the case of an individualclient whose services are delivered
through the Provider-led Arkansas Shared Savings Entity (PASSE), the tier is used in the
determination of the actuarially sound global payment made to the PASSE. -Begirrirg-January
4,-2019,eEach PASSE is responsible for its network of providers and payments to providers are
based on the negotiated payment arrangements.

For benefieiaries-clients receiving state plan personal care, the |A determines initial eligibility for
services, then is used to inform the amount of services the beneficiaryclient is to receive.

For clients who receive HCBS services, the IA results are used to develop the PCSP with the

|nd|V|duaI Medicaid Ieeneﬁerapycllent lhe—Med+eard—beneﬁG|aFy—(e|La—pa4ent—eegeaFd+anen4he

mplemented—The DHS ARIA vendor does not part|C|pate in the development of the PCSP, nor
in the provision of services under the approved plan.

There are four key features of every Medicaid home and community based services (HCBS)
waiver:

A. ltis an alternative to care in an institutional setting (hospital, nursing home, intermediate
care facility for individuals with developmental disabilities), therefore the individual must
require a level of services and supports that would otherwise require that the individual be
admitted to an institutional setting;

B. The state must assure that the individual’s health and safety can be met in a non-
institutional setting;

C. The cost of services and supports is cost effective in comparison to the cost of care in an
institutional setting; and,

D. The PCSP should reflect the preferences of the individual and must be signed by the
individual or their designee.

201.100 Developmental Screen Overview 4-1-1911-1

Additionally, the vendor will perform developmental screens for children seeking admission into

an Early Interventlon Day Treatment (EIDT) program—the—st;|eeesser—|attegtFam4e—Devete|enqentaﬁl

desenbed—m—Aet—t@#ef—zms—AFleGede—A%m%—%M The |mplementat|on of the

screening process supports Arkansas Medicaid’s goal of using a tested and validated
assessment tool that objectively evaluates an individualclient’s need for services.

The developmental screen is the Battelle Developmental Inventory screening tool, which is a
norm-referenced tool commonly used in the field to screen children for possible developmental
delays. The state has established a broad baseline and will use this tool to screen children to
determine if further evaluation for services is warranted. The screening results can also be used
by the EIDT provider to further determine what evaluations for services a child should receive.


https://ar-ia.force.com/providerportal/servlet/servlet.FileDownload?file=00P46000004MGHfEAO&isdtp=p1&retURL=%2Fproviderportal%2Fapex%2FSideBar%3Fisdtp%3Dp1
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203.000 Appeals 4-14-1910-1-

Appeal requests for the ARIA system must adhere to the policy set forth in the Medicaid
Provider Manual Section 160.000 Administrative Reconsideration and Appeals. which-can

pe edg e dicaid arka as.qo o)ile

203.100 Notice of Actions for Appeals 11-1-22

Applicant and participant appeals are the responsibility of the Department of Human Services
(DHS), Office of Appeals and Hearings. DHS uses the Notice of Action to provide notice to a
participant when an adverse action is taken to deny, suspend or terminate eligibility for PASSE in
part or in whole. The Notice of Action explains the action taken; the effective date of the action;
and the reason(s) for the action. It also explains the appeal process, including how to request an
appeal; that the participant has the right to request a fair hearing; the time by which an appeal
and a request for a hearing must be submitted; and that if the participant files an appeal within
the timeframe specified in the notice, the case will automatically remain open and any services
and benefits he or she had been receiving will continue until the hearing decision is made,
unless the participant informs DHS that he or she does not wish to continue receiving the
benefits pending the appeal hearing decision. The Notice of Action also informs the participant
that if he or she does not elect to discontinue benefits and the appeal hearing decision is not in
his or her favor, he or she may be liable for the cost of any benefits received pending the appeal
hearing decision. Notices of Action and the opportunity to request a fair hearing are kept in the
participant's case record. An applicant’s request for an appeal must be received by the DHS
Office of Appeals and Hearings no later than 30 days from the date on the Notice of Action.
PASSE participants have the right to appeal any action that involuntarily reduces or terminates
some or all their services or benefits, even if their eligibility remains active. The DHS Office of
Appeals and Hearings is responsible for these types of appeals. Information regarding hearings
and appeals is included with the participant's tier determination notice. The Notice of Action will
be retained for five years from the date of last approval, closure, or denial. The Notice of Action
form and the system-generated Notice of Action are available in Spanish and large print formats.

The Office of Medicaid Provider Appeals is responsible for hearing service provider appeals.
Requests for appeals must be received by the Office of Medicaid Provider Appeals no later than
thirty (30) days from the date on the Notice of Action. Provider appeals do not trigger
continuance of service for which the client is liable.

210.100 Referral Process 4-4-1911-1-

22

Independent Assessment (IA) referrals are initiated by the Division of Aging, Adult, and
Behavioral Services (DAABHS) and Behavioral Health (BH) Service providers identifying a
benefieiary-client who may require services in addition to behavioral health counseling services
and medication management. Requests for functional assessment shall be transmitted to the
Department of Human Services (DHS) or its designee. Supporting documentation related to
treatment services necessary to address functional deficits may be provided.

DHMS or its designee-vendor will review the request and make a determination to either:

A. Finalize a referral and sendt it to the vendor for a BH 1A
B. Provide notification to the requesting BH service provider that more information is needed
C. Provide notification to the requesting entity

Reassessments will occur annually; unless a change in eireumstanees-condition requires a new
assessment.


https://humanservices.arkansas.gov/wp-content/uploads/Section_I.doc
https://humanservices.arkansas.gov/wp-content/uploads/Section_I.doc
https://medicaid.mmis.arkansas.gov/Provider/Docs/all.aspx.
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A.  Tier definitions:

1. Tier 1 means-indicates the score reflected that the individualclient can continue
Counseling and Medication Management services but is not eligible for the additional
array of services available in Tier 2 erand Tier 3.

2.  Tier 2 means-indicates the score reflected difficulties with certain functional
behaviors allowing eligibility for a full array of ren-residential-services to help the
beneficiaryclient function in home and community settings and move towards

recovery.

3. Tier 3 meanindicates in-the score reflected greater difficulties with certain functional

behaviors allowing eligibility for a full array of services inecluding24-heurs-a-day/#
daysaweelkresidential services-to help the beneficiaryclient move-towards
reintegrating-back-into-the-communityfunction in home and community settings and

move toward recovery.

B. Tier Logic:

1.  BeneficiariesClients age 18 and over

Tier 1 — Counseling and
Medication Management
Services

Tier 2 — Counseling,
Medication Management, and
Support Services

Tier 3 — Counseling,
Medication Management,
Support;-and-Residential
Services

Criteria that will Trigger Tiers

Behavior

Does not meet criteria of
Tier 2 or Tier 3

Mental Health Diagnosis Score
of 4

AND

Intervention Score of 1 or 2 in
any ONE of the following
Psychosocial Subdomains:

Injurious to Self

Aggressive Toward Others,
Physical Aggressive Toward
Others,

Verbal/Gestural Socially
Unacceptable Behavior

Property Destruction
Wandering/Elopement
PICA

Mental Health Diagnosis
Score of 4

AND

Intervention Score of 3 or 4
in any ONE of the following
Psychosocial Subdomains:

Injurious to Self

Aggressive Toward Others,
Physical Aggressive Toward
Others,

Verbal/Gestural Socially
Unacceptable Behavior

Property Destruction
Wandering/Elopement
PICA

OR

Mental Health Diagnosis Score
of 4

AND
Intervention Score of 3 or 4
AND
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Frequency Score of 4 or 5in
any ONE of the following
Psychosocial Subdomains:

Difficulties Regulating
Emotions

Susceptibility to Victimization
Withdrawal

Agitation

Impulsivity

Intrusiveness

OR

Mental Health Diagnosis Score
of 4

AND

Intervention Score of 1, 2, 3 or
4

AND

Frequency Score of 1, 2, 3, 4
or 5 in the following
Psychosocial Subdomain:

Psychotic Behaviors

OR

Mental Health Diagnosis Score
of 4

AND
Intervention Score of 4
AND

Frequency Score of 4 or 5 in
the following Psychosocial
Subdomain:

Manic Behaviors

OR

Mental Health Diagnosis Score
of 4

AND

PHQ-9 Score of 3 or 4
(Moderately Severe or Severe
Depression)

OR

Geriatric Depression Score of 3
(>=10)

OR

Mental Health Diagnosis Score
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of 4
AND

Substance Abuse or Alcohol
Use Score of 3

When you see “AND”, this means-indicates you must have a score in this area AND a score in
another area. When you see “OR”, this means-indicates you must have a score in this area OR a

score in another area.

2. BeneficiariesClients Under Age 18

Tier 1 — Counseling and
Medication Management
Services

Tier 2 — Counseling,
Medication Management, and
Support Services

Tier 3 — Counseling,
Medication Management,
Support;-and-Residential
Services

Criteria that will Trigger Tiers

Behavior

Does not meet criteria of
Tier 2 or Tier 3

Mental Health Diagnosis Score
>=2

AND

Injurious to Self:

Intervention Score of 1, 2 or 3
AND

Frequency Score of 1, 2, 3, 4
or5

Mental Health Diagnosis
Score >=2

AND

Injurious to Self:
Intervention Score of 4
AND

Frequency Score of 1, 2, 3, 4
or5

OR

Mental Health Diagnosis Score
>=2

AND

Aggressive Toward Others,
Physical:

Intervention Score of 1, 2 or 3
AND

Frequency Score of 1, 2, 3, 4
or5

Mental Health Diagnosis
Score >=2

AND

Aggressive Toward Others,
Physical:

Intervention Score of 4
AND

Frequency Score of 2, 3, 4 or
5

OR

Mental Health Diagnosis Score
>=2

AND
Intervention Score of 3 or 4
AND

Frequency Score of 2, 3, 4, or
5

in any ONE of the following
Psychosocial Subdomains:

Aggressive Toward Others,

Mental Health Diagnosis
Score >=2

AND

Psychotic Behaviors:
Intervention Score of 3 or 4
AND

Frequency Score of 3,4 or 5
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Verbal/Gestural
Wandering/Elopement
OR

Mental Health Diagnosis Score
>=2

AND
Intervention Score of 2, 3 or 4
AND

Frequency Score of 2, 3, 4, or
5

in any ONE of the following
Psychosocial Subdomains:

Socially Unacceptable
Behavior

Property Destruction
OR

Mental Health Diagnosis Score
>=2

AND
Intervention Score of 3 or 4
AND

Frequency Score of 3, 4, or 5
in any ONE of the following
Psychosocial Subdomains:

Agitation
Anxiety

Difficulties Regulating
Emotions

Impulsivity

Injury to Others, Unintentional
Manic Behaviors
Susceptibility to Victimization
Withdrawal

OR

Mental Health Diagnosis Score
>=2

AND

PICA:

Intervention Score of 4
OR

Mental Health Diagnosis Score
>=2
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AND

Intrusiveness:
Intervention Score of 3 or 4
AND

Frequency Score of -4 or 5

OR

Mental Health Diagnosis Score
>=2

AND

Psychotic Behaviors:
Intervention Score of 1 or 2
AND

Frequency Score of 1 or 2

OR

Mental Health Diagnosis Score
>=2

AND

Psychosocial Subdomain
Score >=5 and <=7
AND

Pediatric Symptom Checklist
Score >15

210.400

A.

Possible Outcomes

For a benefieiaryclient receiving a Tier 1 determination:

1.  Eligible for Counseling and Medication Management services and may continue Tier

1 services with a certified behavioral health service provider or Independently

Licensed Practitioner (ILP).

Not eligible for Tier 2 or Tier 3 services.

Not eligible for aute-assignment to a Provider-led Arkansas Shared Savings Entity

(PASSE) or to continue participation with a PASSE.
For a benefieiaryclient receiving a Tier 2 or Tier 3 determination:
1.  Eligible for services contained in Tier 1 and Fer-2higher.

32. Eligible for aute-assignment to a PASSE or to continue participation with a PASSE,

unless in the Spend

down category of eligibility.

a. Ondanuary-1-2019-iThe PASSE will receive a PMPM that corresponds to the
determined rate for the assigned tier.

b.  The PASSE will be responsible for providing care coordination, an-assisting the

beneficiaryclient in accessing all needed services and;-afterJanuary-1-2049;

for providing those services.
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220.100 Independent Assessment Referral Process 4-4-1911-1-

A. Independent Assessment (IA) referrals are initiated by the Division of Developmental
Disabilities (DDS) when a beneficiaryclient has been determined, at one time, to meet the
institutional level of care for I/DD. DDS will send the referral for a Developmental
Disabilities (DD) Assessment to the current IA Vendor. DDS will make IA referrals for the
following populations:

1.  Clients receiving services under the Community and Employment Supports (CES)
1915(c) Home and Community Based Services Waiver.

Clients on the CES Waiver Waitlist.

Clients applying for or currently living in a private Intermediate Care Facility (ICF) for
individualclients with intellectual or developmental disabilities.

4.  Clients who are applying for placement at a state-run Human Development Center
(HDC).

To continue to receive services within these populations, all individualiclients referred will
have to undergo the Independent Assessment.

B.  All populations, except for those served at an HDC, will be reassessed every three (3)
years.

1. An individualclient can be reassessed at any time if there is a change of
eireumstanees-condition that requires a new assessment.

2. IndividualClients in an HDC will only be assessed or reassessed if they are seeking
transition into the community.

220.300 Tiering 4-1-1911-1-

A. Tier Definitions:

1. Tier 2 means-indicates that the score reflected difficulties with certain functional
behaviors allowing eligibility for a full array of services to help the client function in
home and community settings-beneficiary-scored-high-enough-in-certain-areas-to-be
choibleresld enndere cnd cnn oo

2. Tier 3 means-indicates that the score reflected greater difficulties with certain
functional behaviors allowing eligibility for a full array of services to help the client

functlon in home and communltv settlnqs%eneﬁremy—seered—hrgheneb@hm%eﬁmn

B. Tiering Logic:
1. DDS Tier Logic is organized by categories of need, as follows:
a.  Safety: Your ability to remain safe and out of harm’s way
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b. Behavior: behaviors that could place you or others in harm’s way

c.  Self-Care: Your ability to take care of yourself, like bathing yourself, getting
dressed, preparing your meals, shopping, or going to the bathroom

Tier 2: Institutional Level of Care

Tier 3: Institutional Level of Care-and-may
peec hoyes o clos L odloe cpaalooaid

I . I intai I
placement

Safety Level High

A.

E.

[Self-Preservation Score > =4

AND

Caregiving Capacity/Risk Score > =6
AND

Caregiving/Natural Supports Score > = 6
AND

Mental Status Evaluation Score (in the
home) = 3 or 4

AND

Mental Status Evaluation Score (in the
community) = 2]

A. [Self-Preservation Score > = 16
AND

B. Caregiving Capacity/Risk Score = 11
AND

C. Caregiving/Natural Supports Score of =
7

AND

D. Mental Status Evaluation Score (in the
home) Score =5

AND

E. Mental Status Evaluation Score (in the
community) Score = 3]

Safety Level Medium

A.

E.

[Self-Preservation Score > =4

AND

Caregiving Capacity/Risk Score > =6
AND

Caregiving/Natural Supports Score > = 6
AND

Mental Status Evaluation Score (in the
home) = 2

AND

Mental Status Evaluation Score (in the
community) = 2]

Safety Level Low

A

[Self-Preservation Score > =4

AND

Caregiving Capacity/Risk Score > = 6
AND

Caregiving/Natural Supports Score > = 6
AND

Mental Status Evaluation Score (in the
home) = 1

AND
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E. Mental Status Evaluation Score (in the
community) Score = 1]

Behavior Level High Behavior Level High
A. [Neurodevelopmental Score of 2 A. [Neurodevelopmental Score of 2
AND AND
B. Psychosocial Subdomain Score of > =5 B. Psychosocial Subdomain Score of > =8
- <=7 in at least ONE of the following -<=91in at least TWO of the following
Subdomains: Subdomains:
Aggressive Toward Others, Physical; Aggressive Toward Others, Physical;
Injurious to Self; Injurious to Self;
Manic Behaviors; Manic Behaviors;
PICA; PICA;
Property Destruction; Property Destruction;
Psychotic Behaviors; Psychotic Behaviors;
Susceptibility to Victimization; Susceptibility to Victimization;
Wandering/Elopement; Wandering/Elopement
AND OR
C. Caregiving Capacity/Risk Score of > =6 A. [Neurodevelopmental Score of 2
AND AND
D. Caregiving/Natural Supports Score of > B. Psychosocial Subdomain Score of > =8
= 5] -<=9in at least THREE of the
OR following Subdomains:
Aggressive Toward Others
A. [Neurodevelopmental Score of 2 |
— Agitation;
B. Psychosocial Subdomain Score of > =5 Anxiety:
- <=7 in at least THREE of the following Y
Subdomains: Difficulties Regulating Emotions;
Aggressive Toward Others, Impulsivity;
VTRl EEs U Injury to Others (Unintentional);
Agitation; | . .
ntrusiveness;
Anxiety

Legal Involvement;
Difficulties Regulating Emotions; Socially Unacceptable Behavior:
Verbal/Gestural;

Withdrawal

Impulsivity;

Injury to Others (Unintentional);
Intrusiveness;

Legal Involvement;

Socially Unacceptable Behavior;
Withdrawal

C. AND at least one of the following scores:

Caregiving Capacity/Risk Score of > =9

Caregiving/Natural Supports Score of >
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:5]

Behavior Level Low

A.

[Neurodevelopmental Score of 2
AND

Psychosocial Subdomain Score of > =3
- <=4 in at least ONE of the following
Subdomains:

Aggressive Toward Others, Physical;
Injurious to Self;

Manic Behaviors

PICA;

Property Destruction;

Psychotic Behaviors;

Susceptibility to Victimization;

Wandering/Elopement

AND at least one of the following scores:

Caregiving Capacity/Risk Score of <=8

Caregiving/Natural Supports Score of <
= 3]

OR
[Neurodevelopmental Score of 2
AND

Psychosocial Subdomain Score of >=5-
<=7 in at least one of the following
Subdomains:

Aggressive Toward Others,
Verbal/Gestural;

Agitation;

Anxiety

Difficulties Regulating Emotions;
Impulsivity;

Injury to Others (Unintentional);
Intrusiveness;

Legal Involvement;

Socially Unacceptable Behavior;
Withdrawal

AND at least one of the following scores:

Behavior Level Low

Caregiving Capacity/Risk Score of <=8

Caregiving/Natural Supports Score of <
= 3]

A. [Neurodevelopmental Score of 2
AND

B. Psychosocial Subdomain Score of > =8
-<=9in at least ONE of the following
Subdomains:

Aggressive Toward Others, Physical;
Injurious to Self;

Manic Behaviors;

PICA;

Property Destruction;

Psychotic Behaviors;

Susceptibility to Victimization;
Wandering/Elopement]

OR

A. [Neurodevelopmental Score of 2

AND

B. Psychosocial Subdomain Score of > =8
-<=9in at least TWO of the following
Subdomains:

Aggressive Toward Others,
Verbal/Gestural;

Agitation;

Anxiety;

Difficulties Regulating Emotions;
Impulsivity;

Injury to Others (Unintentional);
Intrusiveness;

Legal Involvement;

Socially Unacceptable Behavior;
Withdrawal]

Self-Care Level High

Self-Care Level High
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A.

[Neurodevelopmental Score of 2
AND

Scores within stated range in at least
THREE of any of the following:

1. ADL’s:

Score of at least 4 in Eating

Score of at least 5 in Bathing

Score of at least 4 in Dressing

Score of at least 3 in Toileting

Score of at least 4 in Mobility

Score of at least 4 in Transfers
2. Functional Communication:

Score of 2 or 3 in Functional
Communication

3. IADLs:

Score of 3 in any of the following
IADLs

(Meal Preparation, Housekeeping,
Finances, Shopping)

4. Safety:
Self-Preservation Score of >=4

AND a score in at least one of the
following areas:

Caregiving Capacity/Risk Score of >
=9

Caregiving/Natural Supports Score
of>=4

[Treatment/Monitoring Score of at
least 2]

A.

B.

C.

[Neurodevelopmental Score of 2
AND

Treatments/Monitoring Score of at least
2

AND at least one of the following
scores:

Caregiving Capacity/Risk Score > =10

Caregiving/Natural Supports Score of =
7]

Self-Care Level Medium

A

[Neurodevelopmental Score of 2
AND

Scores within stated range in at least
THREE of any of the following:

1. ADLs:
Score of 1-11 in Eating

Score of 1-11 in Bathing
Score of 1-10 in Dressing
Score of 1-11 in Toileting
Score of 1-10 in Mobility

Score of 1-10 in Transfers
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2. Functional Communication:

Score of 1 in Functional
Communication

3. IADLs

Score of 3 in any of the following
IADLs:

(Meal Preparation, Housekeeping,
Finances, Shopping)

4. Safety:
Self-Preservation Score of > =2

AND a score in at least one of the
following areas:

Caregiving Capacity/Risk Score of >
=9

Caregiving/Natural Supports Score
of > = 4]

Self-Care Level Low

A

[Neurodevelopmental Score of 2
AND

Scores within stated range in at least
THREE of any of the following
combinations:

Score of 1-11 in Eating

Score of 1-11 in Bathing

Score of 1-10 in Dressing

Score of 1-11 in Toileting

Score of 1-10 in Mobility

Score of 1-10 in Transfers]

OR

[Neurodevelopmental Score of 2
AND

Score of >=1 in any of the following:

IADLs (Meal Preparation, Housekeeping,
Finances, Shopping)]

Self-Care Level Low

A. [Neurodevelopmental Score of 2
AND

B. Scores within stated range in at least

THREE of any of the following
combinations:

Score of at least 4 in Eating
Score of at least 5 in Bathing
Score of at least 4 in Dressing
Score of at least 3 in Toileting
Score of at least 4 in Mobility
Score of at least 4 in Transfers

C. AND at least one of the following

sScores:

Caregiving Capacity/Risk Score of >=

10

Caregiving/Natural Supports Score of 7]

When you see “AND”, this means-indicates you must have a score in this area AND a score in
another area. When you see “OR”, this means-indicates you must have a score in this area OR a
score in another area.

220.300400

A.

Possible Outcomes

For beneficiariesclients on the CES Waiver, Waiver Waitlist, or in an ICF:
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Both Tier 2 and Tier 3 determinations will result in the beneficiaryclient being eligible for
adte-assignment to a PASSE or to continue participation with a PASSE.

1. OnJanuary-1-2019,tThe PASSE will receive a PMPM that corresponds to the
determined rate for the assigned tier.

2. The PASSE will be responsible for providing care coordination and assisting the

beneficiaryclient in accessing all eligible services and, afterJanuary-1-2049for

ensuring those services are delivered.

B. For beneficiariesclients seeking admission to an HDC:
1. Tier 2 Determination:

a. Not eligible for admission into an HDC, will be conditionally admitted to begin
transitioning to community settings.

b. Eligible for aute-assignment to a PASSE or to continue participation with a
PASSE.

i. AfterJanuary-1,-2049,-tThe PASSE will receive a PMPM that corresponds
to the determined rate for the assigned tier.

ii. The PASSE will be responsible for providing care coordination and
assisting the beneficiaryclient in accessing all eligible services and, after
Januarny-1-2049,-for ensuring those services are provided.

2.  Tier 3 Determination:
a. Eligible for HDC admission.

b.  Not eligible for aute-assignment to a PASSE or to continue participation with a
PASSE, if the client chooses admission to the HDC.

C. Ifthe beneficiaryclient does not receive a tier on the assessment, the vendor will refer him
or her back to DDS for re-evaluation of institutional level of care.

220.400500 Developmental Screens 4-1-1911-1

-All children birth through the eighth birthday, who are seeking initial enrollment or reenrollment

in an EarIy Interventlon Day Treatment (EIDT), eHheupredeeessempregram&Devetepmentat

aﬁter—&uty—'l—Z@%—must undergo a developmental screen to determine the necessﬂy of further
evaluation.

A provider can request that a child be “opted-out” of the screening process. An opt-out request
will be approved if:

A.  The child has one of the following diagnoses:
Intellectual disability;

Epilepsy/Seizure disorder;

Cerebral palsy;

Down Syndrome;

Spina Bifida; or

IR

Autism Spectrum Disorder

B. The diagnosis is documented on a record that is signed and dated by a physician.

220.440510 Battelle Developmental Inventory Screen 4-1-1911-1
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A.  The screening tool that will be used by the vendor is the most recent edition of the Battelle
Developmental Inventory (BDI) Screening Tool. The BDI screens children in the following
five domains: adaptive, personal/social, communication, motor, and cognitive.

B. Definitions used for the screening process:

1. Cut Score - The lowest score a beneficiaryclient could have for that age range and
standard deviation in order to pass a particular domain.

2. Pass - The child’s raw score is higher than the cut score, and the child is not referred
for further evaluation.

3. Refer — The child’s raw score is lower than the cut score, and the child is referred for
further evaluation of service need.

Age Equivalent Score - The age at which the raw score for a subdomain is typical.

Raw Score — Is the score the child actually received on that domain. It is compared
to the cut score to determine if the child receives a pass or refer.

6. Standard Deviation - A measurement used to quantify the amount of variation; the
standard deviation will be applied to the child’s raw score so that their score can be
compared to the score of a child with typical development.

C. The standard deviation of -1.5 will be applied to all raw scores. Any score that is more
than 1.5 standard deviations below that of a child with typical development will be referred
for further evaluation for EIDT services.

D. Assessors who administer the Battelle Developmental Inventory screen must meet the
qualifications of a DD assessor, listed in Section X20202.200 and undergo training specific
to administering the tool.

220.420520 Referral Process 4-1-1911-1-

22

A. BDl referrals are initiated by EIDT providers when a family or guardian is seeking EIDT day
habilitation services for a child who may need those service. No EIDT day habilitation or
assessment services can be billed until a child is referred for further evaluation by the BDI
oris approved for an opt-out, as descrlbed in sectlon 220 400 Requestsier—sereen&er

—Request

a screen or request to opt-out.

B. For arequest for a BDI screen, the vendor will have fourteen (14) days from the date of the
referral to complete the screen. The vendor will schedule at least two days a month to be
onsite at each EIDT provider’s facility to complete BDIs for all referrals received before the
cut-off date. The cut-off date is two (2) business days prior to the scheduled onsite visit by
the vendor.

C. Opt-out requests submitted through the portal link above will be reviewed by DHDS staff to
determine if it meets the criteria set out in section 220.400 above.

1. Ifthe Opt-Out request is approved by DHDS, the vendor will send a results letter to
the family indicating that the child may be referred for further evaluation.

2. If the opt-out request is denied by DHDS, the referral will be sent out to the vendor so
that a BDI can be completed at the next scheduled onsite visit.

230.200 Assessor Qualifications 10-1-22

Assessors will have the same qualifications outlined in Section 220.200.
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.000 PERSONAL CARE SERVICES

230240.100 Referral Process 4-1-4911-1-
22

Independent Assessment (lA) referrals are initiated by Personal Care (PC) service providers

identifying a beneficiaryclient who may require PC services. AfterJandary-1,2019;

individualClients who are enrolled in a PASSE will not require a personal care assessment to
continue services. Requests for functional assessment shall be transmitted to the Department of
Human Services (DHS) or its designee, and will require supporting documentation. Supporting
documentation that must be provided include:

A. A provider completed form that has been provided by DHS; and

B. Areferral form, if it is an initial referral.

DHS or its designee will review the request and make a determination to either:

A.  Finalize a referral and send it to the vendor for a PC IA.

B Provide notification to the requesting entity that more information is needed, and that the
C. PC provider may resubmit the request with the additional information.
D

Provide notification to the requesting entity the request is denied, for example, if a
functional assessment has been performed within the previous ten (10) months and there
is no change of eireumstances-condition to justify reassessment.

PC IA Reassessments must occur annually; but may occur more frequently if a change of
cireumstanees-condition necessitates such.

230240.200 Assessor Qualifications 4-1-1911-1

i

In addition to the qualifications listed in Section 202.000, PC assessors must be a Registered
Nurse licensed in the State of Arkansas.

—

-
[]

—
[

240.300 Tiering

i

A.  Tiering Definitions:

1.  Tier 0 means-indicates the client yeu-did not score high enough in any of the
Activities of Daily Living (ADLs) such as Eating, Bathing, Toileting, to meet the state’s
eligibility criteria for Personal Care Services. A Tier 0 means-indicates that the client
you-did not need any “hands on assistance” in being able to bathe

yourselfthemselves, feed yourselfthemselves and dress yeurself-themselves as

examples.

2. Tier 1 means-indicates the clientyeu scored high enough in at least one of the
Activities of Daily Living (ADLs) such as Eating, Bathing, Toileting, to be eligible for
the state’s Personal Care Services. A Tier 1 means-indicates that you needed
“hands on assistance” to be able to bathe themselvesyourself, dress
themselvesyourself, or feed themselvesyourself, as examples.

B. Tiering Logic:

Tier 0 Tier 1
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Score < 3 in all of the following ADLs: Score of > = 3 in at least ONE of the following
Eating, Bathing, Dressing, Personal ADLs:

Hygiene/Grooming, Mobility,
Transferring, Toilet Use/Continence
Support, Positioning

Eating, Bathing, Dressing, Personal
Hygiene/Grooming, Mobility, Transferring,
Toilet Use/Continence Support, Positioning

Functional
Status
(ADLs)

230240.400 Possible Outcomes 4-1-4911-1-

22

Upon successful completion of an IA, the tier determination will determine eligibility of service
levels. Possible outcomes include:

A.  Tier 0 Determination:

1. Not currently eligible for Personal Care services.

2. May be reassessed when a change in eiredmstanees-condition necessitates a re-
assessment.

B. Tier 1 Determination;

1. Currently eligible for up to 256 units (64 hours) per month of personal care services.
The hour limit does not apply to clients under the age of 21.

2.  The PC IAis submitted to DHS or its designee who reviews it, along with any
information submitted by the provider to authorize the set amount of service time per
month.

The PC IA is not used to assign clients to a PASSE.

To qualify for the ARChoices Program, a person must be age twenty-one (21) through sixty-four
(64) and have been determined to have a physical disability through the Social Security
Administration or the Department of Human Services (DHS) Medical Review Team (MRT) and
require an intermediate level of care in a nursing facility or be sixty-five (65) years of age or older
and require an intermediate level of care in a nursing facility. Persons determined to meet the
skilled level of care, as determined by the Division of County Operations DCO are not eligible for
the ARChoices Program.

250.100 Referral Process 11-1-22

Independent Assessment (IA) referrals are initiated by the Division of County Operations (DCO)
when the individual completes an application for services at the DHS office in the county of their
residence. The referral is transmitted to the IA vendor.

Evaluations will continue to be performed by the |A vendor at least every twelve (12) months,
with the medical eligibility reaffirmed or revised and a written determination issued. In cases
where a participant has experienced a significant change in condition, an evaluation will be
performed and based on the review of the evaluation, a reassessment may be requested.

250.200 Assessor Qualifications 11-1-22

In addition to the qualifications listed in Section 202.000, ARChoices assessors must be a
Regqistered Nurse licensed in the State of Arkansas.

250.300 Tiering 11-1-22
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A. Tier definitions:
1. Tier 0 and Tier 1 indicates the client’s assessed needs, if any, do not support the
need for either ARChoices waiver services or nursing facility services.
2. Tier 2 indicates the client’s assessed needs are consistent with services available
through either the ARChoices waiver program or a licensed nursing facility.
3. Tier 3 indicates the client needs skilled care available through a licensed nursing
facility and therefore is not eligible for the ARChoices waiver program.
These indications notwithstanding, the final determination of Level of Care and eligibility is
made by DCO.
B. Tiering Loqic:
DAAS Approved Tier Logic
STATE APPROVED
Tier 0 Tier 1 Tier 2 Tier 3
Treatments/Monitoring | Treatments/Monitoring | Treatments/Monitoring | Treatments/Monitoring
5| Score <2 Score <2 Score <2 Score >=2
o|.S
E » AND AND AND
nlZ
Physical Assistance Physical Assistance Must meet scores in
Score <2 in all of the | Score >=2in atleast | at least ONE ADL
following ADLs: ONE of the following listed:
Eating, Bathing, ADLs: 1 Eating Physical
Dressing, Personal Eating, Bathing, Assistance Score =
Hygiene/Grooming, Dressing, Personal 3
Mobility, Transferring, | Hygiene/Grooming, . .
Toileting Mobility, Transferring, 2 MOt?IhtV Physical _
. =T Assistance Score =
Use/Continence Toileting 3
Support, Positioning Use/Continence =
’al Support, Positioning 3 Toileting Physical
E' Assistance Score =
& 3
Y 4 Transfers Physical
E Assistance Score =
% 3
©
§ OR
© Must meet scores in
= at least TWO ADLs
L listed:
1 Eating Physical
Assistance Score =
2
2 Toileting Physical
Assistance Score =
2
3 Transfers Physical
Assistance Score =
2 OR
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Mobility Physical

Assistance Score =

2

OR

Safety Status (Memory & Behavior)

Neurological/Central

Nervous System

AND

Score > =2

Types of supports in

home Score > =3

OR

Types of supports in

AND

community
Score > =2

Score in at least ONE

of the following:

Injurious to Self Score

>=8

Aggressive Toward

Others, Physical

Score > =8

Aggressive Toward

Others

Verbal/Gestural Score

>=8

Tiering Stratification Logic

Applies to Tier 2 results ONLY

DAAS Tier Stratification Logic — STATE APPROVED

Applies to Tier 2 Results ONLY

Intensive

Intermediate

Preventative

Functional Status (ADLs)

Scores must be present in

Scores must be present in at

Does not meet conditions of

ALL THREE categories
below:

Cateqgory 1: Mobility

Mobility Physical
Assistance Score = 3

OR

Transfers Physical
Assistance Score = 3

OR

least TWO categories below:

intermediate or intensive. By

Cateqory 1: Mobility

Mobility Physical Assistance
Score =3

OR

Transfers Physical Assistance

Score =3
OR

Positioning Physical

default, is Tier 2 Preventative.
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Positioning Physical Assistance Score = 3

Assistance Score = 3 AND/OR

AND Category 2: Eating

Category 2: Eating Eating Physical Assistance

Eating Physical Assistance | Score =3

Score =3 AND/OR

AND Category 3: Toileting

Category 3: Toileting Toileting Physical Assistance

Toileting Physical Score =3

Assistance Score = 3 OR

OR Toileting/Continence Support

Toileting/Continence Challenge = Cannot change

Support Challenge = mcontmgnce pads. Cannot do

Cannot change own pericare Score = 1

incontinence pads. Cannot | oR

do own pericare Score=1 | )
Toileting/Continence Support

OR Challenge = Cannot empty

Toileting/Continence ostomy/catheter bag

Support Challenge = Score = 1

Cannot empty

ostomy/catheter bag

Score = 1

Living Choices Assisted Living is a home and community-based services waiver program that is
administered jointly by the Division of Medical Services (DMS, the state Medicaid agency) and
the Division of Aging, Adult, and Behavioral Health Services (DAABHS), under the waiver
authority of Section 1915(c) of the Social Security Act. Home and community-based services
waiver programs cover services designed to allow specific populations of individuals to live in
their own homes or in certain types of congregate settings. The Living Choices Assisted Living
waiver program serves persons aged 65 and older and persons aged 21 through 64 who are
determined to be individuals with physical disabilities by the Social Security Administration or the
Arkansas DHS Medical Review Team (MRT), and who are eligible for nursing home admission
at the intermediate level of care.

260.100 Referral Process 11-1-22

Independent Assessment (IA) referrals are initiated by the Division of County Operations (DCO)
when the client completes an application for services at the DHS office in the county of their
residence. The referral is transmitted to the IA vendor.

Evaluations will continue to be performed at least every twelve (12) months, with the medical
eligibility reaffirmed or revised and a written determination issued. In cases where a client has
experienced a significant change in condition, an evaluation will be performed and based on the
review of the evaluation, a reassessment may be requested.

260.200 Assessor Qualifications 11-1-22

In addition to the qualifications listed in Section 202.000, Living Choices assessors must be a
Reqistered Nurse licensed in the State of Arkansas.
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260.300 Tiering 11-1-22
A. Tier definitions:
1. Tier 0 and Tier 1 indicate the client's assessed needs, if any, do not support the need
for either Living Choices waiver services or nursing facility services.
2. Tier 2 indicates the client’s assessed needs are consistent with services available
through either the Living Choices waiver program or a licensed nursing facility.
3. Tier 3 indicates the client needs skilled care available through a licensed nursing
facility and therefore is not eligible for the Living Choices waiver program.
These indications notwithstanding, the final determination of Level of Care and eligibility is
made by DCO.
B. Tiering loqic:
DAAS Approved Tier Logic
STATE APPROVED
Tier 0 Tier 1 Tier 2 Tier 3
Treatments/Monitoring | Treatments/Monitoring | Treatments/Monitoring | Treatments/Monitoring
5| Score <2 Score <2 Score <2 Score >=2
o|.S
E » AND AND AND
nlZ
Physical Assistance Physical Assistance Must meet scores in
Score <2 in all of the | Score > =2 in atleast | at least ONE ADL
following ADLs: ONE of the following listed:
Eating, Bathing, ADLs: 1 Eating Physical
Dressing, Personal Eating, Bathing, Assistance Score =
Hygiene/Grooming, Dressing, Personal 3
Mobility, Transferring, | Hygiene/Grooming, . .
Toilet Use/Continence | Mobility, Transferring, 2 MOt?IhtV Physical _
e : : Assistance Score =
Support, Positioning Toilet Use/Continence 3
Tn‘l Support, Positioning =
a 3 Toileting Physical
g Assistance Score =
" 3
=
s 4 Transfers Physical
(7] Assistance Score =
® 3
g —
£~ OR
)
§ Must meet scores in
o at least TWO ADLs
listed:
1 Eating Physical
Assistance Score =
2
2 Toileting Physical
Assistance Score =
2
3 Transfers Physical
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Assistance Score =

20R

Mobility Physical

Assistance Score =

2

OR

Safety Status (Memory & Behavior)

Neurological/Central

Nervous System

AND

Score > =2

Types of supports in

home Score > =3

OR

Types of supports in

communit

AND

Score > =2

Score in at least ONE

of the following:

Injurious to Self Score

>=8

Aggressive Toward

Others, Physical

Score > =8

Aggressive Toward

Others

Verbal/Gestural

DAAS Tier Stratification Logic — STATE APPROVED

Applies to Tier 2 Results ONLY

Intensive

Intermediate

Preventative

Functional Status (ADLs)

Scores must be present in

Scores must be present in at

Does not meet conditions of

ALL THREE categories below:

least TWO of the categories

intermediate or intensive. By

Category 1: Mobility Mobility
Physical Assistance Score = 3

below:

Category 1: Mobility

OR

Transfers Physical Assistance
Score =3

OR

Positioning Physical
Assistance Score =3

AND
Category 2: Eating

Eating Physical Assistance
Score =3

Mobility Physical Assistance
Score =3

OR
Transfers Physical Assistance

default, is Tier 2 Preventative.

Score =3
OR

Positioning Physical
Assistance Score =3

AND/OR
Category 2: Eating
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AND Eating Physical Assistance
Score =3

Cateqgory 3: Toileting Toileting
Physical Assistance Score =3 | AND/OR

OR Category 3: Toileting
Tl e e S T0|Iet|n_q Physical Assistance
Score =3

Challenge = Cannot change
incontinence pads. Cannotdo | OR
own peri care Score = 1

Toileting/Continence Support
OR Challenge = Cannot change
incontinence pads. Cannot do

own peri care
Score = 1

Toileting/Continence Support
Challenge = Cannot empty
ostomy/catheter bag

Score = 1 OR

Toileting/Continence Support
Challenge = Cannot empty
ostomy/catheter bag Score =1

The Program of All-Inclusive Care for the Elderly (PACE) is an innovative model that enables
individuals who are 55 years of age or older and certified by the state to need nursing facility
care, to live as independently as possible. Through PACE, fragmented health care financing
and delivery system comes together to serve the unique needs of the enrolled individual with
chronic care needs. The population served by PACE is historically very frail. The PACE
organization must provide all needed services to the PACE participant.

270.100 Referral Process 11-1-22

Independent Assessment (IA) referrals are initiated by the Division of County Operations (DCO)
when the individual completes an application for services at the DHS office in the county of their
residence. The referral is transmitted to the |A vendor.

Evaluations will continue to be performed by the IA vendor at least every twelve (12) months,
with the medical eligibility reaffirmed or revised and a written determination issued. In cases
where a participant has experienced a significant change in condition, an evaluation will be
performed and based on the review of the evaluation, a reassessment may be requested.

270.200 Assessor Qualifications 11-1-22

In addition to the qualifications listed in Section 202.000, PACE assessors must be a Reqistered
Nurse licensed in the State of Arkansas.

270.300 Tiering 11-1-22

A.  Tier definitions:

1. Tier 0 and Tier 1 indicate the client’'s assessed needs, if any, do not support the need
for either PACE services or nursing facility services.

2. Tier 2 indicate the client’'s assessed needs are consistent with services available
through either the PACE program or a licensed nursing facility.

3. Tier 3 indicates the client needs skilled care available through a licensed nursing
facility and therefore is not eligible for the PACE program.
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These indications notwithstanding, the final determination of Level of Care and eligibility is

made by DCO.

Tiering loqic:

DAAS Approved Tier Logic

STATE APPROVED

Tier 0

Tier 1

Tier 2

Tier 3

Nursin

Treatments/Monitoring

Treatments/Monitoring

Treatments/Monitoring

Treatments/Monitoring

Score < 2
AND

Score < 2
AND

Score <2
AND

Score > =2

Functional Status (ADLs)

Physical Assistance

Physical Assistance

Must meet scores in

Score < 2in all of the

Score > =2 in at least

at least ONE ADL

following ADLs:

Eating, Bathing,
Dressing, Personal

ONE of the following

listed:

ADLs:
Eating, Bathing,

Hyqiene/Grooming,

Dressing, Personal

Mobility, Transferring,

Hygiene/Grooming,

Toilet Use/Continence

Mobility, Transferring,

Support, Positioning

Toilet Use/Continence

Support, Positioning

1 Eating Physical
Assistance Score =
3

2 _Mobility Physical
Assistance Score =
3

3 Toileting Physical
Assistance Score =
3

4 Transfers Physical
Assistance Score =
3

OR

Must meet scores in
at least TWO ADLs
listed:

1 Eating Physical
Assistance Score =
2

2 Toileting Physical
Assistance Score =
2

3 Transfers Physical
Assistance Score =
20R
Mobility Physical
Assistance Score =
2

OR
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Safety Status (Memory & Behavior)

Neurological/Central

Nervous System

AND

Score > =2

Types of supports in

home Score > =3

OR

Types of supports in

community

AND

Score > =2

Score in at least ONE

of the following:

Injurious to Self Score

>=8

Aggressive Toward

Others, Physical

Score > =8

Aggressive Toward

Others

Verbal/Gestural

DAAS Tier Stratification Logic — STATE APPROVED

Applies to Tier 2 Results ONLY

Intensive

Intermediate

Preventative

Functional Status (ADLs)

Scores must be present in

Scores must be present in at

Does not meet conditions of

ALL THREE categories below:

least TWO of the categories

intermediate or intensive. By

Category 1: Mobility
Mobility Physical Assistance

below:

Category 1: Mobility

Score =3
OR

Transfers Physical Assistance

Score =3
OR

Positioning Physical
Assistance Score =3

AND
Category 2: Eating

Eating Physical Assistance
Score =3

AND

Cateqgory 3: Toileting
Toileting Physical Assistance

Mobility Physical Assistance
Score =3

OR
Transfers Physical Assistance

Score =3
OR

Positioning Physical
Assistance Score =3

AND/OR
Category 2: Eating

Eating Physical Assistance
Score =3

AND/OR
Category 3: Toileting

Score =3
OR

Toileting Physical Assistance
Score =3

default, is Tier 2 Preventative.




Arkansas Independent Assessment (ARIA)

Section Il

Toileting/Continence Support
Challenge = Cannot change
incontinence pads. Cannot do

own peri care Score = 1
OR

Toileting/Continence Support
Challenge = Cannot empty
ostomy/catheter bag

Score = 1

OR

Toileting/Continence Support
Challenge = Cannot change
incontinence pads. Cannot do

own peri care
Score = 1

OR

Toileting/Continence Support
Challenge = Cannot empty
ostomy/catheter bag Score =1
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1915(i) State plan Home and Community-Based Services

Administration and Operation

The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit
for elderly and disabled individuals as set forth below.

1. Services. (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in
Attachment 4.19-B):

Supportiveed Employment; Behavior Assistance; Adult Rehabilitation Day Treatment; Peer Support;
Family Support Partners; Residential Community Reintegration; Respite; Mobile-Crisis
InterventionCristsRespite; Crisis StablizatienStabilization Intervention; Assertive Community
Treatment; Therapeutic Host Home; Recovery Support Partners (for Substance Abuse); Substance
Abuse Detox (Observational); Pharmaceutical Counseling; Supportive Life Skills Development,
Child and Youth Support; Partial Hospitalization, Supportive Housing; and Therapeutic
Communities.

2. Concurrent Operation with Other Programs. (Indicate whether this benefit will operate concurrently
with another Medicaid authority):

Select one:

O | Not applicable

X | Applicable

Check the applicable authority or authorities:

O | Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts
with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP)
or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act
for the delivery of 1915(i) State plan HCBS. Participants may voluntarily elect to receive
waiver and other services through such MCOs or prepaid health plans. Contracts with these
health plans are on file at the State Medicaid agency. Specify:

(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);
(b) the geographic areas served by these plans,

(c) the specific 1915(i) State plan HCBS furnished by these plans;

(d) how payments are made to the health plans; and

(e) whether the 1915(a) contract has been submitted or previously approved.

X | Waiver(s) authorized under §1915(b) of the Act.

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application
has been submitted or previously approved:

Provider-Led Arkansas Shared Savings Entity (PASSE) Program, AR.0007.R00.01

Specify the §1915(b) authorities under which this program operates (check each that
applies):

X | §1915(b)(1) (mandated enrollment to O | §1915(b)(3) (employ cost savings
managed care) to furnish additional services)
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O | §1915(b)(2) (central broker) X | §1915(b)(4) (selective
contracting/limit number of
providers)

A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment
has been submitted or previously approved.:

O | A program authorized under §1115 of the Act. Specify the program:

3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS Benefit. (Select
one):

X | The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has

line authority for the operation of the program (select one):

x | The Medical Assistance Unit (name of unit): The Division of Medical Services (DMS)

O | Another division/unit within the SMA that is separate from the Medical Assistance Unit

(name of division/unit)
This includes
administrations/divisions
under the umbrella
agency that have been
identified as the Single
State Medicaid Agency.

The State plan HCBS benefit is operated by (name of agency)
DAABHS

a separate agency of the state that is not a division/unit of the Medicaid agency. In accordance
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the State plan HCBS benefit and issues policies, rules and
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum
of understanding that sets forth the authority and arrangements for this delegation of authority is
available through the Medicaid agency to CMS upon request.

< O

4. Distribution of State plan HCBS Operational and Administrative Functions.

M (By checking this box the state assures that): When the Medicaid agency does not directly conduct an
administrative function, it supervises the performance of the function and establishes and/or approves
policies that affect the function. All functions not performed directly by the Medicaid agency must be
delegated in writing and monitored by the Medicaid Agency. When a function is performed by an
agency/entity other than the Medicaid agency, the agency/entity performing that function does not
substitute its own judgment for that of the Medicaid agency with respect to the application of policies,
rules and regulations. Furthermore, the Medicaid Agency assures that it maintains accountability for the
performance of any operational, contractual, or local regional entities. In the following table, specify the
entity or entities that have responsibility for conducting each of the operational and administrative
functions listed (check each that applies):

(Check all agencies and/or entities that perform each function):
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Other State
Medicaid Operating Contracted | Local Non-
Function Agency Agency Entity State Entity

1 Individual State plan HCBS enrollment 4] CIx O O

2 Eligibility evaluation ] Ox O O

3 Review of participant service plans 4] Ox ] O

4 Prior authorization of State plan HCBS O+ O %} O

5 Utilization management 4] (| %} (|

6 Qualified provider enrollment %} (| %} O

7 Execution of Medicaid provider agreement 4] (| O O

8 Establishment of a consistent rate

methodology for each State plan HCBS ™ A =z -

9 Rules, policies, procedures, and

information development governing the State 4] X O O

plan HCBS benefit

10 Quality assurance and quality ¥ Ox ¥ O

improvement activities

(Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function):

The PASSEs will assist with 4, 5, 6, and 8.
The contracted actuary will assist with 8.

The External Quality Review Organization (EQRO) that contracts with DMS will assist with 3, 5, and
10.

DAABHS, as the operating agency, will assist with 1,2.3.8.9. & 10

(By checking the following boxes the State assures that):

5. M Conflict of Interest Standards. The state assures the independence of persons performing
evaluations, assessments, and plans of care. Written conflict of interest standards ensure, at a minimum,
that persons performing these functions are not:

e related by blood or marriage to the individual, or any paid caregiver of the individual

o financially responsible for the individual

o empowered to make financial or health-related decisions on behalf of the individual

e providers of State plan HCBS for the individual, or those who have interest in or are employed by
a provider of State plan HCBS; except, at the option of the state, when providers are given
responsibility to perform assessments and plans of care because such individuals are the only
willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. (If the state chooses this option, specify the conflict of interest protections the state
will implement):
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6. M Fair Hearings and Appeals. The state assures that individuals have opportunities for fair hearings

and appeals in accordance with 42 CFR 431 Subpart E.

7. ™ No FFP for Room and Board. The state has methodology to prevent claims for Federal financial
participation for room and board in State plan HCBS.

8. M Non-duplication of services. State plan HCBS will not be provided to an individual at the same
time as another service that is the same in nature and scope regardless of source, including Federal, state,
local, and private entities. For habilitation services, the state includes within the record of each individual
an explanation that these services do not include special education and related services defined in the
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the
individual through a local education agency, or vocational rehabilitation services that otherwise are
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973.

Number Served

1. Projected Number of Unduplicated Individuals To Be Served Annually.
(Specify for year one. Years 2-5 optional):

Annual Period From To Projected Number of Participants
Year 1 Mareh1April | Eeb-29March 30;000-38,000
1,2022049 |31, 26202023
Year 2 Mareh+HApril | Feb—28March
1,20236 31,2024+
Year 3 Mareh+April | Feb—28March
1,2024+ 31,20252
Year 4 MarehtApril | Eeb—28March
1,20252 31, 20263
Year 5 MarehtApril | Eeb—28March
1,20263 31,20274

2. ™M Annual Reporting. (By checking this box the state agrees to): annually report the actual number of

unduplicated individuals served and the estimated number of individuals for the following year.

Financial Eligibility

1. M Medicaid Eligible. (By checking this box the state assures that): Individuals receiving State plan
HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have
income that does not exceed 150% of the Federal Poverty Line (FPL). (This election does not include the

optional categorically needy eligibility group specified at §1902(a)(10)(A)(ii)(XXII) of the Social

Security Act. States that want to adopt the §1902(a)(10)(A)(11)(XXII) eligibility category make the
election in Attachment 2.2-A of the state Medicaid plan.)
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2. Medically Needy (Select one):

M The State does not provide State plan HCBS to the medically needy.

O The State provides State plan HCBS to the medically needy. (Select one):

O The state elects to disregard the requirements section of 1902(a)(10)(C)(1)(III) of
the Social Security Act relating to community income and resource rules for the medically
needy. When a state makes this election, individuals who qualify as medically needy on the
basis of this election receive only 1915(i) services.

O The state does not elect to disregard the requirements at section
1902(a)(10)(C)(1)(III) of the Social Security Act.

Evaluation/Reevaluation of Eligibility

1. Responsibility for Performing Evaluations / Reevaluations. Eligibility for the State plan HCBS benefit
must be determined through an independent evaluation of each individual). Independent
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are
performed (Select one):

O | Directly by the Medicaid agency

X | By Other (specify State agency or entity under contract with the State Medicaid agency):

Evaluations and re-evaluations are conducted by DHS’s third-party-centractor contracted
vendor who completes the independent assessment. Eligibility is determined by-DPDMsS-using
the results of the independent assessment and the individual’s diagnosises.

2. Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is
performed by an agent that is independent and qualified. There are qualifications (that are reasonably
related to performing evaluations) for the individual responsible for evaluation/reevaluation of needs-
based eligibility for State plan HCBS. (Specify qualifications):

The assessor must have a Bachelor’s Degree or be a registered nurse with one (1) year of experience
with mental health populations.

3. Process for Performing Evaluation/Reevaluation. Describe the process for evaluating whether
individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the
differences:

| Individuals-Members are referred for the independent assessment based upon their current diagnosis
and utilization of services. Measurement is completed through an assessment of functional deficit
through a face-to-face evaluation of the benefietar;member for any initial independent assessments..
caregiverreport. and-clintcal recordreview—The assessment measures the benefietary>s-member’s
behavior in psychosocial sub-domains and intervention domain that evaluates the level of intervention
| necessary to managed behaviors as well as required supports to maintain benefieiary-a member # in
home and community settings. After completion of the independent assessment of functional need,

| DAABHSMS makes the final eligibility determination for all ekentsmembers based on the results of
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4.

5.

6.

the independent assessment and the individual’s diagnosis contained in his or her medical record.
Eligibility is re-evaluated on an annual basis. Reassessments may be conducted in person or through
the use of interactive video that is recorded with the permission of the member or telephonically that is
recorded with the permission of the member and the approval of the respective DHS program staff.

M Reevaluation Schedule. (By checking this box the state assures that): Needs-based eligibility
reevaluations are conducted at least every twelve months.

M Needs-based HCBS Eligibility Criteria. (By checking this box the state assures that): Needs-based
criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.

The criteria take into account the individual’s support needs, and may include other risk factors: (Specify
the needs-based criteria):

After medical eligibility has been determined through diagnosis, the following needs-based criteria is
used:

The #ndivdualmember must receive a minimum of a Tier 2 on the independent functional assessment
for HCBS behavioral health services. To meet a Tier 2, the individualmember- must have difficulties
with certain behaviors that require a full array of nen—residential-services to help with functioning in
home and community-based settings and moving towards recovery and is not a harm to his or herself
or others. Behaviors assessed include manic, psychotic, aggressive, destructive, and other socially
unacceptable behaviors.

Measurement is completed through an assessment of functional deficits through an faece-to-face
evaluation of the benefietar=member and ;-caregiver report and-chnical-recordreview—The
assessment measures the beneﬁefafy—&member s behavior in psychosocial sub-domains and
intervention domain that evaluates the level of intervention necessary to managed behaviors as well
as required supports to maintain the-benefieiarythe member in home and community settings.

1915(i) services must be appropriate to address the member’sindividuals identified functional deficits
due to their behavioral health diagnosis.

M Needs-based Institutional and Waiver Criteria. (By checking this box the state assures that): There
are needs-based criteria for receipt of institutional services and participation in certain waivers that are
more stringent than the criteria above for receipt of State plan HCBS. If the state has revised institutional
level of care to reflect more stringent needs-based criteria, individuals receiving institutional services and
participating in certain waivers on the date that more stringent criteria become effective are exempt from
the new criteria until such time as they no longer require that level of care. (Complete chart below to
summarize the needs-based criteria for State Plan HCBS and corresponding more-stringent criteria for
each of the following institutions):

State plan HCBS needs- | NF (& NF LOC** ICF/TID (& ICF/IID Applicable Hospital* (&
based eligibility criteria | waivers) LOC waivers) Hospital LOC waivers)
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The clientindividual
must receive a
minimum of a Tier 2
functional assessment
for HCBS behavioral
health services. To
meet a Tier 2, the
clientindividual must
have difficulties with
certain behaviors that
require a full array of
non-residential-services
to help with
functioning in home
and community-based
settings and moving
towards recovery; and
1s not a harm to his or
herself or others.
Behaviors assessed
include manic,
psychotic, aggressive,
destructive, and other
socially unacceptable
behaviors.

1915(i) services must
be appropriate to
address the

iclient’ sadividuals
identified functional
deficits due to their
behavioral health
diagnosis.

Must meet at least one
of the following three
criteria as determined
by a licensed medical
professional:

1. The individual is
unable to perform
either of the following:
A. At least one (1) of
the three (3) activities
of daily living (ADLs)
of transferring/
locomotion, eating or
toileting without
extensive assistance
from or total
dependence upon
another person; or,

B. At least two (2) of
the three (3) activities
of daily living (ADLs)
of transferring/
locomotion, eating or
toileting without
assistance from another
person; or,

2.The individual has a
primary or secondary
diagnosis of
Alzheimer's disease or
related dementia and is
cognitively impaired so
as to require substantial
supervision from
another individual
because he or she
engages in
inappropriate behaviors
which pose serious
health or safety hazards
to himself or others; or,
3.The individual has a
diagnosed medical
condition which
requires monitoring or
assessment at least
once a day by a
licensed medical
professional and the
condition, if untreated,
would be life-
threatening.

4 No individual who is

1) Diagnosis of
developmental disability
that originated prior to age
of 22;

2) The disability has
continued or is expected
to continue indefinitely;
and

3)The disability
constitutes a substantial
handicap to the person’s
ability to function without
appropriate support
services, including but not
limited to, daily living and
social activities, medical
services, physical therapy,
speech therapy,
occupational therapy, job
training and employment.

Must also be in need of
and able to benefit from
active treatment and
unable to access
appropriate services in a
less restrictive setting.

Individuals must be
assessed a Tier 2 or Tier 3
to receive services in the
CES Waiver or an
ICF/IID.

There must be a written
certification of need
(CON) that states that an
individual is or was in
need of inpatient
psychiatric services. The
certification must be made
at the time of admission,
or if an individual applies
for Medicaid while in the
facility, the certification
must be made before
Medicaid authorizes
payment.

Tests and evaluations used
to certify need cannot be
more than one (1) year
old. All histories and
information used to certify
need must have been
compiled within the year
prior to the CON.

In compliance with 42
CFR 441.152, the facility-
based and independent
CON teams must certify
that:

A. Ambulatory care
resources available in the
community do not meet
the treatment needs of the
beneficiary;

B. Proper treatment of the
beneficiary’s psychiatric
condition requires
inpatient services under
the direction of a
physician and

C. The services can be
reasonably expected to
prevent further regression
or to improve the
beneficiary’s condition so
that the services will no
longer be needed.
Specifically, a physician
must make a medical
necessity determination
that services must be
provided in a hospital
setting because the elient
member is a danger to his
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otherwise eligible for or herself or other; and
waiver services shall cannot safely remain in
have his or her the community setting.
eligibility denied or
terminated solely as the
result of a

disqualifying episodic
medical condition or
disqualifying episodic
change of medical
condition which is
temporary and
expected to last no
more than twenty-one
(21) days. However,
that individual shall not
receive waiver services
or benefits when
subject to a condition
or change of condition
which would render the
individual ineligible if
expected to last more
than twenty-one (21)
days.

*Long Term Care/Chronic Care Hospital **LOC= level of care

7. M Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific
population based on age, disability, diagnosis, and/or eligibility group. With this election, the state will
operate this program for a period of 5 years. At least 90 days prior to the end of this 5-year period, the
state may request CMS renewal of this benefit for additional 5-year terms in accordance with
1915(@)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)):

older:1.) Targeted to individuals age 4 and older with a mental health diagnosis,
categorical eligible developmental diagnosis, for both who are age four and older. 2.)
Adults up to and including 133 percent of the FPL who meet the other criteria
specified in Section1902(a)(10)(A)()(VIII) of the Social Security Act and covered
under the Arkansas Section 1115 Demonstrative Waiver (“ARHOME”") who are
determined to be “Medically Frail”.

O Option for Phase-in of Services and Eligibility. If the state elects to target this 1915(i) State plan
HCBS benefit, it may limit the enrollment of individuals or the provision of services to enrolled
individuals in accordance with 1915(i)(7)(B)(ii)) and 42 CFR 441.745(a)(2)(ii) based upon criteria
described in a phase-in plan, subject to CMS approval. At a minimum, the phase-in plan must describe:
(1) the criteria used to limit enrollment or service delivery; (2) the rationale for phasing-in services and/or
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eligibility; and (3) timelines and benchmarks to ensure that the benefit is available statewide to all eligible
individuals within the initial 5-year approval. (Specify the phase-in plan):

(By checking the following box the State assures that):

8. ™ Adjustment Authority. The state will notify CMS and the public at least 60 days before exercising
the option to modify needs-based eligibility criteria in accord with 1915(1)(1)(D)(ii).

9. M Reasonable Indication of Need for Services. In order for an individual to be determined to need the
1915(i) State plan HCBS benefit, an individual must require: (a) the provision of at least one 1915(i)
service, as documented in the person-centered service plan, and (b) the provision of 1915(i) services at
least monthly or, if the need for services is less than monthly, the participant requires regular monthly
monitoring which must be documented in the person-centered service plan. Specify the state’s policies
concerning the reasonable indication of the need for 1915(i) State plan HCBS:

i. | Minimum number of services.

The minimum number of 1915(i) State plan services (one or more) that an individual must
require in order to be determined to need the 1915(i) State plan HCBS benefit is: One:

1

ii. | Frequency of services. The state requires (select one):

X | The provision of 1915(i) services at least monthly

Monthly monitoring of the individual when services are furnished on a less than
monthly basis

If the state also requires a minimum frequency for the provision of 1915(i) services other
than monthly (e.g., quarterly), specify the frequency:

Home and Community-Based Settings

(By checking the following box the State assures that):

1. M Home and Community-Based Settings. The State plan HCBS benefit will be furnished to
individuals who reside and receive HCBS in their home or in the community, not in an institution.
(Explain how residential and non-residential settings in this SPA comply with Federal home and
community-based settings requirements at 42 CFR 441.710(a)(1)-(2) and associated CMS guidance.
Include a description of the settings where individuals will reside and where individuals will receive
HCBS, and how these settings meet the Federal home and community-based settings requirements, at the
time of submission and in the future):

(Note: In the Quality Improvement Strategy (QIS) portion of this SPA, the state will be prompted to
include how the state Medicaid agency will monitor to ensure that all settings meet federal home and
community-based settings requirements, at the time of this submission and ongoing.)
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This State Plan Amendment, along with the concurrent 1915(b) PASSE Waiver and 1915(c)
Community and Employment Supports (CES) Waiver, will be subject to the HCBS Settings
requirements.

The 1915(i) service settings are fully compliant with the home and community-based settings
rule or are covered under the statewide transition plan under another authority where they have
been in operation before March of 2014.

The state assures that this State Plan amendment or renewal will be subject to any provisions
or requirements included in the state's most recent and/or approved home and community-
based settings Statewide Transition Plan. The state will implement any CMCS required
changes by the end of the transition period as outlined in the home and community-based
settings Statewide Transition Plan.
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Person-Centered Planning & Service Delivery

(By checking the following boxes the state assures that):
1. ™ There is an independent assessment of individuals determined to be eligible for the State plan HCBS
benefit. The assessment meets federal requirements at 42 CFR §441.720.

2. M Based on the independent assessment, there is a person-centered service plan for each individual
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written
person-centered service plan meets federal requirements at 42 CFR §441.725(b).

3. M The person-centered service plan is reviewed, and revised upon reassessment of functional need as
required under 42 CFR §441.720, at least every 12 months, when the individual’s circumstances or needs
change significantly, and at the request of the individual.

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.
There are educational/professional qualifications (that are reasonably related to performing assessments) of
the individuals who will be responsible for conducting the independent assessment, including specific
training in assessment of individuals with need for HCBS. (Specify qualifications):

The assessor must have a Bachelor’s Degree or be a registered nurse with one (1) year of
experience with mental health populations.

5. Responsibility for Development of Person-Centered Service Plan. There are qualifications (that are
reasonably related to developing service plans) for persons responsible for the development of the
individualized, person-centered service plan. (Specify qualifications):

1. Be a registered nurse, a physician or have a bachelor’s degree in a social science or a
health-related field; or

2. Have at least one (1) year experience working with developmentally or intellectually
disabled clients or behavioral health clients.

6. Supporting the Participant in Development of Person-Centered Service Plan. Supports and
information are made available to the participant (and/or the additional parties specified, as appropriate) to
direct and be actively engaged in the person-centered service plan development process. (Specify: (a) the
supports and information made available, and (b) the participant’s authority to determine who is included
in the process).

From the time anindtviduala member -makes contact with PHS Benefietary-Suppert DHS
PASSE unit regarding receiving HCBS state plan services, DHS informs the individual
member and their caregivers of their right to make choices about many aspects of the
services available to them and their right to advocate for themselves or have a
representative advocate on their behalf. It is the responsibility of everyone at DHS, the
PASSE who receives_the member attribution-and provides care coordination, and the
services providers to make sure that the PASSE member is aware of and is able to exercise
their rights and to ensure that the member and their caregivers are able to make choices
regarding their services.

Immediately following enrollment in a PASSE, the PASSE care coordinator must develop




State: Arkansas §1915(1) State plan HCBS State plan Attachment 3.1-i:

TN: 4822-00+717 Page 12
Effective: 6311/01/204922 Approved: 12492048 Supersedes: None—NEW-PAGE
18-17

an interim service plan (ISP) for member. If the member was already enrolled in a program
that required PCSPs, then that PCSP may be the ISP for the member. The ISP may be
effective for up to 60 days, pending completion of the full PCSP.

The PASSE’s care coordinator is responsible for scheduling and coordinating the PCSP
development meeting. As part of this responsibility the care coordinator must ensure that
anyone the member wishes to be present is invited. Typically, the development team will
consist of the member and their caregivers, the care coordinator, service providers,
professionals who have conducted assessments or evaluations, and friends and persons
who support the member. The care coordinator must ensure that the member does not
object to the presence of any participants to the PCSP development meeting. If the member
or the caregiver would like a party to be present, the care coordinator is responsible for
inviting that individual to attend.

During the PCSP development meeting, everyone in attendance is responsible for
supporting and encouraging the member to express their wants and desires and to
incorporate them into the PCSP when possible. The care coordinator is responsible for
managing and resolving any disagreements which arise during the PCSP development
meeting.

After enrollment, and prior to the PCSP development meeting, the care coordinator must
conduct a health questionnaire with the member. The care coordinator must also secure any
other information that may be needed to develop the PCSP, including, but not limited to:

a) Results of any evaluations that are specific to the needs of the member;
b) The results of any psychological testing;

c) The results of any adaptive behavior assessments;

d) Any social, medical, physical, and mental health histories; and

e)—Aa risk assessment.

The PCSP development team must utilize the results of the independent assessment, the
health questionnaire, and any other assessment information gathered. The PCSP must
include the member’s goals, needs (behavioral, developmental, and health needs), and
preferences. All needed services must be noted in the PCSP and the care coordinator is
responsible for coordinating and monitoring the implementation of the PCSP.

The PCSP must be developed within 60 days of enrollment into the PASSE. At a
minimum, the PCSP must be updated annually.

7. Informed Choice of Providers. (Describe how participants are assisted in obtaining information about
and selecting from among qualified providers of the 1915(i) services in the person-centered service plan):
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Before a member can access HCBS state plan services, they must be enrolled in a PASSE
under the 1915 _(b) Provider Led Shared Savings Entities Waiver. The PASSE is
responsible for providing all needed services to all enrolled members and may limit a
member’s choice of providers based on its provider network. The provider network must
meet minimum adequacy standards set forth in the 1915(b)Waiver, the PASSE Provider
Manual, and the PASSE Pprovider Aagreement.

The member has 90 days after initial enrollment to change their assigned PASSE. Once a
year, there is an -368-day-open enrollment period_that lasts at least 30 days, in which the
member may change his or hertheir PASSE for any reason. At any time during the year, a
member may change his or her their PASSE for cause, as defined in 42 CFR 438.56.

The State has a DHS PASSE UnitBenefieiary-Suppert Offiee to assist the member in
changing PASSE’s, including informing the member of their rights regarding choosing
another PASSE and how to access information on each PASSE’s provider network. Fhe

Reone = nnort-O o

8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the
Medicaid agency):

DAABHS, DMS, or the External Quality Review Organization (EQRO) arranges for a
specified number of service plans to be reviewed annually, using the sampling guide, “A
Practical Guide for Quality Management in Home and Community-Based Waiver
Programs,” developed by Human Services Research Institute and the Medstat Group for
CMS in 2006. A systematic random sampling of the active case population is drawn
whereby every “nth” name in the population is selected for inclusion in the sample. The
sample size is based on a 95% confidence interval with a margin of error of +/- 8%. An
online calculator is used to determine the appropriate sample size for the Waiver
population. To determine the “nth” integer, the sample is divided by the population. Names
are drawn until the sample size is reached.

PMS-erthe EQRO-thenrequires-theThe PASSE is required to submit the PCSP for all
individuals in the sample. DAABHS BMsS-or the EQRO conducts a retrospective review of

provided PCSPs based on identified program, financial, and administrative elements
critical to quality assurance. DAABHS DMS or the EQRO reviews the plans to ensure they
have been developed in accordance with applicable policies and procedures, that plans
ensure the health and welfare of the member, and for financial and utilization components.
DMS or the EQRO communicates findings from the review to the PASSE for remediation.
Systemic findings may necessitate a change in policy or procedures. A pattern of non-
compliance from one PASSE may result in sanctions to that PASSE under the PASSE
Provider Manual and Provider Agreement.

9. Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):
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Medicaid agency Operating agency Case manager
X | Other (specify): The PASSE

1. State plan HCBS. (Complete the following table for each service. Copy table as needed):

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Supportiveed Employment
Service Definition (Scope):

mathstream-seetetySupportive Employment is designed to help members acquire and keep

meaningful jobs in a competitive job market. The service actively facilitates job acquisition by
sending staff to accompany members samson interviews and providing ongoing support and/or on-
the-job training once the elientmember is employed. This service replaces traditional vocational
approaches that provide intermediate work experiences (prevocational work units, transitional
employment, or sheltered workshops), which tend to isolate members from mainstream society.

Supportive employment services are individualized and may include any combination of the
following services: vocational/job-related discovery or assessment, person-centered employment
planning, job placement, job development, negotiation with prospective employers, job analysis, job
carving, trainingand systematic instruction, job coaching, benefits and work-incentives planning and
management, asset development and career advancement services. Other workplace support services
| including services not specifically related to job skill training that enable the ekeat-member to be
successful in integrating into the job setting.

Services may be provided in integrated community work settings in the general workforce.
Services may be provided in the home when provided to establish home-based self-employment.
Services maybe provided in either a small group setting or on an individual basis.

Transportation is not included in the rate for this service.

Supportedive employment must be competitive, meaning that wages must be at or above the
State’s minimum wage or at or above the customary wage and level of benefits paid by the
employer for thesame or similar work.

Service settings may vary depending on individual need and level of community integration,
and may include the member’s home.

Additional needs-based criteria for receiving the service, if applicable (specify).
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Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions

related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral N/A N/A 1. All other provider standards and

HealthAgency
Or

Community
Support System
Provider

(CSSP)Heme
and Community

requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification

(Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Heme

and Community
e

DMS

Annually. Proof of
credentialing must be
submitted to DMS.
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Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover).

Service Title: | Behavior Assistance

Service Definition (Scope):

A specific outcome oriented intervention provided individually or in a group setting with the
member and/or their caregivers that will provide the necessary support to attain the goals of
the PCSP and the behavioral health treatment plan. Service activities include applying
positive behavioral interventions and supports within the community to foster behaviors that
are rehabilitative and restorative in nature. The service activity should result in sustainable
positive behavioral changes that improve functioning, enhance the quality of life and
strengthen skills in a variety of life domains.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):
N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):
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Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Heme

e

N/A

N/A

1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification

(Specify):

Behavioral

HealthAgency
Or

Community
Support System

Provider
(CSSP)YHome

and Community

DMS

Annually. Proof of
credentialing must be
submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

]

Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):




State: Arkansas §1915(1) State plan HCBS State plan Attachment 3.1-i:
TN: +822-00+717 Page 18
Effective: 6311/01/204922 Approved: 12492618 Supersedes: None—NEW-PAGE

18-17

Service Title: | Adult Rehabilitation Day Treatment

Service Definition (Scope):

A continuum of care provided to recovering elients_ members living in the community based on
their level of need. This service includes educating and assisting the_members_-with accessing
supports and services needed-. —The service assists recovering members elientsmember’s to direct
their resources and support systems.

Activities include training to assist the members elierts to improve employability, and to successfully
adapt and adjust to a particular environment. Adult rehabilitation day treatment includes training and
assistance to live in and maintain a household of their choosing in the community. In addition,
activities can include transitional services to assist ehents-members after receiving a higher level of
care. The goal of this service is to promote and maintain community integration.

Adult rehabilitative day treatment is an array of face-to-face rehabilitative day activities providing a
preplanned and structured group program for identified —members that are aimed at long-term
recovery and maximization of self-sufficiency. These rehabilitative day activities are person and
family centered, recovery based, culturally competent, and provided needed accommodation for any
disability. These activities must also have measurable outcomes directly related to the members
PCSP-treatment plan. Day treatment activities assist the benefietar-member with compensating for
or eliminating functional deficits and interpersonal and/or environmental barriers associated with
their chronic mental illness.

The intent of these services is to restore the fullest possible integration of the ekent-member as an
active and productive elient-member of his or her family, social and work community and/or culture

with the least amount of ongoing professional intervention.-Meals-and-transpertation-are-notinecluded
in-therate-for Adult Rehabilitation Day Freatment— Skills addressed may include: emotional skills,

such as coping with stress, anxiety or anger; behavioral skills, such as proper use of medications,
appropriate social interactions and managing overt expression of symptoms like delusions or
hallucinations; daily living and self-care skills, such as personal care and hygiene, money
management, and daily structure/use of time; cognitive skills, such as problem solving,
understanding illness and symptoms and reframing; community integration skills and any similar
skills required to implement the member’s behavioral health treatment plan. Meals and
transportation are not included in the rate for Adult Rehabilitation Day Treatment.

Adult rehabilitation day treatment can occur in a variety of clinical settings for adults, similar to
adult day cares or adult day clinics.
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Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions

related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral N/A N/A 1. All other provider standards and

HealthAgency
Or

Community
Support System
Provider
(CSSP)Home

e

requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification

(Specify):

Behavioral

HealthAgency
Or

DMS

Annually. Proof of
credentialing must be
submitted to DMS.




State: Arkansas §1915(i) State plan HCBS State plan Attachment 3.1-i:

TN: +822-00+717

Page 20

Effective: 6311/01/204922 Approved: 12492048 Supersedes: None—NEW-PAGE

18-17

Community
Support System

Provider
(CSSP)Home

e

Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Peer Support

Service Definition (Scope):

A person-centered service where adult peers provide expertise not replicated by professional
training.

Peer support providers are trained peer specialists who work with members to provide
education, hope, healing, advocacy, self-responsibility, a meaningful role in life, and
empowerment to reach fullest potential. Peer support specialists may assist with navigation
of multiple systems (housing, supportive employment, supplemental benefits,
building/rebuilding natural supports, etc.) which improve the member’s functional ability.
Services are provided on an individual or group basis;- and may be provided in the home or
the community.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):
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N/A
Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ' 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.

Provider
(CSSP)Heme

and Community

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Behavioral DMS Annually. Proof of
HealthAgency credentialing must be
Or submitted to DMS.

Community
Support System

Provider
(CSSP)YHome

and Community

Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed
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Service Specifications (Specify a service title for the HCBS' listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Family Support Partners

Service Definition (Scope):

A service provided by peer counselors, orf Family Support Partners (FSP), who model
recovery and resiliency for caregivers of children and youth with behavioral health care
needs. FSP come from legacy families and use their lived experience, training, and skills to
help caregivers and their families identify goals and actions that promote recovery and
resiliency. A FSP may assist, teach and model appropriate child-rearing strategies, techniques
and household management skills. This service provides information on child development,
age-appropriate behavior, parental expectations, and childcare activities. It may also assist
the member’s family in securing resources and developing natural supports.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):
N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ' 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.

Provider
(CSSP)Heme

and Community
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Diagroses

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type Entity Responsible for Verification Frequency of Verification

(Specify): (Specify): (Specify):

Behavioral DMS Annually. Proof of
HealthAgency credentialing must be
Or submitted to DMS.

Community
Support System

Provider
(CSSP)Home

e

Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Pharmaceutical Counseling

Service Definition (Scope):

A one-to-one or group intervention by a nurse with member(s) and/or their caregivers, related
to their psyechopharmalogieal-psychopharmacological treatment. Pharmaceutical Counseling
involves providing medication information orally or in swittenfermwriting to the member
and/or their caregivers. The service should encompass all the parameters to make the member
and/or family understand the diagnosis prompting the need for medication and any lifestyle
modifications required.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
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services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify):

License Certification Other Standard
(Specify): (Specify): (Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Home

e

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification Frequency of Verification

(Specify): (Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Home
e
Based Services
Providerfor
Personswith

DMS Annually. Proof of
credentialing must be
submitted to DMS.
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Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS' listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Supportive Life Skills Development

Service Definition (Scope):

A service that provides support and training for youth and adults on a one-on-one or group
basis. This service should be a strength-based, culturally appropriate process that integrates
the member into their community as they develop their recovery plan or habilitation plan.
This service is designed to assist members in acquiring the skills needed to support as
independent a lifestyle as possible, enable them to reside in their community (in their own
home, with family, or in an alternative living setting), and promote a strong sense of self-
worth. In addition, it aims to assist members in setting and achieving goals, learning
independent life skills, demonstrating accountability, and making goal-oriented decisions
related to independent living. Services are intended to foster independence in the community
setting and may include training in menu planning, food preparation, housekeeping and
laundry, money management, budgeting, following a medication regimen, and interacting
with the criminal justice system.

Other topics may include: educational or vocational training, employment, resource and
medication management, self-care, household maintenance, health, socialization, community
integration, wellness, and nutrition.

The PCSP should address the recovery or habilitation objective of each activity performed
under Life Skills Development and Support.

In a group setting, a elieat-member to staff ratio of 10:1.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):
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None.

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ‘ 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver

Support System program.
Provider

(CSSP)Heme
e

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type Entity Responsible for Verification Frequency of Verification

(Specify): (Specify):

(Specify):

Behavioral DMS Annually. Proof of
HealthAgency credentialing must be
Or submitted to DMS.

Community
Support System

Provider
(CSSP)YHome

and Community
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Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Child and Youth Support

Service Definition (Scope):

Clinical services for principal caregivers designed to increase a child’s positive behaviors and
encourage compliance with parents at home; working with teachers/schools to modify
classroom environment to increase positive behaviors in the classroom; and increase a child’s
social skills, including understanding of feelings, conflict management, academic
engagement, school readiness, and cooperation with teachers and other school staff. This
service is intended to increase parental skill development in managing their child’s symptoms
of illness and training the parents in effective interventions and techniques for working with
the schools.

Service activities may include an In-Home Case Aide, which is asn-intensive therapy in the
member’s home or a community-based setting. Youth served may be in imminent risk of out-
of-home placement or have been recently reintegrated from an out-of-home placement.
Services may deal with family issues related to the promotion of healthy family interactions,
behavior training, and feedback to the family.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.
O | Medically needy (specify limits):

N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ' 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.
Provider
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(CSSP)Hewme
and Community

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification

(Specify):

Homeand
Behavioral
HealthAgency

Or

Community
Support System
Provider
(CSSP)Commun

ity Based

DMS

Annually. Proof of
credentialing must be
submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

state plans to cover):

Service Title: | Therapeutic Communities

Service Definition (Scope):

A setting that emphasizes the integration of the member within his or her community; progress is
measured within the context of that community’s expectation. Therapeutic Communities are highly
structured environments or continuums of care in which the primary goals are the treatment of
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behavioral health needs and the fostering of personal growth leading to personal accountability.
Services address the broad range of needs identified by the member on their PCSP. Therapeutic
Communities employ community-imposed consequences and earned privileges as part of the
recovery and growth process. These consequences and privileges are decided upon by the individual
benefietaries members living in the community. In addition to daily seminars, group counseling, and
individual activities, the persons served are assigned responsibilities within the community setting.
Participants and staff members act as facilitators, emphasizing self-improvement.

Therapeutic Communities services may be provided in a provider-owned apartment or home, or
in a provider-owned facility with fewer than 16 beds.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ‘ 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.

Provider
(CSSP)Heme

e
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification

(Specify):

Behavioral

HealthAgency
Or

Community
Support System

Provider
(CSSP)YHome

and Community

DMS

Annually. Proof of
credentialing must be
submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Residential Community Reintegration

Service Definition (Scope).

Serves as an intermediate level of care between Inpatient Psychiatric facilities and outpatient
behavioral health services. The program provides 24 hours per day intensive therapeutic care
in a small group home setting for children and youth with emotional and/or behavior
problems which cannot be remedied with less intensive treatment. The program is intended to
prevent acute or sub-acute hospitalization of youth, or incarceration. Community
reintegration may be offered as a step-down or transitional level of care to prepare a youth

for less intensive treatment.

Residential Community Reintegration programs must ensure (1) there are a minimum of two
direct care staff available at all times; and (2) educational services are provided to all

beneficiaries enrolled in the program.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
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services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type
(Specify).

License Certification Other Standard
(Specify): (Specify): (Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Home

e

N/A N/A 1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification Frequency of Verification

(Specify): (Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Home
e
Based Services
Providerfor
Personswith

DMS Annually. Proof of
credentialing must be
submitted to DMS.
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Service Delivery Method. (Check each that applies).

]

Participant-directed Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Respite

Service Definition (Scope):

Temporary direct care and supervision for a berefieiary-member due to the absence or need
for relief of the non-paid primary caregiver. Respite can occur at medical or specialized
camps, day-care programs, the member’s home or place of residence, the respite care
provider’s home or place of residence, foster homes, or a licensed respite facility. Respite
does not have to be listed in the PCSP.

The primary purpose of Respite is to relieve the member’s principal care-giver of the member
with a behavioral health need so that stressful situations are de-escalated, and the care-giver
and member have a therapeutic and safe outlet. Respite must be temporary in nature. Any
services provided for less than fifteen (15) days will be deemed temporary. Respite provided
for more than 15 days weuld-should trigger a need to review the PCSP.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):
None.
O | Medically needy (specify limits):
N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify). (Specify): (Specify): (Specify):
Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or 1915(b) requirements as defined in the
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Community
Support System

Provider
(CSSP)Home

e

currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification

(Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Heme

e

DMS

Annually. Proof of
credentialing must be
submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

]

Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Mebile-Crisis InterventionAssertive Community Treatment (ACT)

Service Definition (Scope):
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behavioral-health-erisis: Assertive Community Treatment (ACT) is an evidence-based
practice provided by a multidisciplinary team providing comprehensive treatment and
support services available 24 hours a day, seven (7) days a week wherever and whenever
needed. Services are provided in the most integrated community setting possible to enhance
independence and positive community involvement. An individual appropriate for services
through an ACT team has needs that are so pervasive and/or unpredictable that it is unlikely
that they can be met effectively by other combinations of available community services, or in
circumstances where other levels of outpatient care have not been successful to sustain
stability in the community. Typically, this service is targeted to individuals who have serious
mental illness or co-occurring disorders, multiple diagnoses, and the most complex and
expensive treatment needs.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):
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Provider Type
(Specify):

License

(Specify):

Certification

(Specify):

Other Standard
(Specify):

Behavioral

HealthAgency
Or

Community

Support System

Provider

(CSSP)Hewme
and Community

N/A

N/A

1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver

needed):

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

(Specify):

Provider Type

Entity Responsible for Verification

(Specify):

Frequency of Verification

(Specify):

Behavioral

HealthAgency
Or

Community

Support System

Provider

(CSSP)Heme
and Community

DMS

Annually. Proof of

credentialing must be

submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

]

Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Therapeutic Host Homes

Service Definition (Scope):

A home or family setting that that consists of highhighly intensive, individualized treatment
for the member whose behavioral health or developmental disability needs are severe enough
that they would be at risk of placement in a restrictive residential setting.

A therapeutic host parent is trained to implement the key elements of the member’s PCSP in
the context of family and community life, while promoting the PCSP’s overall objectives and
goals. The host parent should be present at the PCSP development meetings and should act as
an advocate for the member.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):
N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ' 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.

Provider
(CSSP)Heme

and Community
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Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification

(Specify):

Behavioral

HealthAgency
Or

Community
Support System

Provider
(CSSP)YHome

and Community

DMS

Annually. Proof of

credentialing must be

submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

state plans to cover):

Service Title:

Aftercare Recovery Support ReceverySuppertPartaers-(for Substance Abuse)

Service Definition (Scope).

A continuum of care provided to recovering members living in the community based on their level of

need. This service includes educating and assisting the individual with accessing supports and

servicesneeded. The service assists the recovering elieat-member to direct their resources and support

systems. In addition, transitional services to assist individuals adjust after receiving a higher level of

care. The goal of this service is to promote and maintain community integration.

Meals and transportation are not included in the rate for Aftercare Recovery

Support.Aftercare Recovery Support can occur in following:

e The individual’s home;

e In community settings such as school, work, church, stores, or parks; and

e In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

All medically necessary 1905(a) services are covered for EPSDT eligible members in
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accordancewith 1905(r) of the Social Security Act.A-eontinuum-ofeareprovidedto

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ‘ 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.

Provider
(CSSP)Heme

and Community

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type Entity Responsible for Verification Frequency of Verification

(Specify): (Specify): (Specify):
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Behavioral DMS Annually. Proof of
HealthAgency credentialing must be
Or submitted to DMS.

Community
Support System

Provider
(CSSP)YHome

and Community

Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Substance Abuse Detoxification (Observational)

Service Definition (Scope):

A set of interventions aimed at managing acute intoxication and withdrawal from alcohol or
other drugs. Services help stabilize the member by clearing toxins from his or her body.
Detoxification (detox) services are short term and may be provided in a crisis unit, inpatient,
or outpatient setting. Detox services may include evaluation, observation, medical
monitoring, and addiction treatment. The goal of detox is to minimize the physical harm
caused by the abuse of substances and prepare the member for ongoing substance abuse
treatment.

Typicallyd : dod for loss than five (5} davs.

Additional needs-based criteria for receiving the service, if applicable (specify).

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.
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O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):

Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ‘ 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver

Support System program.
Provider

(CSSP)Heme
e

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type Entity Responsible for Verification Frequency of Verification

(Specify): (Specify):

(Specify):

Behavioral DMS Annually. Proof of
HealthAgency credentialing must be
Or submitted to DMS.

Community
Support System

Provider
(CSSP)Home

e

Service Delivery Method. (Check each that applies).
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Participant-directed M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover).

Service Title: | Partial Hospitalization

Service Definition (Scope):

Partial Hospitalization is an intensive nonresidential, therapeutic treatment program. It can be used as
an alternative to and/or a step-down service from inpatient residential treatment or to stabilize a
deteriorating condition and avert hospitalization. The program provides clinical treatment services in
a stable environment on a level equal to an inpatient program, but on a less than 24-hour basis. The
environment at this level of treatment is highly structured and there-sheuld-be-should maintain a
staff-to-patient ratio of no more than 1:5 to ensure necessary therapeutic services and professional
monitoring, control, and protection. This service shall include at a minimum: intake, individual
therapy, group therapy, and psychoeducation.

Partial Hospitalization shall be at a minimum of (5) five hours per day, of which 90 minutes must be
a documented service provided by a Mental Health Professional. If a ehent-member receives other
servicesduring the week but also receives Partial Hospitalization, the elientmember must receive, at
a minimum, 20 documented hours of services on no less than (4) four days in that week.

Partial Hospitalization can occur in a variety of clinical settings for adults, similar to adult day cares
or adult day clinics. All Partial Hospitalization sites must be certified by the Division of Provider
Servicesand Quality Assurance as a Partial Hospitalization Provider.

All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordance

Wlth 1905(r) of the 8001al Securlty Act. P—aaé—ther%sheu%d—b%a—s@aﬁﬁe—pa&em—%esﬁfﬁerem—te

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):
None.

O | Medically needy (specify limits):
N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify). (Specify): (Specify): (Specify):
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Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Heme

and Community

N/A

N/A

1. All other provider standards and
requirements in accordance with the
1915(b) requirements as defined in the
currently approved 1915(b) waiver
program.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify):

Frequency of Verification

(Specify):

Behavioral

HealthAgency
Or

Community
Support System

Provider
(CSSP)YHome

and Community

DMS

Annually. Proof of
credentialing must be
submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

]

Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

state plans to cover):
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Service Title: | Supportive Housing

Service Definition (Scope):

Supportive Housing is designed to ensure that elients-members have a choice of permanent, safe, and
affordable housing. An emphasis is placed on the development and strengthening of natural supports
in_the community. This service assists benefieiariess-members -in locating, selecting, and sustaining
housing, including transitional housing and chemical free living; provides opportunities for
involvement in community life; and festers-independenee-facilitates the individual’s recovery

journcy.

Supportive Housing includes assessing the members individual housing needs and presenting options,
assistingin securing housing, including the completion of housing applications and securing required
documentation (e.g., Social Security card, birth certificate, prior rental history), searching for
housing, communicating with landlords, coordinating the move, providing training in how to be a
good tenant, and establishing procedures and contacts to retain housing.

Supportive Housing can occur in following:

e The individual’s home;

e In community settings such as school, work, church, stores. or parks; and
In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.
O | Medically needy (specify limits):

N/A
Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify). (Specify): (Specify): (Specify):
Behavioral N/A N/A 1. All other provider standards and
HealthAgenc requirements in accordance with the
Or ‘ 1915(b) requirements as defined in the
Community currently approved 1915(b) waiver
Support System program.
Provider
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(CSSP)Hewme
and Community

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):

Provider Type
(Specify):

Entity Responsible for Verification
(Specify):

Frequency of Verification

(Specify):

Behavioral
HealthAgency
Or

Community
Support System
Provider
(CSSP)Heme

and Community

DMS

Annually. Proof of

credentialing must be

submitted to DMS.

Service Delivery Method. (Check each that applies):

Participant-directed

M | Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

state plans to cover):

Service Title:

Crisis Stabilization Intervention

Service Definition (Scope):
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Crisis Stabilization Intervention is a scheduled face-to-face treatment activities provided to a member
who has recently experienced a psychiatric or behavioral crisis that are expected to further stabilize,
prevent deterioration and serve as an alternative to 24-hour inpatient care. Services are to be
congruent with the age, strengths, needed accommodation for any disability and cultural framework
of the member and his/her family.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

O | Categorically needy (specify limits):

None.

O | Medically needy (specify limits):
N/A

Provider Qualifications (For each type of provider. Copy rows as needed):
Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral N/A N/A 1. All other provider standards and
HealthAgency requirements in accordance with the
Or ‘ 1915(b) requirements as defined in the
gomwnslt currently approved 1915(b) waiver

upport System

_ program.

Provider (CSSP)

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):

Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Behavioral DMS Annually. Proof of
HealthAgency - credentialing must be
Or submitted to DMS.
Community
Support System
Provider (CSSP)

Service Delivery Method. (Check each that applies):

Participant-directed M | Provider managed
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2. M Policies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians. (By checking this box the state assures that): There are policies
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual. There are additional policies and controls if the state makes payment to qualified
legally responsible individuals or legal guardians who provide State Plan HCBS. (Specify (a) who may be
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state
ensures that the provision of services by such persons is in the best interest of the individual; (d) the
State s strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure
that payments are made only for services rendered; and (f) if legally responsible individuals may provide
personal care or similar services, the policies to determine and ensure that the services are extraordinary
(over and above that which would ordinarily be provided by a legally responsible individual):

a) Relatives may be paid to provide HCBS services, provided they are not the parent, legally
responsible individual, or legal guardian of the member.

b) The HCBS services that relatives may provide are: supportiveed employment, peer
support, family support partners, therapeutic host home, life skills development, and respite.

c) All relatives who are paid to provide the services must meet the minimum qualifications
set forth in this State Plan 1915 (i) Wa#ver and may not be involved in the development of the
Person Centered Service Plan (PCSP).

d) These individuals must be monitored by the PASSE to ensure the delivery of services in
accordance with the PCSP. Each month, the care coordinator will monitor the delivery of
services and check on the welfare of the member.

e) Payments are not made directly from the Medicaid agency to the relative. Instead, the State
pays the PASSE a per member per month (PMPM) prospective payment for each attributed
member. The PASSE may then utilize qualified relatives to provide the service.

Participant-Direction of Services

Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii).

Election of Participant-Direction. (Select one):

© | The state does not offer opportunity for participant-direction of State plan HCBS.

O | Every participant in State plan HCBS (or the participant’s representative) is afforded the
opportunity to elect to direct services. Alternate service delivery methods are available for
participants who decide not to direct their services.

O | Participants in State plan HCBS (or the participant’s representative) are afforded the
opportunity to direct some or all of their services, subject to criteria specified by the state.
(Specify criteria):

1. Description of Participant-Direction. (Provide an overview of the opportunities for participant-
direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how
participants may take advantage of these opportunities; (c) the entities that support individuals who
direct their services and the supports that they provide; and, (d) other relevant information about the
approach to participant-direction):
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2. Limited Implementation of Participant-Direction. (Participant direction is a mode of service delivery,

not a Medicaid service, and so is not subject to statewideness requirements. Select one):

O | Participant direction is available in all geographic areas in which State plan HCBS are
available.

O | Participant-direction is available only to individuals who reside in the following geographic
areas or political subdivisions of the state. Individuals who reside in these areas may elect self-
directed service delivery options offered by the state, or may choose instead to receive
comparable services through the benefit’s standard service delivery methods that are in effect in
all geographic areas in which State plan HCBS are available. (Specify the areas of the state
affected by this option):

Participant-Directed Services. (Indicate the State plan HCBS that may be participant-directed and the
authority offered for each. Add lines as required):

. . . . Employer Budget
Participant-Directed Service Authority Authority
O O
O O

Financial Management. (Select one) :

O | Financial Management is not furnished. Standard Medicaid payment mechanisms are used.

O | Financial Management is furnished as a Medicaid administrative activity necessary for
administration of the Medicaid State plan.

O Participant-Directed Person-Centered Service Plan. (By checking this box the state assures that):

Based on the independent assessment required under 42 CFR §441.720, the individualized person-
centered service plan is developed jointly with the individual, meets federal requirements at 42 CFR
§441.725, and: Specifies the State plan HCBS that the individual will be responsible for directing;
Identifies the methods by which the individual will plan, direct or control services, including whether the
individual will exercise authority over the employment of service providers and/or authority over
expenditures from the individualized budget; Includes appropriate risk management techniques that
explicitly recognize the roles and sharing of responsibilities in obtaining services in a self-directed manner
and assures the appropriateness of this plan based upon the resources and support needs of the individual;
Describes the process for facilitating voluntary and involuntary transition from self-direction including
any circumstances under which transition out of self-direction is involuntary. There must be state
procedures to ensure the continuity of services during the transition from self-direction to other service
delivery methods; and Specifies the financial management supports to be provided.

Voluntary and Involuntary Termination of Participant-Direction. (Describe how the state facilitates
an individual s transition from participant-direction, and specify any circumstances when transition is
involuntary):

Opportunities for Participant-Direction
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a. Participant-Employer Authority (individual can select, manage, and dismiss State plan HCBS
providers). (Select one):

The state does not offer opportunity for participant-employer authority.

Participants may elect participant-employer Authority (Check each that applies):

O | Participant/Co-Employer. The participant (or the participant’s representative) functions as
the co-employer (managing employer) of workers who provide waiver services. An agency is
the common law employer of participant-selected/recruited staff and performs necessary
payroll and human resources functions. Supports are available to assist the participant in
conducting employer-related functions.

O | Participant/Common Law Employer. The participant (or the participant’s representative) is
the common law employer of workers who provide waiver services. An IRS-approved
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other
employer responsibilities that are required by federal and state law. Supports are available to
assist the participant in conducting employer-related functions.

b. Participant-Budget Authority (individual directs a budget that does not result in payment for
medical assistance to the individual). (Select one):

The state does not offer opportunity for participants to direct a budget.

Participants may elect Participant—Budget Authority.

Participant-Directed Budget. (Describe in detail the method(s) that are used to establish the
amount of the budget over which the participant has authority, including the method for
calculating the dollar values in the budget based on reliable costs and service utilization, is
applied consistently to each participant, and is adjusted to reflect changes in individual
assessments and service plans. Information about these method(s) must be made publicly
available and included in the person-centered service plan.):

Expenditure Safeguards. (Describe the safeguards that have been established for the timely
prevention of the premature depletion of the participant-directed budget or to address potential
service delivery problems that may be associated with budget underutilization and the entity (or
entities) responsible for implementing these safeguards.
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Quality Improvement Strategy
Quality Measures

(Describe the state’s quality improvement strategy. For each requirement, and lettered sub-requirement,
complete the table below):

1. Service plans a) address assessed needs of 1915(i) participants; b) are updated annually; and (c
document choice of services and providers.

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided to
all applicants for whom there is reasonable indication that 1915(i) services may be needed in the
future; (b) the processes and instruments described in the approved state plan for determining
1915(i) eligibility are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled
individuals is reevaluated at least annually or if more frequent, as specified in the approved state
plan for 1915(i) HCBS.

3. Providers meet required qualifications.

4. Settings meet the home and community-based setting requirements as specified in this SPA and in
accordance with 42 CFR 441.710(a)(1) and (2).

5. The SMA retains authority and responsibility for program operations and oversight.

6—The SMA maintains financial accountability through payment of claims for services that are
authorized and furnished to 1915(i) participants by qualified providers.

o —

8:6. The state identifies, addresses, and seeks to prevent incidents of abuse, neglect, and exploitation,
including the use of restraints.

(Table repeats for each measure for each requirement and lettered sub-requirement above.)

. Requirement 1: Service Plans Address Needs of Participants, are reviewed annually
Requirement and document choice of services and providers.
Discovery

Discovery The percentage of PCSPs developed by PASSE Care Coordinators that Meet-which
Evidence provide 1915(i) State Plan HCBS that meet the requirements of 42 CFR §441.725.
(Performance Numerator: Number of PCSPs that adequately and appropriately address the
Meésure) beneficiary’s- elientmember’s needs.

Denominator: Total Number of PCSPs reviewed.
Discovery A representative sample will be used based on the sample size selected for PCSP
Activity review by DAABHS or EQRO BMS: The sample size will be determined using a
(Source of Data & | confidence interval of 95 percent confidence level and +/- 5 percent margin of
sample size) Crror S5 et h s maeedn o Depras o 0000

The data will be derived from the PASSE and must include copies of the PCSP and
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all updates, the Independent Assessment, the health questionnaire and other
documentation used at the PCSP development meeting.
Monitoring _DMSand-the
Responsibilities Al L - o e [0,
(Agency or entity
that conducts
discovery activities)
Requirement Requirement 1: Service Plans
Frequency Sample will be selected and reviewed annuaty=quarterly
Remediation
Remedla.tl?fl . The PASSE will be responsible for remediating deficiencies in PCSPs/treatment
Responsibilities . . .. . .
plans of their attributed-benefietariessmembers. If there is a pattern of deficiencies
(Who corrects, noticed, action will be taken against the PASSE, up to and including, instituting a
analyzes, and corrective action plan or sanctions pursuant to the PASSE Provider Agreement and
aggregates .. .
remediation the Medicaid Provider Manual-
activities; required
timeframes for
remediation)
Frequency FindingsBata-will- be—and-findings will be reported to the PASSE annually on a
(of Analysis and quarterly basis. If a pattern of deficiency is noted, this may be made public.
Aggregation)
Requirement 2: Eligibility Requirements: (a) an evaluation for 1915(i) State plan
HCBS eligibility is provided to all applicants for whom there is reasonable
indication that 1915(i) services may be needed in the future; (b) the processes and
Requirement instruments described in the approved state plan for determining 1915(i) eligibility
are applied appropriately; and (c) the 1915(i) benefit eligibility of enrolled
individuals is reevaluated at least annually or if more frequent, as specified in the
approved state plan for 1915(1) HCBS.
Discovery
Discovery All members must be independently assessed in order to qualify for 1915(i) State
Evidence One | plan HCBS eligibility. There are system edits in place that will not allow those who
(Performance have not received an independent assessment to received 1915(i) State Plan HCBS.
Measurt) In order to maintain eligibility for 1915(i) State plan HCBS, the beneficiary
elieatmember must be re-assessed on an annual basis.
Numerator: The number of members benefietaries who are evaluated and assessed
for eligibility in a timely manner.
Denominator: The total number of membersbenefietaries who are identified for the
1915(i) HCBS State Plan Services eligibility process.Fhe-percentage-of
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Discovery A statistically valid sample utilizing a -confidence interval with at least a 95
Activity One percent confidence level and +/- 5 percent margin of error +00%sample-ofof

(Source of Data &
sample size)

100% of the application packets for benefieiariessmembers who undergo the
eligibility process will be reviewed for compliance with the timeliness standards.

The data will be collected from the Independent Assessment Vendor, a documented

mental health diagnosis, the BPBS-PsyehologyUnit; and/or the DHS Dual

Diagnosis Evaluation Committee.

Monitoring
Responsibilities
(Agency or entity
that conducts
discovery activities)

DMS-DHS PASSE Unit , DMS Waiver Compliance Unit, and-theor the
EQROO

Discovery
Evidence Two

The Percentage of benefieiaries-members for whom the appropriate eligibility
process and instruments were used to determine initial eligibility for HCBS State
Plan Services.

Numerator: Number of membersbenefietaries’ application packets that reflect
appropriate processes and instruments were used.

Denominator: Total Number of application packets reviewed.

glcstgzi‘;;r"}l:wo A statistically valid sample utilizing a confidence interval with at least a 95
percent confidence level and +/- 5 percent margin of error of 100% +66%
sample-of the application packets for berefieiaries-members who went through the
eligibility determination process will be reviewed.

The data will be collected from the Independent Assessment Vendor, the DDS
Psychology Unit, and/or the DHS Dual Diagnosis Evaluation Committee.

Monitoring ]

Responsibility DHS PASSE UnitDMS orand the EQRO-EQRO

Dls.covery The percentage of membersbenefietaries who are re-determined eligible for HCBS

Evidence . . .

Three State Plan Services before their annual PCSP expiration date.

Numerator: The number of berefieiaries-members who are re-determined eligible
timely (before expiration of PCSP).

Denominator: The total number of beneficiariessmembers re-determined eligible
for HCBS State Plan Services.

Kls?o.very A statistically valid sample utilizing a confidence interval with at least a 95

ctivity Three -
percent confidence level and +/- 5 percent margin of error of 100%A+66%
sample of the application packets for berefieiaries-members who went through the
eligibility re-determination process will be reviewed.
The data will be collected from the Independent Assessment Vendor, the DDS
Psychology Unit, and/or the DHS Dual Diagnosis Evaluation Committee.

Monitoring | g b ASSE Unit or DMS-and/er the EQRO

Responsibilities

Requirement

Requirement 2: Eligibility Requirements
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Frequency Sample will be selected and reviewed quarterly.
Remediation
gi:;;::;ﬂ?l?ties For DDS determinations: The Psychology Unit Manager reviews 100% of all
applications submitted within the previous quarter for process and instrumentation
(Who corrects, review. If a pattern of deficiency is found, the Psychology Unit Manager works
analyzes, and with the Psychology Staff to develop a corrective action plan, to be implemented
fegrﬁzzgaa;fsn within 10 days. Results are tracked and submitted to the appropriate DMS office
activities; required | quarterly, along with any corrective action plans.
timeframes for . .
remediation) For Independent Functional Assessments: The Independent Assessment Vendor is
responsible for developing and implementing a quality assurance process, which
includes monitoring for accuracy, data consistency, integrity, and completeness of
assessments, and the performance of staff. This must include a desk review of
assessments with a statistically significant sample size. Of the reviewed
assessments, 95% must be accurate. The Independent Assessment Vendor submits
monthly reports to BHS*s-DMS’s Independent Assessment eentraet
mentterContract Manager. When deficiencies are noted, a corrective action plan
will be implemented with the Vendor.
For the DHS Dual Diagnosis Evaluation Committee: The Committee will examine
all application packets reviewed-to-ensurereview—was-timely-and-aceurate. The
Committee will submit quarterly reports to the appropriate DMS staff; these reports
will identify any systemic deficiencies and corrective action that will be taken. If
corrective action was taken in the previous quarter, the quarterly report will update
DMS on the implementation of that corrective action plan.
Frequency Data will be aggregated and reported quarterly.
(of Analysis and
Aggregation)
Requirement Requirement 3: Providers meet required qualifications.
Discovery
Discovery Number and percentage of providers certified and credentialed by the
Evidence PASSEDPSQA. Numerator: Number of provider agencies that obtained annual
(Performance certification in accordance with DPSQA’sAPASSE's standards. Denominator:
Measure) Number of HCBS provider agencies reviewed.
Discovery A statistically valid sample utilizing a confidence interval with at least a 95
Activity percent confidence level and +/- 5 percent margin of error of 100% +00%-of
(Source of Data & | HCBS providers credentialed by the PASSEs will be reviewed by-PMsS-of -its
sample size) agents-during-the-annual readinessreviewby the Division of Provider Services and
Quality Assurance(DPSQA )annually-.- Without this certification, the provider
cannot enroll or continue to be enrolled in Arkansas Medicaid.
g{gﬁﬁggﬁi ties DMS and-the EQROWaiver Compliance Unit
(Agency or entity
that conducts
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discovery activities)
Requirement Requirement 3: Providers meet required qualifications.
Frequency el 5 o
Remediation
gemedla.tl:?lflt. Remediation associated with provider credential and certification that is not current
eSpONSIDIINES | ould include additional training for the PASSE, as well as remedial or corrective
(Who corrects, action, including possible recoupment of PMPM payments. Additionally, if a
analyzes, and PASSE does not pass the annual readiness review, enrollment in the PASSE may
aggregates t t 11 b d d
romediation potentially be suspended.
activities; required
timeframes for
remediation)
Frequency Data will be aggregated and reported annually.
(of Analysis and
Aggregation)
Requirement 4: Settings that meet the home and community-based setting
Requirement requirements as specified in this SPA and in accordance with 42 CFR
441.710(a)(1) and (2).
Discovery
Discovery Percentage of provider owned apartments or homes that meet the home and
Evidence community-based settings requirements.
(Performance Numeratpr: Number of provider owned apartments and homes that are reviewed by
Measure) DMS or its agents.
Denominator: Number of provider owned apartments and homes that meet the
HCBS Settings requirements in 42 CFR 441.710(a)(1) & (2).
] S Setti ; .
Discovery Review of the Settings Review Report sent to the PASSEs. The reviewed
Activity apartments or homes will be randomly selected. A typical review will consist of at
(Source of Data & least 10% of each PASSE providers’ apartments and homes_(if they own any) each
sample size) year.
Monitoring 0
Responsibilities Rl DSOS ot R o
(Agency or entity
that conducts
discovery activities)
Requirement Requirement 4: Settings meet the home and community-based setting requirements
as specified in this SPA and in accordance with 42 CFR 441.710(a)(1) and (2).
Frequency Provider owned homes and apartments will be reviewed and the report compiled
annually.
Remediation
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ggm:)(llll;tl;?l?ties The PASSE will be responsible for ensuring compliance with HCBS Settings
P requirements. If there is a pattern of deficiencies noticed by DMS or its agents,
(Who corrects, action will be taken against the PASSE, up to and including, instituting a corrective
analyzes, and action plan or sanctions pursuant to the PASSE Provider Agreement.
aggregates
remediation
activities, required
timeframes for
remediation)
Frequency Annually.
(of Analysis and
Aggregation)
. Requirement 5: The SMA retains authority and responsibility for program
Requirement operations and oversight.
Discovery
Discovery Number and percentage of policies developed must be promulgated in accordance
Evidence with the DHS agency review process and the Arkansas Administrative Procedures
(Performance Act (APA). 2.3 : c
Measure) Numerator: N}lmber of pollc?les and procedures appropriately promulgated in
accordance with agency policy and the APA;
Denominator: Number of policies and procedures promulgated. Number and
percentage of policies developed must be promulgated in accordance with the DHS
agency review process and the Arkansas Administrative Procedures Act (APA).
Numerator: Number of policies and procedures appropriately promulgated in
accordance with agency policy and the APA; Denominator: Number of policies and
procedures promulgated.
Discovery 100% of policies developed must be reviewed for compliance with the agency
Activity policy and the APA.
(Source of Data &
sample size)
Momtoqng. . DMS and-the EQROWaiver Compliance Unit
Responsibilities
(Agency or entity
that conducts
discovery activities)
Reguiremd@g Requirement 5: The SMA retains authority and responsibility for program authority
and oversight.
Frequency il and
promuleated-Annually
Remediation
geme?:a.tl:?lflt. DMSHS’s policy unit is responsible for compliance with Agency policy and with
CSPONSIDIATIES | e APA. In cases where policy or procedures were not reviewed and approved
(Who corrects, according to DHS policy, remediation includes DHS review of the policy upon
analyzes, and discovery, and approving or removing the policy.
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aggrega tes

remediation

activities; required

timeframes for

remediation)

Frequency Each policy will be reviewed for compliance with applicable DHS policy and the

(of Analysis and APA.

Aggregation)

Requirement 6: The SMA maintains financial accountability through payment of
Requirement claims for services that are authorized and furnished to 1915(i) participants
members by qualified providers.
Discovery

Discovery Number and percentage of services delivered and paid for with the PMPM as

Evidence One | specified by the member’s PCSP. Numerator: Number of provider agencies

(Performance reviewed or investigated who delivered and paid for services as specified in the

Measure) PCSP. Denominator: Total number of provider agencies reviewed or investigated.

Discovery Utilization review of a random sampling of member’s services will be conducted to

Activity One compare services delivered to the member’s PCSP.

(Source of Data & Sample will match sample pulled for PCSP review.

sample size)

Discovery Each PASSE meets its own established Medical Loss Ratio (MLR). Numerator:

Evidence Two | Number of PASSE’s that meet the MLLR; Denominator: Total number of PASSE’s

Discovery The PASSE must report its MLLR on the Benefits Expenditure Report ;-required to

Activity Two be submitted to DMS on a quarterly basis.

Monitoring =~ | /g o nd the EGRO DAABHS, DMS or the EQRO

Responsibilities

(Agency or entity

that conducts

discovery activities)

Requirement Requirement 6: The SMA maintains financial accountability through payment of
claims for services that are authorized and furnished to 1915(i) participants by
qualified providers.

Frequency Quarterly.

Remediation
gemedla.tl:?ll.lt. PMS s HBDSR-OffieeDHS’s PASSE Unit and its agents are responsible for
SpONSILITILIES oversight of the PASSE’s including review of the quarterly Beneficiary

(Who corrects, Expenditure Report, the MLR, and the utilization review.

analyzes, and

aggregates

remediation

activities; required

timeframes for

remediation)
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Frequency Data will be gathered quarterly.

(of Analysis and

Aggregation)
. Requirement 7: The state identifies, addresses, and seeks to prevent incidents of
Requirement abuse, neglect, exploitation, and unexplained death, including the use of restraints.
Discovery
Discovery Number and percentage of HCBS Provider entities that meet criteria for abuse and
Evidence neglect, including unexplained death, training for staff. Numerator: Number of
(Performance provider agencies investigated who complied with required abuse and neglect
Measure) training, including unexplained death set out in the Waiver and the PASSE
provider agreement; Denominator: Total number of provider agencies reviewed or
investigated.
Discovery During the review or investigation of PASSE Providers, DPSQA will ensure that
Activity appropriate training is in place regarding unexplained death, abuse, neglect, and

(Source of Data & explmtatlon for all PASSE Prov1ders %%ﬁ%SE—Gﬁammg—reee#ds—mﬂ—be

sample size)

Monitoring
Responsibilities

BMS-and-the EQRDPSOAODMS Waiver Compliance Unit

(Agency or entity
that conducts
discovery activities)

Requirement Requirement 7: The state identifies, addresses, and seeks to prevent incidents of
abuse, neglect, exploitation, and unexplained death, including the use of restraints.

Frequency Annually, and continuously, as needed, when a compliant complaint is received.
Remediation

Remediation DQPSA will investigate all complaints regarding unexplained death, abuse,

Responsibilities

P neglect and explmtatlon DMS—s—MSSE—m&t—aﬂd—H&agem&arHespeﬂs%}%fef

(Who corrects, o

analyzes, and

aggregates

remediation

activities; required
timeframes for
remediation)

Frequency Data will be gathered annually. -atreadiness+eviews Individual Provider training
(of Analysis and records will be reviewed at-the-time-of any-complaintinvestigationas necessary.
Aggregation)
. Requirement 7: The state identifies, addresses, and seeks to prevent incidents of
Requirement abuse, neglect, exploitation, and unexplained death, including the use of restraints.
Discovery

| Discovery | Number and percentage of PASSE Care Coordinators and HCBS
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Evidence One

Providers who reported critical incidents to DMS or DDS within required time
frames.

(Performance . L L . .

Measure) Numerator: Number of critical incidents reported within required time frames;
Denominator: Total number of critical incidents that occurred and were
reviewed.

Discovery DMS and DDS will review all the critical incident reports they receive on a

Activity One quarterly basis.

(Source of Data &
sample size)

Discovery
Evidence Two

Number and Ppercentage of HCBS Providers who adhered to PASSE policies for
the use

of restrictive interventions. Numerator: Number of HCBS providers who adhered
to PASSE policies for the use of restrictive mterventlons as documented on an

incident report®
BASSE—pel—&e&es—feHh%us&e#res%&etw&nﬁewenﬁeﬂs Denomlnator Number of

individuals for whom the provider
utilized restrictive intervention as documented on an incident report.

Discovery DMS. DPSQA and DDS will review the critical incident reports regarding the use

Activity Two of restrictive interventions and will ensure that PASSE policies were properly
implemented when restrictive intervention was used.

Discovery Number and Ppercentage of PASSE Care Coordinators and HCBS Providers who

Evidence took

Three corrective actions regarding critical incidents to protect the health and welfare of
the member. Numerator: Number of PASSE Care Coordinators and HCBS
Pr0V1ders who took correctlve actlonsN&mbeFef—eﬁﬁeaJ—metéems—repeﬁeé—W%en
aeeefé&ne%wﬁh—sm%%l\%eaié—feq&&emems—and—pehe}es Denonnnator Number
of PASSE Care Coordinators and HCBS Providers required to take protective
actions regarding critical incidents Number-oferitical-inetdentsreported:

Discovery DMS. DPSQA and DDS will review the critical incident reports received to ensure

Activity Three | that PASSE policies were adequately followed and steps were taken to ensure that
the health and welfare of the member was ensured.

Monitorin

Responsibiglities DR it s n e TR0

(Agency or entity

that conducts

discovery activities)

System Improvement
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.)

1.

Methods for Analyzing Data and Prioritizing Need for System Improvement
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By using encounter data, the State will have the ability to measure the amount of services
provided compared to what is described within the Person Centered Service Plan (PCSP) that is
required for members-individuals receiving HCBS State Plan services. The state will utilize the
encounter data to monitor services provided to determine a baseline, median and any statistical
outliers for those service costs.

Additionally, the state will monitor grievance and appeals filed with the PASSE regarding
HCBS State Plan services under the broader Quality Improvement Strategy for the 1915(b)
PASSE Waiver.

2. Roles and Responsibilities

The State will work with an External Quality Review Organizations (EQRO) to assist with
analyzing the encounter data and data provided by the PASSEs on their quarterly reports.

The State’s Beneftetary-Suppert FeamDHS PASSE team-unit will proactively monitor service

provision for individuals who are receiving 1915(i) services. Additionally, the team will review
PASSE provider credentialing and network adequacy.

3. Frequency

Encounter data will be analyzed quarterly by the State- DHS PASSE unit and annually by the
EQRO.

Network adequacy will be monitored en-an-onsoingbastsquarterly.

4. Method for Evaluating Effectiveness of System Changes

The State-DHS PASSE Unit will utilize multiple methods to evaluate the effectiveness of system
changes. These may include site reviews, contract reviews, encounter data, grievanee
repertscomplaints, and any other information that may provide a method for evaluating the
effectiveness of system changes.

Any issues with the provision of 1915(i) services that are continually uncovered may lead to
sanctions against providers or the PASSE that is responsible for access to 1915(i) services.

Fhe-DAABHS or the EQRO State-will randomly audit each PCSP that is maintained by each
PASSE to ensure compliance.
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1915(i) State plan Home and Community-Based Services

Administration and Operation

The state implements the optional 1915(i) State plan Home and Community-Based Services (HCBS) benefit
For elderly and disabled individuals as set forth below.

1. Servi

ces. (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in

Attachment 4.19-B):

Partial Hospitalization; Adult Rehabilitative Day Treatment; Supportiveed Employment; Supportive Housing;
Adult _Life Skills Development; Therapeutic Communities; Peer Support; Respite; Crisis Stabilization and

Inter

vention; Assertive Community Treatment; and Aftercare Recovery Support

2. Conc

urrent Operation with Other Programs. (Indicate whether this benefit will operate

concurrently with another Medicaid authority):

Select one:

X Not applicable

x | Applicable

Check the applicable authority or authorities:

Services furnished under the provisions of §1915(a)(1)(a) of the Act. The State contracts with
a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s) (PIHP) or
prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the
delivery of 1915(i) State plan HCBS. Participants may voluntarily elect to receive waiver and
other services through such MCOs or prepaid health plans. Contracts with these health plans are
on file at the State Medicaid agency. Specify:
(a) the MCOs and/or health plans that furnish services under the provisions of §1915(a)(1);
(b) the geographic areas served by these plans;
(c) the specific 1915(i) State plan HCBS furnished by these plans;
(d) how payments are made to the health plans, and
(e) whether the 1915(a) contract has been submitted or previously approved.

X Waiver(s) authorized under §1915(b) of the Act
Specifythe§1915(b) waiver program and indicate whether a §1915(b) waiver application has been
submitted or previously approved:

Sp cify the §1915(b) authorities under which this program operates (check each that applies):
§1915(b)(1) (mandated enrollment to §1915(b)(3) (employ cost savings to furnish
managed care) additional services)

§1915(b)(2) (central broker) X §1915(b)(4) (selective contracting/limit
number of providers)
A program operated under §1932(a) of the Act.
Specify the nature of the State Plan benefit and indicate whether the State Plan Amendment has
been submitted or previously approved:
% | A program authorized under §1115 of the Act. Specify the program: Askansas-Werks
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3. State Medicaid Agency (SMA) Line of Authority for Operating the State plan HCBS. Benefit-(Select one):

X | The State plan HCBS benefit is operated by the SMA. Specify the SMA division/unit that has
line authority for the operation of the program (select one):

X | The Medical Assistance Unit (name of unit): | The Division of Medical Services (DMS)

Another division/unit within the SMA that is separate from the Medical Assistance Unit

(name of division/unit)
This includes
administrations/divisions
under the umbrella
agency that have been
identified as the Single
State Medicaid Agency.

The State plan HCBS benefit is operated by (name of agency)
DAABHS

a separate agency of the state that is not a division/unit of the Medicaid agency. In accordance
with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the
administration and supervision of the State plan HCBS benefit and issues policies; rules and
regulations related to the State plan HCBS benefit. The interagency agreement or memorandum
of understanding that sets forth the authority.and arrangements for this delegation of authority is
available through the Medicaid agency to.CMS upon request.

[»

4. Distribution of State plan HCBS Operational and Administrative Functions.

M (By checking this box the state assures that): When the Medicaid agency does not directly conduct an
administrative function, it supervises the performance of the function and establishes and/or approves
policies that affect the function.”All functions not performed directly by the Medicaid agency must be
delegated in writing and monitored by the Medicaid Agency. When a function is performed by an
agency/entity other than the Medicaid agency, the agency/entity performing that function does not substitute
its own judgment for that of the Medicaid agency with respect to the application of policies, rules and
regulations. Furthermore, the Medicaid Agency assures that it maintains accountability for the performance
of any operational, contractual; or local regional entities. In the following table, specify the entity or entities
that have responsibility for conducting each of the operational and administrative functions listed (check
each that applies):.

Check all agencies and/or entities that perform each function):

Medicaid OtherState | contracted Local
. Agency Operating Entity Non- State
Function Agency Entity
1. Individual State plan HCBS enrollment ™M
2. Eligibility evaluation 4]
3. Review of participant service plans ! ™
4. Prior authorization of State plan HCBS o %]
5. Utilization management o |
6. Qualified provider enrollment o
7. Execution of Medicaid provider 7
agreement
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8. Establishment of a consistent rate
methodology for each State plan o |
HCBS

9. Rules, policies, procedures, and
information development governing %}
the State plan HCBS benefit

10. Quality assurance and quality 7 ¥
improvement activities

(Specify, as numbered above, the agencies/entities (other than the SMA) that perform each function):

The State contracted vendor will assist with 3, 4, 5 and 10.

The contracted actuary will assist with 8.

(By checking the following boxes the State assures that):

5. M Conflict of Interest Standards. The state assures the independence of persons performing
evaluations, assessments, and plans of care. Written conflict of interest standards ensure, at a minimum,
that persons performing these functions are not:

related by blood or marriage to the individual, or any paid caregiver of the individual

e financially responsible for the individual

e ecmpowered to make financial or health-related decisions on behalf of the individual

e providers of State plan HCBS for the individual, or those who have interest in or are employed by

a provider of State plantHCBS; except, at the option of the state, when providers are given
responsibility to perform assessments and plans of care because such individuals are the only
willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. (If the state chooses this option, specify the conflict of interest protections the state
will implement):

6. M Fair Hearings and Appeals. The state assures that individuals have opportunities for fair hearings
and appeals in accordance with'42 CFR 431 Subpart E.

7. © No FFP for Room and Board. The state has methodology to prevent claims for Federal financial
participation for room and board in State plan HCBS.

8. < M Non-duplication of services. State plan HCBS will not be provided to an individual at the same time
as another service that is the same in nature and scope regardless of source, including Federal, state, local,
and private entities. For habilitation services, the state includes within the record of each individual an
explanation that these services do not include special education and related services defined in the
Individuals with Disabilities Education Improvement Act of 2004 that otherwise are available to the
individual through a local education agency, or vocational rehabilitation services that otherwise are
available to the individual through a program funded under §110 of the Rehabilitation Act of 1973.
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Number Served

1. Projected Number of Unduplicated Individuals To Be Served Annually.
(Specify for year one. Years 2-5 optional):

Annual Period | From To Projected Number of Participants
Jan-April 1 Dee—31+March
Year 1 ’ 2000
cat 202249 31, 2023, 2619 ol
Year 2 Jan— Dee—34;
2020April 1, |[2626March
2023 31, 2024
Year 3 Jan—t Dee—34;
2021 April 1, March
2024 31,2025
Year 4 T ' Dee 2
2022 Aprill, March
2025 31,2026
Year 5 Jan—s Dee34;
2023April 1, [2623March
2026 31,2027

2. ™ Annual Reporting. (By checking this box the state agrees to): annually report the actual number of
unduplicated individuals served and the estimated number of individuals for the following year.

Financial Eligibility

1. M Medicaid Eligible. (By checking this box the state assures that): Individuals receiving State plan
HCBS are included in an eligibility group that is covered under the State’s Medicaid Plan and have
income that does not exceed 150% of the Federal Poverty Line (FPL). (This election does not include the
optional categorically needy eligibility group specified at §1902(a)(10)(A)(11)(XXII) of the Social
Security Act. States that want to adopt the §1902(a)(10)(A)(1i)(XXII) eligibility category make the
election in Attachment 2.2-A of the state Medicaid plan.)

2. Medically Needy (Select one):
O The State does not provide State plan HCBS to the medically needy.

M The State provides State plan HCBS to the medically needy. (Select one):

O The state elects to disregard the requirements section of 1902(a)(10)(C)(1)(III) of the
Social Security Act relating to community income and resource rules for the medically
needy. When a state makes this election, individuals who qualify as medically needy on
the basis of this election receive only 1915(i) services.

M The state does not elect to disregard the requirements at section 1902(a)(10)(C)(i)(IIT) of
the Social Security Act.
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Evaluation/Reevaluation of Eligibility

1. Responsibility for Performing Evaluations / Reevaluations. Eligibility for the State plan HCBS benefit
must be determined through an independent evaluation of each individual). Independent
evaluations/reevaluations to determine whether applicants are eligible for the State plan HCBS benefit are
performed (Select one):

Directly by the Medicaid agency

X | By Other (specify State agency or entity under contract with the State Medicaid agency):

Evaluations and re-evaluations are conducted by DHS’s third-party-centractorcontracted vendor
who completes the independent assessment. Eligibility is determined by BMS-using the results of
the independent_

assessment and the client’sindividual’s diagnosises.

2. Qualifications of Individuals Performing Evaluation/Reevaluation. The independent evaluation is
performed by an agent that is independent and qualifieds There are qualifications (that-are reasonably
related to performing evaluations) for the individual-client responsible for evaluation/reevaluation of
needs-based eligibility for State plan HCBS. (Specify qualifications):

For the behavioral health population, the assessor must have:
a. Bachelor’s Degree (in any subject) or be a registered-nurse,
b. One (1) year of experience with mental health populations.

3. Process for Performing Evaluation/Reevaluation. Describe the process for evaluating whether
clientsindividuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to
make this determination. If the reevaluation process-differs from the evaluation process, describe the
differences:

Behavioral Health clients:

1) Must have a documented behavioral health diagnosis, made by a physietanphysician/APRN,
and contained in the client’sindividaal’s medical record; and

2) Must have been determined a Tier 2 or Tier 3 by the independent assessment of functional need related to
diagnosis.

Behavioral health clients mustundergo the Independent Assessment and be determined a Tier 2 or Tier 3
annually.

Clientstndividuals are referred for the independent assessment based upon their current diagnosis and
utilization of services. After completion of the independent assessment of functional need, DAABHSBMS
makes the eligibility determination-designation for all clients based on the results of the independent
assessment and the individual’s diagnosis_contained in his or her medical record. Eligibility is re-evaluated
on an annual basis.=Reassessments may be conducted in person or through the use of interactive video
that is recorded with the permission of the client or telephonically that is recorded with the permission
of the client and the approval of the respective DHS program staff.

4. M Reevaluation Schedule. (By checking this box the state assures that): Needs-based eligibility
reevaluations are conducted at least every twelve months.
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5. [ Needs-based HCBS Eligibility Criteria. (By checking this box the state assures that): Needs-based
criteria are used to evaluate and reevaluate whether an individual is eligible for State plan HCBS.

The criteria take into account the client’sindividual’s support needs, and may include other risk factors:
(Specifythe needs-based criteria):

After medical eligibility has been determined through diagnosis, the following needs-based criteria is used:

For-the behavioral-health-population—The client must receive a Tier 2, Tier 3 or Tier4 on the functional
assessmentfor HCBS behavioral health services.Theindividualmustrecerve-a-Tier 2-or Tier3-on-the-
functional-assessmentfor HCBS behavioral-health-services.

1915(i) services must be appropriate to address the individuals identified functional deficits due to their
behavioral health diagnosis or developmental or intellectual disabilities.

Measurement is completed through an assessment of functional deficit through an-face-te—faee evaluation of the
client-benefietary and ;-caregiver report. The assessment measures the benefietary>s-client’s behavior in
psychosocial sub-domains and intervention domain that evaluates the level of intervention necessary to managed_
behaviors as well as required supports to maintain clientbenefietary in home and community settings.

The domains are: adaptive, personal/social, communication, motor, and cognitive. The functional assessment
takes into account the client’sindividuals>ability to provide his or her own support, as well as other natural
support systems, as well as the level of need to accomplish ADLs and IADLs.

1915(i) services must be appropriate to address the client’sindividuals identified functional deficits due to their
behavioral health diagnosis.-er-developmental-orinteHeetnal disabilities:

6. [ Needs-based Institutional and Waiver Criteria. (By checking this box the state assures that):
There are needs-based criteria for receipt of institutional services and participation in certain waivers that
are more stringent than the criteria above for receipt of State plan HCBS. If the state has revised
institutional level of care to reflect more stringent needs-based criteria, clientsindividuals receiving
institutionalservices and participating in certain waivers on the date that more stringent criteria become
effective are exempt from the new criteria until such time as they no longer require that level of care.
(Complete chartbelow to summarize the needs-based criteria for State Plan HCBS and corresponding
more-stringent criteria for each of the following institutions):

State plan HCBS needs- | NF (& NF LOC** ICF/IID (& ICF/IID Applicable Hospital* (&
based eligibility criteria | waivers) LOC waivers) Hospital LOC waivers)
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For the behavioral health
population: The
individual-client must
receive a Tier 2 or Tier 3
on the functional
assessment for HCBS
behavioral health
services. To receive at
least a Tier 2, the
clientindividual must
have difficulties with
certain behaviors that
require a full array of
non- residential services
to help with functioning
in home and community-
based settings and
moving towards recovery.|three (3) activities of daily
Behaviors assessed
include manic, psychotic, |transferring/locomotion,
aggressive, destructive,
and other socially
unacceptable behaviors.

Must meet at least one of
the following three criteria
as determined by a licensed
medical professional:

1. The clientindividual is
unableto perform either of
the following: A. At least
one

(1) of the three (3) activities
of daily living (ADLs) of
transferring/locomotion,
eating or toileting without
extensive assistance from or
total dependence upon
another person; or,

B. At least two (2) of the
living (ADLs) of

eating or toileting without
limited assistance from
another person; or,

1)

2)

Diagnosis of
developmental
disability that
originated prior to age
of 22;

The disability has
continued or is
expected to continue
indefinitely; and

The disability
constitutes a
substantial handicap to
the person’s ability to
function without
appropriate support
services, including but
not limited to, daily
living and social
activities, medical
services, physical
therapy, speech
therapy, occupational
therapy, job training

There must be a written
certification of need (CON)
that states that a clienta-
individualis or was in need
of inpatient psychiatric
services. The certification
must be made at the time of
admission, or if an client
individaal-applies for
Medicaid while in the
facility, the certification
must be made before
Medicaid authorizes
payment.

Tests and evaluations used
to certify need cannot be
more than one (1) year
old. All histories and
information used to certify
need must have been
compiled within the year
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The domains are:
adaptive, personal/social,
communication, motor,
and cognitive. The
functional assessment
takes into account the
clientindividuals’ ability
to provide his or her own
support, as well as other
natural support systems,
as well as the level of
need to accomplish ADLs
and IADLs.

1915(i) services must be
appropriate to address the
clientindividual’s
identified functional
deficits due to their
behavioral health
diagnosis.

2. The clientindividual has
a primary or secondary
diagnosis of Alzheimer's
disease or related dementia
and is cognitively impaired
S0 as to require substantial
supervision from another
clientindividual because he
or sheengages in
inappropriate behaviors
which pose serious health or
safety hazards to himself or
others; or,

3. The clientindividual has
a diagnosed medical
condition which requires
monitoring or assessment at
least once a day by a
licensed medical
professional and the
condition, if untreated,
would be life-threatening.

4. No clientindividual who
is otherwise eligible for
waiver services shall have
his or her eligibility denied
or terminated solely as the
result of a disqualifying
episodic medical condition
or disqualifying episodic
change of medical condition
which is temporary and
expected to last no more
than twenty-one (21) days.
However, that
clientindividual shall not
receive waiver services or
benefits when subject to a
condition or change of
condition which would
render the clientindividual
ineligible if expected to last
more than twenty-one (21)
days.

and employment.
Must also be in need of and
able to benefit from active
treatment and unable to
access appropriate services
in a less restrictive setting.

prior to the CON.

In compliance with 42 CFR
441.152, the facility-based
and independent CON
teams must certify that:

A. Ambulatory care
resources available in the
community do not meet

the treatment needs of
the clientbeneficiary;

B.Proper treatment ofthe
beneficiary’s-client’s
psychiatric condition
requires inpatient
services under the
direction of a physician
and

C.The services can be
reasonably expected to
prevent further
regression or to improve
the Benelieias
client’s condition so
that the services will no
longer be needed.

Specifically, a physician
must make a medical
necessity determination
that services must be
provided in a hospital
setting because the client
cannot safely remain in the
community setting.

*Long Term Care/Chronic Care Hospital

**LOC= level of care

M Target Group(s). The state elects to target this 1915(i) State plan HCBS benefit to a specific
population based on age, disability, diagnosis, and/or eligibility group. With this election, the state will
operate this program for a period of 5 years. At least 90 days prior to the end of this 5-year period, the
state may request CMS renewal of this benefit for additional 5-year terms in accordance with
1915(@)(7)(C) and 42 CFR 441.710(e)(2). (Specify target group(s)):

The State will target this 1915(i) State plan HCBS benefit to clientsindividuals in the following

eligibilitygroups:
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1.) Clientstadividuals who qualify for Medicaid through spend-down eligibility.

The 1915(i) State plan HCBS benefit is targeted to individualss-clients with a behavioral health
diagnosis whohave high needs as indicated on a functional assessment.

O Option for Phase-in of Services and Eligibility. If the state elects to target this 1915(i) State plan HCBS
benefit, it may limit the enrollment of clientindividuals or the provision of services to enrolled individuals_in
accordance with 1915(i)(7)(B)(ii) and 42 CFR 441.745(a)(2)(ii) based upon criteria described in a phase-in
plan, subject to CMS approval. At a minimum, the phase-in plan must describe: (1) the criteria used to limit
enrollment or service delivery; (2) the rationale for phasing-in services and/or eligibility; and (3) timelines
and benchmarks to ensure that the benefit is available statewide to all eligible clientsindividuals within the
initial 5-year approval. (Specify the phase-in plan):

(By checking the following box the State assures that):

8.

MAdjustment Authority. The state will notify CMS and the public at least 60 days before exercising
the option to modify needs-based eligibility criteria in accord with 1915(i)(1)(D)(ii).

Reasonable Indication of Need for Services. In order for an clientindividual to be determined
to need_the 1915(i) State plan HCBS benefit, aclienta-individual must require: (a) the provision of
at least one 1915(i) service, as documented in the person-centered service plan, and (b) the
provision of 1915(i) services at least monthly or, if the need for services is less than monthly, the
clientpartieipant requires regular monthly monitoring which must be documented in the person-
centered service plan. Specify_the state’s policies concerning the reasonable indication of the need
for 1915(i) State plan HCBS:

Minimum number of services.

The minimum-number of 1915(i) State plan services (one or more) that a_clienta-
individaal mustrequire in order to be determined to need the 1915(i) State plan HCBS
benefit is. One.

ii. | Frequency of services. The state requires (select one):

X | The provision of 1915(i) services at least monthly

Monthly monitoring of the individual when services are furnished on a less than monthly
basis

If the state also requires a minimum frequency for the provision of 1915(i) services other than
monthly (e.g., quarterly), specify the frequency:
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Home and Community-Based Settings

(By checking the following box the State assures that):

1. [ Home and Community-Based Settings. The State plan HCBS benefit will be furnished to
clientindividuals who reside and receive HCBS in their home or in the community, not in an
institution.

The 1915(i) service settings are fully compliant with the home and community-based settings rule or are covered

under the statewide transition plan under another authority where they have beén in operation before March of
2014.

The state assures that this State Plan amendment or renewal will be subject to any provisions or requirements
included in the state's most recent and/or approved home and community-based settings Statewide Transition

Plan. The state will implement any CMCS required changes by the end of the transition period as outlined in the
home and community-based settings Statewide Transition Plan.
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Person-Centered Planning & Service Delivery

(By checking the following boxes the state assures that):
1. M There is an independent assessment of clientsindividuals determined to be eligible for the State plan
HCBSbenefit. The assessment meets federal requirements at 42 CFR §441.720.

2. M Based on the independent assessment, there is a person-centered service plan for each clientindividual
determined to be eligible for the State plan HCBS benefit. The person-centered service plan is developed
using a person-centered service planning process in accordance with 42 CFR §441.725(a), and the written
person-centered service plan meets federal requirements at 42 CFR §441.725(b).

3. M The person-centered service plan is reviewed, and revised upon reassessment of functional need as
required under 42 CFR §441.720, at least every 12 months, when the clientindividual’s circumstances or
needs_change significantly, and at the request of the clientindividual.

4. Responsibility for Face-to-Face Assessment of an Individual’s Support Needs and Capabilities.
There are educational/professional qualifications (that are reasonably related to performing assessments) of
the clientsindividuals who will be responsible for conducting the independent assessment, including
specific training in assessment of clientindividuals with need for HCBS. (Specify qualifications):

For the behavioral health population, the assessor must have:
a. Bachelor’s Degree (in any subject) or-be a registered nurse,
b. One (1) year of experience with mental health populations.

5. Responsibility for Development of Person-Centered Service Plan. There are qualifications (that are
reasonably related to developing service plans) for persons responsible for the development of the
individualized, person-centered service plan. (Specify qualifications):

Allowable practitioners that can develop the PCSP/Treatment Plan are:

e Independently Licensed Clinicians (Master’s/Doctoral)
e Non-independently Licensed Clinicians (Master’s/Doctoral)
e Advanced Practice Nurse (APN)

e Physician

Tadividuals-Clients who complete the PCSP/Treatment Plan are not allowed to perform HCBS
services allowed under this 1915(i) authority. Arkansas Medicaid requires that the performing
provider (orindividual who has clinical responsibility of the services provided) is indicated on
claims when submitting billing.

6. Supporting the Participant in Development of Person-Centered Service Plan. Supports and
information are made available to the participant (and/or the additional parties specified, as appropriate) to
direct and be actively engaged in the person-centered service plan development process. (Specify: (a) the
supports and information made available, and (b) the participants-client’s authority to determine who is
includedin the process):

During the development of the Person-Centered Service Plan/Treatment Plan for the individual,
everyone in attendance is responsiblefor supporting and encouraging the client member to express their
wants and desires and to incorporate them into the PCSP/Treatment Plan_ when possible.
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The PCSP Treatment Plan is a plan developed in cooperation with the benefietary-client to deliver
specific mental health services to restore, improve, or stabilize the benefietary's-client’s mental health
condition. The Plan must bebased on individualized service needs as identified in the completed Mental
Health Diagnosis, independent assessment, and independent care plan. The Plan must include goals for
the medically necessary treatment of identified problems, symptoms and mental health conditions. The
Plan must identify individuals or treatment teams responsible for treatment, specific treatment modalities
prescribed for the clientbenefietary, and time limitations for services. The plan must be congruent with
the age and abilities of the beneficiaryclient, elientperson-centered and strength-based; with emphasis on
needs as identified by theéeneficiary client and demonstrate cultural competence.

7. Informed Choice of Providers. (Describe how participants are assisted in obtaining information about
and selecting from among qualified providers of the 1915(i) services in the person-centered serviceplan):

Each participant has the option of choosing their 1915(i) State plan service provider. If, at any point
during the course of treatment, the current provider cannot meet the needs of the participant, they must
inform the participant as well as their Primary Care Physician / Person Centered Medical Home

8. Process for Making Person-Centered Service Plan Subject to the Approval of the Medicaid Agency.
(Describe the process by which the person-centered service plan is made subject to the approval of the
Medicaid agency):
The PCSP/Treatment plan is a plan developed in cooperation with the clientbenefietary (or parent or guardian if
under 18) to deliver specific mental health services to restore, improve, or stabilize the
elient’ssbeneficiary'sclient’s -mental health condition. The PCSP/Treatment plan must be based on individualized
service needs as 1dent1ﬁed in the completed_ Mental Health Dlagn051s 1ndependent assessment, and independent
care plan. FhePlanm : et Be - S e ¥ :

e PCSP/Treatment plans w111 be s1gned by all

1nd1v1duals 1nv01ved in the creation_ of the treatment plan the clientbenefieiary (or signature of
parent/guardian/custodian if under age of 18), and the physician responsible for treating the mental health issue.
Plans should be updated annually, when a significant change in circumstances or need occurs, and/or when
the client requests, whichever is most frequent.

DMS or it’s contracted vendor, on'an ongoing basis, will provide for a retrospective/retroactive review process of
PCSP/Treatment plans to ensure plans have been developed in accordance with applicable policies and procedures,
| that plans ensure the health and welfare of the_client-member, and for financial and utilization components.

9./ Maintenance of Person-Centered Service Plan Forms. Written copies or electronic facsimiles of service
plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53. Service plans are
maintained by the following (check each that applies):

Medicaid Agency | X ‘ Operating Agency | ‘ Case Manager
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Services

1.  State plan HCBS. (Complete the following table for each service. Copy table as needed):

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Supportiveed Employment

Service Definition (Scope):

Supportiveed Employment is designed to help clients benefieiaries-acquire and keep meaningful jobs in
a competitive job market. The service actively facilitates job acquisition by sending staff to accompany
clientsbenefieiaries on interviews and providing ongoing support and/or on-the-job training once the
clientberefieiary is employed. This service replaces traditional vocational approaches that provide
intermediate work experiences (prevocational work units, transitional employment, or sheltered
workshops), which tend to isolate beneficiaries-clients from mainstream society.

Supportiveed employment services are individualized and may include any combination of the
following services: vocational/job-related discovery or assessment, person-centered employment
planning, job placement, job development, negotiation with prospective employers, job analysis, job
carving, trainingand systematic instruction, job coaching, benefits and work-incentives planning and
management, assetdevelopment and career advancement services. Other workplace support services
including services notspecifically related to job skill training that enable the client waiverparticipant to
be successful in integrating into the job setting.

Services may be provided in integrated community work settings in the general workforce. Services
may be provided in the home when provided to establish home-based self-employment. Services may
be provided in either a small group setting or on an individual basis.

Transportation is not included in the rate for this service.

Supportiveed employment must be competitive, meaning that wages must be at or above the State’s
minimum wage or at or above the customary wage and level of benefits paid by the employer for the
same or similar work.

Service settings may vary depending on individual need and level of community integration, and may

include the benefietarys-client’s home.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

M Categorically needy (specify limits):
Quarterly Maximum of Units: 60

]

Medically needy (specify limits):
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Quarterly Maximum of Units: 60

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):
Behavioral Health [N/A Certified by the Arkansas e Enrolled as a Behavioral Health
Agency Department of Human Agency or Community Support
Or Services, Division of Provider System Provider (CSSP) in
ICommunity Servicesand Quality Assurance Arkansas Medicaid
Support System e Cannot be on the National or State
Provider (CSSP) Excluded Provider List.

Individuals who perform 1915(i) Adult
Behavioral Health Services for
Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the following

1. Qualified Behavioral Health Provider —
non-degreed

2. Qualified Behavioral Health Provider —
Bachelors

3. Registered Nurse — (Must be licensed asa
RN in the State of Arkansas)

34. Community Support Staff

All performing providers must have
successfully complete and document course
of initial training and annual re- training
sufficient to perform all tasks assigned by th
mental health professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows asneeded):

Provider Type
(Specify):

Entity Responsible for Verification

(Specify)-

Frequency of Verification

(Specify):
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Behavioral Health |Department of Human Services, Division of Behavioral Health

Agency Provider Services and Quality Assurance Agencies and CSSP

g Iprovidersmust be re-

Community certified every 3_years as

Support System well as maintain national

Provider (CSSP) accreditation.

Behavioral Health Agencies
are required to have yearly
on-site inspections of care
(IOCs).10Cs are also
conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):

Participant-directed M Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Adult Rehabilitation Day Treatment

Service Definition (Scope):
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A continuum of care provided to recovering clientsmembers living in the community based on their
level ofneed. This service includes educating and assisting the clientsmembers with accessing supports
and servicesneeded. The service assists recovering_clients-mesbers to direct their resources and
support systems.

Activities include training to assist the_clients-member to improve employability, and to successfully
adapt andadjust to a particular environment. Adult rehabilitation day treatment includes training and
assistance tolive in and maintain a household of their choosing in the community. In addition, activities
can include transitional services to assist clientsmembers after receiving a higher level of care. The
goal of this service is to promote and maintain community integration.

Adult rehabilitative day treatment is an array of face-to-face rehabilitative day activities providing a
preplanned and structured group program for identified client’smembers that are aimed at long-term
recovery and maximization of self-sufficiency. These rehabilitative day activities are person and
family centered, recovery based, culturally competent, and provided needed accommodation for any
disability. These activities must also have measurable outcomes directly related to the
clientsbeneficiary’s treatment plan. Day treatment activities assist the beneficiary with compensating
for or eliminating functional deficits and interpersonal and/or environmental barriers associated with
their chronic mental illness.

The intent of these services is to restore the fullest possible integration of the clientbeneficiary as an
active and productive member of his or her family, social and work community and/or culture with the
least amount of ongoing professional intervention. Skills addressed may include: emotional skills, such
as coping with stress, anxiety or anger; behavioral skills, such as proper use of medications,
appropriate social interactions and managing overt expression of symptoms like delusions or
hallucinations; daily living and self-care skills, such as personal care and hygiene, money management,
and daily structure/use of time; cognitive skills, such as problem solving, understanding illness and
symptoms and reframing; community integration skills and any similar skills required to implement
the clientmember’s behavioral health treatment plan. Meals and transportation are not included in the
rate for Adult Rehabilitation Day Treatment.

Adult rehabilitation day treatment can occur in a variety of clinical settings for adults, similar to adult
day cares or adult day clinics.

All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordance
with 1905(r) of the Social Security Act.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

o Categorically needy (specify limits):

Staff to member-client ratio: 1:15 maximum

Daily Maximum of Units: 6
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Quarterly Maximum of Units: 90

v Medically needy (specify limits):
Staff to member-client ratio: 1:15

maximumDaily Maximum of Units: 6

Quarterly Maximum of Units: 90

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):
Behavioral Health [N/A Certified by the e Enrolled as a Behavioral Health
[Agency [Arkansas Agency or Community
Q Department of Support System Provider
Community [Human Services, (CSSP) in Arkansas Medicaid
Support System Division of e Cannot be on the National or State
Provider (CSSP) Provider Services Excluded Provider List.
(enhanced level) and Quality

Assurance Individuals who perform 1915(i) Adult

Behavioral Health Services for
Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the
following:

1. Qualified Behavioral Health Provider —
non-degreed

2. Qualified Behavioral Health Provider —
Bachelors

3. Registered Nurse — (Must be licensed as
an RN in the State of Arkansas)

Community Support Staff
3-

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks
assigned by the mental health professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as
needed):
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Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Behavioral Health |[Department of Human Services, Division of Behavioral Health Agencies
Agency Provider Services and Quality Assurance and CSSP Providers
|[Community must be re-certified every 3
Support System years as well as maintain
Provider (CSSP) national accreditation.

Behavioral Health Agencies
are required to have yearly
on-site inspections of care
(IO0Cs).10Cs are also
conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):

I Participant-directed M. Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Adult Skills Development

Service Definition (Scope):

Adult Skills Development services are designed to assist benefieiaries-clients in acquiring the skills
needed tosupport an independent lifestyle and promote an improved sense of self-worth. Life skills
training is designed to assist in setting and achieving goals, learning independent living skills,
demonstrate accountability, and making goal-directed decisions related to independent living (i.e.,
resource and medication management, self-care, household maintenance, health, wellness and
nutrition).

Service settings may vary depending on individual need and level of community integration; and may
include the clientbenefieiary’s home. Services delivered in the home are intended to foster
independence in the community setting and may include training in menu planning, food preparation,
housekeeping and _laundry, money management, budgeting, following a medication regimen, and
interacting with the criminal justice system.

Adult Skills Development can occur in following:
o The individuals-client’s home;
e In community settings such as school, work, church, stores, or parks; and
e In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

Transportation is not included in the rate for this service.

All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordance
with 1905(r) of the Social Security Act.

Additional needs-based criteria for receiving the service, if applicable (specify):
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related to sufficiency of services.
(Choose each that applies):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions

M Categorically needy (specify limits):

Daily Maximum of Units: 8

Y early Maximum of Units: 292

M Medically needy (specify limits):

Daily Maximum of Units: 8

Y early Maximum of Units: 292

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral Health |[N/A Certified by the 1. Enrolled as a
Agency Arkansas Behavioral Health
g Department of Agency or
Community Human Services, Community
Support System Division of Support System
Provider (CSSP) Provider Services Provider in
and Quality Arkansas
[Assurance Medicaid

2. Cannot be on the
National or State
Excluded Provider
List.

Individuals who perform 1915(i) Adult
Behavioral Health Services for
Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the
following:

3. Qualified Behavioral
Health Provider —non-
degreed

4. Qualified Behavioral
Health Provider —
Bachelors

5. Registered Nurse — (Must
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be licensed asan RN in
the State of Arkansas)

6. Community Support
Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks

assigned by the mental health professional.
+

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Behavioral Health |Department of Human Services, Division of Behavioral Health Agencies
[Agency Provider Services and Quality Assurance and CSSP Providers
IQ must be re-certified every 3
Community years as well as maintain
Support System national accreditation.
Provider (CSSP) Behavioral Health Agencies

are required to have yearly

on-site inspections of care
(I0Cs). 10Cs are also
conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):

I Participant-directed

M Provider managed
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Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Partial Hospitalization

Service Definition (Scope):

Partial Hospitalization is an intensive nonresidential, therapeutic treatment program. It can be used as an
alternative to and/or a step-down service from inpatient residential treatment or to stabilize a deteriorating
condition and avert hospitalization. The program provides clinical treatment services in a stable
environment on a level equal to an inpatient program, but on a less than 24-hour basis. The environment at
this level of treatment is highly structured and should maintain a staff-to-patient ratio of _no more than 1:5
to ensure necessary therapeutic services and professional monitoring, control, and protection. This service
shall include at a minimum:; intake, individual therapy, group therapy, and psychoeducation.

Partial Hospitalization shall be at a minimum of (5) five hours per day, of which 90 minutes must be a
documented service provided by a Mental Health Professional. If a clientbenefieiary receives other services
during the week but also receives Partial Hospitalization, the benefieiary-client must receive, at a
minimum, 20 documented hours of services on no less than (4) four days in that week.

Partial Hospitalization can occur in a variety of clinical settings for adults, similar to adult day cares or adult
day clinics. All Partial Hospitalization sites must be certified by the Division of Provider Servicesand
Quality Assurance as a Partial Hospitalization Provider.

All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordancewith
1905(r) of the Social Security Act.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope than
those services available to a medically needy recipient, and services must be equal for any individual
within a group. States must also separately address standard state plan service questions related to
sufficiency of services.

(Choose each that applies):
]

Categorically needy (specify limits):
Yearly Maximum of Units: 40

A provider may not bill for any other services on the same date of service.

M Medically needy. (specify limits):
Yearly Maximum of Units: 40

A provider may not bill for any other services on the same date of service.

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):
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Behavioral Health [N/A Certified by the e Enrolled as a Behavioral Health
Agency or CSSP Arkansas Agency or CSSP Provider in
Provider Department of Arkansas Medicaid
Human Services, | e Certified by the Division of Provider
Division of Services and Quality Assurance as a
Provider Services Partial Hospitalization Provider.
and Quality e (Cannot be on the National or State
Assurance Excluded Provider List.

Individuals who perform 1915(i) Adult
Behavioral Health Services for Community
Independence Behavioral Health Services must
be a mental health professional or work under
the direct supervision of a mental health
professional

Allowable performing providers under the
direct supervision of a mental health
professional providing 1915(1) Adult
Behavioral Health Services for Community
Independence are the following:

1. Qualified Behavioral Health Provider —non-
degreed

2. Qualified Behavioral Health Provider —
Bachelors

3. Registered Nurse — (Must be licensed asan
RN in the State of Arkansas)

4. Community Support Staff

All performing providers under the direct
supervision of a mental health professional
must have successfully complete and document
courses of initial training and annual re-training
sufficient to perform all tasks assigned by the
mental health professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Behavioral Health |Department of Human Services, Division of Behavioral Health Agencies
lAgency or CSSP  |Provider Services and Quality Assurance and CSSP Providers
Provider must be re-certified every 3

years as well as maintain

national accreditation.

Behavioral Health Agencies

are required to have yearlyon-

site inspections of care

(I0Cs). 10Cs are also conducted
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when a complaint is filed.

Service Delivery Method. (Check each that applies):

Participant-directed M Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment4.19-B that the
state plans to cover):

Service Title: | Therapeutic Communities

Service Definition (Scope):

A setting that emphasizes the integration of the_client-#erber within his or her community; progress is
measured within the context of that community’s expectation. Therapeutic Communities are highly
structured environments or continuums of care in which the primary goals are the treatment of
behavioral health needs and the fostering of personal growth leading to personal accountability.
Services address the broad range of needs identified by the clientmember on their treatment
planPCSP/treatment plan. Therapeutic Communities employ community-imposed consequences and
earned privileges as part of the recovery and growth process. These consequences and privileges are
decided upon by the individualclientsbenrefieiaries living in the community. In addition to daily
seminars, group counseling, and individual activities, the persons served are assigned responsibilities
within the community setting. Participants and staff clients-members act as facilitators, emphasizing
self-improvement.

Therapeutic Communities services may be provided in_a provider-owned apartment or home, or
in aprovider-owned facility with fewer than 16 beds.

All medically necessary 1905(a) services are covered for EPSDT eligible individuals in accordance
with 1905(r) of the Social Security Act.

Additional needs-based criteria for receiving the.service, if applicable (specify):

Specify limits (if any) on the:amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):

M Categorically needy (specify limits):

None.

A provider may not bill for any other services on the same date of service.

Medically needy (specify limits):

None.

A provider may not bill for any other services on the same date of service.

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
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Behavioral Health
Agency

Or

Iammunity
Support System
Provider (CSSP)
(enhanced level)

IN/A Certified by the
Arkansas
Department of
[Human Services,
Division of
Provider Services
and Quality
[Assurance

e Enrolled as a Behavioral Health
Agency or Community
Support System Provider in
Arkansas Medicaid

e Certified by the Division of Provider
Services and Quality Assurance as a
Therapeutic Communities Provider.

e (Cannot be on the National or State
Excluded Provider List.

Individuals who perform 1915(i) Adult
Behavioral Health Services for
Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the
following:

1. Qualified Behavioral Health Provider —
non-degreed

2. Qualified Behavioral Health Provider —
Bachelors

3. Registered Nurse — (Must be licensed as
an RN in the State of Arkansas)

4.Community Support Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks

assigned by the mental health professional.
[ ]

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Behavioral Health |Department of Human Services, Division of Behavioral Health Agencies.
[Agency Provider Services and Quality Assurance and CSSP provider must
|[Community be re-certified every 3years
Support System as well as maintain national
Provider accreditation.

Behavioral Health Agencies
are required to have yearly
on-site inspections of care
(I0Cs). 10Cs are also
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conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):

I Participant-directed M Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Supportive Housing

Service Definition (Scope):

Supportive Housing is designed to ensure that clients benefieiaries have a choice of permanent, safe,
and affordable housing. An emphasis is placed on the development and strengthening of natural
supports inthe community. This service assists clientbenefietaries in locating, selecting, and sustaining
housing, including transitional housing and chemical free living; provides opportunities for
involvement in community life; and facilitates the individual’s recovery journey.

Supportive Housing includes assessing the client’s partieipant’s individual housing needs and
presenting options, assistingin securing housing, including the completion of housing applications and
securing required documentation (e.g., Social Security card, birth certificate, prior rental history),
searching for housing, communicating with landlords, coordinating the move, providing training in how
to be a good tenant, and establishing procedures and contacts to retain housing.

Supportive Housing can occur in following:
e The individual’s home;
e In community settings such as school, work, church, stores, or parks; and

e In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if'any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any-categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):
%]

Categorically needy (specify limits):
Quarterly Maximum of Units: 60

M Medically needy (specify limits):

Quarterly Maximum of Units: 60

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):
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Behavioral Health [N/A Certified by the o Enrolled as a Behavioral Health
Agency Arkansas Agency or Community
Or Department of Support System Provider in
Community Human Services, Arkansas Medicaid
Support System Division of e Cannot be on the National or State
Provider (CSSP) Provider Services Excluded Provider List.
and Quality
Assurance Individuals who perform 1915(i) Adult

Behavioral Health Services for
Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the
following:

Qualified Behavioral Health Provider —
non-degreed

Qualified Behavioral Health Provider —
Bachelors

. Registered Nurse — (Must be licensed asan
RN in the State of Arkansas)

Community Support Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks
assigned by the mental health professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Behavioral Health |Department of Human Services, Division of Behavioral Health Agencies
[Agency Provider Services and Quality Assurance and CSSP providers must
g be re-certified every 3 years
Community as well as maintain national
Support System accreditation.
Provider (CSSP) Behavioral Health Agencies

are required to have yearly
on-site inspections of care
(IOCs).10Cs are also
conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):
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I Participant-directed M Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Peer Support
Service Definition (Scope):

Peer Support is a person-eensumercentered service provided by individuals (ages 18 and older) who
self- identifies as a person in recovery from substance abuse and/or mental health challenges_and thus is
able to provide expertise not replicated by professional training. Certified as a Peer Recovery Specialist.
Peer provider specialists who self-identify as being in recovery from behavioral health issues. Peer
support is a service to work with clientsberefieiaries to provide education, hope, healing, advocacy, self:
responsibility, a meaningful role in life, and empowerment to reach fullest potential. Specialists will
assist with navigatingtier of multiple systems (housing, supportiveed employment, supplemental
benefits,

building/rebuilding natural supports, etc.) which impact clientbenefieiaries’ functional ability. Services
are provided on an individual or group basis, and in either the benefieiary’s-client’s home or community

CITV ITOUTITITCOTIIT,

Additional needs-based criteria for receiving the setvice, if applicable (specify):

Specify limits (if any) on the amount, duration; or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):
]

Categorically needy (specify limits):
Yearly Maximum of Units: 120

M Medically needy (specify limits):

Yearly Maximum of Units: 120

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certificatio Other Standard

(Specify): (Specify): (Specify):

n
(Specify):
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Behavioral Health  [N/A Certified by the | Enrolled as a Behavioral Health
Agency Arkansas Agency or Community Support

g Department of System Provider in Arkansas
Community Human Services, | Medicaid
Support System Division of . Cannot be on the National or State
Provider (CSSP) Provider Excluded Provider List.
Servicesand
Quality Individuals who perform 1915(i) Adult
Assurance Behavioral Health Services for

Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional and be certified as Peer
Recovery Specialists.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the
following:

. Qualified Behavioral Health Provider —
non-degreed

4. Qualified Behavioral Health Provider —
Bachelors

5. Registered Nurse — (Must be licensed as
an RN in the State of Arkansas)

| Community Support Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks
assigned by the mental health professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Behavioral Health |Department of Human Services, Division of Behavioral Health Agencies
Agency Provider Services and Quality Assurance and CSSP providersmust
|[Community be re-certified every 3 years
Support System as well as maintain national
Provider accreditation.

Behavioral Health Agencies
are required to have yearly

on-site inspections of care
(I0Cs). 10Cs are also
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conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):

I Participant-directed M Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title:| Aftercare Recovery Support_(for Substance Abuse)

Service Definition (Scope).

A continuum of care provided to recovering individuals-clients living in the community based on their
level of need. This service includes educating and assisting the individual with accessing supports and
services_needed. The service assists the recovering individual-client to direct their resources and
support systems. In addition, transitional services to assist individuals adjust after receiving a higher
level of care. The goal of this service is to promote and maintain community integration.

Meals and transportation are not included in the rate for Aftercare Recovery Support.

Aftercare Recovery Support can occur in following:
e The individual’s home;
e In community settings such as school, work, church, stores, or parks; and

e In a variety of clinical settings for adults, similar to adult day cares or adult day clinics.

All medically necessary 1905(a) services are covered for EPSDT eligible individuals-clients in
accordancewith 1905(r) of the Social Security Act.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies):
o}

Categorically needy (specify limits):
Yearly Maximum of Units: 292

M Medically needy (specify limits):

Yearly Maximum of Units: 292

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard

(Specify): (Specify): (Specify): (Specify):
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Behavioral Health |N/A Certified by the e Enrolled as a Behavioral Health
Agency Arkansas Agency or Community
(0] Department of Support System Provider in
Community Human Services, Arkansas Medicaid
Support System Division of e Cannot be on the National or State
Provider (CSSP) Provider Services Excluded Provider List.
and Quality
Assurance Individuals who perform 1915(i) Adult

Behavioral Health Services for
Community Independence Behavioral
Health Services must Work under the
direct supervision of a mental health
professional.

Allowable performing providers of 1915(i)
Adult Behavioral Health Services for
Community Independence are the
following:

1. Qualified Behavioral Health Provider —
non-degreed

2. Qualified Behavioral Health Provider —
Bachelors

3. Registered Nurse — (Must be licensed as
an RN in the State of Arkansas)

Community Support Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks
assigned by the mental health professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Entity Responsible for Verification Frequency of Verification
Type (Specify): (Specify):
(Specify):

Behavioral Health |Department of Human Services, Division of Behavioral Health Agencies.

Agency Provider Services and Quality Assurance and CSSPs must be re-

|Or certified every 3 years as
Community well as maintain national
Support System accreditation.

Provider Behavioral Health Agencies

are required to have yearly
on-site inspections of care
(I0Cs).10Cs are also
conducted when a
complaint is filed.
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Service Delivery Method. (Check each that applies):

I Participant-directed M Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
state plans to cover):

Service Title: | Respite

Service Definition (Scope):

Temporary direct care and supervision for a client due to the absence or need for relief
of the non-paid primary caregiver. Respite can occur at medical or specialized camps,
day-care programs, the client’s home or place of residence, the respite care provider’s
home or place of residence, foster homes, or a licensed respite facility. Respite does not
have to be listed in the PCSP.

The primary purpose of Respite is to relieve the client’s principal caregiver of the client
with a behavioral health need so that stressful situations are de-escalated, and the
caregiver and client have a therapeutic and safe outlet. Respite must be temporary in
nature. Any services provided for less than fifteen (15) days will be deemed temporary.

Resgite Erovided for more than 15 days should trigger a need to review the PCSP.

Additional needs-based criteria for receiving the service, if applicable (specify):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy recipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

(Choose each that applies).

O | Categorically needy (specify limits):

8 hours with extension of benefits allowed

O | Medically needy (specify limits):

N/A

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral N/A Certified by the | ®__Enrolled as a Behavioral
Health Agency Arkansas HealthAgency or
or Community Department of Community Support System
Support System Human Provider in Arkansas
Provider Services, Medicaid
Division of e Cannot be on the National or
Provider StateExcluded Provider List.
Servicesand
Quality Individuals who perform 1915()
Assurance AdultBehavioral Health Services

for Community Independence
Behavioral Health Services must
Work under the direct supervision
of a mental health professional.
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Allowable performing providers of
1915(i)Adult Behavioral Health
Services for Community
Independence are the following:

5. Qualified Behavioral Health
Provider —non-degreed

6. Qualified Behavioral Health
Provider —Bachelors

7. Registered Nurse — (Must be
licensed asan RN in the State of

Arkansas)

. Community Support Staff

All performing providers must
have successfully complete and
document courses of initial training
and annual re-training sufficient to
perform all tasks
assigned by the mental health
professional.

Verification of Provider Qualifications (For each provider type listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):

Behavioral Department of Human Services, Division of Behavioral Health

HealthAgency Provider Services and Quality Assurance Agencies and CSSPs

Or must be re-certified

Community every 3 vears as well as

Support System maintain national

Provider accreditation.

- Behavioral Health
Agenciesare required to
have yearly

on-site inspections of
care(10Cs). 10Cs are
also conducted when a
complaint is filed.

Service Delivery Method. (Check each that applies):

Participant-directed Provider managed

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the
State plans to cover):

Service Title:

Crisis Stabilization Intervention
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Service Definition (Scope):

ICrisis Stabilization Intervention is a scheduled face-to-face treatment activities provided to a client

(who has recently experienced a psychiatric or behavioral crisis that are expected to further stabilize,

[prevent deterioration and serve as an alternative to 24-hour inpatient care. Services are to be

congruent with the age, strengths, needed accommodation for any disability and cultural framework

of the client and his/her family

Additional needs-based criteria for receiving the service, if applicable (specify):

(Choose each that applies):

Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240,
services available to any categorically needy récipient cannot be less in amount, duration and scope
than those services available to a medically needy recipient, and services must be equal for any
individual within a group. States must also separately address standard state plan service questions
related to sufficiency of services.

Categorically needy (specify limits):

Daily maximum units: 12; Yearly maximum units: 72

Medically needy (specify limits):

Provider Qualifications (For each type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral Health N/A Certified by the | ¢ Enrolled as a Behavioral
Agency Arkansas HealthAgency or Community
Or Department of Support System Provider in
Community Human Arkansas Medicaid
Support System Services, e __Cannot be on the National or
Provider (CSSP) Division of StateExcluded Provider List.
Provider
Servicesand Individuals who perform 1915(i)
Quality AdultBehavioral Health Services for
Assurance Community Independence

Behavioral Health Services must
Work under the direct supervision
of a mental health professional.
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Allowable performing providers of
1915(i)Adult Behavioral Health Services

for Community Independence are the

Qualified Behavioral Health Provider

—non-degreed

Qualified Behavioral Health Provider

—Bachelors

Registered Nurse — (Must be licensed as

an RN in the State of Arkansas)

Community Support Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-

training sufficient to perform all tasks
assigned by the mental health
Qrofessional.

Verification of Provider Qualifications (For each provider type-listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification
(Specify): (Specify): (Specify):
Behavioral Health |Department of Human Services, Division Behavioral Health
Agency lofProvider Services and Quality Agencies and CSSPs
g Assurance must be re-certified every
Community 3 vears as well as maintain
Support System national accreditation.
Provider (CSSP) Behavioral Health
Agenciesare required to
have yearly on-site
linspections of care
[(IOCs).

Service Delivery Method. (Check each that applies):

Participant-directed [

Provider managed

state plans to cover):

Service Specifications (Specify a service title for the HCBS listed in Attachment 4.19-B that the

Service Title:

Assertive Community Treatment

Service Definition (Scope):
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Assertive Community Treatment (ACT) is an evidence-based practice provided by a
Imultidisciplinary team providing comprehensive treatment and support services available
24 hours a day, seven (7) days a week wherever and whenever needed. Services are
Frovided in the most integrated community setting possible to enhance independence and
t

ositive community involvement. An individual appropriate for services through an ACT

eam has needs that are so pervasive and/or unpredictable that it is unlikely that they can
|be met effectively by other combinations of available community services, or in
[circumstances where other levels of outpatient care have not been successful to sustain
|stabilitv in the community. Typically, this service is targeted to individuals who have
[serious mental illness or co-occurring disorders, multiple diagnoses, and the most complex
and expensive treatment needs.

Additional needs-based criteria for receiving the servicey'if applicable (specify):

Specify limits (if any) on the amount, duration, or'scope of this service. Per 42 CFR Section
440.240,services available to any categorically.needy recipient cannot be less in amount, duration
and scope than those services available to aimedically needy recipient, and services must be equal
for any individual within a group. States must also separately address standard state plan service
questions related to sufficiency of services.

(Choose each that applies):

Categorically needy (specify limits):

Medically needy (specify limits):

Provider Qualifications (For.cach type of provider. Copy rows as needed):

Provider Type License Certification Other Standard
(Specify): (Specify): (Specify): (Specify):
Behavioral Health N/A Certified by the | ¢ Enrolled as a Behavioral
Agency Arkansas HealthAgency or Community
Or Department of Support System Provider in
Community Human Arkansas Medicaid
Support System Services, e _Cannot be on the National or
Provider (CSSP) Division of StateExcluded Provider List.
Provider
Servicesand Individuals who perform 1915()
Quality AdultBehavioral Health Services for
Assurance Community Independence
Behavioral Health Services must
Work under the direct supervision
of a mental health professional.




State: ARKANSAS
TN: 18-004622-
0018 Effective 11-

§1915(i) State plan HCBS
Approved: 01/09/2019

State plan Attachment 3.1-i:
Page 86

Supersedes: NONE—NewPagel8-0016

Allowable performing providers of
1915(i)Adult Behavioral Health Services

for Community Independence are the

Qualified Behavioral Health Provider

—non-degreed

0. OQualified Behavioral Health

Provider —Bachelors

1. Registered Nurse — (Must be licensed

asan RN in the State of Arkansas)

. Community Support Staff

All performing providers must have
successfully complete and document
courses of initial training and annual re-
training sufficient to perform all tasks
assigned by the mental health
Qrofessional.

Verification of Provider Qualifications (For each provider type-listed above. Copy rows as

needed):
Provider Type Entity Responsible for Verification Frequency of Verification

(Specifi: (Specify): (Specify):
[Behavioral Health Department of Human Services, Division Behavioral Health
Agency lofProvider Services and Quality Agenciesand CSSPs must
g Assurance |be re-certified every 3
Community years as well as maintain
Support System national accreditation.
Provider (CSSP) Behavioral Health

Agenciesare required to
have vearly on-site
linspections of care
[(10Cs).

Service Delivery Method. (Check each that applies):

Participant-directed

=

Provider managed
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2. [MPolicies Concerning Payment for State plan HCBS Furnished by Relatives, Legally Responsible
Individuals, and Legal Guardians. (By checking this box the state assures that): There are policies
pertaining to payment the state makes to qualified persons furnishing State plan HCBS, who are relatives
of the individual. There are additional policies and controls if the state makes payment to qualified
legally responsible individuals or legal guardians who provide State Plan HCBS. (Specify (a) who may be
paid to provide State plan HCBS; (b) the specific State plan HCBS that can be provided; (c) how the state
ensures that the provision of services by such persons is in the best interest of the individual; (d) the
state’s strategies for ongoing monitoring of services provided by such persons; (e) the controls to ensure
that payments are made only for services rendered; and (f) if legally responsible individuals may provide
personal care or similar services, the policies to determine and ensure that the services are extraordinary
(over and above that which would ordinarily be provided by a legally responsible individual):

a) Medicaid Enrolled Behavioral Health Agencies and Community Support System Providers are able to
provide State Plan HCBS under authority of this 1915(i). Relatives of clientsbeneficiaries who are. employed
by a Behavioral Health Agency or Community Support System Providers as a Qualified Behavioral Health
Provider or Registered Nurse may be paid to provide HCBS services, provided they are not _the parent, legally
responsible individual, or legal guardian of the clientmember.

b) The HCBS services that relatives may provide are: supportive housing, supportiveed employment, adult
rehabilitative day treatment, therapeutic communities; partial hospitalization and life skills development.

¢) All relatives who are paid to provide the services must meet the minimum qualifications set forth in this
1915(i) and may not be involved in the development of the-mastertreatmentplanthe PCSP/treatment
plan.

d) All services are retrospectively/retroactively reviewed for medical necessity. Each Behavioral Health Agency
or Community Support System Provider is subject to-Inspections of Care (I0Cs) as well as monitoring by
the Office of Medicaid Inspector General.

Participant-Direction of Services

Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii).

Election of Participant-Direction. (Select one):

®© | Thestate does not offeropportunity for participant-direction of State plan HCBS.

O | Every participant in State plan HCBS (or the participant’s representative) is afforded the
opportunity to elect to direct services. Alternate service delivery methods are available for
participants who decide not to direct their services.

O | Participants in State plan HCBS (or the participant’s representative) are afforded the opportunity
to.direct some or all of their services, subject to criteria specified by the state. (Specify criteria):

1. Description of Participant-Direction. (Provide an overview of the opportunities for participant-
direction underthe State plan HCBS, including: (a) the nature of the opportunities afforded; (b)
how participants may take advantage of these opportunities; (c) the entities that support
individuals who direct their services and the supports that they provide; and, (d) other relevant
information about the approach to participant-direction):

2. Limited Implementation of Participant-Direction. (Participant direction is a mode of service
delivery, not a Medicaid service, and so is not subject to state wideness requirements. Select
one):

O | Participant direction is available in all geographic areas in which State plan HCBS are available.
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8.

O | Participant-direction is available only to individuals who reside in the following geographic areas
or political subdivisions of the state. Individuals who reside in these areas may elect self-directed
service delivery options offered by the state; or may choose instead to receive comparable
services through the benefit’s standard service delivery methods that are in effect in all
geographic areas in which State plan HCBS are available. (Specify the areas of the state affected
by this option):

Participant-Directed Services. (Indicate the State plan HCBS that may be participant-directed and
the authority offered for each. Add lines as required):

. . . . Employer Budget
Participant-Directed Service Authority Authority
O O
O O

Financial Management. (Select one) :

Financial Management is not furnished. Standard Medicaid payment mechanisms are used.

Financial Management is furnished as a Medicaid administrative activity necessary for
administration of the Medicaid State plan.

O Participant-Directed Person-Centered Service Plan. (By checking this box the state assures
that): Based on the independent assessmentrequired under 42 CFR §441.720, the individualized
person-centered service plan is developed jointly with the individual, meets federal requirements
at 42 CFR §441.725, and: Specifies the State plan HCBS that the individual will be responsible
for directing; Identifies the methods by which the individual will plan, direct or control services,
including whether the individual'will exercise authority over the employment of service providers
and/or authority over expenditures from the individualized budget; Includes appropriate risk
management techniques that explicitly recognize the roles and sharing of responsibilities in
obtaining services in a self-directed manner and assures the appropriateness of this plan based
upon the resources and support needs of the individual; Describes the process for facilitating
voluntary and involuntary transition from self-direction including any circumstances under which
transition out of self-direction is involuntary. There must be state procedures to ensure the
continuity of services during the transition from self-direction to other service delivery methods;
and Specifies the financial management supports to be provided.

Voluntary and Involuntary Termination of Participant-Direction. (Describe how the state
facilitates an individual’s transition from participant-direction, and specify any circumstances
when transition is involuntary).

Opportunities for Participant-Direction

a. Participant-Employer Authority (individual can select, manage, and dismiss State plan HCBS
providers). (Select one):

The state does not offer opportunity for participant-employer authority.

Participants may elect participant-employer Authority (Check each that applies):
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b.

O | Participant/Co-Employer. The participant (or the participant’s representative) functions as
the co-employer (managing employer) of workers who provide waiver services. An agency is
the common law employer of participant-selected/recruited staff and performs necessary
payroll and human resources functions. Supports are available to assist the participant in
conducting employer-related functions.

O | Participant/Common Law Employer. The participant (or the participant’s representative) is
the common law employer of workers who provide waiver services. An IRS-approved
Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other
employer responsibilities that are required by federal and state law. Supports are available to
assist the participant in conducting employer-related functions.

Participant-Budget Authority (individual directs a budget that does not result in payment for
medical assistance to the individual). (Select one):

The state does not offer opportunity for participants to direct a budget.

Participants may elect Participant—-Budget Authority.

Participant-Directed Budget. (Describe in detail the method(s) that are used to establish the
amount of the budget over which the participant has authority, including the method. for
calculating the dollar values in the budget based on reliable costs and service utilization, is
applied consistently to each participant, and is adjusted to reflect changes.in individual
assessments and service plans. Information about these method(s) must be made publicly
available and included in the person-centered service plan.):

Expenditure Safeguards. (Describe.the safeguards that have been established for the timely
prevention of the premature depletion of the participant-directed-budget or to address potential
service delivery problems that may be associated with budget underutilization and the entity (or
entities) responsible for implementing these safeguards.
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Quality Improvement Strategy

Quality Measures

(Describe the state’s quality improvement strategy. For each requirement, and lettered sub-requirement,

complete the table below):

1. Treatment plans a) address assessed needs of 1915(i) participants; b) are updated annually_
or more frequently if circumstances/needs change significantly, or if the client
benefieiary requests ;and (c document choice of services and providers.

2. Eligibility Requirements: (a) an evaluation for 1915(i) State plan HCBS eligibility is provided
to all applicants for whom there is reasonable indication that 1915(i)services may be needed in
the future; (b) the processes and instruments described in the approved state plan for
determining 1915(i) eligibility are applied appropriately; and (¢) the 1915(1) benefit eligibility
of enrolled individuals is reevaluated at least annually or if more frequent, as specified in the
approved state plan for 1915(i) HCBS.

3. Providers meet required qualifications.

4. Settings meet the home and community-based setting requirements as specified in this SPA and
in accordance with 42 CFR 441.710(a)(1).and (2).

5. The SMA retains authority and responsibility for program operations and oversight.

6. The SMA maintains financial accountability through payment of claims for services that are
authorized and furnished to 1915(i) participants by qualified providers.

7. The state identifies, addresses, and seeks to preventiincidents of unexplained death,
abuse, neglect, and exploitation, including the use of restraints.

(Table repeats for each measure for each requirement and lettered sub-requirement above.)
Requirement 1, A: Service Plans Address Needs of Participants are reviewed

Requirement annually and document choice of services and providers.
Discovery
Discovery The percentage of treatmentplansPCSPs/treatment plans developed by Behavioral
Evidence Health Agencies or Community Support System Providers which provide 1915(i)
(Performance State Plan HCBS that meet the requirements of 42 CFR §441.725. Numerator:
Measure ) Number of PCSPs/treatment plans that adequately and appropriately address the_
clientbenefietary’s needs.
Denominator: Total Number of PCSPs/treatment plans reviewed.
Discovery A statistically valid sample utilizing a confidence interval with at least a 95
Activity percent confidence level and +/- 5 percent margin of error AH-of

(Source of Data'& PCSPs/treatment plans are retrospectively/retroactively reviewed as well as all

sample size) HCBSserviees-provided to eligible -individuals-by-DMS(eritscontractorjclients.

Retrospective/retroactive reviews of services will occur at least annually for all
services provided.

The data will be produced by the Behavioral Health Agencies or Community
Support System Providers and must remain in themedical medical record of the

beneficiaryclient.
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Monitoring PMS-orits-agentsDAABH:erthe EORO- and DMS
Responsibilities

(Agency or entity
that conducts
discovery activities)

Requirement Requirement 1, B: Service Plans

Frequency Sifhepemsiesn e nerpessed doe pedionl pensns e

i i : Sample will be selected and reviewed

guarterlv

Remediation

Remediation The Behavioral Health Agency or Community Support System Provider will
Responsibilities |be responsible for remediating deficiencies in PCSP/treatment plans of their
benefietaries-client. If there is a pattern of deficiencies noticed, action may be
taken against the Behavioral Health Agency or Community Support System
Provider, up to and including, instituting a corrective action plan or sanctions

(Who corrects,
analyzes, and

chegi};ii%;lttf;n pursuant to the Medicaid Provider Manual.
activities,
required
timeframes for
remediation)
Frequency Data-will be-ageregated-and-fFindings will be reported to the Behavioral Health
(of Analysis Agency or Community Support System Provider on a-annuala quarterly basis. If
and a pattern_of deficiency is noted, this may be made public.
Aggregation)
Requirement Requirement 2:-A: Eligibility Requirements: (a) an evaluation for 1915(i)
State plan HCBS eligibility is provided to all applicants for whom there is
reasonable indication that 1915(i) services may be needed in the future; (b)
the processes and instruments described in the approved state plan for
determining 1915(1) eligibility are applied appropriately; and (c) the 1915(i)
benefit eligibility of enrolled individuals is reevaluated at least annually or
if more frequent, as specified in the approved state plan for 1915(i) HCBS.
Discovery
Discovery. All clientsbenefieiaries-must be independently assessed in order to qualify for

Evidence One [1915(i) State plan HCBS eligibility. There are system edits in place that will not
(Performance allow those who have not received an independent assessment to received 1915(i)
Measure) StatePlan HCBS. In order to maintain eligibility for 1915(i) State plan HCBS, the
benefietary-client must be re-assessed on an annual basis.

Numerator: The number of clientsbereficiaries who are evaluated and

assessed foreligibility in a timely manner.

| Denominator: The total number of _clientsbenefietaries who are identified for the
1915(1)HCBS State Plan Services eligibility process.

Discovery A statistically valid sample utilizing a confidence interval with at least a 95
percent confidence level and +/- 5 percent margin of errorA100% sample-of_
100% of the application packets for clientsnefieiaries who undergo the

Activity One eligibility process will be reviewed for compliance with the timeliness standards.
S
Z()ngéfjm ple The data will be collected from the Independent Assessment Vendor.

size)
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Monitoring DAABHS, or DMS er-erits-agents-orthe EQRO

Responsibilities

(Agency or
entity that
conducts

discovery
activities)

Discovery The Percentage of benefieiaries clients for whom the appropriate eligibility process
Evidence and instruments were used to determine initial eligibility for HCBS State Plan

Two Services.

Numerator: Number of clients-benefieiaries’ application packets that reflect
appropriateprocesses and instruments were used.

Denominator: Total Number of application packets reviewed.

Discovery A statistically valid sample utilizing a confidence interval with at least a 95
Activity Two percent confidence level and +/- 5 percent margin of error A100% sample-_
of 100% of the application packets for clients eneficiaries who went through the
eligibility determination process will be reviewed.

The data will be collected from the Independent Assessment Vendor.

Monitoring DAABHS or DMS erits-agents-orthe EQORO
Responsibility

Discovery The percentage of benefieiariesclients who are re-determined eligible for HCBS
Evidence Three [State Plan Services before their annual treatment plan expiration date.

Numerator: The number of clientsberefieiaries-who are re-determined for
eligibility timely (before expiration of treatment plan).

Denominator: The total number of clientsbenefieiaries re-determined eligible for
HCBS State Plan Services.

Discovery A statistically valid sample utilizing a confidence interval with at least a 95
Activity Three | percent confidence level and +/- 5 percent margin of error A100%-sample
of a 100% of the application packets for _clientsberefieiaries who went through
the eligibility re-determination process will be reviewed.

The data will be collected from the Independent Assessment Vendor.

Monitoring DAABHS or DMS erits-agents-the EQORO

Responsibilities
Requirement Requirement 2;B: Eligibility Requirements
Frequency Sample will be selected and reviewed quarterly.

Remediation
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Remediation For Independent Functional Assessments: The Independent Assessment Vendor is
Responsibilities |responsible for developing and implementing a quality assurance process, which
(Who corrects, includes monitoring for accuracy, data consist‘ency, iqtegrity, and comp!eteness of
analyzes, and assessments, apd the pffrff)rmanc.e of staff. This must include a degk review of
aggregates assessments with a statistically significant sample size. Of the reviewed .
remediation assessments, 95% must be accurate. Th; Independent Assessment Vendor submits
activities- monthly reports to DHS’s eontractmonitorIndependent Assessment Contract
L Manager. When deficiencies are noted, a corrective action plan will be
required - .
implemented with the Vendor.
timeframes for
remediation)
Frequency Data will be aggregated and reported quarterly.
(of Analysis
and
Aggregation)
Requirement Requirement 3;-A: Providers meet required qualifications.
Discovery
Discovery Number and percentage of Behavioral Health Agencies and Community
Evidence Support System providers certified and credentialed by DPSQA.
(Performance Numerator: Number of Behavioral Health Agencies and Community
Measure) Support System providers that obtained annual certification in
accordance with DPSQA's standards. Denominator: Number of
Behavioral Health Agencies and Community Support System providers
reviewed.Jn-erderto-enroll-as-a Medicaid provider—aBehavioral Health
Discovery A statistically valid sample utilizing aconfidence interval with at least a 95
Activity percent confidence level and +/- 5 percent margin of error +60% of 100% of
(Source ofData & Behavioral Health Agencies and Community Support System Providers will be
sample size) reviewed to ensure certification by the Division of Provider Services and Quality
Assurance. Without this certification, the provider cannot enroll or continue to be
enrolled in Arkansas Medicaid.
Monitoring DMS;DPSQA eritsagentsDMS Waiver Compliance Unit
Responsibilities
(Agency or entity that
conducts discovery
activities)
Requirement Requirement 3: Providers meet required qualifications.
Frequency Annually
Remediation
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%es Remediation associated with provider credentials and certification that is
not current would include additional training for the Behavioral Health
(Who corrects, Agencies and Community Support System providers as well as remedial or
analyzes. and corrective action, including possible recoupment of payments. Additionally,
aggregates

vomediation if the Behavioral Health Agencies and Community Support System provider
activities: required does not pass the annual readiness review, treatment/services may

timeframes for potentially be suspended.
remediation)
Frequency Data will be aggregated and reported annually.
(of Analysis and
Aggregation)
Requirement Requirement 4, A: Settings that meet the home and community-
based setting requirements as specified in this SPA and in
accordance with42 CFR 441.710(a)(1) and (2).
Discovery
Discovery Percentage of provider owned apartments or homes that meet the home and
Evidence community-based settings requirements.
(Performance Numerator: Number of provider owned apartments and homes that
Measure ) are reviewedby DMS or its agents.
Denominator: Number of provider owned apartments and homes that meet the
HCBS Settings requirements in 42 CFR 441.710(a)(1) & (2).
e the DMS Setti . . | or
Discovery Review of the Settings Review Report sent to the Behavioral Health Agencies.
Activity The reviewed apartments or homes will be randomly selected. A typical review_
(Source of Data & will consist of at least 10% of each Behavioral Health Provider’s apartments
sample size) and homes (if they own any) each year.

Monitoring DPMSDOSQA or the EQRO-its-agents:
Responsibilities

(Agency or entity that
conducts discovery
activities)

1 0 . . .
Requirement Requirement 4: Settings meet the home and community-based setting

requirements as specified in this SPA and in accordance with 42 CFR
441.710(a)(1) and (2).

Frequency Provider owned homes and apartments will be reviewed and the report
compiled annually.assert

Remediation

%ies The Behavioral Health Agencies will be responsible for ensuring
compliance with HCBS Settings requirements. If there is a pattern of

(Who corrects, deficiencies noticed by DMS or its agents, action will be taken against the

analyzes, and Behavioral Health Agency, up to and including, instituting a corrective

aggregates
remediation
activities; required
timeframes for
remediation)

action plan or sanctions pursuant to the Agency Agreement.
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Frequency Annually.
(of Analysis and
Aggregation)
Requirement Requirgment 574 Thg SMA retains authority and responsibility for program
operations and oversight.
Discovery
Discovery All must be Nuss ek : mustbe promulgated in
Evidence accordancewith the DHS agency TeView process and the Arkansas Administrative
(Performance ProceduresAct (APA). - - .
Measure) Numerator: N}meer of pollgles and procedures appropriately promulgated in
accordance with agency policy and the APA;
Denominator: Number of policies and procedures promulgated.
Discovery 100% of policies developed must be reviewed for compliance with the
Activity aAgency policy and the APA.

Monitoring

Responsibilities

(Agency or entity that

conducts discovery

DMS erits-agentsWaiver Compliance Unit or its agents

activities)
Requirement Requlr.ement 5:B: The SMA retains authority and responsibility for program

authorlty and overs1ght.

Frequency
pfemalg&ted—Annuall

Remediation

Remediation DHS>s-DMS’s policy unit is responsible for compliance with Agency policy and

Responsibilities |with the APA. In cases where policy or procedures were not reviewed and

(Who corrects,
analyzes, and
aggregates
remediation
activities,
required
timeframes for
remediation)

approved according to DHS policy, remediation includes DHS review of the
policy upon discovery, and approving or removing the policy.

Frequency

(of Analysis
and
Aggregation)

Each policy will be reviewed for compliance with applicable DHS policy and the
APA Annually

Requirement

Requirement 6:-A: The SMA maintains financial accountability
through payment of claims for services that are authorized and
furnished to 1915(1) partieipants—clients by qualified

roviders.
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Discovery
Discovery The SMA will make payments to Behavioral Health Agencies or Community
Evidence Support System Providers providing 1915(i) State plan HCBS. In order for
One payment to occur, the provider must be enrolled as_a Medicaid provider. There is
(Performance not an option for a non-enrolled provider to receive payment for a service.
Measure)
Discovery Review of claims payments via MMIS.
Activity
One

Monitoring
Responsibilities

(Agency or entity that
conducts discovery

DMS-orits-agentsDAABHS, DMS Waiver Compliance Unit or its agentsthe-
EQRO:

activities)
Requirement Requirement 7--A: The state identifies, addresses, and
Keeks to prevent incidents of unexplained death, abuse,
heglect, and exploitation, including the use of restraints.
Discovery
Discovery Number and percentage of Behavioral Health Agencies and Community
Evidence Support System Providers that meet criteria for abuse and neglect,
(Performance including unexplained death.reperting training for staff.
Measure)
Numerator: Number of provider agencies investigated who complied
with required abuse and neglect training, including unexplained death
set out in the Walver and the N&mbepe#prewde%age&etes—mvesﬁgated—
#mﬂﬂag—set—e&Hﬂ—th%Behaworal Health Agencycertlﬁcatlon Denommator:
Total number of provider agencies reviewed-or
investigated-certified or recertified
Discovery During certification or re-certification of Behavioral Health Agencies and
Activity Community Support System Providers, DPSQAwill ensure that appropriate
(Source of Data & training is in place regarding unexplained death, abuse, neglect, and
sample size) exploitation for all Behavioral Health Agency and Community Support
System Provider personnel.
Monitoring PMS, DPSQA-eritsagentsDMS Waiver Compliance Unit
Responsibilities
(Agency or entity that
conducts discovery
activities)
Requirement Requirement 7-B=The state identifies, addresses, and
seeks to prevent incidents of unexplained death, abuse,
neglect, and exploitation, including the use of restraints.
Frequency

Remediation
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Remediation DQPSA will investigate all complaints regarding unexplained death, abuse,

Responsibilities |neglect, and exploitation.

(Who corrects,
analyzes, and
aggregates
remediation
activities,
required
timeframes for
remediation)

Frequency Data will be gathered annually. Individual Provider training records will be
(of Analysis reviewed-Aas necessary/

and
Aggregation)

Requirement 7: The state identifies, addresses, and seeks to prevent incidents
Requirement of abuse, neglect, exploitation, and unexplained death, including the use of

|restraints.
Discovery
Discovery Number and percentage Behavioral Health Agencies or Community Support

[Evidence One System Provider who reported critical incidents to DMS or DAABHS within
Irequired time frames.
Numerator: Number of critical incidents reported within required time

(Performance Measure)

frames;
Denominator: Total number of critical incidents that occurred and were
[reviewed.
Discovery IDMS and DAABHS will review all the critical incident reports they receive
Activity One on a quarterly basis.
(Source of Data &
sample size)
Discovery [Percentage of Behavioral Health Agencies or Community Support System
Evidence Two Provider Providers who adhered to Provider policies for the use

of restrictive interventions.

Numerator: Number of incident reports reviewed where the Provider
adhered to policies for the use of restrictive interventions;
Denominator: Number of individuals for whom the provider

|utilized restrictive intervention as documented on an incident report.
Discovery Activity ]DMS will review the critical incident reports regarding the use of restrictive

Two Fnterventions and will ensure that Provider policies were properly
implemented when restrictive intervention was used.
Discovery [Percentage of Behavioral Health Agencies or Community Support System

[Evidence Three  |Providers who took corrective actions regarding critical incidents to protect
|the health and welfare of the memberclient. Numerator: Number of critical
lincidents reported when Behavioral Health Agencies or Community Support
System Provider took protective action in accordance with State Medicaid
|_requirements and policies; Denominator: Number of critical incidents

reported.
Discovery Activity [DMS and DAABHS will review the critical incident reports received to
Three ensure that Provider policies were adequately followed and steps were taken
|to ensure that the health and welfare of the client was ensured.
M"“‘—“"f“?. . IDMS-orthe EORODMS Waiver Compliance Unit
[Responsibilities

(Agency or entity that
hconducts discovery
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activities)

System Improvement

(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.)

1.

Methods for Analyzing Data and Prioritizing Need for System Improvement

The State will continuously monitor the utilization of 1915(i) FFS services for theeligible populations.
The State will monitor PCSPs/treatment plans that are required for clients benefietaries-and will
retrospectively/retrospectively approve services. The State will review historical claims data as well as
review the person-centered service plans of individuals to ensure that the services provided are effective

and helping the benefietaryclient.

By using the data, the State will have the ability to measure the amount of services provided
compared to what is described within the Person Centered Service Plan (PCSP) that is required for
membersclients receiving HCBS State Plan services. The state will utilize the data to monitor
services provided to determine a baseline, median and any statistical outliers for those service costs.

The State will work with an External Quality Réview Organization (EQRO) to assist with analyzing
the data and data provided by the Behavioral Health Agencies or Community Support System
Provider on their quarterly reports.

The State will investigate and monitor any complaints about Behavioral Health Agencies providing any
1915(1) EES-services.

Additionally, the state will monitor grievance and appeals filed regarding HCBS State Plan services under
the broader Quality Improvement Strategy.for the 1915(b) Waiver.

Roles and Responsibilities

The State (including DAABHS, DMS, DPSQA, and its agents) will be responsible for oversight of
Behavioral Health Agencies and Community Support System Providers providing 1915(i) FFS
services.

Frequency

On-going monitoring will occur. Quarterly and annual¥Yearly reports will be analyzed and reviewed by
the bytheState:DMS Waiver Compliance Unit.

Data will be analyzed quarterly by the Behavioral Health Agencies or Community Support System
Provider Providers and annually by the EORO.

Network adequacy will be monitored quarterly.

Method for Evaluating Effectiveness of System Changes

The State will utilize multiple methods to evaluate the effectiveness of system changes. These may
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include site reviews, contract reviews, claims data, complaints, and any other information that may
provide a method for evaluating the effectiveness of system changes.

Any issues with the provision of 1915(i) services that are continually uncovered may lead to
sanctions against providers or the or the Behavioral Health Agencies that is responsible for access

to 1915(i) services.

DAABHS or the EORO will randomly audit each PCSP that is maintained by each of the
Behavioral Health Agencies and Community Support System Providers to ensure.compliance.
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Methods and Standards for Establishing Payment Rates

1. Services Provided Under Section 1915(i) of the Social Security Act. For each optional
service, describe the methods and standards used to set the associated payment rate. (Check
each that applies, and describe methods and standards to set rates):

HCBS Case Management

HCBS Homemaker

HCBS Home Health Aide

HCBS Personal Care

HCBS Adult Day Health

HCBS Habilitation

O

HCBS Respite Care

For Individuals with Chronic Mental Illness, the following services:

4]

HCBS Day Treatment or Other Partial Hospitalization Services

Based on the information gained from the peer state analysis and the consideration of adjustment
factors such as Bureau of Labor Statistics (BLS) along with Geographic Pricing Cost Index
(GPCI) to account for economic differences, the state was able to select appropriate rates from
fee schedules published by peer states. Once this rate information was filtered according to
Arkansas requirements a “state average rate” was developed. This “state average rate” consisting
of the mean from every peer state’s published rate for a given procedure served as the base rate
for the service, which could then be adjusted by previous mentioned factors (BLS), (GPCI) etc.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both
governmental and private providers. The agency’s fee schedule rate was set as of January 1, 2019
and is effective for services provided on or after that date. All rates are published

httos-/medicaid-mmis-arkansas-sov/Provider/Docs/Docs-aspx at the Fee Schedules website .

HCBS Psychosocial Rehabilitation

HCBS Clinic Services (whether or not furnished in a facility for CMI)



https://humanservices.arkansas.gov/divisions-shared-services/medical-services/helpful-information-for-providers/fee-schedules/
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M | Other Services (Specify below):

For all other services, the rate methodology is based on the information gained from the peer
state analysis and the consideration of adjustment factors such as Bureau of Labor Statistics
(BLS) along with Geographic Pricing Cost Index (GPCI) to account for economic differences, the
state was able to select appropriate rates from fee schedules published by peer states. Once
this rate information was filtered according to Arkansas requirements a “state average rate”
was developed. This “state average rate” consisting of the mean from every peer state’s
published rate for a given procedure served as the base rate for the service, which could then
be adjusted by previous mentioned factors (BLS), (GPCI) etc.

Therapeutic Communities

Effective April 01, 2022 the new rate for Therapeutic Communities is established with the
highest intensity program set at 70% of the Arkansas State Hospital (ASH) inpatient rate, and
the lowest intensity level of programming at 50% of the ASH inpatient rate. Because a rate
comparison analysis of similar programs in other Region 6 states found no comparable
programes, in- state facilities offering comparable levels of care were surveyed. Specifically,
the rates for human development centers (HDCs) and the ASH were used for comparison
because Therapeutic community provider actual costs for services were also considered in the
rate setting process. A revised rate methodology was determined, focused on two levels of
program intensity utilizing this method.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both
governmental and private providers. The agency’s fee schedule rate was set as of October 01,
2022 and is effective for services provided on or after that date. All rates are published at the
Fee Schedules website.
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FINANCIAL IMPACT STATEMENT
PLEASE ANSWER ALL QUESTIONS COMPLETELY
DEPARTMENT Human Services

DIVISION Medical Services
PERSON COMPLETING THIS STATEMENT Jason Callan
TELEPHONE 501-320-6540 FAX EMALIL: Jason.Callan@dhs.arkansas.gov

To comply with Ark. Code Ann. § 25-15-204(e), please complete the following Financial Impact
Statement and file two copies with the questionnaire and proposed rules.

SHORT TITLE OF THIS Arkansas Independent Assessment (ARIA) Manual, 1915 1
RULE
1. Does this proposed, amended, or repealed rule have a financial impact?  Yes X No [_]

2. Is the rule based on the best reasonably obtainable scientific, technical,
economic, or other evidence and information available concerning the
need for, consequences of, and alternatives to the rule? Yes X No [ ]

3. In consideration of the alternatives to this rule, was this rule determined
by the agency to be the least costly rule considered? Yes X No [ ]

If an agency is proposing a more costly rule, please state the following:

(a) How the additional benefits of the more costly rule justify its additional cost;

(b) The reason for adoption of the more costly rule;

(c) Whether the more costly rule is based on the interests of public health, safety, or welfare, and if
s0, please explain; and;

(d) Whether the reason is within the scope of the agency’s statutory authority; and if so, please
explain.

4. [If the purpose of this rule is to implement a federal rule or regulation, please state the following:

(a) What is the cost to implement the federal rule or regulation?

Current Fiscal Year Next Fiscal Year
General Revenue $ General Revenue $
Federal Funds $ Federal Funds $
Cash Funds Cash Funds

Special Revenue Special Revenue

Revised June 2019



Other (Identify) Other (Identify)
Total $ Total $
(b)  What is the additional cost of the state rule?
Current Fiscal Year Next Fiscal Year
General Revenue $1,899,891 General Revenue  $2,849,836
Federal Funds $4,794,580 Federal Funds $7,191,870
Cash Funds Cash Funds
Special Revenue Special Revenue
Other (Identify) Other (Identify)
Total $6,694,471 Total $10,041,706

What is the total estimated cost by fiscal year to any private individual, entity and business subject to the
proposed, amended, or repealed rule? Identify the entity(ies) subject to the proposed rule and explain how

they are affected.

Current Fiscal Year

Next Fiscal Year
$

What is the total estimated cost by fiscal year to state, county, and municipal government to implement
this rule? Is this the cost of the program or grant? Please explain how the government is affected.

Current Fiscal Year

1,899,891

Next Fiscal Year
$ 2,849,836

With respect to the agency’s answers to Questions #5 and #6 above, is there a new or increased cost
or obligation of at least one hundred thousand dollars ($100,000) per year to a private individual,
private entity, private business, state government, county government, municipal government, or to

two (2) or more of those entities combined?

Yes [X] No []

If YES, the agency is required by Ark. Code Ann. § 25-15-204(e)(4) to file written findings at the
time of filing the financial impact statement. The written findings shall be filed simultaneously
with the financial impact statement and shall include, without limitation, the following:

(1) a statement of the rule’s basis and purpose;

The State is submitting a State Plan Amendment to its 1915i plan related to the PASSE
Independent Assessment and the Adult Behavioral Health Services for Community
Independence (ABSCI) program and revising its Independent Assessment manual. The
rule also updates rates for adult behavioral health services and allows reassessments to be
conducted in person or through interactive video or telephonically.

Revised June 2019



(2) the problem the agency seeks to address with the proposed rule, including a statement of whether
a rule is required by statute;

There is no statute that requires the specific elements of the proposed rule.

(3) a description of the factual evidence that:
(a) justifies the agency’s need for the proposed rule; and
(b) describes how the benefits of the rule meet the relevant statutory objectives and justify
the rule’s costs;

This rule would decrease the time required to complete a reassessment.

A rate analysis of facility-based adult behavioral health services was conducted in the fall
of 2021, and it was determined at that time that the current therapeutic communities’ rates
were not sufficient to reimburse providers for the cost of providing the service.

The other updates included in the rule are needed to adapt and evolve the agency’s HCBS
operations, to improve service delivery.

(4) a list of less costly alternatives to the proposed rule and the reasons why the alternatives do not
adequately address the problem to be solved by the proposed rule;
There are no less costly alternatives.

(5) a list of alternatives to the proposed rule that were suggested as a result of public comment and
the reasons why the alternatives do not adequately address the problem to be solved by the
proposed rule;

N/A

(6) a statement of whether existing rules have created or contributed to the problem the agency seeks
to address with the proposed rule and, if existing rules have created or contributed to the
problem, an explanation of why amendment or repeal of the rule creating or contributing to the
problem is not a sufficient response; and

N/A

(7) an agency plan for review of the rule no less than every ten (10) years to determine whether,
based upon the evidence, there remains a need for the rule including, without limitation,
whether:

(a) the rule is achieving the statutory objectives;

(b) the benefits of the rule continue to justify its costs; and

(c) the rule can be amended or repealed to reduce costs while continuing to achieve the
statutory objectives.

The Agency monitors State and Federal rules and policies for opportunities to reduce and control

costs.

Revised June 2019



Statement of Necessity and Rule Summary
ARIA Manual — Arkansas Independent Assessment (ARIA) Manual, 1915(i)

Why is this change necessary? Please provide the circumstances that necessitate the change.

The Department of Human Services (DHS) recently sought approval from the Centers of Medicare and
Medicaid Services (CMS)for its Home and Community Based Services (HCBS) 1915(c) Community and
Employment Supports (CES) waiver and the Provider-Led Arkansas Shared Savings Entity (PASSE) 1915(b)
waiver. Both were approved Spring 2022 and are in final stages of promulgation.

DHS now submits a State Plan Amendment to its 1915(i) plan related to the PASSE and the Adult
Behavioral Health Services for Community Independence (ABSCI) program and revises the Arkansas
Independent Assessment provider manual. The updates make the 1915(i) and manual consistent with
the waiver renewals, while also incorporating the following:

e The Division of Medical Services (DMS) is restructuring its client appeal process to allow services
to continue during the time between an adverse decision and an appeal or fair hearing being
resolved. This rule helps ensure client services are not disrupted prior to due process being
exhausted. The Notice of Action fully explains the client may be liable for cost of continued
services should he or she lose their appeal and gives the client right of refusal for the services.

e DMS now will allow the independent reassessment to be conducted in person or through the
use of interactive video that is recorded with the permission of the client or telephonically that
is recorded with the permission of the client and the approval of the respective DHS program
staff, for behavioral health and developmental disabilities PASSE tiering, to help address access
issues and help deter disruption of services.

e DMS is revising the Level 1 and Level Il Therapeutic Community (a 1915(i) service) rates to
account for differences between costs and current rate per recommendation during recent
analysis of the services provided.

e Additionally, DMS is adding Assertive Community Treatment (ACT) as a service bundle available
to clients who receive services through the 1915(i) state plans.

What is the change? Please provide a summary of the change.

e ARIA Manual Amendments

o Adds Early Intervention Day Treatment (EIDT) services to the ARIA system overview
(section 201.000).

o Adds the statement that “for clients seeking services under ARChoices and Living
Choices waivers and the PACE program who are not eligible at the time of application,
the independent assessment is used, along with financial eligibility, as part of the
determination for Medicaid eligibility.” (section 201.000).

o Allows reassessments to be conducted in person or through the use of interactive video
that is recorded with the permission of the client or telephonically that is recorded with
the permission of the client and the approval of the respective DHS program staff.

o Deletes description of EIDT in Developmental Screen Overview (201.100)

o Adds Division of Aging, Adult, and Behavioral Health Services to referral process
(210.100) for behavioral health assessments



o Revises tiering definitions and logic (210.300 and 220.300)

o Makes grammatical changes to Independent Assessment Referral Process (220.100) and
Possible Outcomes (220.400)

o Adds new sections to reflect the above changes (220.500, 220.510, 230.000, 230.400,
250.000, 260.000, and 270.000)

o Adds program qualification requirements including referral process, assessor
qualifications, and tiering definitions,

o Adds new sections reflective of the updates to the SPA amendments, and the recently
approved CES and PASSE Waiver renewals

1915(i) State Plan Amendments

o Corrects and changes service name from Supported to Supportive for
Supportive Employment.

o Formally identifies Division of Aging, Adult, and Behavioral Health Services
(DAABHS) as the Operating Agency and corrects who carries out HCBS
Operational and Administrative Functions

o Allows reassessments to be conducted in person or through the use of
interactive video that is recorded with the permission of the client or
telephonically that is recorded with the permission of the client and the
approval of the respective DHS program staff.

o Updates projected number of unduplicated participants for the new Year 1 of
the plan to reflect enrollment of the ARHOME medically frail population into the
PASSE

o Identifies who is responsible for performing client evaluations and reevaluations

o Clarifies the process for performing client evaluation/reevaluation

o Makes grammatical changes to numbers 5, 6, 7 of Evaluation/Reevaluation of
Eligibility section

o Makes technical changes to Home and Community-Based Settings section and
adds DAABHS to number 8 explanation

o Clarifies the names and definitions of Supportive Employment, Adult
Rehabilitation Day Treatment, Peer Support, Therapeutic Communities,
Aftercare Recovery Support, Partial Hospitalization, Supportive Housing, under
Services Section and changes division responsible for verification of provider
qualifications for some services

o Adds Community Support System Provider (CSSP) as providers of all 1915(i)
services

o Deletes the reference to typical number of days for detox services

o Makes technical changes to clarify Quality Improvement Strategy Section to
include changing the Requirements table, adding External Quality Review
Organization (EQRO) and DAABHS, and adding the sample size specificity;
changing frequency of monitoring to quarterly, and ensuring all monitoring
activities are consistent in both the ABSCI and PASSE 1915(i).

o Adds criteria for when Person-Centered Service Plans should be updated to
number 8 of Person-Centered Planning and Service Delivery and number 1 in
the Quality Improvement Strategy

o Revises the name of the Master Treatment Plan to PCSP/Treatment Plan
throughout the document

o Adds Assertive Community Treatment (ACT) and Crisis Stabilization Intervention
as services.

o Removes Mobile Crisis Intervention as a service.



State Plan Pages 4.19 B 19 and 20
=  Adds Therapeutic Communities information to the Methods and Standards for
Establishing Payment Rates









	ADP1D6A.tmp
	TOC required
	201.000 Arkansas Independent Assessment (ARIA) System Overview
	201.100 Developmental Screen Overview
	203.000 Appeals
	203.100 Notice of Actions for Appeals
	210.100 Referral Process
	210.300 Tiering
	210.400 Possible Outcomes
	220.100 Independent Assessment Referral Process
	220.300 Tiering
	220.300400 Possible Outcomes 
	220.400500 Developmental Screens 
	220.410510 Battelle Developmental Inventory Screen 
	220.420520 Referral Process 
	230.200 Assessor Qualifications 
	230240.100 Referral Process 
	230240.200 Assessor Qualifications 
	240.300 Tiering 
	230240.400 Possible Outcomes 
	250.100 Referral Process 
	250.200 Assessor Qualifications
	250.300 Tiering
	260.100 Referral Process
	260.200 Assessor Qualifications
	260.300 Tiering
	270.100 Referral Process 
	270.200 Assessor Qualifications 
	270.300 Tiering

	ADPEDAC.tmp
	Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii).
	Election of Participant-Direction.  (Select one):
	1. Description of Participant-Direction.  (Provide an overview of the opportunities for participant-direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how participants may take advantage of these opportun...
	2. Limited Implementation of Participant-Direction.  (Participant direction is a mode of service delivery, not a Medicaid service, and so is not subject to statewideness requirements.  Select one):
	3. Participant-Directed Services.  (Indicate the State plan HCBS that may be participant-directed and the authority offered for each.  Add lines as required):
	4. Financial Management.  (Select one) :
	5.  (   Participant–Directed Person-Centered Service Plan.  (By checking this box the state assures that):  Based on the independent assessment required under 42 CFR §441.720, the individualized person-centered service plan is developed jointly with t...
	7. Voluntary and Involuntary Termination of Participant-Direction.  (Describe how the state facilitates an individual’s transition from participant-direction, and specify any circumstances when transition is involuntary):
	8. Opportunities for Participant-Direction
	a.  Participant–Employer Authority (individual can select, manage, and dismiss State plan HCBS providers).  (Select one):
	b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical assistance to the individual).  (Select one):
	Quality Improvement Strategy

	ADP2F47.tmp
	1. Services. (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in Attachment 4.19-B):
	1. Services. (Specify the state’s service title(s) for the HCBS defined under “Services” and listed in Attachment 4.19-B):
	Definition: Participant-direction means self-direction of services per §1915(i)(1)(G)(iii).
	1. Description of Participant-Direction. (Provide an overview of the opportunities for participant- direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how participants may take advantage of these opportun...
	1. Description of Participant-Direction. (Provide an overview of the opportunities for participant- direction under the State plan HCBS, including: (a) the nature of the opportunities afforded; (b) how participants may take advantage of these opportun...
	facilitates an individual’s transition from participant-direction, and specify any circumstances when transition is involuntary):
	b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical assistance to the individual). (Select one):
	b. Participant–Budget Authority (individual directs a budget that does not result in payment for medical assistance to the individual). (Select one):

	ADPBD79.tmp
	FINANCIAL IMPACT STATEMENT


	Name of Department: Department of Human Services
	Agency or Division Name: Division of Medical Services
	Other Subdivision or Department If Applicable: N/A
	Previous Agency Name If Applicable: N/A
	Contact Person: Mac Golden
	Contact Email: Mac.E.Golden@dhs.arkansas.gov
	Contact Phone: (501) 320.6383
	Name of Rule: Arkansas Independent Assessment (ARIA) Manual, 1915 i
	Newspaper Name: Arkansas Democrat Gazette
	Date of Publishing: August 5th, 6th, and 7th, 2022
	Final Date for Public Comment: September 3rd, 2022
	Location and Time of Public Meeting: August 16th @ 11:00 by Zoom: https://us02web.zoom.us/j/89011956069 Webinar ID: 890 1195 6069


