EXHIBIT F

DEPARTMENT OF HUMAN SERVICES, MEDICAL SERVICES

SUBJECT: Provider-Led Arkansas Shared Savings Entity (PASSE) 1-18 Program
Medicaid Provider Manual

DESCRIPTION: This manual is being promulgated pursuant to Act 775 of 2017. It
implements Phase II of the PASSE model, in which the PASSEs begin operating as
Managed Care Organizations (MCOs) under CMS’s regulations and assume full risk for
providing all Home and Community Based Services (HCBS) under the 1915(c)
Community and Employment Supports (CES) Waiver and all State Plan Medicaid
Services, including HCBS services provided through the 1915(i) State Plan Amendment.
The PASSE Manual incorporates requirements of the CES Waiver, the 1915(b) PASSE
Waiver, and the 1915(i) State Plan Amendment. This model will allow for more
flexibility in the provision of HCBS services to individuals with high behavioral health or
developmental disabilities service needs. Under this model, the PASSE will be
responsible for developing the Person Centered Service Plan (PCSP) and delivery of all
needed services.

PUBLIC COMMENT: DHS held three public hearings, one in Little Rock on August
20, 2018, one in Monticello on September 4, 2018, and one in Hope on September 6,
2018. The public comment period ended on September 12, 2018. DHS received the
following comments and provided its responses:

DHS Responses to Public Comments Regarding the PASSE Program

EMPOWER
Comment: “Appropriate level of care or coding” What does coding mean here?
Response: This references how a provider codes a service.

Comment: 9. “Inspections”- Please clarify what this means and if there will be a
requirement of the PASSE to perform “Inspections”.

Response: This is the current Medicaid definition of adverse action. There is a
requirement that the PASSE conducts inspections of HCBS providers.

Comment: It is our understanding that an estimated 70,000-90,000 individuals receive a
Tier 1 service today. How will this many individuals receive an IA in order to voluntarily
enroll in the PASSE program beginning on 7/1/19. Please explain how the IA process
will work for Tier 1 individuals.

Response: DHS does not anticipate that every individual who may have received limited
behavioral health services will be referred and be screened as appropriate for an
Independent Assessment.

Comment: Does an individual have to receive a Tier determination of Tier 1 to be
eligible to voluntarily enroll? Does an individual receiving Tier 1 Behavioral Health or
Intellectual or Developmental Disability services qualify to voluntarily enroll July 1
20197
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EXHIBIT F

Response: Yes. DHS anticipates individuals who receive a Tier determination of Tier 1
(BH/DD) can voluntarily enroll on or after July 1, 2019.

Comment: Empower recommends that any one receiving a Tier 1 service be eligible to
enroll in the PASSE program beginning 7/1/19.

Response: The requirement is that an individual who has received a tier determination of
Tier 1 (BH/DD) may voluntarily enroll in the PASSE.

DHS does not anticipate that every individual who may have received limited behavioral
health services will be referred and be screened as appropriate for an independent
assessment.

The rate cells for these populations have not been developed by DHS actuaries at this
point.

Comment: Medical Loss Ratio

Does the mega rule MLR expectations apply based on when the legislation was passed,
PASSEs certified, etc.?

Response: The Federal Medicaid Managed Care mega rule with respect to Medical Loss
Ratio (MLR) applies beginning January 1, 2019.

Comment: Open Enrollment Period

When is the open enrollment period?

Response: The first open enrollment period will be from March 1, 2019 to March 30,
2019. Subsequent open enrollment periods will be established by DHS no less frequently
than annually.

Comment: PASSE Equity Partner

The definition should include an administrator of healthcare services.

Response: DHS agrees an administrator of healthcare services will be added to the
definition of PASSE Equity Partner.

Comment: Risk-Based Comprehensive Global Payment

Defined as “Risk-based comprehensive global payment is a capitated payment that is
made in monthly prorated payment to the PASSE for each assigned PASSE member.
Only a licensed Risk-Based Provider Organization/ Provider-Led Arkansas Shared
Savings Entity (PASSE) in good standing in the State of Arkansas is eligible to receive a
global payment under the program.

Please define in good standing.

Response: “Letter to Empower language”

Comment: What will be the process and timeframes to get these proposed services
approved?

Response: “In lieu of services™ will be sent to DHS for approval. Prior to utilizing “in
lieu of services”, they must be approved by DHS.

Comment: A. Excluded Services-Skilled Nursing Facility
Will the exception for the short term Skilled Nursing be added?

Response: Provider Agreement Language — short term SNF
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Comment: Please define the word “Moratorium” as used above?

How often will the 53% be assessed? Monthly, Quarterly, Yearly?

During Phase 1, a state algorithm was established for attribution. What are the reasons
that the DHS is transitioning to a proportional based assignment?

Response: Moratorium has the common language definition meaning a waiting period set
by an authority.

53% will be assessed on a monthly basis.

During Phase I, DHS had access to FFS claims and had the ability to make the matches
necessary for attribution. In Phase II, all members would be new to the system.

In addition, the OBHS changes allow additional providers which were not in place during
Phase I attribution.

Comment: DHS reserves the right to cap assignment of additional members to the
PASSE for any of the following reasons:

i Consistently poor-quality performance;

2. Inadequate provider network capacity;

3. High number of member complaints about PASSE services or about access to
care; and

4. Financial solvency concerns.

e Aslistedin C. [3.] above, please define “high number”
Response: The “high number” of complaints will be evaluated by DHS based on actual
experience. Prior to taking action against a PASSE, DHS will provide a PASSE with
notice.

Comment: A. The enrollee has access to services consistent with the access they
previously had, and is permitted to retain their current provider for a period of time if that
provider is not in the PASSE’s network. Please define “period of time™?

Response: The question is raised in the context of transition plan. Period of time may
vary by types of provider and should be described in an individual’s PCSP.

Comment: Will ILPs currently employed with an OBHS Provider Type 26 be counted to
meet adequacy standards?

Independently Licensed Clinicians (Provider Type 19, ILP)) only provides Tier 1
services. The PASSE program is for individuals who have been assigned a Tier 2 or Tier
3 due to their BH/IDD need. Empower is concerned that the providers who treat Tier 2
and Tier 3 members are not being included in network adequacy standards. It is critical
that PASSEs have adequate networks of providers that treat the individuals that are being
attributed to PASSEs. At a minimum, we request the addition of OBHS Provider Type 26
added to the network adequacy standards through 2019 until providers are
credentialed/contracted as a HCBS provider.

There are also not enough ILPs in the state for any PASSE to meet network adequacy.
The statement by DHS in section 226.000 also states: **Any provider that is not accepting
new members or providing services to existing PASSE members cannot be counted
towards meeting network adequacy.” In the current system, it is rare for an ILP to treat a
Tier 2 or Tier 3 member, so very few ILPs would count.
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The ILP provider type 19 was previously the LMHP program which only treated
children/adolescents. Therefore, the ILP provider type is not well developed.

The exclusion of OBHS providers from network adequacy does not hold PASSEs to the
standards laid out in the manual of “A PASSE must maintain a network that is sufficient
in numbers and types of providers to ensure that all needed services to attributed
members will be adequately accessible without unreasonable delay and within the time
and distance requirements set out in this policy.”

What is DHS’s rationale for not including the Provider Types 26 in the network adequacy
standards that treat the Tier 2 and Tier 3 Behavioral Health members? Empower
understands that Tier 2 and Tier 3 services are being removed from the OBHS (provider
type 26) manual but if in fact provider type 26 will be grandfathered to provide HCBS
services until 1/1/20, please accept their current provider type for network adequacy.
Will provider type 26 (OBHS) and provider types for IDD CES Waiver services such as
67, be grandfathered in during 2019 to provider HCBS services until such time as
PASSEs credential HCBS prior to 1/1/20? If so, what HCBS services will these
grandfathered providers during 2019 be able to provide, all services or a limited amount
of services under the HCBS (1915i)?

In addition, can provider type 26 be counted to meeting adequacy standards for Board
Certified Psychiatrist as each provider type 26 must have a Psychiatrist?

Response: Yes, if the ILP is enrolled in the Medicaid program as a Provider Type 19,
they will be counted to meet network adequacy.

Provider Type 19s only provide Tier 1 services in Medicaid FFS.

DHS believes that requiring Provider Type 26 providers within network adequacy would
be too restrictive for the PASSEs as they build their networks which now may include
new types of providers due to the adoption of the OBHS manual. They will be counted
during calendar year 2019, but other provider types for behavioral health services will
also.

DHS agrees with comment regarding the statement and the entire sentence “Any provider
that is not accepting new members or providing services to existing PASSE members...”
and 1t will be deleted from the PASSE manual.

Provider Type 26s will be counted during calendar year 2019, but other provider types for
behavioral health services will also. _

A provider type 26 cannot be used for network adequacy of a Board Certified Psychiatrist
as they are required to be enrolled as a Medicaid provider.

Provider Type 67s will be counted for network adequacy during calendar year 2019.

Comment: Will the PASSEs not be responsible for credentialing non-independently
licensed staff?

Can LMSWs, LAMFTs, LACs, LPE-Is continue to provide therapy services such as
Individual Therapy for Medicaid only beneficiaries?

When will PASSEs be held to adequacy standards for Mobile Crisis Available 24/7 as
that 1s currently not a reimbursable service and only provided in some areas of the state?
Will Mobile Crisis and the other new HCBS services (Therapeutic Host Home, etc.) not
need to meet adequacy standards until 1/1/20?

Response: The PASSE will be responsible for credentialing providers and have options
for how they will complete the credentialing process. Each PASSE must inform DHS of
how they credential providers.
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The PASSE has the ability to determine if they will allow these providers to provide
services.

Access to care requirements will be monitored by DHS and is required to be reported by
the PASSEs to DHS.

Comment: Does the DHS currently collect all information as listed in A. in order for the
PASSEs to add 1-8 to the Provider Directory? Or will the specific information that DHS
does not collect currently be waived in 2019.

The PASSE Provider Agreement has removed the requirement to add cultural
competency training; can this be removed from the PASSE Manual?

The PASSE manual states that the PASSE has to attest to meeting network adequacy
standards in the directory, when this will be required as there are graduated adequacy
standards in the PASSE agreement, as well as an allowance for Variances.

Response: DHS will provide further guidance based upon CMS approval. DHS
recognizes there is some flexibility regarding cultural competency training within the
provider directory and will provide further guidance.

Attestation of meeting network adequacy is required monthly to DHS from the PASSE.

Comment: Will the DHS send each PASSE information about identified TPLs? If so,
how often?

How will the PASSEs report TPL information to the DHS?

Response: This is contained on the enrollment file. Exact timing will be discussed
during the operational/IT meetings between the PASSEs and DHS.

This will be discussed during the operational/IT meetings between the PASSEs and DHS.

Comment: What if Empower denies a Prior Authorization (PA) of services such as acute
psychiatric admission? This appears to say we must notify the member 10 days before we
deny a PA.

Response: DHS will clarify when the 10-day prior notice is required. The manual will be
clarified.

Comment: DHS has sought waivers on some of these edits? Do the waivers that DHS
has obtained apply to the PASSE?

Can PASSEs seek NCCI edit waivers?

Will PASSESs be given a list of current approved edits for all Medicaid services?
Response: No, the PASSEs cannot seek or utilize any NCCI edit waivers.

Comment: Will provider sanctions imposed by one PASSE be shared with the other
PASSEs with which the provider is in network with?

Response: Yes, DHS expects that if a PASSE sanctions a provider that it will be reported
to DHS and other PASSEs.

Comment: There are no criteria listed for how you will be able to attain these payments.
Is there an attachment we should be referencing?

Response: DHS will be developing the quality incentive pool in consultation with the
PASSEs. There is not an attachment or criteria to be referenced.
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Comment: Empower requests that the ratios be removed and that PASSEs are allowed to
risk stratify our members, and report on the Quality Metrics as defined by DHS.
Assigning caseloads based on need allows the highest need members to receive the
clinically necessary follow up to attain their best functioning. We acknowledge the need
to provide high quality care coordination services to all members, but also see the need to
individualize services provided.

Response: The care coordinator to client ratios as defined in the PASSE manual will not
be removed.

ARKANSAS TOTAL CARE

Comment: The PASSE Manual states, “DHS will, on an annual basis, offer an open
enrollment period for all current enrollees to choose a different PASSE for coverage
beginning January 1 of the following year.” How does this work with open enrollment in
2019 being March 1 — March 317

Response: There will be 2 open enrollment periods in 2019.

Comment: What are the current alternate formats available from Arkansas Medicaid?
Response: Information in alternative formats are made available per requests.

Comment: Can “skilled nursing facility services” be changed to “residential nursing
home?”

Under medical hospitalization we often use a skilled nursing facility as a sub-acute setting
to bridge from home or rehab when the member is too deconditioned to leave the
hospital.

Response: This exclusion is specifically stated in Act 775 of 2017.

Comment: Is it possible to remove the approval requirement? In 2019 the PASSE is
going to be at full risk. Requiring approval by DHS of all “In Lieu of Services™ prior to
service delivery will impact the PASSE’s ability to assure timely and quality care is
provided to the member.

Response: DHS agrees that prior approval of “flexible supports” and “in lieu of’ services
would be administratively burdensome and therefore will remove the approval
requirement. DHS reserves the right to review the appropriateness of “flexible supports™
and “in lieu of” services via retrospective review.

Comment: What is the formula for calculating the 53%? Is it based on county or region?
Could it change based on the number of PASSE entities? Would it be more appropriate to
address the methodology in the manual as opposed to specific percentages so that the
formula could be changed if needed?

Response: The 53% is total of assigned members.

Comment: Sections 231.100, 231.200 and 231.300 cover the information more
thoroughly.

Can 221.700 be removed?

Response: Section 221.700 is located in the state responsibility section of the provider
manual, while the others are located in the rights and member protection section.
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Comment: Currently, the PASSE does not receive an indicator of who the member is
transitioning to in order for this to occur. Will the PASSE receive this information in
order to offer more continuity of care between the PASSEs and if so, how will it be
received?

Response: The PASSE is responsible for checking the eligibility of their members which
would indicate previous PASSE membership.

Comment: Ratios for access to ALL provider types are problematic. Given the limited
population that the PASSE will serve this standard defaults to a minimum of one
specialty provider per provider type per county. Can a county be covered for the ratio test
if the provider is located in another county?

Is it possible to allow specialty providers to service a 60-mile radius and PCPs to service
a 30-mile radius so that both may serve across county lines? Other service providers may
also have a broader service area than just their own county and may also need to be
reviewed for consistency.

Response: Yes, the ratios are not county specific except for Providers that are
certified/licensed by county. For example: Provider Type 24, AN.

The radius can cross county lines

Comment: The PASSEs have already established applications for network participation,
credentialing and contracting that are already in place and in use. Mandating use of a
universal process in this document will likely create issues among the PASSE entities.
Can this statement be removed from the manual?

Perhaps submission of current forms being utilized for review and approval by DHS is
more appropriate option that the PASSEs could consider? The outlined process does not
recognize current propriety processes and already credentialed providers.

Response: We are clarifying the language to state “The PASSE must utilize a universal
process for providers” ... 226.000, Paragraph 4

Comment: Would DHS consider a threshold of 80% to 90% since CMS uses a 90% of
their required standard as a threshold and still allows some waivers for special
circumstances?

Response: DHS allows a network adequacy variance request as specified in Section
226.200.

Comment: What providers make up each specialty? Is there a taxonomy that can be
used? Is it possible to narrow down the list of specialties?

Response: DHS has shared the specialties of Providers with each PASSE.

Comment: What area does the FQHC cover? Is it county or network?
Response: Each PASSE must have at least one FQHC in their network.

Comment: What providers fall into each provider specialty? Is there a taxonomy for each
specialty and what is included? Where do we find it?
Response: DHS has shared the specialties of Providers with each PASSE.

Comment: How will a consistent standard will be applied?
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Response: DHS & Contractors will apply the same standards to all PASSEs.

Comment: If membership within the county is less than the ratio for one member, will
reporting that 1 provider is contracted be sufficient to meet this reporting requirement?
Response: Network Adequacy is measured on a statewide basis.

Comment: If the category is a service instead of a provider specialty, where the service
may also be imbedded within a facility/group/organization such as an acute care hospital,
should it be tracked and reported separately or included in the larger facility category?
Response: It should be tracked and reported separately.

Comment: Wouldn’t it be difficult to reach this ratio in Arkansas counties that have only
one Acute Inpatient Hospital? How would this ratio for Acute Inpatient Hospitals or
Critical Care Services in the rural counties be met?

Response: Network Adequacy is measured on a statewide basis.

Comment: Can Emergency Rooms be used to meet this measure?
Response: Yes

Comment: What is the criteria for the waiver? Is it possible to have permanent waivers
for known specialties/providers not available in the network? What’s the timing to get a
waiver? Is there an appeal process? Is there a threshold or cap on waiver requests?
Response: Variance requests are handled on a case by case basis.

Any action by DHS can be appealed.

Comment: Does this statement refer to the time and distance by specialty, county and
ratios by specialty and county, as well as the preceding table of Access to Service/Waiting
times, collectively?

Response: Yes

Comment: Care Coordinator to Client Ratio does not seem to fit within the network
adequacy section. This service is provided by PASSE employees and is not part of the
actual network. Can this be removed from Network Adequacy Reporting 226.300 as it is
reported in Reporting and Quality Metric Requirements 259.300?

Response: This will be removed from the section.

Comment: Why is this information included in this quarterly report? This is part of the
information that is listed on our Find a Provider website tool.
Response: This is an annual report, so the EQRO can analyze their quality.

Comment: Why were Cultural/Linguistic Capabilities and ADA Accommodations left
off of this list? Does DHS have an exception from CMS to not include this?
Response: It is number 7 and 8 on the list.

Comment: The waiver states:
“The State permits the PASSEs to market to potential enrollees. Specifically, each

PASSE may create and run a website for information regarding its PASSE, provider
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network, and care coordination services. This website may be linked to the DHS PASSE
webpage and is designed to provide information for beneficiaries when making the
decision to change PASSEs. The PASSE may also produce written marketing materials,
radio and television ads, and print ads to distribute to enrollees and potential enrollees.
The written materials may be distributed by the DHS PASSE Member support team,
PASSE care coordinators, and PASSE network providers. All marketing materials and
marketing strategies must be approved by DHS.”

This conflicts with the manual. Will one of the documents, either manual or waiver, be
updated? If so, which one?

Response: The manual language will be used regarding marketing activities. The waiver
will be released for public comment in the near future.

Comment: If the PASSE entities are at risk in 2019 why is the PASSE provider manual
prescribing the detail processes for the PASSE entities to follow for
recoveries/recoupments related to TPL? Recoupment processes are typically determined
in the PASSE contracts with their providers and described in their standard provider
manuals and billing practice guides. TPL and Subrogation may also involve vendors who
have detailed expertise in identifying potential opportunities for other insurance unknown
at the time of payment. Would it be better to consider requiring approval by DHS of any
vendor, policies/procedures and correspondence utilized? Reporting is also available for
these activities.

Requiring approval by DHS prior to taking action on these items would limit the
effectiveness of these programs by the PASSE entities and their vendors.

Response: The purpose is that the PASSEs understand their obli gations under Federal
law and Regulation. The activities described in this section are the responsibility of the
PASSEs and will be monitored by DHS.

Comment: Can the 10-day window be given more flexibility? It is a very tight turn
around for reporting, sanctions or other administrative remedy if violated.

Response: No, it will remain 10 business days. It is unclear why the PASSE would be
unable to report this to DHS in 10 business days, after it has been identified.

Comment: The requirement contradicts current practice in the private sector.
Credentialing is a required process dictated by an executed contract. Currently, the
PASSE typically negotiates the contract and executes it with a requirement that all
providers’ must be credentialed to render services under the contract before
implementation of the contract. Once the credentialing has been completed, the provider
will then be loaded as participating in the network and displayed in the provider directory.
Response: We agree that our language was unclear as to the proper sequencing of
contracting and credentialing. We will make this clear that the description provided here
1s an acceptable process.

Comment: Can the member or the PASSE be referenced? What if the PASSE wants to
dispute or appeal? Sections 160.000 and 190.000 are not found in the manual. Where can
they be found?

Response: Sections 160.000 & 190.000 can be found in section 1 of all Medicaid
manuals and can be found on the Medicaid website.
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Comment: Does Medicaid have non-par providers? If so, does Arkansas Medicaid allow
nonpar providers to appeal on behalf of a member? If not, can it be indicated in this
section?

Response: No

Comment: The definition of adverse action is extremely broad and includes items such
as denial of a concurrent review. It is impossible to give 10 days’ notice before a denial of
a concurrent review. Would it be possible to better define the adverse actions that
specifically need to have action taken?

Response: Adverse action is defined within existing Medicaid Manuals (Section
190.002). The PASSE manual utilizes the same definition to ensure consistency.

Comment: What are these policies and where can they be found? Will the PASSE be
provided these policies?
Response: They are contained within the existing Section II of each Medicaid manual.

Comment: If the PASSE is at risk in 2019 why are the PASSEs being asked to detail the
processes for recoveries/recoupments? Recoupment processes are typically determined in
the proprietary PASSE contracts with their providers and described in their standard
provider manuals and billing practice guides.

Response: The Office of Medicaid Inspector General (OMIG) and DHS wants to review
these policies and procedures.

Comment: If the PASSE is at risk in 2019 why are the PASSEs being asked to detail the
processes for recoveries/recoupments? Recoupment processes are typically determined in
the proprietary PASSE contracts with their providers and described in their standard
provider manuals and billing practice guides.

Response: The Office of Medicaid Inspector General (OMIG) and DHS wants to review
these policies and procedures.

Comment: “The PASSE may deem the credential for providers who have already been
approved and credentialed by another PASSE for up to 6 months pending completion of
the full credential review. DHS may grant a variance for extending the temporary period.”
This does not comply with national quality accreditation guidelines.

Response: The PASSE is allowed the opportunity to use the credentialing from another
PASSE if they choose. It is not a requirement, only an allowance.

Comment: Why would the PASSE credential a non-contracted provider? Currently, it is
not standard practice to credential a non-contracted provider. Contracting occurs as a
stipulation for network participation. Normally, credentialing occurs prior to a service
being rendered, not after a provider is seeing members and provided directory display.
Response: If an out of network provider is providing services to more than 50 members,
DHS requires that the PASSE credential the provider.

Comment: [s the PASSE required to join the CVO work group and share in the expense
if the PASSE has already established an application, credentialing and contracting
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process? Many of the providers that will make up the provider network have already been
credentialed, therefore the expense has already occurred. Will the CVO workgroup meet
all national quality accreditation standards?

Response: This is a requirement starting January 1, 2020. The accreditation of the CVO
will be discussed during the credentialing work group.

Comment: How does this requirement co-exist with uses of the state medical board’s
CCVS program?
Response: The CCVS may continue to be utilized even within the CVO.

Comment: Can this be clarified to be HEDIS and CAHPS?
Response: These are CMS requirements set forth in the Act.

Comment: The “Metrics” column is using effective date as the measurement but
“Target” and “Reporting to DHS” are using attribution date. Is it possible to make these
consistent and use the same date across all three?

Response: This will be clarified; it is within 15 business days after effective date.

Comment: “Metric-Care coordinators must follow up with members within seven (7)
business days of visit to Emergency Room or Urgent Care Clinic, or discharge from
Hospital of In-Patient Psychiatric Unit/Facility. Target->50% of care coordinators will
follow up with members within seven (7) business days of visit to Emergency Room, or
discharge from Hospital or In-Patient Psychiatric Unit/Facility. Reporting to DHS
(Frequency/Content)-Quarterly/Details of follow up with members within (7) business
days of visit to Emergency Room, or discharge from Hospital or In-Patient Psychiatric
Unit/Facility, including but not limited to action or treatment plan to prevent/avoid such
visits in the future. Can urgent care be removed from this list? Urgent care is not
considered emergent services. It is recommended to be used as an alternative to the ER
when a member can’t get in to see their PCP. Currently, notifications for urgent care
visits are limited as the first notification we receive is when the claim is submitted and
there is little to no opportunity to follow-up within 7 days.

Response: Urgent Care will be removed.

Comment: Regarding “the PASSE is responsible for the credentialing of home and
community based service providers. All home and community based service providers
must be nationally accredited.”

Does this mean credentialing is required for all providers/services listed in section
283.000-284.002 or only those listed in section 248.300?

Which national accreditation will they be expected to meet? (Ex: there is no national
accreditation for Meals on Wheels)

Is there going to be a grandfather period or time limit to obtain required accreditations for
these providers? Our concern is smaller HCBS won't be able to afford to live up to this
expectation and members will be affected.

Response: Credentialing of HCBS by the PASSE is required for an HCBS provider to be
enrolled in Arkansas Medicaid.

National accreditation may be a best practice that the PASSE may wish to adopt, but it is
not required to be credentialed as an HCBS provider.
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Comment: Regarding “Crisis Intervention”

This makes more sense for the definition of Mobile Crisis Intervention 282.012. Can the
PASSE be given more information/clarification on Crisis Intervention?

Response: Crisis intervention is currently contained within the OBHS manual and CES
waiver and can be provided in a variety of settings within the normal course of treatment.
Mobile crisis intervention requires 24/7 availability of staff to respond to a member who
is experiencing a crisis situation.

Comment: Regarding “Caregiver Respite”

Can the PASSE be given more information on Caregiver Respite? Are there units?
Defined Hours/days? Are “planned” or “Emergency” are pooled?

Response: As you are working with members to develop the PCSP, a course of treatment
would be created that would address these answers.

SUMMIT COMMUNITY CARE

Comment: Adverse Decision/Adverse Action —recommend definition include the right to
appeal attribution and tier assignment.

Response: Every member has 90 days to switch their PASSE if they so choose.

Members have the right to appeal their Tier assignment. Of the total 36,940 independent
assessments for behavioral health needs, DHS has received 139 beneficiary appeals and
100 provider appeals for Tier assignment. 4 appeals went to a hearing, 2 of which the tier
determination was upheld and 2 were reassessed.

Comment: Care Coordination—(a) The definition includes “‘assessing” and “reevaluating
the patient for medically necessary care and service,” which sounds like reassessment.
Assessment and reassessment are not the job of the PASSE. (b) This does not match all
the definitions in the draft 1915(b) and 1915(c) waivers and 1915(i) SPA. Are the others
being changed to match? (c) Concepts from Act 775 such as assistance with social
determinants do not appear to be included.

Response: In order to develop a PCSP for the member, the PASSE will need to complete
a full assessment of the client, including face-to-face, review of client records and use
other completed assessments, including the results of the independent assessment, and
plans of care.

Care coordination is not a one-time activity. Assessment and reassessment will be
continually performed by the care coordinator. Please reference PCSP development
portions of the applicable waivers and SPA.

Comment: Case Management — What is the functional difference between “care
coordination” and “‘case management”? Is there a need for two separate terms?
Response: PASSE Care Coordination is the equivalent of Waiver Case Management.
The PASSE must follow the conflict-free case management rules.

Comment: Flexible Service — How does this differ from “in lieu of” services in 221.2007?

Response: DHS recognizes the similarities and anticipate that the PASSEs will develop
their own menus of flexible services for DHS approval.
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Comment: Network Provider—Will PASSEs be required to get agreements with each
provider to participate specifically in the Medicaid PASSE program? We believe
Providers must indicate somehow that the provider is intending to participate in the
PASSE program before they can be counted as part of the PASSE provider network.
Response: Yes, this is necessary in order to contract with individual providers or a group
of providers, such as a physician group practice, for the services of a provider. In order to
count towards network adequacy, contracts for the PASSE program will be reviewed. In
order to bill for services and be paid, individual providers or provider groups will be
entering into contracts with the PASSE.

Comment: PASSE Equity Partner — Equity partners include MCOs that do not deliver
services. Proposed revising definition.
Response: Previously answered

Comment: Telemedicine— The definition of Telemedicine mixes the lawful professional
use of telemedicine with coverage. The first paragraph is correct. But the excluded items
A- D are excluded in Act 203 of 2017 only for purposes of mandated reimbursement.
Summit asks that those activities be permitted as those are useful and effective methods
of communication.

Response: Exclusion from reimbursement in Act 203 does not prevent the PASSE from
using those methods of communication, but it is not considered a medical service
delivered via telemedicine.

Comment: Virtual and Home Visit Provider Services—It is not clear whether this section
is establishing different standards for telemedicine than those under state law and whether
those standards are more or less stringent. Or is this an amalgamation of telemedicine and
home and community-based services? This should be clarified. Also, while this definition
appears to include mobile devices, it is not clear that it includes non-mobile telephonic
communications. Similarly, if a client with limited technology consents, they should be
allowed to use non-secure technology.

Response: These include all types of medical services including speech, occupational,
and physical therapy services. DHS recognizes the importance providing these services
via telemedicine in order to expand access for rural, remote, and mobility impaired
members who otherwise lack access.

Comment: Recommend edit in second paragraph of this section to refer to PASSE
“program.”

Section “A” refers to care coordination activities in Arkansas Code 20-77-2703(3), but
the four activities listed are the “conflict-free” functions from the federal HCBS regs, not
the activities in the Arkansas Act. Summit recommends aligning with the cited statute as
indicated in next column.

Response: DHS disagrees with the proposed edit because the PASSE program includes
the responsibility of DHS while the PASSE organization is specific to the entity. DHS
recognizes this has been an issue of discussion for several months and DHS maintains our
position as previously described.
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Comment: Item A and B appear to run afoul of the requirement that the PASSEs comply
with the “Any Willing Provider” Act (Patient Protection Act). Under Arkansas law, any
provider that meets a PASSE’s terms and conditions must be able to participate in that
PASSE under AWP.

Response: PASSEs must comply with all applicable federal, state regulations including
the “Any Willing Provider” Act as DHS has consistently indicated throughout the
development of the PASSE program.

Comment: Last Paragraph— “In Lieu Of” Services:

The requirement for DHS approval could be administratively burdensome for everyone
and deter use of this valuable option. As we read the federal managed care rule, the state
could identify types of approved “in lieu of” services in the PASSE Agreements, but not
require approval on a case-by-case basis by DHS. Also, it should be considered a medical
expense if it replaces a medical expense.

Response: The “in lieu of” services would be considered a medical expense if it replaces
a medical expense.

“In lieu of” — array of services that might be provided to multiple individuals, such as a
stay in an IMD in accordance with federal managed care rules

Flexible supports — more person centered approach, such as pest extermination for an
individual with asthma

DHS agrees that prior approval of “flexible supports™ and “in lieu of”” services would be
administratively burdensome and therefore will remove the approval requirement. DHS
reserves the right to review the appropriateness of “flexible supports™ and “in lieu of”
services via retrospective review.

Comment: What 1s the basis for the 53% cap? This takes away client choice. Will the cap
remain regardless of how many PASSEs participate in the program?

Summit requests that the methodology/algorithm be included in more detail in the
Provider Manual.

Proportional auto-assignment will reduce the incentive for PASSEs to provide better
services and better value to attract beneficiaries.

For some small providers in particular, random/proportional assignment that requires the
provider to deal with four different care coordinators, four billing systems, four UR
systems, etc. results in a significant cost to the provider. Summit believes assignment
should be deliberate and align with PASSE provider networks in order to further the goals
of the program.

Response: The 53% is only for auto-assignment. A member has the ability to switch to
the PASSE of their choosing within 90 days of assignment.

DHS has indicated that we may adopt additional criteria for auto-assignment based upon
quality in the future.

The number of PASSEs a provider wishes to join is up to them.

Comment: Are there limitations on the types of providers that can serve dually diagnosed
individuals or the services they can receive? Any exclusion criteria?

What is the distinction now between the DD Tiers Il and I1I? Specifically, what qualifies
a member for Tier III? Edit recommended in 221.520(A)(2).
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Response: There are no limitations on the types of providers that can serve dually
diagnosed individuals as long as they are qualified to provide the service.

DD Tiers II and III are defined within the Independent Assessment manual,

The language in the PASSE manual will not be edited as it would represent a significant
change in eligibility.

Comment: Exclusion of medical spenddown misses an opportunity to benefit some of
the clients who need it the most. If spenddown members will be excluded, how will DHS
ensure these members are taken care of?

Response: Individuals who qualify for Medicaid through spenddown eligibility will be
served by FFS. DHS did not believe that the PASSEs should be held financially liable for
cost incurred prior to Medicaid eligibility.

Comment: How will capitation rates be determined for voluntary enrollees (Tier I)? Will
the rate include the same amount for care coordination as for Tier II and Tier III
enrollees? Will care coordination be required or will it be at the PASSE’s discretion? If
required, at what ratio?

Will the state be requiring a PCP referral or setting any parameters (e.g., medical
condition, total spend, etc.) around who can enter a PASSE as a voluntary enrollee?
Response: The rates for voluntary enrollees will be developed by DHS actuaries in the
future.

DHS will be setting criteria for Tier 1 and will provide for public comment. The
requirement is that an individual who has received a tier determination of Tier 1 (BH/DD)
may voluntarily enroll in the PASSE.

Comment: A sanction resulting in for cause transition should not be just any sanction. It
should be a serious sanction, and it should relate in some way to the reason for the
transition.

How will Item D be determined in order to ensure proper notice and advocacy for the
beneficiary?

Response: DHS agrees that a sanction for cause would be a serious violation as
enumerated in the CFR.

DHS must follow all federal and state regulations regarding notification of adverse action.

Comment: Almost any service could potentially fall into category F. This should be more
clearly defined or notification given to PASSEs of which provider types will be included
in this criterion before the access measurement period begins.

Response: DHS will inform the PASSE of what will be measured.

Comment: What is the rationale for basing measurement of provider ratios on 120% of a
PASSE enrollment? Once Phase I begins in 2019, enrollment will be largely static—no
PASSE is going to experience a sudden 20% increase in enrollment. This seems arbitrary
and should be changed to 100%,.

Are any of these standards based on national standards? Does it make sense that the ratio
for primary care and OB/GYN is the same when only a small portion of the clients are
likely to get pregnant and presumably about half will be male? Do the number of board-
certified psychiatrists required to meet the ratio even exist within the state?
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We agree that telemedicine should be a valuable resource in meeting the access standards,
but it is not clear how the use of telemedicine impacts compliance with this standard or
how DHS will determine adequate access for these vulnerable populations exists through
telemedicine. This section states that a provider will not be counted for access purposes if
the provider “is not accepting new members and is not providing services to existing
PASSE members.” These are two different situations. Did you mean “or” instead of
“and™?

[s “Intermediate Care Facility” a reference to large or small ICFS? There are not ICFs in
all Arkansas counties.

Need to clarify that “Supportive Living/Respite/Supplemental Support” is DD.

Is “Supported Employment” in this context DD or BH? A provider should not be
considered interchangeable for access purposes.

What is “mobile crisis response” service for DD? DD has not typically had this service.
ATkSTART exists, but it 1s not a mobile crisis unit in the BH sense and not what 1s
described in the draft 1915(c) waiver on page 69.

“Early Intervention Day Treatment” is missing.

Response: Based upon review of practices in other States, DHS chose to use the 120% of
the PASSEs actual enrollment to ensure sufficient member access to services.

The network adequacy standards were developed based upon information gathered from
multiple sources.

For all provider types, there is the availability of a network adequacy variance.

DHS agrees with comment regarding the statement and the entire sentence “Any provider
that is not accepting new members or providing services to existing PASSE members...”
and it will be deleted from the PASSE manual.

The requirement is that the PASSE must have providers with the ability to provide
services within an ICF for a member, regardless of where that member is located within
the State.

The provider types that will be assessed for network adequacy purposes are defined
within the manual.

The PASSE program allows the same provider to provide services to individuals with
developmental disability service needs as well as behavioral health service needs.

Access to care requirements will be monitored by DHS and is required to be reported by
the PASSEs to DHS. Mobile crisis response is defined within the PASSE manual.

EIDT providers were not included for network adequacy purposes as the majority of
individuals on the CES waiver do not receive services at EIDT providers.

Comment: Can mobile crisis response be satisfied through the use of telemedicine and
other technology?

What is the definition of “urgent care”? Depending on the definition, a 24-hour time
frame may not be reasonable, particularly since the next category goes all the way to 21
days.

Why is DD not included except for crisis?

Response: No, mobile crisis response cannot be satisfied through the use of telemedicine.

Urgent care, in this section of the manual for network adequacy access standards, means

medical services that are necessary within 24 hours to prevent further deterioration of the
member’s condition.
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DD services are HCBS services that are identified on the individual’s PCSP and typically
are non-medical in nature and therefore will not be considered for network adequacy
access standards.

Comment: Request that a set of guidelines be developed that PASSEs can use to
determine when a standard does not have to be met. Summit recommends a request
template that can be used to request a variance.

Response: Variance requests are handled on a case by case basis.

Comment: These two requirements (freedom to choose vs. PASSE making assignment)
appear to be contradictory. Summit proposed the language as edited in next column.
Response: The PASSE is required to make assignment to a PCP in the case where a
member has not made a choice of PCP.

Comment: While we understand the need for marketing materials to be accurate and
appropriate, these provisions eliminate necessary business communications. For example,
at a minimum, a provider should be able to tell an existing patient which PASSE(s) that
provider is in-network for, and which one(s) it is an investor in, both for disclosure
purposes and as a demonstration of the provider’s commitment, which may be relevant to
a patient. Members need this basic information to make informed choices, just as
members in commercial insurance plans are allowed to obtain that type of information
from their providers.

Response: DHS will not make any changes to the marketing material requirements. The
examples provided do not seem relevant to member choice. Individuals will have access
to the PASSE’s provider network at all times. Any materials to be used for marketing
purposes must be submitted for review and approval by DHS.

Comment: 242.100 is not related to 242.000 Coordination and Continuity of Care and
should be placed elsewhere for better understanding and flow.
Response: DHS agrees and will amend the manual to make this stylistic change.

Comment: Will Summit provide subrogation services for the it’s program? Oris DHS
keeping recovery in-house?
Response: Each PASSE is responsible for the recovery of any TPL payments.

Comment: Add educational requirement to (A)
Response: The PASSE is free to add these additional educational requirements of their
care coordinators.

Comment: The language says providers do not have standing to appeal on a non-payment
decision if provider has not furnished any service for which payment has been denied.
This is contrary to the Medicaid Fairness Act, 20-77-1702, which permits providers to
appeal denials of prior authorizations and other adverse actions for which no service has
been provided if the action has a monetary consequence. While the provider can still
appeal to the state under the MFA, it would seem best to make the appeals to the PASSE
align with the MFA.

Where it says the PASSE must adhere to the Administrative Procedure Act, it also should
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say the PASSE must adhere to Sections 160.000 and 190.000 of the Medicaid Provider
Manual on beneficiary and provider appeals and hearing rights.

Response: DHS intention is to ensure compliance with the Medicaid Fairness Act and
will clarify any language which conflicts with those provisions.

By reference, those sections are also included as PASSE requirements.

Comment: We maintain that our rates are proprietary trade secrets. Mandating
disclosure of upper and lower rates in a public hearing would reveal that information.
Therefore, Summit proposes striking that language.

Response: DHS acknowledges that providers and payors are willing to accept different
payment levels based upon a number of variables, including volume. DHS recognizes
that there are competing interests and that the current manual is a reasonable balance of
those competing interests and will not be amended.

Comment: Uses term HCBS Occupational Therapists category is missing.

Why are dental hygienists included if dentistry is excluded from the PASSE program?
Where is provider right to appeal adverse credentialing decisions?

Response: DHS agrees and will add occupational therapists to the credentialing
requirement.

Credentialing of Dental Hygienists are covered through the Dental Managed Care
contracts which is excluded from PASSE contracts and therefore, DHS will remove the
reference of Dental Hygienists from the manual.

Each PASSE must have provider appeal rights. DHS also has appeal rights as specified
in the Medicaid Provider Manual.

Comment: [tem E references LTSS. Does that include the PASSE?
Is [tem L applicable to the PASSE population?
Response: Yes. both of these items are applicable to the PASSE program.

Comment: Use of the word “may” indicates that the Quality Incentive Pool is
discretionary. That is not what was discussed in the early development of the provider-led
program and is contrary to the language in Act 775.

Response: DHS intends to fund a quality incentive pool and will work with interested
parties to define the quality measures. DHS believes “may” is appropriate as it would not
allow payments to a PASSE if the quality measures are not met.

Comment: In Item E, “any” sanction is too broad. Any sanction imposed should be
proportionate to the particular failure to meet the quality metric.

Two “E”’s are used by mistake.

Response: Section 258.200 provides for a variety of sanctions based upon the severity of
the deficiency. DHS believes these variations are appropriate based upon federal
regulation. PASSEs have the authority to appeal any sanction.

This will be corrected.

Comment: How will responsibility for sanctioned behavior be apportioned between the

PASSE and the involved provider?
Item L—Any sanction imposed should be proportionate to the failure to comply.
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Response: Sanctions are assessed against the PASSE. Whatever action the PASSE takes
against a provider is up to the PASSE.
PASSEs have the authority to appeal any sanction.

Comment: Ttem B—The “directly or indirectly” language seems to make the PASSE
responsible for all network providers, even if the provider acts contrary to directives from
the PASSE. Again, this gets back to the question of apportioning responsibility between
the PASSE and the provider for sanctions.

Response: The PASSE is responsible for the actions of its providers.

Comment: The prescriptive manner behind many of the service requirements limits the
ability of the PASSE to determine the best and most appropriate manner of addressing
beneficiary needs.

If it not specifically described as a BH or DD service, can it be provided to either
population as needed? It is not clear in each case, which population the service applies to.
In 282.006 it is confusing. It appears to be for both BH and DD, but the language for DD
is more descriptive of Personal Care, not DD services. There is language in the 191 5(c)
DD waiver for this.

In 284.001, CES Supported Employment should not be an “all or nothing” description or
it further deters providers from offering this underused service.

Item 284.002 Supportive Living does not include a reference to habilitation, which is the
category under the waiver that these services fall.

Response: DHS believes that the PASSE has the ability to determine the best and most
appropriate manner of addressing member needs identified through the development of
the PCSP.

Yes, the PASSE has sufficient flexibility to deliver services as identified in the member’s
PCSP.

DHS disagrees with the characterization that Supported Employment has an “all or
nothing” description and will appropriately encourage PASSEs and providers to expand
the use of these services.

Supportive Living under Section 284.002 specifically references habilitation.

DDPA

Comment: Adverse Decision/Adverse Action — Please add the right to appeal attribution
or tier assignment?

Response: Previously answered in response to Summit Community Care

Comment: Care Coordination—(a) The definition includes “assessing” and “reevaluating
the patient for medically necessary care and service,” which sounds like reassessment.
Assessment and reassessment are not the job of the PASSE. (b) This does not match all
the definitions in the draft 1915(b) and 1915(c) waivers and 1915(i) SPA. Are the others
being changed to match? (¢) Concepts from Act 775 such as assistance with social
determinants do not appear to be included.

Response: Previously answered in response to Summit Community Care

Comment: Case Management — What is the functional difference between “care
coordination” and “case management™? Is there a need for two separate terms?
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Response: Previously answered in response to Summit Community Care

Comment: Flexible Service — How does this differ from “in lieu of”” services in 221.200?
(There is a grammatical mistake in this definition.)
Response: Previously answered in response to Summit Community Care

Comment: Independent Assessment — This wording sounds as though Tier I voluntary
enrollees get to choose which PASSE to join rather than being auto-assigned under
proportional attribution. Is that correct?

Response: Yes.

Comment: Network Provider—What does the language mean “under contract with a
PASSE or its contractor/subcontractor”? PASSEs should be required to get an agreement
with each provider to participate specifically in the Medicaid PASSE program. To include
them without their consent or knowledge does not give a true indication of access since
there is no way to know if the provider is intending to participate in the program.
Response: Previously answered in response to Summit Community Care

Comment: Person-Centered Service Plan—It is not clear what constitutes the “total plan
of care” or who is responsible for its development. This definition is generally confusing,
and it is not clear what the difference is among the components. Clarification is required
to indicate whether Care Coordinator is responsible for developing/writing the PCSP or
coordinating its development with other parties.

Response: The PASSE is responsible for the development of the PCSP.

Comment: Will PMPM rates includes the cost for preparing the currently required care
plans as well as the additional plans includes in the “total plan of care™?
Response: This is not a PASSE Manual question. Rate Setting is a separate process.

Comment: Telemedicine— The definition of Telemedicine mixes the professional use of
telemedicine with coverage. The first paragraph is correct. But the excluded items A- D
are excluded Act 203 of 2017 only for purposes of mandated reimbursement. It would be
ill advised to exclude those activities from the definition itself as the PASSEs will make
use of those methods of communication.

Response: Previously answered in response to Summit Community Care

Comment: Virtual and Home Visit Provider Services—It is not clear whether this section
is establishing different standards for telemedicine than those under state law and whether
those standards are more or less stringent. Or is this an amalgamation of telemedicine and
home and community-based services? This should be clarified. Also, while this definition
appears to include mobile devices, it is not clear that it includes non-mobile telephonic
communications. Similarly, if a client with limited technology consents, they should be
allowed to use non-secure technology.

Response: Previously answered in response to Summit Community Care

Page 20 of 58



EXHIBIT F

Comment: Section “A” refers to care coordination activities in Arkansas Code 20-77-
2703(3), but the four activities listed are the “conflict-free” functions from the federal
HCBS regs, not the activities in the Arkansas Act.

Response: Previously answered in response to Summit Community Care

Comment: Item A and B appear to run afoul of the requirement that the PASSEs comply
with the “Any Willing Provider” Act (Patient Protection Act). Under Arkansas law, any
provider that meets a PASSE’s terms and conditions must be able to participate in that
PASSE under AWP.

Response: Previously answered in response to Summit Community Care

Comment: The requirement for DHS approval could be administratively burdensome for
everyone and deter use of this valuable option. As we read the federal managed care rule,
the state could identify types of approved “in lieu of”* services in the PASSE Agreements,
but not require approval on a case-by-case basis by DHS.

What is the rationale for restricting “in lieu of” services to those that avoid
institutionalization? That is more restrictive than the federal managed care rule, 42 CFR
438.3, and Arkansas Act 775 (“flexible benefits”). If it improves the client’s health status
or reduces costs without reducing care, it should be allowed even if it doesn’t make the
difference between institutionalization and staying in the community.

This section says “The benefit to the PASSE is that provision of an ‘In Lieu of Service’
should reduce medical expenditures for institutional care.” Given that nursing facilities
and HDCs are exempt from the PASSE, this does not seem to be true. In early
discussions, the state intended to incentivize the PASSES to provide HCBS for more
complex conditions in order to avoid a perverse incentive favoring institutionalization
(otherwise, the PASSEs actually fare better financially by allowing someone to be placed
in an institution).

Response: Previously answered in response to Summit Community Care

Comment: What is the basis for the 53% cap? This takes away client choice. Does it
make sense to have the same cap no matter how many PASSEs are in the program? Does
this same cap encompass Tier I voluntary enrollees too?

Response: Previously answered in response to Summit Community Care

Comment: The quality metrics that must be met should be specified and promulgated in
the manual rather than just being left for DHS to define when the time comes.
Response: DHS expects that future Quality metrics will be promulgated.

Comment: Proportional auto-assignment will reduce the incentive for PASSESs to
provide better services and better value to attract beneficiaries.
Response: Previously answered in response to Summit Community Care

Comment: What is “geographical competitive balance™? How will it be determined and
monitored? If this is to be used, the criteria should be promulgated beforehand with
adequate opportunity for public notice and comment.

Response: Section 221.500 does not reference geographical competitive balance.
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Comment: Criteria for all of the reasons for DHS to cap assignment should be spelled
out; without the criteria it could become extremely arbitrary.

Response: DHS may cap enrollment based on actual experience. Prior to taking action
against a PASSE, DHS will provide a PASSE with notice.

Comment: Random/proportional assignment that requires the provider to deal with four
different care coordinators, four billing systems, four UR systems, etc. results in a
significant cost to the provider. If clients are to be assigned, the assignment should be
deliberate and further the goals of the program rather than being simply proportional. A
fundamental premise of the provider-led model was that DD and BH providers would
help lead a PASSE in which their clients were members since that takes advantage of the
frequent contact by the direct provider, the knowledge, history and close relationship
between the provider and member, thereby enhancing the ability to keep the client
healthy. Another premise of the PASSE process is that the different PASSE’s would be
motivated to orchestrate their services in a manner that would encourage consumers to
select their PASSE. Auto assignment basically destroys this incentive.

Response: Previously answered in response to Summit Community Care.

Comment: Exclusion of medical spenddown cases raises serious problems. By excluding
spenddown clients from the benefits of care management in a PASSE, the state is missing
an opportunity to benefit some of the clients who need it the most.

Response: Previously answered in response to Summit Community Care.

Comment: Are there limitations on the types of providers that can serve dually diagnosed
individuals or the services they can receive? Any exclusion criteria?
Response: Previously answered in response to Summit Community Care.

Comment: The DD Tiers have been reworded. What is the distinction now between Tiers
IT and III — what make someone “intensive” enough to qualify for Tier 1117
Response: Previously answered in response to Summit Community Care.

Comment: What is the reason for adding “and is eligible...” for each DD tier?
Response: Previously answered in response to Summit Community Care.

Comment: How will capitation rates be determined for voluntary enrollees (Tier I)? Will
the rate include the same amount for care coordination as for Tier II and Tier III
enrollees? Will care coordination be required or at the PASSE’s discretion? If required, at
what ratio?

Response: Previously answered in response to Summit Community Care.

Comment: Does DHS or its contractor have the necessary capacity to assess the large
number of Tier 1 clients who are potentially voluntary enrollees?

Response: Yes, we believe Optum has the capacity to complete Independent Assessments
on clients who are identified as possibly Tier 1.
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Comment: Will the state be requiring a PCP referral or setting any parameters (e.g.,
medical condition, total spend, etc.) around who can enter a PASSE as a voluntary
enrollee?

Response: Previously answered in response to Summit Community Care.

Comment: A sanction in Item B that results in cause for transition should not be just any
sanction. It should be a serious sanction, and it should relate in some way to the reason
for the transition.

Response: Previously answered in response to Summit Community Care.

Comment: How will Item D be determined in order to ensure proper notice and advocacy
for the beneficiary?

Response: The PASSE must identify how a member can transition to a different PASSE
in their member handbook. In addition, the Beneficiary Support Center will provide

information on member rights. The member will make the request to transition to a
different PASSE “for cause.’

Comment: When will we see the DHS “transition of care policy™?
Response: DHS and the PASSEs are developing the transition of care policy plans which
must be approved by CMS prior to the implementation of Phase 1.

Comment: Almost any service could potentially fall into category F. This should be more
clearly defined or notification given to PASSEs of which provider types will be included
in this criterion before the access measurement period begins.

Response: Previously answered in response to Summit Community Care.

Comment: What is the rationale for basing measurement of provider ratios on 120% of a
PASSE enrollment? Once Phase I begins in 2019, enrollment will be largely static—no
PASSE is going to experience a sudden 20% increase in enrollment. This seems arbitrary
and should be changed to 100%. -

Response: Previously answered in response to Summit Community Care.

Comment: The number of categories for which there are ratio and timeframe
requirements seems excessive. This creates unnecessary administrative burden on the
PASSE without resulting in any improvement in access to care.

Response: The PASSEs will be serving very vulnerable populations and these
requirements have been developed to ensure access to services for members.

Comment: Are any of these standards based on national standards? Does it make sense
that the ratio for primary care and OB/GYN is the same when only a small portion of the
clients are likely to get pregnant and presumably about half will be male? Do the number
of board-certified psychiatrists required to meet the ratio even exist within the state?
Response: Previously answered in response to Summit C ommunity Care.

Comment: We agree that telemedicine should be a valuable resource in meeting the
access standards, but it is not clear how the use of telemedicine impacts compliance with

this standard or how DHS will determine adequate access for these vulnerable
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populations exists through telemedicine. This section states that a provider will not be
counted for access purposes if the provider “is not accepting new members and is not
providing services to existing PASSE members.” These are two different situations. Did
you mean “or” instead of “and™?

Response: Previously answered in response to Summit Community Care.

Comment: [s “Intermediate Care Facility” a reference to large or small ICFS? There are
not ICFs in all Arkansas counties.
Response: Previously answered in response to Summit Community Care

Comment: Need to clarify that “Supportive Living/Respite/Supplemental Support™ is
DD.
Response: Previously answered in response to Summit Community Care.

Comment: [s “Supported Employment” in this context DD or BH? A provider should not
be considered interchangeable for access purposes.
Response: Previously answered in response to Summit Community Care.

Comment: What is “mobile crisis response” service for DD? DD has not typically had
this service. ArkSTART exists, but it is not a mobile crisis unit in the BH sense and not
what is described in the draft 1915(c) waiver on page 69.

Response: Previously answered in response to Summit Community Care.

Comment: “Early Intervention Day Treatment” is missing.
Response: Previously answered in response to Summit Community Care.

Comment: Can mobile crisis response be satisfied through the use of telemedicine and
other technology?
Response: Previously answered in response to Summit Community Care.

Comment: What is the definition of “urgent care”? Depending on the definition, a 24-
hour time frame may not be reasonable, particularly since the next category goes all the
way to 21 days.

Response: Previously answered in response to Summit Community Care.

Comment: Why is DD not included except for crisis?
Response: Previously answered in response to Summit Community Care.

Comment: Giving DHS sole discretion to grant waivers with no guidelines provided is
vague and subjective and will require a costly waiver process. Either something less than
100% of the network adequacy standards should be required, or a set of guidelines
developed that a PASSE can use to determine when a standard does not have to be met.
Response: DHS allows a network adequacy variance request as specified in Section
226.200. Variance requests will be handled on a case by case basis.

If the PASSE meets 100% of the network adequacy requirements, there is no need to seek
a variance from DHS.
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Comment: What mechanism will DHS use to ensure the stakeholder engagement?
Response: DHS has been provided for stakeholder engagement in a variety of methods
over many months.

Comment: What training and qualifications will the “choice counselors” have and how
will they help members choose a PASSE? Will they inform members if they are currently
receiving services from a provider that does not have a relationship with the PASSE they
are auto assigned to?

Response: DHS employees who have expertise in serving both DD and BH clients will
staff the Beneficiary Support Center. They will have access to the provider directories
that each PASSE is required to have and update on a monthly basis.

Comment: A PASSE should not be allowed to deny services based on moral or religious
objections. If one provider will not provide a service, the PASSE should have other
providers who will.

Response: If the PASSE has no religious or moral objection to providing coverage for a
particular service, then there is no issue.

This is a federal requirement that a Medicaid Managed Care Organization may not cover
particular services based upon moral or religious objections.

In the case in which a PASSE does have a moral or religious objection for a particular
service, then it is the responsibility of DHS to provide access to those services.

Comment: These two requirements (freedom to choose vs. PASSE making assignment)
appear to be contradictory. Can a PASSE auto-assi gn to a PCP as long as the client has
the opportunity to change within a certain time period? Will the capitation rate take this
requirement into account, given that not all clients currently have a PCP, and financial
premiums may be required to reach 100% PCP coverage?

Response: Previously answered in response to Summit Community Care.

Comment: While we understand the need for marketing materials to be accurate and
appropriate, these provisions eliminate necessary business communications. For example,
at a minimum, a provider should be able to tell an existing patient which PASSE(s) that
provider is in-network for, and which one(s) 1t is an investor in, both for disclosure
purposes and as a demonstration of the provider’s commitment, which may be relevant to
a patient. Members need this basic information to make informed choices, just as
members in commercial insurance plans are allowed to obtain that type of information
from their providers.

Response: Previously answered in response to Summit Community Care.

Comment: A timeframe should be specified within which DHS must approve or
disapprove marketing materials submitted by the PASSE.

Response: DHS has reviewed a number of marketing materials and timeliness has not
been an issue.

Comment: In the third paragraph, the last sentence could have unintended consequences.
Clients will expect their providers to help them navigate the PASSE program and the
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benefits available through each PASSE without being confined only to materials provided
by DHS. This should not be swept up as “marketing.”

Response: This policy is in conformance with federal requirements. Restrictions on

- marketing are intended to protect members from undue pressure.

Comment: High school diploma or GED is missing.
Response: Previously answered in response to Summit Community Care.

Comment: 242.100 is not related to 242.000 and should be placed elsewhere for better
understanding and flow.
Response: Previously answered in response to Summit Community Care.

Comment: There is no reference to provider grievance and appeal rights. Providers must
have the right to file grievances as well as appeal to the state under the Medicaid Fairness
Act.

Response: Previously answered in response to Summit Community Care.

Comment: This section does not address rights under the Medicaid Fairness Act, which
applies to contractors including PASSEs.
Response: Previously answered in response to Summit Community Care.

Comment: The language says providers do not have standing to appeal on a member’s
behalf if provider has not furnished any service for which payment has been denied. This
is contrary to the Medicaid Fairness Act, 20-77-1702, which permits providers to appeal
denials of prior authorizations and other adverse actions for which no service has been
provided if the action has a monetary consequence. While the provider can still appeal to
the state under the MFA, it would seem best to make the appeals to the PASSE align with
the MFA.

Response: Previously answered in response to Summit Community Care.

Comment: Where it says the PASSE must adhere to the Administrative Procedure Act, it
also should say the PASSE must adhere to Sections 160.000 and 190.000 of the Medicaid
Provider Manual on beneficiary and provider appeals and hearing rights.

Response: Previously answered in response to Summit Community Care.

Comment: Claims payment in 30 days would be significantly less than what providers
are used to under the current Medicaid fee-for-service system. This may create serious
cash-flow problems

Response: This issue is between the provider and the PASSE.

Comment: Occupational Therapists category is missing.
Response: Previously answered in response to Summit Community Care.

Comment: Where is provider right to appeal adverse credentialing decisions?
Response: Previously answered in response to Summit Community Care.
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Comment: What type of “accreditation” is referred to here for the PASSE?
Response: Each PASSE must inform DHS if they have been accredited by a private
independent accrediting entity pursuant to Section 254.000 of the manual.

Comment: Item E references LTSS. Does that include the PASSE?
Is Item L applicable to the PASSE population?
Response: Previously answered in response to Summit Community Care.

Comment: Use of the word “may” indicates that the Quality Incentive Pool is
discretionary. That is not what was discussed in the carly development of the provider-led
program and is contrary to the language in Act 775.

Response: Previously answered in response to Summit Community Care.

Comment: Is this exemption requirement already applicable for any of the licensed
PASSEs?

Response: If the PASSE informs DHS that they meet the exemption requirement, DHS
will honor that upon verification.

Comment: In Item E, “any” sanction is too broad. Any sanction imposed should be
proportionate to the particular failure to meet the quality metric.
Response: Previously answered in response to Summit Community Care.

Comment: Two “E”s are used by mistake.
Response: Previously answered in response to Summit Community Care.

Comment: How will responsibility for sanctioned behavior be apportioned between the
PASSE and the involved provider?
Response: Previously answered in response to Summit Community Care.

Comment: [tem L—Any sanction imposed should be proportionate to the failure to
comply.
Response: Previously answered in response to Summit Community Care.

Comment: Item B—The “directly or indirectly” language seems to make the PASSE
responsible for all network providers, even if the provider acts contrary to directives from
the PASSE. Again, this gets back to the question of apportioning responsibility between
the PASSE and the provider for sanctions.

Response: Previously answered in response to Summit Community Care.

Comment: Why is DHS specifying in such prescriptive manner the services that PASSEs
must provide? The idea behind the provider-led model is to let the providers through the
PASSE determine the best and most appropriate means for addressing beneficiary needs,
Requiring the PASSESs to essentially duplicate the Medicaid fee-for-service model but
paying the PASSE less money to do so is setting the provider-led program up for failure
Response: Previously answered in response to Summit Community Care.
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Comment: If it not specifically described as a BH or DD service, can it be provided to
either population as needed? It is not clear in each case, which population the service
applies to. Again, why is the state mandating services in such specificity rather than
allowing the provider-led model more flexibility? In 282.006 is confusing. It appears to
be for both BH and DD, but the language for DD is more descriptive of Personal Care,
not DD services. There is language in the 1915(c) DD waiver for this.

Response: Previously answered in response to Summit Community Care.

Comment: In 284.001, CES Supported Employment should not be an “all or nothing”
description or it further deters providers from offering this underused service.
Response: Previously answered in response to Summit Community Care.

Comment: Item 284.002 Supportive Living does not include a reference to habilitation,
which is the category under the waiver that these services fall.
Response: Previously answered in response to Summit Community Care.

Stephanie Hall

Comment: Section 221.200-A: School-based services provided by school employees are
listed as Excluded Services. Does this mean that the schools cannot bill Medicaid for ST
provided by an SLP employed by the school system? If this is the case, I agree with the
proposed ruling. Schools receive federally directed funds for special education services
and restricting the school’s ability to double-bill for these services will certainly save
Medicaid money.

Response: School-based services provided by school employees are excluded from being
paid by the PASSE.

This manual only applies to services being reimbursed by the PASSE.

Comment: The PASSE cannot provide an incentive, monetary or otherwise, to Provider
for withholding medically necessary services. With the exception of flexible services, all
services provided to PASSE members must be medically necessary for each member. The
PASSE must ensure that services are sufficient in amount, duration, or scope to
reasonably achieve the purpose for which the services are furnished.

The PASSE may not arbitrarily deny or reduce the amount, duration, or scope of a
required service solely because of the diagnosis, type of illness, or condition of the
enrollee. The PASSE may place appropriate limits on a service for utilization control,
provided the services furnished can reasonably achieve their purpose.

I am happy to see this listed in the PASSE Requirements. I feel that abuse of providers
could occur, as the PASSEs are financially motivated and incentivized to save money.
Response: Thank you for your comment.

Comment: DHS must arrange for Medicaid services to be provided without delay to any
member of a PASSE of which the PASSE Provider Agreement is terminated and for any
member who is disenrolled from a PASSE for any other reason than ineligibility for
Medicaid.

Does this mean that when a beneficiary’s Medicaid account is “turned off” during
processing after re-applying, the beneficiary will be disenrolled from the PASSE
temporarily? What will the re-enrollment process be like? I am concerned that the

Page 28 of 58



EXHIBIT F

beneficiary will have to re-apply for Medicaid during routine re-application periods, and
subsequently have to re-enroll with their PASSE, potentially losing months of coverage.
Or, conversely, would the beneficiary be automatically re-enrolled into their PASSE once
Medicaid has been reinstated?

Response: When a member is transitioned from one PASSE to another because the
Provider Agreement is terminated with the original PASSE, there should be no break in
Medicaid eligibility or their services described within the members PCSP as those would
be carried over into the second PASSE.

In the second example, if an individual loses Medicaid eligibility but is subsequently
reenrolled, they would go back into their most recent PASSE if the break in Medicaid
eligibility is less than 180 days.

Comment: Section 242.100: If a third-party insurer other than Medicare requires the
member to pay any copayment, coinsurance or deductible, the PASSE is responsible for
making these payments for Medicaid covered services. This is in compliance with
Arkansas Medicaid services. Thanks for including this.

Response: Thank you for your comment.

Comment: Section 248.300 Provider Credentialing and Re-Credentialing: SLPs and PTs
are required to be credentialed. OT is not listed. Why?
Response: Previously answered in response to Summit Community Care.

Debbie Riggs

Comment: Concerns about equality in the attribution to PASSE from all that ] have been
seeing there seems to be 2 PASSE entities that have the majority of attributions. We have
changes coming to eliminate the concerns of “conflict” in case management.

Response: In Phase I, a member will be assigned to a PASSE based upon proportional
assignment. A member has the ability to switch to the PASSE of their choosing within
90 days of assignment. Any PASSE with more than 53% of the market share will be
excluded from the attribution methodology. The 53% will be assessed on a monthly
basis.

Amy Jamison-Casas

Comment: As a private clinic owner and provider, as well as the mother to an amazing
young man with autism (Steven, age 25), I am submitting my current concerns. First, as a
mother...then, as a clinician.

Prior to sharing my concerns, however, I will list some positive changes I think are being
made at this time. Section 215.00: All materials provided by the PASSE must be
available in English and Spanish. There is such a growing need for Spanish
correspondence. Thank you for making this available. Section 221.200-A School-based
services provided by school employees are listed as Excluded Services. Does this mean
that the schools cannot bill Medicaid for ST provided by an SLP employed by the school
system? If this is the case, I agree with the proposed ruling. Schools receive federally
directed funds for special education services, and restricting the school’s ability to
double-bill for these services. I have seen so many Medicaid Provider violations through
the years with school therapies, and I believe this will save money for Medicaid, halt
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abuse of Medicaid funds by lazy therapists and greedy school districts, protect the
amazing therapists who would rather spend their time working with the children versus
additional paperwork required by Medicaid in addition to their already suffocating
paperwork loads, and ultimately, ensure that the children receive the most appropriate
therapies, which is the most important. Section 242.100: If a third-party insurer other than
Medicare requires the member to pay any copayment, coinsurance or deductible, the
PASSE is responsible for making these payments for Medicaid covered services. This is
in compliance with Arkansas Medicaid services. Thanks for including this. To be clear,
the PASSES cannot take that out of clinician’s reimbursement either, correct?

Now, to my lengthy concerns:

To be honest, as a private clinic owner and speech-language pathologist, I am
EXTREMELY concerned about how I'm going to be able to make a living with the new
changes, and I will address those at the end of this letter. HOWEVER, my primary
concern at this time 1s the effect on the individuals who need speech/language therapy
that will be disqualified from it given Medicaid’s insistence on keeping an outdated and
discriminatory means of rationing care/disqualifying children aged 10 and over from
speech-language services. This absolutely archaic practice is known as cognitive
referencing and it violates many of the assertions of practice promised in the PASSE and
Medicaid manuals being proposed at this time (in the year 2018, mind you!). By going
against current best practice, this rule invites clinicians to operate outside of their
professional integrity by submitting to practices that have been outdated for years... and
of most harm, discourages families of children with special needs (and the children
themselves!) by halting the opportunity to continue growth in language areas with the
support of trained clinicians.

To review: Currently, the Medicaid Provider Manual (of which the PASSES will be
required to follow) is supporting cognitive referencing for children 10 years old and
above. As of a child’s 10th birthday, in order for the child to continue to receive language
services, the child’s I.Q. must be higher than their language standard scores. Essentially,
cognitive referencing assumes the child cannot acquire more language (functional or
otherwise) because the “IQ” says the child isn’t smart enough to! While this was
considered evidenced-based practice in the 1970’s, it is not now and is flawed on so many
levels!

First of all, let’s just say that this WAS still “evidenced-based practice” (which, it is not!
Neither is “bleeding” patients for infections, but I don’t see Medicaid requiring
physicians to do it in 2018!) On the contrary, it has been quite disproven. But, let’s just
use the existing assumption, shall we? How unfortunate is it when a child does not have
access to an examiner that is qualified in that child’s particular diagnosis or an examiner
who has any interest in establishing rapport with that child or finding a test that that child
responds to? Some examiners are only willing to purchase just enough test kits to meet
the Medicaid requirements for the bulk of the kids they see. Are you aware of that? Do
you even understand what these 1.Q. tests look like? Because here is an example of a
typical stimulus item on a Medicaid accepted “non-verbal™ IQ test:

Now, looking at this one isolated page from one of the most well-known “non-verbal” 1Q
tests on the Medicaid list, you are assuming that a) the child can point, b) the testing area
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is calm and quiet, and c¢) the examiner is able to establish trust and rapport with the child
and can handle aversive behaviors that prevent some children from showing their
intelligence in traditional settings and/or with novel examiners.

Please look at that test plate example in Appendix A again. What on EARTH does that
stimulus item has to do with learning to ask for desired items/activities, comment on
things seen in the environment, asking for help or a break from activities, learning how to
tell if someone hurt them or if they have a body part that is aching? etc.? That is simply
a spatial analytical reasoning task! And that is what the entire test is made up of! Are
you, Medicaid, going to continue to tell parents that you no longer support their children
learning to do these things once they turn 10 years old if they cannot answer ridiculous
questions such as seen in Appendix A? A child’s 10™® birthday should be a happy
occasion...not the moment a parent realizes therapy will now be allowed from generous
clinicians only. Ones who are willing to get audited and have to pay back all the therapies
since the child turns 10!

At age 10, my son was disqualified from therapies because his [.Q. was not above his
language scores. I was devastated. He had been making progress with The Picture
Exchange Communication System®© and I wanted continued support of a Speech-
Language Pathologist! Well, guess what? No one would see him because of this rule!
Fortunately for my son, he had a mom who was studying to be a Speech-Language
Pathologist who kept working with him and recruiting friends and family and staff to
work with him on functional communication skills. But, that is NOT the case for most
children in our state! Ironically, at the bottom of every page of DHS paperwork is this:

e humanservices.arkansas.gov

° Protecting the vulnerable, fostering independence and promoting better health

Well? How is cutting a child off help at 10 years old from continuing language training
“protecting the vulnerable™ or “Fostering Independence™?

When we look at a child’s developmental skill level and knowledge in decontextualized
situations, it is clear that standardized 1.Q. testing for the child’s chronological age is
inappropriate and ineffective methodology for determining specific deficits and strengths.
Clinical observation skills and evidence of progress in treatment should be the
determinant for continued treatment, not 1.Q.! Occupational Therapists and Physical
Therapists are not held to this same standard at all and what is a more basic

need in this life than communication? Functional communication and language
development goals are very measurable. Outcome can be easily documented with data,
video, and family report in the community and when guided by a skilled speech-language
pathologist, the results can be phenomenal! I have over two decades of proof in video (of
my son and many other clients!) and I am certain that others do. as well!

I realize that perhaps this 1.Q. issue may not seem relevant to the sections in the public
comment areas. But, look! It is!

For instance, look at this section of the proposed PASSE manual:
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Adverse Decision/Adverse Action

Any decision or action by the PASSE or DHS that adversely affects a Medicaid provider
or beneficiary in regard to receipt of and payment for claims and services including but
not limited to decisions or findings related to:

A. Appropriate level of care or coding,
B. Medical necessity,
F. Least restrictive setting,

How can denying therapy at age 10, even when progress is being made, NOT be
adversely affecting the client? How is appropriate level of care being addressed when
current best practices and research are being kicked to the curb? How is it not medically
necessary to a child to not be taught how to label pain or abuse in some manner? These
things take time!

Example: My son was finally able to tell a teacher his JUNIOR YEAR OF HIGH
SCHOOL via his communication app on his iPad, “I hurt foot.” He had been breaking our
hearts for days and crying and having tantrums we couldn’t figure out and after days of
this, he said that to his teacher via his app “T hurt foot™ ...she took off his shoe and guess
what! He had a blister that I had not seen! I had looked, but it was not super noticeable.
What saved that blister from becoming worse and requiring antibiotics and doctor’s visits
or continued pain? COMMUNICATION!

Guess what? He learned that after the age of 10! And it saved the cost of a PCP visit and
Rx! That was after 17 years of hard work, folks! And most of that since he was 10
UNFUNDED by Medicaid because of cognitive referencing. I can’t help but wonder if he
could have told me sooner if I"d had more help by getting those therapies funded! As a
single mom, I could NOT pay out of pocket in those years! I will say, in his later teen
years, | found a clinician who would see him and take a chance...but, it was because I
worked with her and she was kind when I begged. She took a chance she’d have to pay
back every single session if she got audited. How is that not a decision that adversely
affects a Medicaid Provider?

Listen, I am in that same position constantly with the children I serve. How could I not be
after what I’'ve seen with my own child? How can I not take the chance I'll go broke
treating those 10 and over whose families are working so hard for them? Especially when
I KNOW how positive outcomes can be for these kids when given intensive and
appropriate EVIDENCED-BASED intervention? Intervention?

Finally, how is denying the opportunity to learn language and functional communication
skills preparing these children for a lifetime of least restrictive setting? No, dear sirs and
madams. .. this archaic means of discriminating against children is quite the opposite.
And 1f you want to look at it from a fiscal perspective, costing your system way more
money on the other end when their poor parents die or poop out!

I see so many amazing young people whose conditions do truly make it difficult to obtain
typical communication abilities. HOWEVER, it does NOT prevent them from learning
functional communication skills and improve their functional vocabulary! On the
contrary, these things improve their levels of independence, which ultimately reduces
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Medicaid’s cost over the course of a lifetime! T can use my son as an example, freely and
have parents who would be willing to share their children’s similar successes at older
ages should you be interested in speaking with them. But, let me share just one example
from last week with my own son with autism. Look at Appendix B. Last week, he was
missing his little sister. She graduated from college last year and moved from Savannah,
GA to Salt Lake City, Utah. We haven’t visited her in Utah yet, so he doesn’t have a
tangible experience about her being in a different place. Well, look what he brought me
with his ProLoQuo2Go Communication app on his iPad! I have NEVER taught him state
icons! This was all him! At age 25! He is growing all the time! But, Medicaid, at age 10
years old, told me by cutting him off of therapies because of his 1.Q.score, that he would
never progress! If you don’t think this is amazing, let me take this a little deeper. We are a
family that eats at home most every night (Like I said, we are frugal). It is a RARE treat
for us to go out to eat. Exception? When we go see his sister or other family on road
trips. Are you following me here? Chances are, he wanted to go out to eat and perhaps
didn’t even really want to see his sister, but the only way he could figure out how to do so
was to request to go see her the last place we ever got to eat out with her... GEORGIA!
Now, if that’s not high level reasoning that could not possibly be shown on some
ridiculous L.Q. stimulus item as in Appendix A...I don’t know what is! Can you imagine
what he could be doing if he’d been able to receive services all those years?

Let’s look at another section of the PASSE manual:

Person-Centered Service Plan (PCSP)

The total plan of care made in accordance with person centered service planning as
described in 42 CFR 441.301(c)(1) that indicates the following:

Services necessary for the member:

Any specific needs the member has:

The member’s strength and needs: and.

A crisis plan for the member.

O N wp

I'would think that EVERY human’s necessary services should include how to
communicate need better. I would think that specific needs of any client would be to be
able to communicate, and the means to communicate how to do that could include the
individual’s STRENGTHS and needs, not just a deficit in an intellectual quotient that in
no way represents those very strengths and needs. And as the mother of a young man who
was attacked by a waiver care-giver in 2016 and the only thing that withheld the monster
from having criminal charges brought against him was my son’s lack of ability to
describe exactly what had transpired... I would say, communication is absolutely
proactively planning against having to make a crisis plan for the member. Please note:
This is the first I have spoken about an incident that broke my entire family’s heart. I'm
shaking as I type this, as I will never stop aching to think someone could try to hurt my
baby (and then went unpunished because my son couldn’t follow throu gh with
testimony). BUT, 1 am only speaking of this now in hopes to protect children in the future
who are being denied the opportunity to develop functional communication skills that
could protect them! This is VERY difficult for me to write about.

MORE PASSE MANUAL AREAS THAT SUPPORT THIS:
Quality Improvement
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Activities that improve healthcare quality as defined in 42 CFR § 438.8. These activities
must be designed to:
A. Improve health quality;

B. Meet specified quality performance measures;

C. Increase the likelihood of desired health outcomes in ways that are capable of
being objectively measured and or producing verifiable results and achievements;

D. Be directed toward individual members incurred for the benefit of specified

segments of members or provide health improvements to the population beyond those
enrolled in coverage as long as no additional costs are incurred due to the non-members;
and

E. Be grounded in evidence-based medicine, widely accepted best clinical practice,
or criteria issued by recognized professional medical associations, accreditation bodies,
government agencies or other nationally recognized health care quality organizations.

61 Integrated care services that supports the beneficiary in the least restrictive setting
and assists member’s full access to the benefits of supportive services and community
living to prioritize the member’s choice of living in their own home or choosing an
Alternative HCBS Setting rather than residing in an institution.

I feel like I'm being redundant here, but should we talk about the idea that the PASSES
will be grounded in evidenced based medicine, widely accepted best clinical practice, or
criteria issues by recognized professional medical associations, accreditation bodies?

A. Be grounded in evidence-based medicine, widely accepted best clinical practice,
or criteria issued by recognized professional medical associations, accreditation bodies,
government agencies or other nationally recognized health care quality organizations.
Well, here you go. I am concerned that I am being asked by Medicaid to operate outside
of The Code of Ethics as put forth in The Ethics Session of the American
Speech/Language/Hearing Association (ASHA). ASHA is our national accreditation
agency that Arkansas Medicaid requires to reimburse SLPs in the state and is considered
the utmost authority regarding current evidenced-based practice for our discipline. So, not
only does ASHA not recognize IQ scores as a determinant of whether a child will benefit
from Speech/Language services and supports, (for the record, neither does The
Department of Education) ...but, as speech-language pathologist who is very proud of her
chosen field and who strives to operate within the scope of her credential’s CODE OF
ETHICS, I feel Arkansas Medicaid is trying to force me to operate outside of my own
personal integrity and turn clients of a certain age away or see them for free (which I do!
Lots!!) I feel that Medicaid does not support me providing care based on current
evidenced-based practices. Note, this stance was put in force in 2003...that is FIFTEEN
YEARS AGO! The same time my own beautiful child was first denied services. How
many more children were unfairly denied treatment during that time... and where are they
now?

In addition to asking the speech-language pathologists to adhere to this rule, Medicaid is
thusly holding the RN, SLP, and MD on the auditing teams to the same standard. ..
jeopardizing each of their licensures, as well, should a lawsuit commence. This is
haphazard care of your providers and again, in direct violation of the standards you are
proposing.
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Again, here in the proposals, it sounds like discrimination will not be allowed in the
PASSES. If this is true, how can this antiquated cognitive referencing method not be
discrimination or arbitrary denials of services? Is it not, in fact, basing a decision solely
on a diagnosis of intellectual disability (formerly labeled mental retardation?)

B. 221.200 Covered Services

L. The PASSE may not arbitrarily deny or reduce the amount, duration, or scope of a
required service solely because of the diagnosis, type of illness, or condition of the
enrollee. The PASSE may place appropriate limits on a service for utilization control,
provided the services furnished can reasonably achieve their purpose.

D, The PASSE is responsible for the provision of services (except as excluded
below) as described in each specific programmatic Medicaid Manual located at
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx. All services described in
Section II of the manuals must be made accessible to PASSE members if medically
necessary.

And will DHS not withhold patient outcomes, quality measures, and implementation of
Person-Centered Services by insuring that children age 10 and over have access to this
much-needed service?

259.100 DHS Review of Outcomes  1-1-19
E. Pursuant to Act 775 of the 2017 Arkansas General Session, DHS will utilize data
submitted from the PASSE to measure the performance of the following:

F. A. Delivery of services;

G. B. Patient outcomes;

H. C. Efficiencies achieved: and

L D. Quality measures, which include:

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

L 3 Reduction in avoidable hospitalizations for ambulatory-sensitive
conditions: and

M. 4. Reduction in hospital readmissions.

N. E. Implementation of Person-Centered Service Plan.

You have now heard my concerns as a mother and provider of children with delayed
language development who truly believes in her life’s work with speech and language
Impairments,

Now, I will attend to the lesser of my concerns, albeit important ones.

As a clinician who is a small, private clinic owner and dual breadwinner for my family, I
have personally opted to keep my clinic small and simple, so that I can focus on my
patients and their needs without generating costly overhead. My personal family lives
simply and frugally and even the way it is right now (I bill on Fridays to Medicaid, call in
on Saturdays to see what my next Friday’s paycheck will be) and repeat that weekly. That
is uncertainty enough, right? With insurance companies, I never know when or what I
will get paid. Sometimes, insurance companies pay less than minimum wage! And I just
have to sit and wait, as they do not have a timely paying system like Medicaid’s current
one. From everything I see in writing in this PASSE manual, as well as the individual
PASSE’s information that is currently available to us, it appears we will not have any
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predictable pay pattern and each PASSE will be different in how they execute this. How
are clinics supposed to survive this? From what I read below, the PASSES have 30 days
to reimburse. Is that correct? When [ was reading the intro packet to one of the PASSES,
it said 45 days! How do you think ANY clinic, large or small, can afford this? AND,
going back to Any decision or action by the PASSE or DHS that adversely affects a
Medicaid provider how do DHS and the PASSES justify this lack of commitment to
keeping our paydays consistent and reliable? We accept in this field, that if a patient
doesn’t show up or is late or we/they cancel...we don’t get paid. But, I do not believe not
knowing exactly WHEN we’re getting paid each week or month is acceptable at all! Even
employees in fast food chains know when they are getting paid, why do licensed
professionals with Master’s and Doctorate degrees and hundreds of thousands of dollars
1n student loan debt not have that right? IN FACT, I imagine that the very decision
makers who developed this have a regular pay check to count on for THEIR families. Am
I right?

This lack of commitment to timely and predictable reimbursement rates to providers is in
direct defiance of the commitment to not adversely affect Medicaid providers. We already
know we are each getting pay reductions (of course, we don’t know how much, because
no PASSE is being required to tell us yet! And it is September and this goes into effect
January 1st! Sorry kids, it’s poetry again for you for Christmas this year, to be certain we
have groceries in January!). This is such absolute nonsense. Providers can’t even make a
clinic or personal budget for 4 months from now! How is that promoting fiscal
responsibility? Here is what I believe you will see as a result of this lack of concern for
Medicaid Providers:

. More clinics refusing to see Tier 2 and Tier 3 individuals...the very ones who
need care the most

¥ Bankrupted clinics and providers

. Increased Fraudulent Practices as clinics panic about the situation and scramble to
figure out how to pay their staff and keep the doors open

. Layoffs of providers, forcing them to change career paths, relocate, etc. worsening
waiting lists and increasing need

. Decreased services to PASSE members, in general

. More dependence on the system, long term, from the clients who lost services
because of this

. Perhaps even, death, for the fragile children who will sit on waiting lists

Claims Payment Process

A claims payment process involves all the business and operational processes, claims
management information systems, and banking processes that are necessary to receive,
validate, adjudicate, audit, and reimburse providers for services provided to eligible
beneficiary. These business and operational activities, processes, and systems are
performed and managed by the PASSE organization to meet the claims payment
standards of the State.

211.200 Standard Contract Requirements 1-1-19

The Centers for Medicare & Medicaid Services (CMS) must review and approve the
PASSE Provider agreement. The proposed final PASSE Provider Agreement must be
submitted in the form and manner established by CMS. The proposed final PASSE
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Provider Agreement must be submitted to CMS for review no later than 90 days prior to
the effective date of the contract.

The PASSE Provider Agreement must comply with 42 CFR § 438.3. The PASSE
Provider Agreement includes:

A. Specific terms and conditions,

B. Capitation rate sheet;

C. Termination provision;

D. Notices and reporting provisions;

E. Performance period;

E. Dispute resolution;

G. Indemnity provisions; and,

H. And any other relevant information regarding the agreement between DHS and the
PASSE.

221.300 Payment 1-1-19

The global capitation payment made to a PASSE covers the costs of services,
administration, and care coordination of members assigned to the PASSE in accordance
with 42 CFR § 438.2. The global payment will be actuarially sound and made to each
PASSE on a Per Member per Month (PMPM) basis. The global capitation payment
amount is determined on an annual basis and includes a variety of factors including the
results of the Independent Assessment and cost trends.

245.400 Assurance of Payment Methodology Requirements by the Arkansas
Insurance Department 1-1-19

The PASSE must provide DHS an assurance of compliance with payment methodology
requirements by the Arkansas Insurance Department.

247.300 Request for DHS Hearing for Anti-Competitive Practices 1-1-19

In general, payment to providers is based on good faith negotiation between the PASSE
and providers reflecting rates and quality. If a PASSE or a provider believes that the other
party 1s not negotiating in good faith and is engaged in anti-competitive practices, either
party may request DHS to convene a hearing to present evidence to support its claim.
Such evidence must include upper and lower payment amounts paid for the same
services, except for value-based payments, to other providers. The hearing will be public.
Such a hearing is not mediation. There is no obligation on the part of DHS to make a
determination of wrong doing. A PASSE must disclose the use of value based payments
to the provider type at issue, but shall not be required to disclose the methodology for
making value based payments.

248.220 Claims Payment and Claims Processing 1-1-19

The PASSE shall operate and maintain claims operational processes and systems that
ensure the verification, processing, accurate and timely adjudication and payment of
claims. This includes appropriate auditing of claims for NCCI edits. The claim process
and systems shall result in timely payment of provider claims for eligible PASSE
members. The PASSE shall have a process for resolution of provider claim disputes and
member grievance and appeals for denial of claims payment. [42 CFR § 438.242(a)].

A. The PASSE must utilize nationally recognized methodologies to correctly pay
claims including but not limited to:

1. Medicaid National Correct Coding Initiative (NCCI) for Professional, ASC and
Outpatient services,

2. Multiple Procedure/Surgical Reductions, and
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3 Global Day E & M Bundling standards.

B The claims payment management must be able to monitor and access the claims
system and apply appropriate claims edits. Claims management must have oversight of
the claims process and system handling of:

1. Timeliness standards
2, Adherence to DHS payment policies.
3 Provider rate schedules changes

The PASSE shall ensure that for each form type (Professional/Institutional), that 95% of
all clean claims are adjudicated within 30 days of receipt of the clean claim and 99% are
adjudicated within 60 days of receipt of the clean claim. -

The provider shall have 90 days from the date they become aware that payment will not
be made to submit a new claim to the PASSE which includes the documentation from the
primary insurer that payment will not be made. Documentation includes but is not limited
to any of the following items establishing that the primary insurer has or would deny
payment based on timely filing limits or lack of prior authorization.

So, not only will providers be having their reimbursement rates decreased by the PASSES
taking what they deem fit out of the rates we have been accustomed to and have planned
our budgets around... NOW, providers will also have the following issues to face that
take away from attention to our clients:

. There will now be multiple billing systems to attend to weekly. Medicaid, each
separate private insurance, and then the PASSES. For me, a single provider who does all
my own billing, that is 8 separate billing systems I will be attending to weekly so far,
while I attempt to still see my full caseload of clients. My one on one time with them does
not count any time spent writing evaluations, planning for their sessions. sending for their
prescriptions. visiting on the phone with their parents when they need me, advocating for
them in the schools and community. etc. This excessive paperwork and new billing
load... long term will only create apathetic providers, much like the school districts
caseloads and work requirements have been doing to providers for years! This only hurts
our clients!

. Also, we will now have quarterly audits, not just from AFMC, but from each
PASSE. That is increased paperwork and reduced attention to clients, as well.

. Then, I’'m assuming this will mean waiting on even more 1099°s each January at
tax time, yes?

- Does DHS just WANT people to stop becoming physicians, pharmacists,
therapists, etc? Will ALL of Arkansas become like the rural delta where there aren’t
enough providers to serve the people and then DHS can say, “Oh well! Can’t help it! No
one wants to work here!” There’s your cost savings right there, right?

. And finally, how are the kickbacks to Providers/PASSE Equity Owners NOT
illegal and a conflict of interest? How will this not result in PCP refusal to refer for
needed services? It reminds of the early 90’s HMOs and I feel like Arkansas has taken a
giant leap backwards with this. | see some wording where DHS is trying to cover
themselves when the PASSES start punishing physicians for referring when needed, but |
don’t believe it’s enough and | believe this whole situation where providers” “Value
Based Payments™ are allowed will do nothing short of promote unethical denial of needed
services. This is not acceptable.
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PASSE Equity Partners :

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

Payments made by a PASSE to its providers to promote efficiency and effectiveness of
services, improve quality of care, improve patient experience and access to care, and
promote most appropriate utilization in the most appropriate setting. Such payments may

be made as part of a PASSE’s Quality Assessment and Performance Improvement
(QAPI) strategy.

221.200 Covered Services

The PASSE cannot provide an incentive, monetary or otherwise, to Provider for
withholding medically necessary services. With the exception of flexible services, all
services provided to PASSE members must be medically necessary for each member. The
PASSE must ensure that services are sufficient in amount, duration, or scope to
reasonably achieve the purpose for which the services are furnished.

The PASSE may not arbitrarily deny or reduce the amount, duration, or scope of a
required service solely because of the diagnosis, type of illness, or condition of the
enrollee. The PASSE may place appropriate limits on a service for utilization control,
provided the services furnished can reasonably achieve their purpose.

The PASSE is responsible for the provision of services (except as excluded below) as
described in each specific programmatic Medicaid Manual located at
https://medicaid.mmis.arkansas.gow’Provjder/Docs/Docs.aspx. All services described in
Section II of the manuals must be made accessible to PASSE members if medically
necessary.

245.100 Value-Based Payments 1-1-19

Payments made by a PASSE to its providers to promote efficiency and effectiveness of
services, improve