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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

233 N. Michigan Avenue, Suite 600 ‘ M s

Chlcago’ IllinOiS 60601_5519 CENTERS TOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Regional Operations Group

October 9, 2019

Allison Taylor, Medicaid Director

Family and Social Services Administration
402 West Washington, Room W374
Indianapolis, IN 46204

ATTN: Amy Owens

RE: Transmittal Number (TN) 19-0007

Dear Ms. Taylor:

Enclosed for your records is an approved copy of the following State Plan Amendment.

TN 19-007: This State Plan Amendment makes changes to the Child Mental Health Wraparound
(CMHW) 1915(i) Home and Community-Based Services State Plan benefit. This amendment to
the CMHW benefit removes the requirement of wraparound facilitation agencies to have a letter
of endorsement from the local system of care and removes the qualification requirement for
evaluators and wraparound facilitators to be Other Behavioral Health Professionals.

o Effective Date: November 1, 2019

e Approval Date: October 9, 2019

If you have any questions, please have a member of your staff contact Jennifer Maslowski at
(312) 886-25670r by email at jennifer.maslowski@cms.hhs.gov.

Sincerely,

Is/
Ruth A. Hughes
Deputy Director
Center for Medicaid and CHIP Services
Regional Operations Group

Enclosures

cc: Amy Owens, FSSA
Gabrielle Koenig, FSSA
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1. TRANSMITTAL NUMBER 2. STATE
TRANSMITTAL AND NOTICE OF APPROVAL OF 19-007 Indiana

STATE PLAN MATERIAL

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES

TO: REGIONAL ADMINISTRATOR

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL
SECURITYACT (MEDICAID)

CENTERS FOR MEDICARE & MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
November 1, 2019

5. TYPE OF PLAN MATERIAL (Check One)

O NEw STATE PLAN

(] AMENDMENT TO BE CONSIDERED AS NEW PLAN
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6. FEDERAL STATUTE/REGULATION CITATION

X AMENDMENT
MENT (Separate transmittal for each amendment)

Section 1915(i) of the Social Security Act

7. FEDERAL BUDGET IMPACT
a. FFY2019 $o0

b. FFY2020 $0
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11. GOVERNOR'S REVIEW (Check One)
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OTHER, AS SPECIFIED

Indiana’s Medicaid State Plan does not require the Governor’s review. See Section 7.4 of the State Plan.
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State: IN

3. Process for Performing Evaluation/Reevaluation.

§1915(1) HCBS State Plan Benefit

State Plan Attachment 3.1-i:
Page 10

Describe the process for evaluating whether

individuals meet the needs-based State plan HCBS eligibility criteria and any instrument(s) used to make
this determination. If the reevaluation process differs from the evaluation process, describe the

differences:

eva1lable’ LCM
’evalua’ﬁon m,

The assessment and Supp()

mg docu

mg 51tua
herence

;eurrent strengths needs he alth statu

d' te rmmatlo to the. partlc1pant amily and

: The e11g1b111ty rev1ew process 1s the same for Initial and annual rev1ews  with the excepﬁon that the

ur apphca‘uon and assessment for 1915(1) serv1ce .

b the Child and Family Team

'eveloped bijMPP and DN
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‘ i Psych031s ;_,fdaﬂy ba51s
111 Deblhtatmganxwtyz . alls

, ;,mcludes care :
. for patlents

‘ nt‘{ool m 1llnesses
‘ :'for dlsablhtles i

- Superv151on 1ssues -
_ Family Stress; and/orv
- Substance abuse .

“ . recovery ‘andi
| ‘scharge ‘who

| per week due testabhshed'for
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State: IN §1915(1) HCBS State Plan Benefit State Plan Attachment 3.1-i:
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‘,fto unstable, | o0 CMHW

_conditions

| including

| activities
daily living.

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

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

| [The State elects to arget th s 1915(1) State Plan HCBS beneﬂt to the populatlon deﬁned below

. Residual schlzophréma

TN: 19-007
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,take place;; The plan of care 1s then rev1ewed and approved by DMHA quahty assurance staff for

] . " , 00% of service plans submitted be pprov.
,estabhshed processfor the Wraparound Fa01 'tator to no’aty DM1
¢ out the identified setting f for more tt

1mgiywmf .
i es ‘R“eview‘ o

"' of settmgs issues wﬂl also be specxﬁcally 1ncluded mn overall trend analysm i determ
,,“requmng remedlatlon : , : ,
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State: IN §1915() HCBS State Plan Benefit State Plan Attachment 3.1-i:
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5. Responsibility for Development of Person-Centered Service Plan. There are qualifications (that are

reasonably related to developing service plans) for persons responsible for the development of the
individualized, person-centered service plan. (Speciﬁ) qualifications):

The CMHW servrce prov1der develop1 g the plan of care must meet the folle

, 2 The provider must be employed by a DMHA -authorized :
provider of the service of Wraparound Facilitation.

he rov1der must have a bachelor's degree or a master’s degree wit

] ora combmatlon of the following expe

: Clnncal .
b, Case management

_c. Skills building

‘Chlld welfare L

‘ Juyemle _]uStICG .
£ Educatlon ina K-12 school settrng . o :

4.,:The provrder must complete the followmg ofﬁce—requlred serv1ce prov1d ‘

traini ng and cernﬁcauons

aSSeSZSﬁiéﬂt tool SuperUser -

"‘c ;Wraparound practltroner trammg ,
d ‘Cardiopulmonary resuscitation (CPR) certification -

1. Supporting the Participant in Development of Person-Centered Service Plan. Supports and

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

in the process)'

All CMHW services adhere to the Wraparound model of service delivery. Engagement and
involvement of the family in the Plan of Care development is fundamental to the definition of
Wraparound Facilitation; and to the Child and Family Wraparound Team paradigm.
Wraparound Facilitation by definition is a variety of spemﬁc tasks and activities designed to
engage the famﬂy in the planmng process that follows a series of steps and is provided through
a Child and Family Wraparound Team (a treatment/support team developed by the CMHW-
enrolled participant and family to assist them in developing and 1mplement1ng the
1nd1v1duahzed plan of care). ~

During ini,tialassessment at the access site, the family is offered a list of available
Wraparound Facilitators and the agencies for the county in which the family lives. The family
may choose any Wraparound Facilitation agency from this randomly generated list. The
access site submits the family’s choice of Wraparound Facilitator (via picklist) along with
eligibility documents to the State for review and approval If eligibility is approved, the State
creates an initial plan of care authorizing two-to-three months of Wraparound Facilitation
services. Th1s is ass1gned to the chosen Wraparound Facilitator who begins the person-
centered planmng process jie develop the comprehens1ve plan of care

“The Wraparound Facilitator will guide the family through the ongoing Wraparound process
and development of the CMHW service plan. The Wraparound Facilitator is responsible for
coordination of care and ensuring Participant’s care/service delivery adheres to the High

TN: 19-007
Effective: November 1,2019  Approved: 10/9/19 Supersedes: 17-022




State: IN

§1915(1) HCBS State Plan Benefit State Plan Attachment 3.1-i:
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Fkidelity Wraparound rnodel.

The Wraparound Facilitator prepares the participant and family for the Child and Family
Team meeting by discussing the individual’s and family’s rights; the High Fidelity
Wraparound and team process; and assists the Participant/family to identify potential members
of their Child and Family team (including friends and other advocates that are not providing
services). The participant and family determine the members of the Child and Family Team.

All Plan of Care development takes place within the framework of the Child and Family Team
meeting process. This process requires that the Child and Family Team meetings are only
convened when the Partrcrpant/famﬂy is available; with their actwe part1c1patron at a location
convenient to them. ,

The chosen providers and famlhes sign the approved Person Centered Plan DMHA includes each
person-centered-plan as part of the plan of care, which is then incorporated into the Care Plan that
providers are required to sign.

The 10 Principles of Wraparound, intended to support the family in the treatment process, include:

Family Voice and Choice: Wraparound Team specifically elicits and prioritizes the

family and youth perspectives during all phases of the Wraparound Process. The Team

strives to provide options and choices such that the Plan reflects family values and
preferences.

- Team Based. The Team consists of 1nd1v1dua1s agreed upon by the family and
~committed to them through informal, formal and communlty support and service

relationships. :
Natural Supports: The Team encourages the full partlerpatlon of team members

- chosen from the-family’s networks of interpersonal and community relationships.

Collaboration: Team members cooperate and share responsibility for developing,

~implementing, monitoring and evaluating a single wraparound plan. The plan reflects "
- a blending of team members’ perspectives, mandates and resources. The Plan guides

and coordinates each team member’s work towards meeting the Team’s goals

Community-Based: The Team implements services and supports that take place in
- _the most inclusive, responsive, accessible and least restrictive settings poss1b1e that

safely promote youth and family mtegratlon into home and community life.

 Culturally Competent: The Wraparound Process respects and builds on the values,

: preferences beliefs, culture, and identity of the youth and family and their

community. Non-family Team members refrain from i imposing personal values on

‘the Plan. -

Individualized: The Team develops and implements custom1zed strategres supports

- and services to achieve the goals laid out in the Plan.
Strengths Based: Both the Wraparound Process and Plan 1dent1fy build on, and

enhance the capabrhtles knowledge, skﬂls and assets of the youth and famrly, their
community and the other team members.

Persistence: Regardless of challenges that may occur, the Team persists m working

: ‘toward the goals 1ncluded in the Plan until the Team agrees that aformal

Wraparound Process is no longer required.

Outcome Based: The goals and strategies of the Plan are tied directly to observable

TN: 19-007
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" Choice, | V : e 2 e - 3

) :‘,Ensurmg ;that partrclpants are lnformed of thelr nght to ch01ce from amo _g enrolled '
ofﬁce-authorlzed prov1ders and to change providers at any t time in the. process k

) ;Develops unplements and momtors the CI'ISIS plan and mtervenes durmor a cnsrs tuatlon 1f -
‘T'-needed ~ - , - o

£0i t_ppro, lofthe POC ‘ "
ora partlc:tpant’s POC s

15 Offers consultat
 principles of the wraparound model. e
. 16) Monitors part1c1pant progress toward treatment goals ,
~ 17) Ensures that necessary data for evaluation is gathered and reeorded o -
18 Ensuresthat all CI\/[HW assessment and serv1ce—related documentatlon 1s gathered and
~ reported to DMHA, as maldated - ‘ , -
. ‘19) Completes the annua \,tvf__; o

i _involvement of the P"rtf'c‘inant and the Chlld and Famﬂy Wraparound Teamf o e

18) Commumcates and Welols dmates w1th local D1V151on of Famﬂy Resources (DFR) f, ‘
o Pgardmg contmued Medic o -
e transition of the
- 'plan or other commumty—

es other team memt
first Child and ,Famﬂv;

get'support ‘when needed once the Part1c1pant hastrans:troned from CMI{W serv1ces‘ .

Add]tlonal needs-based criteria for receiving the service, if applicable (specify).

TN: 19-007
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CMHW agency and at least
' every three years thereaffer.

Service Delivery Method. (Check each that applies):

o Participant-directed lZl Provider managed

1b. State plan HCBS.

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

Service Title: Hablhtatlon ’

Service Definition (Scope)

 Habilitation services are prov1ded with the goal of enhancmg the participant’s. 1evel of .
functlomng, quahty of life and v use of socml skills; as well as buﬂdmg the participant’s strengths

_ resilience and posrtwe outcomes Thxs is accomphshed through developme of the follo ‘ mg
- '~sk1Hs . , ~ L .

Identlﬁcatlon of fee 1ngs o
. Managmg anger and emotlons e
o Giving and recelvmg feedback cr1t1c15m‘ or pralse
o '4) P oblem—solvmg and decrslon makrng . o
35 1 carmng to resist negatlve peer pressure_
- ,) ; Improve commumcatron skllls '

;devel.op pro-social peer interactions

;, ”,,Duphcatwe servmes covered under the Medlcald State Plan

Addltlonal needs-based criteria for recelvmg the service, 1f apphcable (speczﬁz)

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

TN: 19-007
Effective: November 1,2019  Approved: 10/9/19 Supersedes: 17-022
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State: IN

(Choose each that applies):

. Categorically needy (speciﬁ/ Zimits)'

| services - er paruc1pant/per month.

1 Medically needy (specify limits):

Provider Qualifications (For each type of provider. Cop;

rows as needed):

| NCQA
; ‘;Accred1tat, n .

;ﬁ Agen01es must main
| that the 1nd1v1dua1 prov1d1ng
| meets th¢ followmg requlrem

Provider Type License Certification Other Standard
(Specify): (Specipy): (Specipy: (Specif):
Accredlted'f No:ne - "{"",‘AAAHC - :DMHA authorlzed accredited ¢ agenmes o
Agency ' ~ - | COA, . ;‘,'must receive authonzatmn from DMHA,
o ‘URAC ~ foran1nd1v1dua1 to prov1de this serv1ce o
JCAHO or

' -_4) Documéntatlon of the

TN: 19-007

Effective: November 1, 2019 10/9/19

Approved:

Supersedes: 17-022
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State Plan Attachment 3.14:
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'followmg

a) - Current Drlver s Llcense ‘f
. b) Proof of current Veh cle
. reglstratlon

c) Proof of motor
Vehlcle msurance

For vevery thlrty (30) ho" ,s of
habilitation services prov1ded, the
‘ 'pro’v ider must obtam one (1) hour
. offace-to-face supervision with an e
o "}approved mental health service

. prov1der that meets one o) of the
: i‘followmg hcensure requlrements
a) 1 Llcensure m psychology L

,“under 1252368
c) Llcensed chmcal so<:1al

Agency

Accredlted

nstrate mmlmum of
of qualifying experience,

TN: 19-007
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Addltlonal needs—based crlterla for recelvmg the serv1ce 1f apphcable (speczﬁz)

Spec:1fy limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, services
available to any categorically needy recipient cannot be less in amount, duration and scope than those services
available to a medically needy recipient, and services must be equal for any individual within a group. States must
also separately address standard state plan service questions related to sufficiency of services.

(Choose each that applies).:

Categorlcally needy (speczﬁ) szzts)

I Resplte Jr0V1ded at Daﬂy Rate. (7 to 24 hours 1n the same day) and Cr151s Resplte (8 to 24 hoursfihthcf .
| same dav) cannot exceed 14 consecutive days ' . -

Medically needy (specify limits):

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

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

P B : e
Accredlted Agency For faCL 1ty—bas d 'DMHA approved Agency must mamtam documentatlontlat}f .
o Sl Resplte only ;yaccredltatlon as a | individual prov;dmg the servicemeetsthe

_mental health followmgreqmrements and standards“:;:" o
,“serV1ce,~prOV1der '

‘:‘L}'Accred tior .

-requestacopy;,_ b

insurance coverage

TN: 19-007
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under IC-3 1-
- Centers

o ,Project e

: ";y~zﬁ‘~'-fihcensed
‘j,underIC
1217 12

?‘Psychiatnc -
<~Res1dent1a1

Individual

_ b) Locallaw enforcement screen.

TN: 19-007
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0 Medically needy (specify limits):

Provider Qualifications (For each type of provider.

Copy rows as needed):

Provider Type License Certification Other Standard
(Speciﬁ)) : (£ ?P‘?Clﬁ’) (SpeClﬁ) ' (Specify)-
Accredl_ted Agency None ‘ o -AAAHC : :DMHA approved accredltatlon as a
S | COA, - Lmental health service provideror ="
: URAC '5 | DMHA authorized:Accredited apencies
S e _-:CA_R.F? -+ |-must receive authorization from DMHA
PR ACAC, for an ‘individual fo provide this service . .
| JCAHO or baséd on the: quahﬁeatlons of the :
----- “NCQA individual. - : -

" |- Accreditation: - |- S Do ;
e 'Agenmes mustmamtam documentatlon

S E 1) Ind1v1dua1 15 allcast 21 years of

o ' ;-:3.:):, “Individual has completed Wlth
e _qualifymg resu]ts the follomng

: 2) ~Demonstrate a minimum of two

that the individual providing the service

meets the followmg reqmrements and
“standards: - '

"' age and possesses aHigh school o
- diploma, or equwalent :

© 7 (2)years of qualifying experlence L
. as defined by DMHA, working &
- withor caring. for youth with
" serious emotional disturbances . -
- {SED), or certification asa Parent g
“Support Provider : - S

"3 ]sereens ;

a) Fmger—prult based o
_ " national and state enmmal_' g
- histery background screen.

by Local law enforcement S
oscreen: e G
-"¢): - State and loeal """

-+ ‘Department of Chlld S
" Services abuse reglstry":
. '.:Screen

- f01' Agency meets sa:me'

~° - requirements specified |
_:_under the Federal Drug "0
~ Free Workplace Act ks :

LN USCL10-Seet no

OO
4) For every thirty (30) hours of '

. Training and Support for the -

TN: 19-007
Effective: November 1, 2019

Approved: 10/9/19

Supersedes: 17-022
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e . service provider training:

'p10V1ded the pr0V1der must obtamf =
" one (1) hour of face-to-face. " 3. .
e 'superv1slon ‘with an approved :
Lo mental heatth service prov1der that 'j :
" meets one (1) of the followmg
llcensure requirements; . e
. a) Licensure in psyehology
- (HSPP) as deﬁned in IC __1 '
28331 L
~.b) 'Licensed DIai:r'lage and
o under [C 25-23. 6—8
¢y’ Licensed clinical soc:al
oo worker (LCSW) under IC -
282365 e
o dy Licensed menta] health
~o 0 counselor (LMHC) un_der_ i
S TC25-236-8.5L
¢y Advanced practice nurse -
“ o (APN) under IC 12 15 5- -i}
R ..1_714((1)
5) Complete the. DMHA reqmred

'_ a) CN[HW servwes :
'_ orientation " s
b) CPR certlﬁcatzon - Eh

Agency

Non-Accredlted - .: S :

None [ Nowe

: '3""A genc1es ‘must mamtam documentatlon S
[ that the individual providing the Service “,
|'meets the- followmg reqmrements and
R ".standards :

i "]}.::_-. ; dlpl()ma, or equwalent
~24°2)- Demonstrate a minimum of two

ASupportPronder S
3 ':Zlnd1v1dual has: completed w1th

l) Ind1v1dual 15 at least 21 years of o
. age and_ possesses a H1gh School

" .(2) years of qualifying: expeuence ' f_’;
. as defined by DMHA, working". "
e §w1th or caring for youth with: '
- serious emotional’ dlsmrbances

(SED); or certification as aParent

77:5-1"';screens S T
S a) Fmger-prmtbased o
~‘nationaland. state cnmmal- i
history background screefi- -
b) Looal la.w enforcementf i
- screen’ S

TN: 19-007
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‘Individual -~ f'Neme 0 {Nome . o The DMHA- author;zed CMHW

I T e e md1v1dualprov;dermustmeetthe :'1- :

: followmg standards: '

SN DT S 1) Individual is atleastZlyearsof g

e b ageand possessesangh schoel
TR R R I 'j_'f"'_d]ploma or’ equlvaien{ '

e 5 -2)-:-Demonstrate a minjmum of two

. (2)years of qualifying expenence =
"7 as. defined by DMHA, workmg :
L+ with or caring for youth with "~
el e e R fsenousemot10nald1sturbances :

cocnps oo e s e (SED), orcertification as aParent e
S ek b Support Provider. |

U e e T I e e gy Ind1v1dualhascompletedwﬂh

e T R e e T T o 'quahfymg I‘BSl,l]tS the f(}llowmg
screens: e
a) Fmger—prmt based :
. national and " state erumnal -
s - history backgloundsereen
et by CLocal law enforcement
Ciinio o oscreen e
L o) State and loeal
.7 Department of Chﬂd rat
- :-"Servwes abuse reglstry
Sy 'Fwe-panel drug sereen, _
S or Agency meets same -
. Tequirements specified
..o under the Federal Drug
whh Free WorkplaceAet41
e SCL 10 Seetlon
S T02(a)(1) R
”.:.4):'1-For eve1y thirty (30) hours of S

. Training and Suppott for the
. “Unpaid Caregivet services = == -

L prowded1 the provider must obtam o
0 one(1) hour of face-to-face 7T

~ " supervision with an approved e
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