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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

ATTACHMENT 4.19-B 
Page 7i 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES­
OTHER TYPES OF CARE Revised: August 1,2009 

21.	 Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period by a qualified 
provider (in accordance with section 1920 of the Act.) 

Reimbursement for these services is described in Attachment 4.19-B. e.g. outpatient hospital. physician services. etc. 

22.	 Respiratory care services (in accordance with section 1920(e)(9)(A) through (C) of the Act). 

I.	 See reimbursement methodology for respiratory therapy services for ventilator-dependent recipients under age 
21 on Attachment4.19-B. Page Ij. 

2.	 Ventilator equipment - Reimbursement is based on the lower of the amount billed or the Title XIX maximum 
charge allowed. 

The Title XIX maximum is based on the following: 

(a)	 The volume control ventilator and accessories are based on the LP-6manufacturer's price (Aequitron 
Medical- October I. 1986) for new equipment and 75% of the LP-6 manufacturer's price (Aequitron 
Medical - October I. 1986) for used equipment. 

(b)	 The suction pump is based on Medicare's rate in effect in August 1987 for new equipment. Used 
equipment is based on 75% of Medicare's rate. 

(c)	 The negative pressure ventilator and accessories are based on the manufacturer's price plus 10% for 
the maintenance, delivery. set up, emergency call, 24/hr/day, 7 day/week availability. 

(d)	 The oxygen concentrator. liquid oxygen, liquid oxygen walker and reservoir, hospital bed and 
nebulizer are based on the DM E Fiscal Year 1981 Medicare median. 

(e)	 The ventilator supplies are based on the manufacturer's price. 

(t)	 The pressure support ventilator is based on the 2007 Medicare rate. 

The reimbursement methodology includes a provision for adjustments based on legislative committee review, 
as required. 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 
STATE ARKANSAS 

ATTACHMENT 3.I-A 
Page 8g 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED 

CATEGORICALLY NEEDY 
Revised: August I, 2009 

21.	 Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period by an eligible 
provider (in accordance with Section 1920 of the Act). 

Services are limited to the same benefit limits as other pregnancy-related services, i.e., outpatient hospital, 
physician, lab and X-ray, etc. 

22.	 Respiratory care services (in accordance with Section 1902(e)(9)(A) through (C) of the Act). 

Respiratory care for ventilator-dependent individuals means services that are not otherwise available 
under the State's Medicaid plan, provided on a part-time basis in the recipient's home by a respiratory 
therapist or other health care professional trained in respiratory therapy to an individual who--­

a.	 Is medically dependent on a ventilator for life support at least 6 hours per day; 
b.	 Has been so dependent for at least a number of consecutive days (number is based on maximum 

number of days authorized under the State plan, whichever is less) as an inpatient in one or 
more hospitals, NFs, or ICFs/MR; 

c.	 Except for the availability of respiratory care services, would require respiratory care as an 
inpatient in a hospital, NF, or ICF/MR and would be eligible to have payment made for 
inpatient care under the State plan; 

d.	 Has adequate social support services to be cared for at home; 
e.	 Wishes to be cared for at home; and 
f.	 Receives services under the direction of a physician who is familiar with the technical and 

medical components of home ventilator support, and who has medically determined that in­
home care is safe and feasible for the individual. 

1.	 Ventilator Equipment (i.e., ventilator, suction pump, oxygen concentrator, liquid oxygen, liquid 
oxygen walker and reservoir, ventilator supplies and hospital bed) including 24-hour availability of 
respiratory therapy and equipment maintenance, with prior authorization. 

2.	 Respiratory therapy/treatment services for ventilator-dependent recipients under age 21, with 
prior authorization. 

.sUPER.sEr)I~·' ,.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT	 ATTACHMENT 3.1-8 
MEDICAL ASSISTANCE PROGRAM Page 8aa 
STATE ARKANSAS 

AMOUNT, DURATION AND SCOPE OF 
SERVICES PROVIDED Revised: August I, 2009 

MEDICALLY NEEDY 

._------------ -------~--

22.	 Respiratory care services (in accordance with Section 1902(e)(9)(A) through (C) of the Act). 

Respiratory care for ventilator-dependent individuals means services that are not otherwise available 
under the State's Medicaid plan, provided on a part-time basis in the recipient's home by a respiratory 
therapist or other health care professional trained in respiratory therapy to an individual who--­

a.	 Is medically dependent on a ventilator for life support at least 6 hours per day; 
b.	 Has been so dependent for at least a number ofconsecutive days (number is based on maximum 

number of days authorized under the State plan, whichever is less) as an inpatient in one or 
more hospitals, NFs, or ICFs/MR; 

c.	 Except for the availability of respiratory care services, would require respiratory care as an 
inpatient in a hospital, NF, or ICF/MR and would be eligible to have payment made for 
inpatient care under the State plan; 

d.	 Has adequate social support services to be cared for at home; 
e.	 Wishes to be cared for at home; and 
f.	 Receives services under the direction of a physician who is familiar with the technical and 

medical components of home ventilator support, and who has medically determined that in­
home care is safe and feasible for the individual. 

J.	 Ventilator Equipment (i.e., ventilator, suction pump, oxygen concentrator. liquid oxygen, liquid 
oxygen walker and reservoir, ventilator supplies and hospital bed) including 24-hour availability of 
respiratory therapy and equipment maintenance. with prior authorization. 

2.	 Respiratory therapy/treatment services for ventilator-dependent recipients under age 21, with 
prior authorization. 

3UPEHSEDE~): 



Revision: HCFA-PM-91-4R (BPD)	 ATTACHMENT 3.I-A 
August 1991 Page 8a 

Revised: August 1,2009 OM B No.: 0938­

State/Territory: ARKANSAS 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

21.	 Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period by an 
eligible provider (in accordance with section 1920 of the Act). 

[2J Provided: D No limitations [2J With limitations*
 

D Not provided.
 

22.	 Respiratory care services (in accordance with section 1902(e)(9)(A) through (C) of the Act). 

[2J Provided: D No limitations ~ With limitations* with Prior Authorization 

D Not provided. 

23.	 Certified pediatric or fami Iy nurse practitioners' services. 

[2J Provided: D No limitations [2J With limitations* 
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ATTACHMENT 3.I-B 
Page 8 

State/Territory: ARKANSAS 

AMOlJNT, DlJRATION, AND SCOPE OF SERVICES PROVmED 
MEDICALLY NEEDY GROlJP(S): ALL 

22.	 Respiratory care services (in accordance with section J902(c)(9)(A) through (C) of the Act). 

~ Provided: o No limitations ~ With limitations* with Prior Authorization 

o Not provided. 




