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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
601 E. 12th St., Room 355 
Kansas City, Missouri 64106 

Medicaid and CHIP Operations Group 

June 27, 2023

Allison Taylor, Medicaid Director 
Family and Social Services Administration (FSSA) 
402 West Washington Street, Room W374 
Indianapolis, IN 46204 

RE: IN 22-0016 §1915(i) Home and Community-Based Services (HCBS) State Plan Benefit 
Renewal

Dear Director Taylor:

The Centers for Medicare & Medicaid Services (CMS) is approving the state’s 1915(i) state plan 
home and community-based services (HCBS) state plan amendment (SPA), transmittal number 
IN 22-0016.  The purpose of this amendment is to renew Indiana’s 1915(i) State Plan HCBS 
benefit. The effective date for this renewal is July 1, 2023.  Enclosed is a copy of the approved 
SPA. 

Since the state has elected to target the population who can receive these §1915(i) State Plan
HCBS, CMS approves this SPA for a five-year period expiring June 30, 2028, in accordance 
with §1915(i)(7) of the Social Security Act. To renew the §1915(i) State Plan HCBS benefit for 
an additional five-year period, the state must submit a renewal application to CMS at least 180 
days prior to the end of the approval period. CMS’ approval of a renewal request is contingent 
upon state adherence to federal requirements and the state meeting its objectives with respect to 
quality improvement and beneficiary outcomes.  

Per 42 CFR §441.745(a)(i), the state will annually provide CMS with the projected number of 
individuals to be enrolled in the benefit and the actual number of unduplicated individuals 
enrolled in the §1915(i) State Plan HCBS in the previous year. Additionally, at least 21 months 
prior to the end of the five-year approval period, the state must submit evidence of the state’s 
quality monitoring in accordance with the Quality Improvement Strategy in their approved SPA. 
The evidence must include data analysis, findings, remediation, and describe any system 
improvements for each of the §1915(i) requirements. 

CMS reminds the state that the state must have an approved spending plan in order to use the
money realized from section 9817 of the ARP.  Approval of this action does not constitute 
approval of the state’s spending plan.

It is important to note that CMS’ approval of this 1915(i) HCBS state plan benefit renewal solely 
addresses the state’s compliance with the applicable Medicaid authorities. CMS’ approval does 
not address the state’s independent and separate obligations under federal laws including, but not 
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limited to, the Americans with Disabilities Act, Section 504 of the Rehabilitation Act, or the 
Supreme Court’s Olmstead decision. Guidance from the Department of Justice concerning 
compliance with the Americans with Disabilities Act and the Olmstead decision is available at 
http://www.ada.gov/olmstead/q&a_olmstead.htm.

If you have any questions concerning this information, please contact me at (206) 615-3814. You
may also contact Shawn Zimmerman at Shawn.Zimmerman@cms.hhs.gov or (410) 786-8291.

Sincerely,

Wendy Hill Petras, Director
Division of HCBS Operations and Oversight 

cc:
Kevin Patterson, CMS 
Cynthia Nanes, CMS 
Matt Klein, CMS 
Mai Le-Yuen 
Brian Gilbert, IN FSSA 
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(By checking the following boxes the State assures that):

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

related by blood or marriage to the individual, or any paid caregiver of the individual
financially responsible for the individual
empowered to make financial or health-related decisions on behalf of the individual
providers of State plan HCBS for the individual, or those who have interest in or are employed by
a provider of State plan HCBS; except, at the option of the state, when providers are given
responsibility to perform assessments and plans of care because such individuals are the only
willing and qualified entity in a geographic area, and the state devises conflict of interest
protections. (If the state chooses this option, specify the conflict of interest protections the state
will implement):

DMHA and/or OMPP attend the MMIS Fiscal Agent's scheduled provider training sessions required in OMPP's 
contract with the Fiscal Agent. DMHA may also participate in the Fiscal Agent's individualized provider 
training for providers having problems.

Function #8 - Establishment of a consistent rate methodology for each State Plan HCBS (Medicaid
Actuarial Contractor):

OMPP has an actuarial service under contract to develop and assess rate methodology as needed. The actuarial 
contractor completes the cost surveys and calculates rate adjustments. OMPP reviews and approves the fee 
schedule to ensure consistency, efficiency, economy, quality of care, and sufficient access to providers for 
CMHW services.
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To prevent conflict of interest, family choice of participation in the State’s high-fidelity 
Wraparound CMHW services is a minimum expectation to meet the standard for quality care. 
Members are presented with all available treatment options at the point of assessment and plan of
care development, including CMHW services; and must consent to participation in the CMHW 
services and choose the providers who will provide those services.

Additionally, the member and their family develop and lead the Child and Family Team with 
assistance from the Wraparound Facilitator. The individuals on the team consist of service 
providers, community supports and any natural supports. The wraparound team is committed to 
building an effective array of supports and interventions to ensure that the family vision is 
achieved. At the time of the initial evaluation, assessment, and Plan of Care (POC) development, 
the CMHW evaluator provides the individual with written documentation from DMHA and OMPP
that explains the individual’s right to exercise freedom of choice regarding the CMHW services 
selected on the plan of care, who will provide each of the CMHW services specified on the 
DMHA- approved plan of care, and in what setting. The participant selects CMHW service 
provider(s) from a pick list of DMHA- authorized CMHW service providers. Additionally, the 
Wraparound Facilitator is responsible to inform the member of their right to change their CMHW 
provider, including the Wraparound Facilitator, at any time during the CMHW benefit period.

To further prevent conflict of interest between evaluators, service providers, the member, and 
family, the following State processes are in place:

1) The Wraparound Facilitation Agency adheres to conflict-free standards including but not limited to not
providing any other CMHW service except for facility- based respite care.

2) The Wraparound Facilitator is DMHA-authorized to provide only Wraparound Facilitation
and is not authorized to provide any other CMHW service to the member for whom they are
the Wraparound Facilitator.

3) DMHA, the independent state entity making the final eligibility determination and providing
authorization for the plan of care, is not related by blood or marriage to the
individual/participant; to any of the individual’s paid caregivers; or to anyone financially
responsible for the individual or empowered to make financial or health related decisions on
the Individual/Participant’s behalf. Additionally, DMHA is not a provider of CMHW
services.

4) The quality improvement specialists provide oversight for CMHW providers and engage in
quality management activities to promote adherence to Wraparound service delivery
practices, including family choice and direction in the development of the plan of care,
selection of service providers and preference for service delivery. Quality improvement
specialists are responsible to provide training, education, site visits, record reviews and
consultation to ensure provider compliance with CMHW requirements and standards.

5) Participants and families are educated regarding their rights and how to submit complaints or
appeals regarding all aspects of CMHW service delivery, providers, inclusion in treatment
planning, DMHA eligibility determinations or Plan of Care authorization.

6) The assessments, person-centered service plan and direct CMHW services are all based on a
county level geographic region. Authorized providers are required to designate the
geographical area of service by county as a part of the enrollment process. The providers
may request to add or decrement counties as needs change.
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6. Fair Hearings and Appeals. The state assures that individuals have opportunities for fair hearings
and appeals in accordance with 42 CFR 431 Subpart E.

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

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









State: IN §1915(i) HCBS State Plan Benefit State Plan Attachment 3.1–i-A:
Page 12

TN: 22-0016
Effective: July 1, 2023 Approved: Supersedes: TN: 19-014

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

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

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

determination to the participant, family and to the Child and Family Team.

When it is anticipated that the participant may no longer be eligible for CMHW services, the 
Wraparound Facilitator and Child and Family Team will begin preparing the participant and family 
to transition to other more appropriate services (e.g., State plan services, community, and natural 
supports).

OMPP delegates the responsibility for accurate and timely eligibility reviews to DMHA. OMPP 
retains the authority and oversight of the 1915(i) benefit functions through regular monthly meetings 
to review quality assurance measures and to discuss issues, trends, and member appeals. OMPP 
reviews and approves policies, procedures, forms and standards for evaluation and re-evaluation of 
eligibility. OMPP may review and overrule the approval or disapproval of any specific eligibility 
determination by DMHA serving in its capacity as the operating agency for the 1915(i) HCBS State 
Plan Benefit.
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Wraparound Facilitators guide the Child and Family Team meeting for plan of care development 
including determining services, strategies, responsible parties, and the setting in which services will 
take place. The plan of care is then reviewed and approved by DMHA quality assurance staff for 
compliance. DMHA quality assurance staff review 100% of service plans submitted before approval. 
There is currently an established process for the Wraparound Facilitator to notify DMHA if the 
participant will be out the identified setting for more than 24 hours. This includes but is not limited to 
camp, overnight with relatives or placement in an acute setting. This allows for DMHA to monitor 
changes in the living arrangement.

Upon enrollment in the program, youth and families are also given information regarding contacting 
DMHA for assistance with any concerns they may have. Anyone, provider, family member, or other, 
may submit a complaint to DMHA about any concern they may have including services provided in 
non-compliant or questionable settings. Access to the web-based complaint portal is provided on 
several DMHA webpages.

All issues involving HCBS settings compliance will be processed as complaints and accordingly will 
be tracked, monitored, and reported as a subsection of overall quality improvement activities. Review 
of settings issues will also be specifically included in overall trend analysis to determine any patterns 
requiring remediation.
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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. (Specify qualifications):

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):

The CMHW service provider developing the plan of care must meet the following criteria:
1. The provider must be employed by a DMHA-authorized accredited agency to be

a provider of the service of Wraparound Facilitation.
2. The provider must have a bachelor's degree or a master’s degree with two (2) or

more years of one or a combination of the following experience:
a. Clinical
b. Case management
c. Skills building
d. Child welfare
e. Juvenile justice
f. Education in a K-12 school setting

3. The provider must complete the following office-required service provider
training and certifications:

a. CMHW services orientation
b. Child and adolescent needs and strengths assessment tool SuperUser

certification
c. Wraparound practitioner training
d. Cardiopulmonary resuscitation (CPR) certification

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 is a variety of specific tasks and activities designed to engage the 
family in the planning 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 implementing the individualized plan
of care).

During initial assessment 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. This is assigned to the chosen Wraparound Facilitator who begins the person-
centered planning process to develop the comprehensive 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
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Specify limits (if any) on the amount, duration, or scope of this service. Per 42 CFR Section 440.240, 
services available to any categorically needy recipient cannot be less in amount, duration and scope 
than those services available to a medically needy recipient, and services must be equal for any 
individual within a group. States must also separately address standard state plan service questions 
related to sufficiency of services.
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profession in the state of Indiana.

Excluding facility-based respite, while participating in this service, transportation to and from community-based
activities can be requested under this 1915(i) benefit if required and based on an assessed need. Transportation 
services must not duplicate services offered under the state plan.

Allowed Respite Care service activities include:
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Non-Accredited Agency
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6. Participant–Directed Person-Centered Service Plan. (By checking this box the state assures that):
Based on the independent assessment required under 42 CFR §441.720, the individualized person- centered
service plan is developed jointly with the individual, meets federal requirements at 42 CFR
§441.725, and:

Specifies the State plan HCBS that the individual will be responsible for directing;
Identifies the methods by which the individual will plan, direct or control services, including whether
the individual will exercise authority over the employment of service providers and/or authority over
expenditures from the individualized budget;
Includes appropriate risk management techniques that explicitly recognize the roles and sharing of
responsibilities in obtaining services in a self-directed manner and assures the appropriateness of this
plan based upon the resources and support needs of the individual;

Describes the process for facilitating voluntary and involuntary transition from self-direction including
any circumstances under which transition out of self-direction is involuntary. There must be state
procedures to ensure the continuity of services during the transition from self-direction to other service
delivery methods; and
Specifies the financial management supports to be provided.
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System Improvement
(Describe the process for systems improvement as a result of aggregated discovery and remediation activities.)

1. Methods for Analyzing Data and Prioritizing Need for System Improvement

2. Roles and Responsibilities

3. Frequency

4. Method for Evaluating Effectiveness of System Changes

DMHA will collect and track complaints related to implementation, providers and services offered
through the 1915(i). Complaints could be received from consumers, family members, concerned citizens,
providers or advocates. Complaints will be categorized as individual issue or system challenge/barrier.

DMHA and OMPP meet monthly to discuss and evaluate the need for new system changes, as well as the
effectiveness of pervious system changes. Additional changes will be made as necessary, including
changes in provider training, bulletins, policy changes, and refinements.

Monthly, Quarterly, and Annually

DMHA and OMPP meet quarterly to review performance measure data. For performance measure that
are trending near or below 86% OMPP and DMHA discuss and plan quality improvement strategies
(QIS). After the QIS has been implemented, OMPP and DMHA review performance measure data
quarterly to ensure data is trending toward desired outcomes. If data is still not trending in the way
anticipated, OMPP and DMHA will reconvene to revise QIS until success is achieved.






