ARKANSAS AMERICAN RESCUE PLAN ACT STEERING COMMITTEE
ARPA Funding Request from the Department of Human Services
Supporting Evidence-Based Behavioral Health Models in Arkansas
August 26, 2022


While Arkansas has made significant improvements to the public mental health system, gaps remain in access to care for some populations due to the complexity of their behavioral health needs. The lack of community-based, evidence-based practice has led to increased recidivism in the State’s forensic system, resulting in individuals remaining in jail awaiting admission to an appropriate treatment setting. In addition, children and youth are cycling through psychiatric acute and residential settings with little time to establish sufficient supports in the community. This is causing additional strain on the Child Welfare and Juvenile Justice systems.  
Therefore, this proposal seeks to use a portion of the American Rescue Plan Act of 2021’s (ARPA) State Fiscal Recovery Funds (SFRF) Arkansas Allotment to support the training and certification of teams employed by Behavioral Health Agencies (BHAs) in evidence-based models. Specifically, 1) the Assertive Community Treatment (ACT) Model for adults with the highest level of mental health needs; and 2) Intensive In-Home Support Model (IHHS) to serve a similar population of children and youth in Arkansas, who are involved with or at risk of involvement with the Child Welfare or Juvenile Justice System. Simultaneously, DHS is working with a behavioral health task force comprised of legislators, healthcare policy leaders, behavioral health providers, PASSEs, and other stakeholders to identify and fill gaps in services, develop an appropriate rate structure for home and community-based models, and establish expectations regarding the population these teams will serve and services these teams will provide. 
To provide appropriate and adequate training, the Department of Human Services (DHS) will contract with procured vendors to allow Qualified BHAs to apply for and complete training in the ACT and IHHS models. 
This training will allow Qualified BHAs to expand their treatment capabilities and serve more Arkansans who need 24 hour supports from a team of Behavioral Health Clinicians and Support Staff.  We expect this Staff to provide the necessary intensive, team-based treatment to maintain individuals in home and community-based settings. 
Therefore, DHS requests $5,000,000 in ARPA funding to provide training and certification in ACT and IHHS to Qualified BHAs, in order to support necessary evidence-based expansion of behavioral health services.
Qualified BHAs: To receive funding under this proposal, the entity must be an Arkansas Medicaid enrolled Behavioral Health Agency or Community Support Services Provider. Participating providers may be privately owned, county or municipal-owned, or state-owned. 
Disbursement of Funds: 
Eligible BHA providers must submit a letter of intent for approved training and related expenses through the Division of Aging, Adult and Behavioral Health Services by October 1, 2022.   DAABHS will begin accepting application on October 1, 2022, and ending December 1, 2024, or until all funds are expended.
The requested funding will be used for training, monitoring, supervision, and certification for the Assertive Community Treatment Model to serve those adults with the highest level of mental health needs within the PASSE and to those with Medicare who qualify for Medicaid through the Spenddown category; as well as Intensive In-Home Services for children and youth who qualify for Medicaid and receive services within the PASSE.

· To receive funding the Qualified BHA must submit an application that identifies the number of teams to be trained, who will be trained on each team, and what role they will serve.  
· Team selection would be based on need as identified in PASSE and Medicaid claims data, as well as, by geographic area based on the distribution of the eligible population.


Allotment Determination: 
1.  Assertive Community Treatment: 
· Provide funding for training, monitoring, supervision, and provider certification for up to 100 teams.  
· Estimated training cost is $20,000 per team. (See Cost Information below)   
· Total funding requested: $2,000,000
2. Intensive In-Home Services (IHHS)
· Provide funding for training, monitoring, supervision, and provider certification for up to 100 teams.  
· Estimated training cost is $30,000 per team. (See Cost Information below)
· Total funding requested: $3,000,000
Restrictions on Funds:  Recipients of funds will be required to attest that these funds are necessary to cover expenses incurred during the program period to address extraordinary costs related the to the PHE, including but not limited to closing critical gaps in infrastructure, capacity, and sustainability; and that none of these funds will be used to:
· Duplicate or supplant funding from any other federal or state program. Payments or other reimbursement for direct patient care is not included as funding from a federal or state program.
To the extent that expenses are subsequently reimbursed under another federal or state program, funds disbursed from the state’s portion of the American Rescue Plan approved by the American Rescue Plan Act Steering Committee and authorized by the Arkansas Legislative Council will be reconciled and recovered.
Application and Expense Review:  
Qualified BHAs will be required to submit an application attesting to the requirements and limitations outlined above (form to be created by DHS) signed by the Qualified BHA’s CEO or the equivalent. 
Funds must be expended no later than December 1, 2024.  Documentation of expenditure of funds will be subject to audit and review by DHS and must be submitted by July 31, 2025. Any funding that is not supported by expense documentation will be recovered.
Cost Information:
Cost Determination for ACT:
[footnoteRef:1] [1:  Formatted Document (virginia.gov)
] 
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[footnoteRef:2] [2:  Assertive-Community-Treatment_TreatmentOptions_2018.pdf (namimn.org)
] 
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Cost Determination for IHHS Model: [footnoteRef:3] [3:  https://www.blueprintsprograms.org/programs/32999999/multisystemic-therapy-mst/print/
	] 
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This draft is a working document.  All information contained herein is subject to change and may differ substantially from the final document.  The information contained in this document should not be considered the position of views of the agency or the Governor.
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ASSUMPTIONS FOR VIRGINIA MARKET-BASED PROVIDER FEES FOR REHAB SERVICES

Allowable Cost Functional Far
Therapy (MST) Therapy (FFT) rtive Community Treatment (ACT)

The start-up cost forone  Initial Training: The cost Training Costs Approximately $17,000 annually
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organization (Agency license) and an
ravel) per year.
additional $2,500 per team (Team license) are
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(manic-depressive illness); those who experience significant disability from other mental llnesses and are not
helped by traditional outpatient models; those who have difficulty getting to appointments on their own as in the
traditional model of case management; those who have had bad experiences in the traditional system; or those
who have limited understanding of their need for help.
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Wh difference between ACT and traditional care?

Most individuals with severe mental ilinesses who are in treatment are involved in a linkage or brokerage case-
management program that connects them to services provided by multiple mental health, housing, or
rehabilitation agencies or programs in the community. Under this traditional system of care, a person with a
mental iiness is treated by a group of individual case managers who operate in the context of a case-
management program and have primary responsibility only for their own caseloads. In contrast, the ACT
multidisciplinary staff work as a team. The ACT team works collaboratively to deliver the majority of treatment,
rehabilitation, and support services required by each ciient to live in the community. A psychiatrist is a member
o, not a consultant to, the team. The consumer is a client of the team, not of an individual staff member.
Individuals with the most severe mental ilinesses are typically not served well by the traditional outpatient
model that directs patients to various services that they then must navigate on their own. ACT goes to the
consumer whenever and wherever needed. The consumer is not required to adapt to or follow prescriptive
rules of a treatment program.

Is there a difference between ACT and PACT?

There is no difference between the PACT (Program of Assertive Community Treatment) model and the ACT
(Assertive Community Treatment) model. Not only does NAMI use ACT and PACT interchangeably, but ACT
or PACT is also known by other names across the country. For example, in Wisconsin, ACT programs are
called Community Support Programs, or CSP. In Florida, ACT programs are called FACT (Florida Assertive
Community Treatment); in Rhode Island and Delaware ACT programs are called Mobile Treatment Teams
(MTT), while Virginia uses PACT for its assertive community treatment teams. While the official name that a
state, county, or locality uses for ACT varies widely, there is only one set of standards that NAMI sets forth for
all programs of assertive community treatment

How do ACT clients compare with those receiving hospital treatment?

ACT clients spend significantly less time in hospitals and more time in independent living situations, have less
time unemployed, earn more income from competitive employment, experience more positive social
relationships, express greater satisfaction with life, and are less symptomatic. In one study, only 18 percent of
ACT clients were hospitalized the first year compared to 89 percent of the non-ACT treatment group. For those
ACT clients that were re-hospitalized, stays were significantly shorter than stays of the non-ACT group. ACT
clients also spend more time in the community, resulting in less burden on family. Additionally, the ACT model
has shown a small economic advantage over institutional care. However, this finding does not factor in the
significant societal costs of lack of access to adequate treatment (i.e., hospitalizations, suicide, unemployment,
incarceration, homelessness, etc.).

How available are ACT programs?

Despite the documented treatment success of ACT, only a fraction of those with the greatest needs have
access to this uniquely effective program. Only six states (DE, ID, MI, RI, TX, WI) currently have statewide
ACT programs. Nineteen states have at least one or more ACT pilot programs in their state. In the United
States, adults with severe and persistent mental inesses constitute one-half to one percent of the adult
population. Itis estimated that 20 percent to 40 percent of this group could be helped by the ACT model if it
were available.

NAMI 2013; Updated March 2017. For more information, visit www.namihelps.org/leam-more
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Initial Training and Technical Assistance 

Start-up costs for one MST team is $22,500. Technical Assistance to support initial program development, 

with travel, is $4,000. Orientation Training for up to 14 participants, with travel, is $12,000. 

Curriculum and Materials  

Included in costs above. 

Materials Available in Other Language: All materials needed for therapist training and implementation are 

available in Spanish.  

Licensing  

Annual license fees of $4,000 per organization (Agency license) and an additional $2,500 per team (Team 

license) are required. 


