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Mississippi Administrative Code Title 23, Part 223, Rules 1.3, 
1.5, 1.8, 2.5, and 6.1-6.6  

 
The following individuals requested an Oral Proceeding: 

John Morgan Hughes, Executive Director, MACCA 
Tanyeka Anderson, Board Member, MACCA 

Sean A. Milner, Executive Director, Baptist Children’s Village 
John D. Damon, Ph.D., Chief Executive Officer, Canopy Children’s Solutions 

Wanda Thomas, LCSW, Executive Director, Catholic Charities 
Janice Wilder, LSW, CCJS, Executive Director Christians in Action, Inc. 

Jackie Smith, Executive Director, Faith Haven, Inc. 
Tina Aycock, Executive Director, Hope Village for Children, Inc. 

Devon V. Loggins, LCSW-S, Chief Executive Officer, Methodist Children’s Homes 
Sheila G. Brand, Executive Director, Sally Kate Winters Family Services 

Jamie C. Himes, President and CEO, Southern Christian Services for Children and Youth, Inc. 
Rhonda Stempkovski, Youth Villages 

Andrew Redd, Executive Director, Berrean Children’s Home 
 

Public Comments: 
May 14, 2021 
Drew Snyder 
Division of Medicaid 
Office of the Governor 
550 High Street, Suite 1000 
Jackson, MS 39201 
Director Snyder, 
We would like to express our concerns regarding the proposed changes to the Mississippi 
Around the Clock (MYPAC) program. For more than 14 years, MYPAC has provided effective 
help to thousands of Mississippi children and families; we have grave concerns about the 
changes that could be made within weeks. 
The proposed regulation changes would be devastating to Mississippi children and families, 
ending the most successful community-based mental health program that the state has ever 
had. 
If MYPAC is eliminated, it will leave Mississippi Medicaid without a proven intensive in-home 
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service option. This will undoubtedly negatively impact the state’s budget, as many children 
who could receive effective services in their own homes with their families would instead be 
placed unnecessarily in costly psychiatric residential treatment centers and psychiatric 
hospitals. 
Eliminating MYPAC will also reinforce the fundamental narrative in current litigation against 
the state regarding Mississippi’s lack of mental health services overall and over-reliance on 
institutionalization. This will not only threaten Mississippi’s ability to successfully exit 
already existing lawsuit judgements but may open the state to additional lawsuits. 
The development of the MYPAC program brought Mississippi national acclaim as a leader in 
children’s mental health services. Its elimination would give the perception that the state is 
moving backwards and reducing needed mental health services for our children. 
The cost to families and the state 
When proposing this change, some are highlighting cost savings as justification. However, 
that’s faulty comparisons. All youth served by MYPAC must have a psychiatrist 
recommendation stating that their behavioral and psychological needs are so extreme that 
they are a risk to themselves and others and meet the level of need for psychiatric inpatient 
care in a Psychiatric Residential Treatment Facility (PRTF). MYPAC was designed to help the 
state’s highest risk, highest need children and youth without costly out-of-home placements. 
Without MYPAC services, young people will be removed from their homes and placed in 
long-term residential services. Due to increased utilization of residential services, since 
effective diversion services will not be available, Mississippi will see a significant increase in 
PRFT and institutional costs. PRTF services are very expensive and do not produce the same 
positive outcomes that comprehensive community-based services do for a much lower cost. 
PRTFs also have high rates of recidivism, meaning young people experience multiple PRTF 
placements due to behavior changes not being sustainable when they returned home. This 
happens frequently because behavior change in a controlled residential setting does not 
affect the youth’s home environment, including peer and family functioning. Without 
intensive services to help youth transition home quickly and safely when an out-of-home 
placement is necessary, the state will also see an increased length of stay in these costly PRTF 
placements. 
Family bonds and attachments weaken when children face multiple, lengthy residential 
stays. This often results in children entering state’s custody, which can in turn put a strain 
on Mississippi’s foster care system. Each child removed from the home experiences trauma 
from that removal, which is shown to have negative long-term impacts. Studies have shown 
that children who experience multiple foster care placements have more PTSD than military 
veterans. 
Today, across the state, around 1,000 youth are safely and successfully receiving MYPAC 
services in their own homes. Does Mississippi have the residential capacity to place 
hundreds of children in in-state facilities if MYPAC is abruptly discontinued? This proposed 
change could also increase the reliance on out-of-state placements, which can further 
separate youth from their families and communities of origin. 
Innovation and intensive support for families 
MYPAC was created in 2007 through the Center for Medicare and Medicaid’s five-year 
Community Alternatives to PRTF Demonstration Grant Program. This demonstration was 
designed to determine if children who qualified for residential treatment could be helped 
more 
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successfully at home. The answer was yes -- and MYPAC put Mississippi in the forefront of 
offering innovative, evidence-based programs for children and families. For 14 years, the 
program and its success have been a bright spot for the state amid lawsuits around the state’s 
child-serving systems. 
Innovation was at the center of the creation of MYPAC; Mississippi used the demonstration 
grant as an opportunity to ensure that the highest need children receive support across each 
life domain. The family-centered nature of MYPAC services creates multiple areas of impact. 
MYPAC’s holistic approach impacts youth and family functioning in the home, school, and 
community environment. MYPAC engages the family and the community in services, creating 
an environment that is supportive of long-term behavior modification. Work extends beyond 
the identified client to impact parents, siblings, extended family, peer groups, and others who 
are directly involved in the child’s life. 
With MYPAC services, the state is purchasing an outcome, not just a service. The intent and 
purpose of MYPAC is to divert youth from PRTF and out-of-home placements. No other 
service definition is linked to an actual outcome or program goal. MYPAC fills a critical gap 
that often exists in mental health systems. Removing MYPAC from the Medicaid service array 
will remove the only comprehensive community-based service in Mississippi. Parents will 
not have access to the services and support needed to maintain their children safely in their 
homes, which means the number of kids in state custody will also rise. 
Changing the reimbursement model may eliminate service providers 
Instead of comprehensive, intensive services through MYPAC, Medicaid proposes going back 
to an a la carte fee-for-service system that did not work for the state’s children and families 
14 years ago -- and it will not work now. 
Changing the reimbursement model does not change the actual cost of service delivery, it 
just threatens the sustainability of providers who are willing to do this work. Rate increases 
and other structural changes will not address key elements of comprehensive service 
provision, such as 24/7 on-call support, drive time, access to medication management, etc., 
that are not covered by a la carte service delivery. The state should consider the increased 
cost of additional, more intensive services if youth do not receive the therapeutic 
interventions needed to modify their behaviors or treat their symptoms and prevent further 
escalation. 
Dissolving MYPAC as the only comprehensive community-based service will have an overall 
negative impact on service delivery. It is impossible to deliver the same level of intensity as 
MYPAC using ad hoc therapeutic services. This model will not guarantee that the same 
provider will provide all therapeutic services a family needs – creating disruptions in clinical 
treatment and the therapeutic relationship between the provider and the youth and family. 
This is further limited by current service caps and maximum units allowed that do not allow 
for the same type of intensity. Some therapeutic services cannot be billed during the same 
day, causing issues with comprehensive service delivery and critical model elements, 
including 24/7 in-person crisis response and clinical consultation, which are not 
encounterable under traditional fee-for-service codes. 
Moving to a fee-for-service model will have an incredibly negative impact on Mississippi’s 
families and services providers. If MYPAC is removed from the administrative code, 
numerous providers will not be able to sustain program operations through fee-for-service 
billing. The 
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system will see the impacts of this quickly, as fewer providers will be willing to provide 
mental health services, especially in rural areas because driving time will no longer be 
accounted for in the cost model, for example. 
Additional negative outcomes and impacts associated with a fee-for-service model include: 

● Incentivizing quantity over quality of services – Fee-for-service incentivizes 
providers to provide services based on the most advantageous billing scenarios. For 
example, a clinical assessment shows that a young person is in need of both individual 
psychotherapy and targeted case management services in order to cope with his 
ADHD diagnosis. An individual therapy session in a fee-for-service environment is 
reimbursed as a single unit, which means that a provider only submits one claim to 
bill one code, at a rate of over $100/unit. However, targeted case management is a 
15-minute unit and reimbursed at a significantly lower rate. For the same 60 minutes 
of service, a provider would have to submit a claim for multiple units and would 
barely make half of what they could receive for an individual therapy session. The 
difference in reimbursement rates and units causes some providers to focus on 
providing only the services that result in higher reimbursement, creating an 
environment where the holistic needs of children and families are not met. 

● Service definitions drive service provision vs the needs of the youth and family – Each 
Medicaid reimbursable service (i.e. individual therapy, targeted case management, 
etc.) is linked to a very specific service definition that defines how a service is to be 
delivered, what interventions can be provided under that definition, etc. If a provider 
has scheduled a 60-minute individual session with a youth, but there has been a lot 
of conflict with the guardian in the home the provider will have to decide whether to 
continue with the individual session (not addressing the complete issue in the home) 
or to include the guardian, which would make this session a family therapy session – 
which is also reimbursed at a lower rate. The concern is that some drivers of behavior 
or contributing issues will not be addressed because they do not fit under the 
identified service definition, meaning that youth and families are not receiving the 
services they need to live successfully long-term. 

● Administrative burden on providers – In a fee-for-service environment, providers 
must track the type of service that is provided per session (i.e. individual therapy 
versus family therapy), the amount of time spent on each service type provided per 
session (i.e. 30 minutes of individual therapy and 15 minutes of family therapy), the 
number of units to bill based on the amount of time spent on each service type, and 
provide documentation and justification for each unit billed in order to be 
reimbursed. This is very challenging when providing multiple services in a session to 
meet the holistic need of the family. For example, a provider arrives at the home for 
an individual therapy session with the child. Thirty minutes into the individual 
session, Mom joins (making this now a family therapy session) to talk about concerns 
in the home, including that there is no food in the refrigerator, and they are late on 
their electric bill; the provider than spends an additional 30 minutes with the family 
providing targeted case management services to connect the family with food and 
utilities resources to make sure the home is safe and basic needs are met. During this 
one encounter with a family, the provider can bill for individual therapy, family 
therapy, and targeted case management. All three services will need to be billed 
separately on their own individual claim with the clinical documentation to explain 
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the service provided and how services aligned not only with the individual treatment 
plan, but also with reimbursable service according to the service definition. 

● Restricts service flexibility and the individualization of services – As previously 
described, due to administrative burden and prescriptive service definitions, a fee-
for-service environment creates a Medicaid system that is very restrictive and does 
not adapt quickly to the changing needs of youth and families. As previously 
mentioned, youth who are authorized for MYPAC services meet the criteria for PRFT 
placements; in addition to the mental health issues of the youth, there are oftentimes 
other issues or concerns within the family that need to be addressed in order for the 
youth to safely remain in the home. The MYPAC model was designed to be flexible to 
meet these individual needs, and this approach has proven successful for Mississippi 
families for more than a decade. 

● Services are rarely linked to achieving positive outcomes – Achieving long-term, 
sustainable success with youth and families requires a comprehensive approach to 
treatment. Youth do not live in a vacuum, and any sustainable behavior change must 
be supported by changes in the youth’s natural environment (home, school, 
extracurricular activities, etc.). In a fee-for-service environment with all services split 
up and delivered separately, comprehensive service delivery is a challenge. 

● Disincentives serving hard-to-engage youth and families – In a fee-for-service 
environment, most providers operate on very thin margins with little room to allow 
for non-billable units. This incentivizes providers to only provide services to youth 
and families who are easy to engage and who are bought in to services – especially 
services with higher reimbursement rates. Providers are not incentivized to work 
with youth and families who are disengaged or hard to engage because there is a risk 
that they will be unable to bill. This means that youth and families who may need 
services the most are underserved because they are more challenging. 

Eliminating mental health services during the pandemic 
The timing of the proposal is also a huge concern. Mississippi, like the rest of the country, is 
still coping with the fallout of the global COVID-19 pandemic. The impacts on the mental 
health and stability of our most vulnerable children and youth during this time are 
catastrophic. Destabilizing young people and families currently receiving MYPAC services in 
the midst of the pandemic will remove their most stable support system. It will also limit or 
eliminate services to people as they try to rebuild their lives and need a service to provide 
support to move forward. MYPAC has a proven track record of building long-term, 
sustainable support systems around vulnerable children and families. This element is critical 
while families continue to recover from the social and economic impacts of this global 
pandemic. 
Conclusion 
This comment is provided to advocate against the proposed removal of MYPAC from 
Mississippi’s Medicaid service array, as it would be detrimental to youth and families, as well 
as the state’s mental health and foster care systems. The evaluation report published in 2012 
on the PRTF demonstration grants, under which MYPAC was founded, found the following: 

● “Overall, the Demonstration waiver has consistently enabled children/youth to 
maintain their functional status while in the waiver program. In many instances, 
program participants had improved level of functioning in several areas. 
Furthermore, outcomes appear to be improving over time.” 
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● “Over the three waiver years, Demonstration waiver treatment costs totaled no more 
on average than anticipated aggregate PRTF expenditures in the absence of the 
Demonstration waiver. Indeed, there is strong evidence that the Demonstration 
waiver costs substantially less than the institutional alternatives. Over the first 3 
waiver years across all states, waiver costs were no more than 32 percent of the 
average per capita total Medicaid costs for services in institutions – an average per 
capita saving of $36,500 to $40,000.” 

The evaluation report noted that Mississippi was one of the top two states that participated 
in the demonstration in terms of utilization, serving 491 in the first three-year period as a 
cost of “less than 50 percent of comparable PRTF services.” 
Mississippi has been ahead of the curve by finding a way to continue to make this vital service 
available to youth and families across the state. Dismantling this program is a disservice to 
the children who are currently receiving MYPAC and all those who could benefit from it in 
the future. 
We request that the Division of Medicaid advocate for the preservation of MYPAC. If the 
program must end, we stand ready to work with the Division and CMS to create an 
alternative 
intensive in-home program. 
 
Sincerely, 
John Morgan Hughes 
 
 
May 14, 2021  
Drew Snyder  
Division of Medicaid  
Office of the Governor  
550 High Street, Suite 1000 Jackson, MS 39201  
 
Director Snyder, 
 
Thank you for this opportunity to express our concerns regarding proposed changes to the 
Mississippi  
Youth Programs Around the Clock (MYP AC) program. We submit these comments 
recognizing the  Division's long-standing and continued intentions to serve the population 
of children with the best possible services.  
Youth Villages Response to Proposed Administrative Changes to Title 23, Part 223, Rule 6  
The proposed changes to the MYP AC program reverses the positive work the state has 
achieved over the past 14 year at preventing young people from being needlessly placed in 
residential facility settings and psychiatric institutions. More troubling, this proposed 
change comes in the midst of federal scrutiny over the state's over-reliance on 
Institutionalization. These proposed changes have the very real potential to destroy the most 
successful community-based, mental health program in the state's history and place more 
children in institutionalized psychiatric residential treatment facility (PRTF) and residential 
care. Unbundling the services included in the MYP AC model will put providers in a position 
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of relying on piecing together all of the components of MYPAC through separate service 
codes for billing purposes; these codes were originally created for services delivered in a 
community mental health center setting. Unbundling the MYP AC service would require 
providers to utilize a number of different codes that were never meant to cover a 
comprehensive in-home service like MYP AC, which includes comprehensive treatment and 
crisis response, and thus this approach will not sustainably cover the cost of this vital service 
model.  
Repealing MYP AC and/or dramatically revising the MYP AC payment system has the very 
real possibility of: 
 

• Costing the state of Mississippi and CMS more tax dollars. The repeal, or an ineffective 
alteration of the payment system can easily eliminate the ability of providers to 
effectively serve children; and it can disrupt the intensive, in-home services that are 
at the heart of this successful program, resulting in a sharp increase of 
institutionalization. 

• Denying children an effective service. MYPAC's intensive in-home services not only 
keeps children out of facilities while they are being served, it has a documented 
success in altering behaviors and dynamics that lead to repeated needs for services. 

 
MYPAC has a long history of addressing the mental health needs of the state, and Youth 
Villages stands ready to assist the Division of Medicaid in crafting an appropriate response 
to concerns raised by CMS, be it in defending this program or helping to reshape or recraft 
the program. 
History 
The Mississippi Division of Medicaid developed MYP AC to provide intensive, community-
based services to children and families in response to the increased rate of children entering 
psychiatric care due to the lack of community-based alternatives. Mississippi was one of 10 
states to participate in the 1915c demonstration waiver through CMS, and the MYP AC 
program was recognized as being one of the most successful programs as part of the 
demonstration waiver. To continue the program's extraordinary success, the Mississippi 
Division of Medicaid added a MYP AC service definition to the state plan. Since the 
demonstration ended and it was officially added to the service array in 2012, Mississippi has 
served thousands of children who would have been placed in a PR TF in their communities 
through the MYP AC program.  
As a MYPAC provider, Youth Villages bas helped over 4,000 youth and families since the 
program began -spanning both the demonstration waiver and as an official state plan service.  
Impacts  
We all must recognize that MYP AC services are vital to the state's continuum of care and are 
cost-effective and clinically successful alternative to young people being placed in PRTF. A 
comparison of MYP AC costs and benefits must be made to residential level of care and any 
evaluation based on the benefits of diverting young people from an out-of-home placement. 
All young people served by MYPAC have such extreme behaviors and psychological needs 
that a psychiatrist has stated in writing that they need psychiatric inpatient care. Without 
residential services or an appropriate community-based alternative, these children and 
youth are a risk to themselves and to others. The intensity of MYPAC services -combining 
both wraparound facilitation AND therapeutic services -allows it to act as a true diversion 
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from PRTF -level of care. Without MYP AC services, young people will be removed from their 
homes and placed in long-term residential care.  
For example: 

• The current MYP AC model and reimbursement structure allows providers the 
flexibility to do what needs to be done for each family, without concern for covering 
costs based on billable units. The original intent behind the bundled payment was for 
providers to have this flexibility to meet each family's needs, as it is difficult, and 
nearly impossible, to predict the exact set of services and interventions necessary for 
this diverse population. Though the flexible use of wraparound, case management, 
and therapeutic services, MYP AC providers can focus on achieving positive outcomes 
for these youth who are at high risk of PRTF placements. 

• If the proposed changes are enacted and the MYP AC rate is unbundled into separate 
service codes, providers will carry the administrative burden of providing a wide 
array of services and interventions that each have to be documented and billed 
separately; this shift will inherently change the focus from achieving outcomes and 
delivering quality services to billing units that will sustainably cover the cost of the 
service. 

Removing MYPAC from the administrative code removes the only comprehensive 
community-based service in Mississippi. The number of children in state custody or placed 
in institutions will rise, and more young people will experience negative outcomes 
associated with out--of-home placements. Through studies on Adverse Childhood Events 
(ACEs), science has shown long-term negative impacts on children after being removed from 
their home. Negative impacts such as mental health issues, physical health issues, and other 
long-term impacts of childhood trauma are largely avoidable if community-based 
alternatives are available. 
With MYPAC services, the state is purchasing an outcome, not jest a services. Youth Villages’ 
MYPAC program successfully keeps 90% of children in then-home even one-year post-
discharge-showing the long-term sustainable impact of MYPAC service delivery. In 2020 
alone, Youth Villages maintained nearly 400 youth (who would have otherwise gone to 
residential placement) in their community for the entirety of the MYP AC treatment.  
Not only does MYP AC have strong outcomes in preventing PRTF placement, but MYP AC 
services speed the transition and reunification process of youth stepping down from 
residential care. In 2020 alone, Youth Villages safely transitioned nearly 200 young people 
from acute psychiatric hospitalization and PRTF-level of care back to their communities. 
MYPAC services not only shortened the length of stay in these residential placements, but 
also stabilized the youth back in their homes for long-term success. This reduced costs to the 
state and increased positive outcomes for the children and families served.  
The MYPAC program has demonstrated strong outcomes, which are also tied to significant 
cost savings. In the national evaluation of the CMS demonstration waiver1, evaluators found 
strong evidence that these community-based alternatives to psychiatric care cost 
significantly less than paying for residential placements only. In Mississippi alone, savings 
averaged ~$40,000 per child -a 50% savings over residential costs. Children helped through 
the waiver program also consistently maintained or improved their functional status. The 
community-based alternatives to psychiatric care had particularly positive effects on mental 
health, family functioning and alcohol or other drug use.  
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This is not unique to Mississippi. Youth Villages delivers intensive in-home services across 
13 states, several of which serve the Medicaid population through similar models, with 
reimbursement structures that allow providers to focus on what is best for kids and families. 
Youth Villages has decades of experience providing intensive in-home services to children at 
risk of removal from the home, and currently serves more than 9,000 youth per year in these 
programs. Outcome data gathered at 6 and 12 months post-discharge illustrates how 
intensive, in-home services are undeniably extraordinarily effective.  
Even in the midst of a global pandemic, Youth Villages has safely served more than 1,000 
youth in the community over the past year, keeping these young people connected to their 
family, schools and community, and out of residential care. The holistic nature of service 
delivery has been a vital support to youth and families as they continue to navigate 
challenges related to COVID-19. This means, for example, that families experiencing financial 
hardships and unemployment have gotten assistance to stay afloat during the pandemic; this 
also means that families continue to receive high-quality mental health care in their homes 
during a time that isolation and stress are increased, which often leads to residual effects 
such as depression and substance abuse. Without MYP AC services, these young people 
would be placed in a congregate setting, putting them at increased risk for Covid-19 
transmission, and their parents and siblings would also fail to thrive by the removal of one 
of their key support systems.  
Conclusion  
The clinical improvements that MYP AC produces for some of the highest risk youth, along 
with the demonstrated cost-effectiveness of the existing model and reimbursement 
structure, provides sufficient evidence to continue allowing Mississippi youth and families 
to benefit from such a successful and cost-saving service. 
Youth Villages is prepared to partner with the state of Mississippi to explore solutions to 
ensure the continuation of the MYP AC program, including helping determine if a Medicaid 
state plan amendment or a new Medicaid waiver may better ensure that youth can continue 
to receive effective, community-based services. In the meantime, Youth Villages urges the 
Division of Medicaid to amend the plan to enact the regulation changes that will disband the 
MYP AC program as it exists today, so that the hundreds of families currently receiving MYP 
AC services and the providers who have been working with these families are not left high-
and-dry with no plan in place -especially during the COVID-19 pandemic and recovery 
period.  
As a national leader in providing services to children, Youth Villages strongly and 
respectfully requests the Division of Medicaid to advocate for the preservation of MYP AC. 
Short of that, we would request the Division work with experienced providers and CMS in 
crafting an allowable alternative intensive in-home program.  
Sincerely,  
 
Pat Lawler, CEO  
Youth Villages  
3320 Brother Blvd.  
Memphis, TN 38133 
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May 20, 2021 
 
Please find attached our questions/comments re: the recent SPAs distributed by MS 
Medicaid via email on May 7, 2021.  I hope that the data that is included in our response will 
provide some food for thought during the decision making process re: MYPAC and 
Wraparound Facilitation service delivery. Thank you for the opportunity to provide this 
information.   
 
Sincerely,  
 
 
Mona Gauthier, MS, LPC, MBA 
Executive Director 
Pine Belt Mental Healthcare Resources 
P.O. Box 18679 
Hattiesburg, MS 39404 
 
Attachment 
 
System Number 25536.  Title 23: Medicaid, Part 223: EPSDT Services, Chapter 1, 2 and 6, 
Rules 1.3, 1.5, 1.8, 2.5, and 6.1-6.6. 
 
Rule 6.1.A.5. Removal of MYPAC as a reimbursable service: MYPAC is a service that has proven 
to help children/youth/young adults with an SED diagnosis remain in and increase their abilities to 
fully live and function within their communities while decreasing the number of hospitalization 
stays and bed days needed as part of their treatment continuum.  The chart below demonstrates the 
number of youth/families that our agency has served via MYPAC for the past three years, the 
number of hospital stays and days prior to entering our MYPAC program and the number of 
Hospital stays and days post admission into our MYPAC program.     
 

Year Number of 
MYPAC Youth 
Enrolled 

Number of 
Hospital 
Admits Prior 
to MYPAC 
Admission 

Number of 
Hospital 
Admits Post 
MYPAC 
Admission 

Number of 
Hospital 
Days Prior to 
MYPAC 
Admission 

Number of 
Hospital 
Days Post 
MYPAC 
Admission 

2020 41 50 5 825 27 
2019 45 70 11 1390 67 
2018 84 108 18 1990 242 

 
As you can see, there has been a significant decrease in the need for hospital stays and days for 
those youth receiving this service, resulting in families and youth having the ability to live within 
their own communities, lessening the trauma of out of home placements and saving the state 
money on hospitalization stays/days.  It is concerning that a program that has worked so well will 
be discontinued on such short notice.  Wraparound facilitation is the primary component of MYPAC.  
While the daily rate for MYPAC may seem expensive, it was determined based on all of the services 
provided for/with MYPAC families and youth and the fact that Wraparound requires an extensive 
amount of time and expense to carry out with fidelity.  Wraparound involves multiple hours of 
supervision, coaching, formal and informal support team member meetings, crisis planning and 
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intervention, travel, documentation of meetings and services, etc.  With the elimination of MYPAC 
there is no apparent program that will address the needs of youth who pose high risks for safety 
and mental health well-being.   
 
Should a youth who is currently being served through MYPAC be moved to another program with 
Prior Authorization requirements, can Medicaid honor the current MYPAC PA that is in place as of 
June 30, 2021?  This will help to decrease any additional barriers to services for these youth and 
families.  
 
Rule 6.3.E. Wraparound facilitation is part of a targeted case management benefit for EPSDT 
eligible beneficiaries with a SED that meets the level of care provided in a PRTF. As a 
component of MYPAC, wraparound facilitation has been typically provided by a BS level staff, under 
the intense coaching of local and national NWIC coaches/trainers and credentialed by DMH.  Two 
service providers in the state (Pine Belt Mental Healthcare Resources and Choices) have staff that 
are credentialed by NWIC as National level wraparound coaches and trainers. Wraparound 
facilitation, as a part of MYPAC, requires prior approval by Medicaid/MCOs/LIPs in order to insure 
the level of care is warranted.  Wraparound facilitators engage a team of formal/informal supports, 
and utilize the strengths of families, youth, and formal/informal supports/team members to 
collaborate with the family/youth/team in developing a plan that is strength based, individualized, 
outcome-based, culturally competent, and driven by family choice, voice and ownership.   With the 
deletion of MYPAC and the inclusion of wraparound facilitation now under TCM, how is this 
expected to work?   TCM has to be performed by staff with at least a MS degree.  Is it expected that 
TCM will be performed by an outside agency, other than CMHCs/current MYPAC/wraparound 
service providers?  Will these TCM individuals be credentialed as Wraparound coaches by NWIC, 
yet also possess the clinical credentials, successful experience as a provider, and agency capacity 
necessary to provide comprehensive care? Please consider that introducing another entity into the 
assessment/treatment process would introduce yet another barrier re: access to care for families 
and youth who are at the highest risk of hospitalization and out of home placement.  Families/youth 
would be required to tell their stories multiple times, receive duplicative assessments for services 
and incur a limited choice of providers for care.  This would also cause a bottle neck of 
families/youth being able to receive services on a timely basis in their communities.    
 
System Number: 25525.  Title 23; Medicaid, Part 206: Mental Health services, Chapter 1: 
Community Mental Health Services, Rule 1.1-1.6. 
 
When reviewing covered services, 1.3-B, page 8…could this cover reimbursement for the time it 
takes to perform assessments? (i.e., CAFAS, DLA20, in the future ASAM, Conners, PHQ9, etc.)?  
 
Please confirm that PCMHT staff are able to perform the same duties as CMHT staff under the 
supervision of a licensed/credentialed person. 
 
Rule 1.2:E.4.b and 6.   Two duties have been eliminated for CSS staff that include working with 
family members, natural supports.  Are CSSs no longer allowed to engage with family members, 
natural supports, legal guardians, etc. (i.e., for Children and adolescents), etc.? If not, how are 
needed services supposed to be handled? 
 
Rule 1.3. Q.2. ICORT.  ICORT standards require a full time Registered Nurse in order to form a 
team.  In light of the Pandemic, it is extremely difficult to hire/maintain employment for RNs when 
local hospitals are offering sizeable signing bonuses and high salaries.  Will there be any 
consideration for this in the requirement of a full time RN in order to provide ICORT services? Also, 
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is it expected that ICORT will be the service that can be provided instead of MYPAC?  If not, what 
services will be approved in order to provide intensive services other than/in addition to 
Wraparound Facilitation to children/youth who have PRTF level of care needs in the community?   
 
Rule 1.4 Non-Covered Services:  Lines 1 and 2 have been removed indicating that Medicaid will 
cover community mental health services that are provided by entities that have not been certified 
by DMH and who do not meet the standards of DMH.  Who are these providers?  Do CMHCs no 
longer have to be certified by DMH?   
 
 
 


