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A. Subject 
Person-Centered Service Plans (PCSP) 

 

B. Background 
The Affordable Care Act (ACA, 2010) promotes innovative medical care through 

comprehensive reform. Under sections 1915(C) and 1915(i), Centers for Medicare and 

Medicaid Services (CMS) mandates that Medicaid service plans use a person-centered 

approach addressing health and long-term services and supports (LTSS), resulting in a 

person-centered service plan (PCSP) with individualized goals in an integrated 

community setting. 

 

Section 2402(a) (2014) requires states to develop home and community-based services 

(HCBS) systems that adapt to members’ needs, maximize independence, support self-

direction, and ensure coordinated policy administration. 

 

These state systems empower LTSS recipients to achieve goals and better quality of 

life. Staff, providers, teams, and families assist members in accessing paid and unpaid 

medical and behavioral health services. Self-direction enables members to control 

service amount, duration, scope, and provider choice—often including family or friends—

reflecting values of freedom, autonomy, and full community participation with needed 

supports. 

 

C. Definitions 

• Care Coordination – Services that meet requirements of 42 C.F.R. § 438.208 and 

ARK. CODE ANN. § 20-77-2701. 

• Home and Community Based Services (HCBS) – Services and supports, largely 

non-medical in nature, based on goals in the PCSP, that protect member health and 

safety and enable safe living in a home or community-based setting. 

• Independent Assessment (ARIA) – A required assessment completed before 

enrollment by a qualified individual using an assessment approved by the AR Dept of 

Human Services (DHS) to determine if a member needs behavioral health (BH) or 

developmental disabilities (DD) services. 

• Long-Term Services and Supports (LTSS) – Services and supports provided to all 

ages with functional limitations and/or chronic illnesses to support the living or work 

setting of choice (eg, member home, worksite, a provider-owned residential setting).  

• Natural Supports – Unpaid supports provided voluntarily in lieu of HCBS. 

• Person-Centered Service Plan (PCSP) – The total plan of care in accordance with 

the planning process described in 1915(c) waiver requirements for HCBS (42 C.F.R. 

§ 441.301(c)) and 1915(i) State Plan Services (42 C.F.R. § 441.725). 

 

D. Policy 
I. General Provisions  

A. The PCSP, at a minimum, will indicate the following: 

1.   medical services that achieve goals/desired outcomes identified on the 

assessment of functional need in accordance with 42 C.F.R. 441.725 

2.   HCBS services including, if appropriate, LTSS services 
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3.   member strengths, needs, and preferences 

4.   a crisis plan for the member 

B. All medical services provided must be medically necessary for each member, 

and all HCBS and LTSS must be documented on the PCSP, unless an 

emergency or crisis stabilization service. 

C. Each member must have a PCSP easily understood by the member and 

individuals supporting the member (eg, written in plain language, accessible to 

individuals with disabilities and persons with limited English proficiency). 

D. All members with an existing, current PCSP will retain and carry that plan into 

any newly enrolled PASSE, including CareSource, which will be honored until a 

new PCSP is completed. 

E. Members will be assigned a care coordinator (CC) or an appropriate team 

member who will make initial contact within 15 business days (BDs) of 

enrollment, including any contact between assignment and enrollment.  

F. The CC or appropriate team member will conduct an initial services assessment 

within 30 days of enrollment to develop the PCSP. Component parts will be 

shared with appropriate DHS personnel, other providers, or other/previous 

PASSE team members to prevent duplication of activities. 

G. For any member without an existing PCSP, CareSource will have 60 calendar 

days (CDs) from the date of enrollment to develop the PCSP, including the initial 

services assessment.  
H. The PCSP must be reviewed and revised under the following conditions:  

1. within 365 days of the initial PCSP date or at least every 12 months 

2. upon reassessment of functional need  

3. at the request of the member 

4. upon significant changes in member circumstances or needs, including the 

following (not an all-inclusive list): 

a.   a change in functioning or circumstance impacting service needs, both 

negative and/or positive (eg, increases or decreases in level of care, new 

diagnoses, sentinel events) 

b.   changes in functional ability or loss of support necessary to maintain 

functioning (eg, acute illness or injury, chronic condition changes, loss of 

a caregiver or guardian) 

c.   environmental changes that require modifications in service delivery  

d.   other changes (eg, legal status changes, changes in caregiver or legal 

guardian status, involvement with judicial systems, traumatic events)  

 

II. Minimum Standards/Requirements for the Person-Centered Service Plan (PCSP) 

A. The PCSP must adhere to 42 C.F.R. § 441.301(c) and 42 C.F.R. § 441.540, be 

written in a standardized format and document member preferences for the 

delivery of service and supports. Commensurate with the level of member need 

and the scope of services and supports available, the plan must include 

1. member health information, including 

a. relevant medical and BH diagnoses 

b. relevant medical and social history 

c. Primary Care Physician (PCP) and provider(s) of BH and DD services 

d. individual with legal authority to make decisions on behalf of the member 
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e. advance directives or living wills created for/by the member or refusal to 

do so 

2. reflection that residential setting is chosen by the member 

3. member’s strengths and preferences 

4. clinical and support needs identified via an assessment of functional need 

5. individually identified goals and desired outcomes 

6. services and support, paid and unpaid, that will assist in achieving identified 

goals and desired outcomes, including natural supports 

7. risk mitigation or crisis plan and individualized backup plans, as necessary 

8. the individual or entity responsible for monitoring the plan 

9. be finalized and approved in writing 

10. prevent the provision of unnecessary or inappropriate care 

B. The PCSP must address needs identified for the member from the ARIA, Initial 

Services Assessment, and the following sources, if applicable: 

1. any psychological testing results 

2. any adaptive behavior assessments 

3. any social, medical, physical or mental health histories 

4. risk mitigation plans or assessments, if necessary 

5. case plans for court-involved members 

6. Individualized Education Plans (IEPs) 

7. any other assessment or evaluation used by the PASSE prior to or at the time 

of PCSP development 

C. The care coordinator (CC) is responsible for coordinating and scheduling the 

PCSP development meeting to be attended in person by the member, parent/ 

legal guardian, primary caregivers, and care coordinator. The meeting should 

include other individuals who may attend in person, by telephone or video 

conferencing, including HCBS providers, professionals who have conducted 

evaluations or assessments, and anyone else the member desires to attend, 

including family and friends supporting the member. 

1. If the member objects to any individual’s participation in the development 

meeting, the CC must ensure that that individual is not allowed to participate. 

2. When developing the PCSP, those present must consider the member’s 

preferences in regard to treatment goals, objectives, and services. 

3. The CC is responsible for engaging the member in the process and 

documenting member engagement, or efforts to do so, in the PCSP. 

4. It is the responsibility of HCBS service providers to work with the CC to 

identify specific services needed to execute the PCSP. Unneeded services 

will not be provided. 

 

III.  Provider Requirements and Responsibilities 

A.  HCBS providers are required to participate in and adhere to PCSP processes and 

maintain the provision of services in the PCSP.  

B.  Responsibilities as a CareSource PASSE provider are as follows: 

1. Actively participate in the PCSP process with other providers and individuals 

serving the member. If attendance is not possible or if a member does not 

want a provider to attend a PCSP meeting, provider input will be shared with 

the care coordination team within a week of the scheduled PCSP meeting. 
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2. Implement treatment and/or programs in accordance with the PCSP.  

3. Communicate and collaborate with care coordinators about member needs. 

4. Notify CCs of any changes, incidents and other information of significance 

related to the member.  

5. Submit timely requests for services to the Utilization Management/ Service 

Determinations teams for services aligning with the PCSP. 

6. Maintain a copy of the PCSP in member records.  

 

IV. Member Transitions  

A.   Upon member transition from CareSource to another PASSE, the care 

coordination team will provide the following: 

1. notification to the receiving PASSE no more than 1 BD prior to the eligibility 

start date the special needs of the transitioning member 

2. receipt of medical records, PCSP, treatment plans, and care coordination 

files to the receiving PASSE within 20 business days 

3. timely notification to the member’s service providers  

B.   Upon member transition from another PASSE to CareSource, the CareSource 

CC team will complete the following:  

1. engage the member’s service providers to develop the CareSource PCSP 

2. ensure continuity of current services, including transitioning reimbursement or 

assistance in choosing new providers in network, if necessary 

3. ensure continued reimbursement for any medically necessary services on an 

existing treatment plan from another PASSE 

4. coordinate services with the receiving or relinquishing PASSE, including 

services on an existing PCSP, ensuring continuity of care for the appropriate 

time period or until the transition is completed, whichever is longer 

 

V.   Utilization Management (UM) and/or Service Determination (SD) 

The development of the PCSP and UM/SD are separate processes. The UM team 

determines medical necessity for physical health services, while the SD team (eg, 

nurses, licensed mental health professionals, staff with experience in IDD) review all 

BH inpatient and outpatient requests, including HCBS services. All services are 

reviewed for medical necessity and/or nonmedical community supports and services.  

A. All services must be documented in the PCSP, except emergent services.  

B. Services on the PCSP do not guarantee authorization and do not act as a 

prescription.  

C. The PCSP does not replace a provider’s plan of care. A plan of care and 

additional supporting documentation is generally necessary to determine medical 

necessity/NCSS for a service.   

D. The independent assessment (IA) identifies areas in which the member needs 

services or supports but is not the final determinant. A tier assignment from an IA 

does not guarantee a specific type or level of service. 

E. Providers must verify eligibility on the date of service. CareSource PASSE will 

not pay claims for services provided to ineligible members. Authorization is not 

guarantee of payment.  
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F. Authorization submissions are a combination of efforts between the provider and 

CC to ensure a complete and timely submission on the member’s behalf 

reflective of goals in the PCSP.   

1. The authorization process requires review of the PCSP, in addition to all 

other supporting documentation, to fully understand member needs.  

2. When there is insufficient information in the PCSP and supporting 

documentation, UM/SD staff will collaborate with care coordination and 

provider(s) to obtain additional information. 

3. Providers will be notified of approval or denial within required turn-around 

times.   

 

E. Conditions of Coverage 
NA 

 

F. Related Policies/Rules 
Continuity of Care  

Medical Necessity Determinations 

Non-medical Community Supports and Services  

 

G. Review/Revision History  

 DATE ACTION 

Date Issued 05/24/2023 New policy. Approved at Committee. 

Date Revised 05/08/2024 

 

06/18/2025 

07/29/2026 

Annual review. Updated sections F & H, deleted VI. Approved at 

Committee. 

Annual review. Updated references. Approved at Committee. 

Annual review. Updated H. Approved at Committee. 

Date Effective 11/01/2026  

Date Archived   
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