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Section I: Executive Summary 
 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
respectfully requests approval of this amendment, “Pathway to Prosperity,” to the current 
Arkansas Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project 
(waiver). The ARHOME program is Arkansas’s Medicaid expansion that provides health care 
coverage to more than 220,000 able-bodied adults ages 19–64 with income at or below 138% of 
the federal poverty level (FPL). Pathway to Prosperity establishes work and community 
engagement requirements for the Medicaid expansion population that will drive improved health 
and economic independence outcomes for working age nondisabled adults and their families. 

This amendment reflects lessons learned from the state’s efforts in 2018–2019 to institute work 
requirements as a condition of maintaining eligibility for Medicaid under the expansion program, 
then known as “Arkansas Works.” Assessments of Arkansas Works showed that many people 
did not know whether they were subject to participation requirements and, if they were, what 
they needed to do monthly to demonstrate compliance. 

Lessons learned include the importance of providing clear communications through multiple 
means, simplicity in design, and the need for personal interaction rather than over-reliance on 
technology. Pathway to Prosperity will use data-matching to identify individuals who could 
benefit from extra support to reach health and economic goals. 

For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
whose household income was near or below the federal poverty level. The Affordable Care Act 
changed that. A new eligibility group was created to allow states to make able-bodied working 
age adults eligible for Medicaid. These individuals are reasonably expected to be substantially 
engaged in the workforce. Indeed, many of these individuals are employed, though most are 
not working full-time, year-round. 

Pathway to Prosperity will help provide a bridge over the “benefits cliff” that keeps people from 
moving into economic stability and off of public assistance. Title XI, which gives authority to the 
Secretary of the U.S. Department of Health and Human Services to approve demonstration 
programs and pilots under Section 1115, allows the Secretary to “waive” federal laws and 
regulations for the purpose of encouraging state and local governments to improve the 
effectiveness of certain public assistance programs. 

Moreover, in the design of Pathway to Prosperity, DHS is cognizant of the situations and 
circumstances of the plaintiffs from the previous legal case brought against Medicaid work 
requirements, Gresham v Azar.1 Pathway to Prosperity will address the court’s analysis that “… 
the Secretary’s failure to consider the effects of the project on coverage alone renders his 
decision arbitrary and capricious; it does not matter that HHS deemed the project to advance 
other objectives of the act (emphasis added).”2 The Amendment makes significant policy and 
procedural changes from the previous version to respond to the question of coverage. 
The design of Pathway to Prosperity also reflects the recent U.S. Supreme Court decision in 
Loper Bright Enterprises v Raimondo3 in how the courts are to evaluate administrative actions. 
While Title XI of the Social Security Act (the Act) provides the Secretary of the Department of 
Health and Human Services with broad authority for determining the purposes of Title XIX of the 
Act, the lower courts in Gresham v Azar provide an important framework for evaluating how the 

 
1 https://ecf.dcd.uscourts.gov/cgi-bin/show_public_doc?2018cv1900-58 
2 Ibid. p. 23 
3 http://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf  

https://ecf.dcd.uscourts.gov/cgi-bin/show_public_doc?2018cv1900-58
http://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf
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Secretary must fulfill his responsibilities. Specifically, the courts applied their own interpretation 
as to whether the Secretary sufficiently assessed the impact of work requirements and 
community engagement on the core purpose of Medicaid to provide coverage. 

To whom does Pathway to Prosperity Apply? 

• Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new 
adult expansion group, who have income ranging from 0% FPL to 138% FPL, and who are 
covered by a Qualified Health Plan (QHP). 

• There are no exemptions to participation; individuals will be assessed by DHS as “on track” 
or “not on track” through data matching. 

• Those who are identified as not on track will be provided the opportunity to receive focused 
care coordination services to support health and economic self-sufficiency. 

Focused Care Coordination and Personal Development Plan 
DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals. If DHS confirms that an individual is not on 
track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP). 

Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas. 

If a person is not employed, he or she must be engaged in qualifying advancement, learning, or 
service activities to be considered “on track.” Advancement can come from a variety of activities 
including training, workforce development, apprenticeships and internships. Learning includes 
formal education, vocational education, and activities that enhance a person’s skills such as 
through mentoring programs or life skills development. Service in one’s community may be 
demonstrated in a variety of ways, including caring for a dependent child, an elderly parent, or a 
person with a disability. 

Coverage Value & Consequences 
Active participation in health and workforce development will become part of the expectation of 
receiving health care through a QHP. In January 2025, DHS will pay the QHPs an average 
monthly premium of $577.62, advanced cost sharing reduction payments of $202.17 per month, 
and “wrap around” payments of $4.53. Together, these represent an average annual value of 
$9,411.72 per enrolled member. Coverage provided by Arkansas Medicaid pays not only for 
medical treatment at the time of illness or accident, but for preventative services as well that can 
provide high value to individuals. 

Despite these opportunities, some individuals will choose not to participate in any of these 
investments in their health. Individuals who refuse to cooperate with DHS and decline to use 
services and incentives covered by QHPs will have their ARHOME coverage suspended. 
Benefits can be restored if the individual chooses to get “on track” with their PDP. 

Suspension from ARHOME Coverage 
Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage—QHP benefits—suspended through the end of the calendar year. 
They will not be disenrolled from the Medicaid program. To become “active” again and have full 
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benefits restored, they need only notify DHS of their intention to cooperate with personal 
development plan requirements. As Pathway to Prosperity does not make compliance a 
condition of eligibility, individuals will not be required to complete a new Medicaid application 
unless they have passed the date for their annual redetermination of eligibility. 

During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction payments to the QHP. 

Normal appeal rights will be available to an individual who is suspended. 

 
Section II: Background & Historical Narrative 

 
Since 2014, Arkansas has provided health care coverage to the Medicaid new adult group 
made eligible under Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act. The Arkansas 
Department of Human Services (DHS) uses Medicaid funds to purchase coverage from 
Qualified Health Plans (QHPs), which are private health insurance plans licensed by the 
Arkansas Insurance Department. 

Arkansas currently provides health care coverage to more than 220,000 beneficiaries in this 
eligibility group. They are adults between the ages of 19 and 64 who are not enrolled in 
Medicare and who are either: 

(1) childless adults with household income at or below 138% of the federal poverty level (FPL); 
or 

(2) parents with dependent children whose income is between 14% and 138% FPL. 

Of the more than 220,000 adults in Medicaid expansion, approximately 188,000 individuals 
currently receive their benefits primarily through QHPs through the authorities granted in the 
Arkansas Health and Opportunity for ME (ARHOME) waiver. The remainder of the new adult 
group receive their benefits in the Medicaid Fee-For-Service (FFS) delivery system. Most of 
these FFS individuals were recently determined eligible for Medicaid and are waiting to be 
enrolled in a QHP (the interim group). About 13,000 other individuals are “medically frail” and 
will remain in the FFS model of care because it provides additional services, such as personal 
care, that the QHPs do not. A small number of individuals may be enrolled into the Provider-led 
Arkansas Shared Savings Entity (PASSE) program due to the presence of a serious mental 
illness and confirmation of a need for Home and Community Based Services (HCBS) through 
an Independent Assessment (IA). 
The current version of the ARHOME waiver was approved by the Centers for Medicare & 
Medicaid Services (CMS) to be effective January 1, 2022, through December 31, 2026. 
ARHOME is designed to improve the quality of services provided by the QHPs and the health of 
beneficiaries assigned to them. An amendment to ARHOME was approved in November 2022 
to provide intensive care coordination services for certain targeted populations through Life360 
HOMEs.4 In 2024, the first Life360 HOMEs, serving pregnant women diagnosed as high risk, 
went live. 

The fundamental goal of this new Pathway to Prosperity amendment is to support Governor 
Sarah Huckabee Sanders’ vision to assist low-income Arkansans enrolled in ARHOME to move 
from government dependence to economic independence and ultimately to obtain health 
insurance coverage through employment or the individual insurance marketplace as do most 
Americans. 

 
4 https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ar-arhome-ca- 11012022.pdf  

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ar-arhome-ca-%2011012022.pdf
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CMS estimates that in 2025, 92.3% of the U.S. population will have health care coverage. In the 
unique American system of health insurance, coverage in 2025 will be provided through the 
following sources5: 

• Employer-sponsored insurance: 177.8 million enrollees (52.6%) 
• Medicaid: 79.4 million enrollees (23.5%) 
• Medicare: 68.0 million enrollees (20.1%) 
• Direct purchase (individual insurance market, subsidized and nonsubsidized): 38.3 

million enrollees (11.3%) 
• Children’s Health Insurance Program (CHIP): 7.8 million enrollees (2.3%) 
• Uninsured: 26.1 million individuals (7.7%) 

According to the U.S. Census Bureau, insurance coverage varies by age and poverty level. 
“Adults ages 19–64 generally have lower coverage rates than those under age 19 and adults 
age 65 and older. That’s because their coverage is directly tied to employment. They do not 
qualify for programs intended for children and only qualify for public programs under specific 
medical or income-level circumstances.”6 

Another Census study shows that “[a]dults age 65 and older are the least likely to be uninsured 
since they have near universal Medicare coverage. As a result, the uninsured rate for adults age 
65 and older remained below 3.0% for all states in 2013, 2019, and 2023.”7 
The distribution among sources of coverage is somewhat different in Arkansas than the nation 
as a whole. Individuals are less likely to have employer coverage and are more likely to have 
Medicare or Medicaid coverage or to be uninsured in Arkansas.8 

A Closer Look at the Uninsured 

Reducing risk is the very core of insurance, that is, to protect against a future and unforeseeable 
financial loss by sharing the cost of insurance coverage with others. Health insurance both 
protects against financial loss and increases access to medical services. Coverage also varies 
by individuals’ perceptions of affordability. According to a study by the National Center for 
Health Statistics (NCHS), “[a]mong uninsured adults aged 18-64, the most common reason for 
being uninsured, affecting 7 in 10 (73.7%), was because they perceived that coverage was not 
affordable.”9 

The Congressional Budget Office estimated that in 2019, nearly 30 million people were 
uninsured. However, 67% of the total number of people without health insurance were eligible 
to purchase coverage using a subsidy. 

Coverage changes over time. In a study conducted for NCHS, 31.6% of the adults ages 18–64 
who were uninsured in 2016 were uninsured for less than 12 months and 68.4% were 
“chronically uninsured.” However, 55.8% of the 18–64-year- old adults who were chronically 

 
5 https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-
data/projected, Table 17. Percentages are calculated by total population as individuals may have more than 
one source of coverage. 
6 https://www.census.gov/library/stories/2024/09/health-insurance-
coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D 
Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a 
nd%202023  
7 www.census.gov/library/stories/2024/09/acs-health-insurance.html 
8 https://www.kff.org/other/state-indicator/total-
population/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22
%7D 
9 www.cdc.gov/nchs/data/databriefs/db382-H.pdf 

http://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-
http://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-
https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:%7E:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D%20Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a%20nd%202023
https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:%7E:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D%20Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a%20nd%202023
https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:%7E:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D%20Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a%20nd%202023
https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:%7E:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D%20Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a%20nd%202023
http://www.census.gov/library/stories/2024/09/acs-health-insurance.html
https://www.kff.org/other/state-indicator/total-population/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/total-population/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/total-population/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
http://www.cdc.gov/nchs/data/databriefs/db382-H.pdf
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uninsured reported that their health was “excellent or very good” while only 11% of the 
chronically uninsured reported that their health was “fair or poor.” 

There are also differences in coverage based on gender and age. Males are more likely to be 
chronically uninsured (59.7% of total) than females. The oldest age group (45–64) were the most 
likely to be chronically uninsured (32% of total). Two-thirds of the chronically uninsured are 
employed, which suggests that coverage also varies by individuals’ perceptions of “affordability.” 
Moreover, only 10% are unemployed while 22.4% are not in the workforce.10 

Together, the two studies are part of a larger body of research that shows there are several 
variables resulting in an individual becoming uninsured even though the person is eligible for 
subsidies for coverage, including Medicaid and CHIP, which provide coverage at little or no cost. 

Poverty is Linked to Poor Health and Premature Death 
The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.11 

Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that can 
help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. 

Medicaid is an Anti-poverty Program but Presents a “Benefit Cliff” 
Title XI, which gives authority to the Secretary of the U.S. Department of Health and Human 
Services (HHS) to approve demonstration programs and pilots under Section 1115, was added 
in 1962 with the purpose of encouraging states and local governments to redesign certain public 
assistance programs to improve the effectiveness of such programs. By allowing the Secretary 
to “waive” federal laws and regulations under Section 1115 authority, Congress and President 
John F. Kennedy offered states an opportunity to achieve better results for people in poverty. A 
Section 1115 waiver is a multi-year agreement (usually five years) negotiated between the 
Secretary of HHS and the Governor of a state. In exchange for federal funds, the state agrees 
to administer the new program in a manner that is budget neutral to the federal government and 
to evaluate whether the new program achieves its intended goals. 

Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.” 

Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures reported in 
“Introduction to Benefit Cliffs and Public Assistance Programs” “[b]enefits cliffs (the cliff effect) 
refer to the sudden and often unexpected decrease in public benefits that can occur with a 
small increase in earnings.”12 “While minimum wages differ state to state, the risk of falling off a 
‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour. The 

 
10 www.cdc.gov/nchs/data/nhis/earlyrelease/erchronicunins_1016_f.pdf 
11 https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-
Review.pdf p. 8. 
12 www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs 

http://www.cdc.gov/nchs/data/nhis/earlyrelease/erchronicunins_1016_f.pdf
https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf
https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf
http://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs


8  

economic consequences of benefits cliffs impact both families and employers: businesses are 
unable to meet their workforce needs because workers have a disincentive to increase hours or 
advance in a job, and families experience economic instability and limited economic mobility.”13 
Many individuals reduce their risk by foregoing additional income, which typically impacts the 
number of hours worked over a year’s time. 

Moreover, employer-sponsored health insurance coverage typically includes a deductible and 
other cost-sharing obligations that must be paid by the employee. Individual healthcare 
marketplace plans also include out-of-pocket payments, even if the premium is 100% 
subsidized by the federal government. In contrast, premiums are prohibited for Medicaid 
coverage and cost-sharing is nominal. 

For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level. Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls. 
The benefit cliff was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act of 1997. States were allowed the option to 
extend coverage to children in families with higher income levels. In accepting federal funding, 
states also had greater flexibility in administering the program. CHIP helps to smooth out the 
cliff for families by phasing out the amount of subsidies (replaced by a family’s cost- sharing 
responsibilities) as income increases. 

The benefit cliff for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce. Nationally, it is estimated that 42% 
of Medicaid beneficiaries aged 19–64 are employed. However, most are not working full-
time, full-year jobs. Approximately 23% of this age group are not working due to a disability 
and another 35% are parents with dependent children.14 

Full-time employment is the solution to poverty. The U.S. Census Bureau estimates that 20 
million people, 10% of the total population of individuals ages 18 to 64, were living in poverty 
in 2023. Only 1.8% of full-time workers were living in poverty, compared to 11.7% who 
worked part-time and 29.7% who did not work.15 

The 2025 FPL for a single person is $15,65016. The minimum wage in Arkansas is now $11 per 
hour. A single person working full time, year around (2,080 hours) would earn $22,880, or 
146% of FPL, exceeding the upper threshold for ARHOME eligibility (138% FPL). A person in 
this situation could be covered by employer sponsored insurance or qualify for subsidies to 
directly purchase coverage through the Marketplace. 

Here is where the ACA diverged from the CHIP model. Rather than providing subsidies for 
individuals with income above the poverty level—as high as 400% FPL in CHIP—through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 

 
13 Ibid. 
14 https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-
unwinding.pdf  
15 https://www2.census.gov/library/publications/2024/demo/p60-283.pdf Table A-1 p.20 
16 https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-
guidelines 

https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf
https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf
https://www2.census.gov/library/publications/2024/demo/p60-283.pdf
https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
https://www.federalregister.gov/documents/2025/01/17/2025-01377/annual-update-of-the-hhs-poverty-guidelines
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receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 

In the unique American system of health insurance, the federal government subsidizes 
coverage across various sources, including through subsidies for employer-sponsored health 
insurance, without regard to income level through the tax code. According to a September 2023 
report by the Congressional Budget Office, the federal government will provide subsidies 
totaling $25 trillion over the next ten years across Medicare ($11.7 trillion), Medicaid and CHIP 
($6.3 trillion), employment-based coverage ($5.3 trillion), ACA marketplace plans ($1.1 trillion) 
and other federal sources ($0.6 trillion).17 

As Chief Justice Roberts wrote in the Supreme Court decision, NFIB v Sebelius, which upheld 
the constitutionality of the ACA, “It [Medicaid] is no longer a program to care for the neediest 
among us, but rather an element of a comprehensive national plan to provide universal 
coverage. Indeed, the manner in which the [Medicaid] expansion is structured indicates that 
while Congress may have styled the expansion a mere alternation of existing Medicaid, it 
recognized it was enlisting the States in a new health care program.”18 Thus, Medicaid is a part 
of, rather than separate from, the rest of the health care coverage system. 

The purpose of this waiver is to provide a bridge over the benefits cliff that discourages people 
from moving into the working class. Pathway to Prosperity will increase individuals’ 
understanding of the value of health insurance and show individuals how to maintain healthcare 
coverage as they prepare to move out of poverty and support them on their pathway to 
independence. 

It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act. The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries. The collective 
interdependence of Social Security is built on the foundation of individual workers. Without 
enough productive, healthy workers, Social Security will collapse. An individual’s future benefits 
as a retiree are based on his or her own work history. 

Public Health Emergency Unwind Reduced Medicaid Enrollment as was Expected 
Some empirical evidence exists for what happens to health coverage for adults moving out of 
Medicaid into other coverage, but research is limited. Pathway to Prosperity will thus make a 
significant contribution to this body of knowledge. In estimating the potential impact of the 
Pathway to Prosperity amendment on coverage, DHS reviewed available research on changes 
in coverage among previously enrolled individuals whose coverage was terminated due to the 
end of the Public Health Emergency (PHE). For example, in August 2022, the HHS Assistant 
Secretary for Planning and Evaluation (ASPE) released an Issue Brief that found “[a]lmost one- 
third (2.7 million) of those predicted to lose eligibility are expected to qualify for Marketplace 
premium tax credits.”19 In April 2023, ASPE released an Issue Brief that found “[a]pproximately 
2 million (15 percent) working Medicaid enrollees aged 19–64 also report having employer 
sponsored insurance …”.20 Thus, HHS itself expected individuals who lost Medicaid eligibility 
would move into other coverage. 

 
17 www.cbo.gov/system/files/2023-09/59273-health-coverage.pdf 
18 https://supreme.justia.com/cases/federal/us/567/519/ p.54 
19 https://aspe.hhs.gov/sites/default/files/documents/dc73e82abf7fc26b6a8e5cc52ae42d48/aspe-end-mcaid-
continuous-coverage.pdf  
20 https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-
unwinding.pdf  

http://www.cbo.gov/system/files/2023-09/59273-health-coverage.pdf
https://supreme.justia.com/cases/federal/us/567/519/
https://aspe.hhs.gov/sites/default/files/documents/dc73e82abf7fc26b6a8e5cc52ae42d48/aspe-end-mcaid-continuous-coverage.pdf
https://aspe.hhs.gov/sites/default/files/documents/dc73e82abf7fc26b6a8e5cc52ae42d48/aspe-end-mcaid-continuous-coverage.pdf
https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf
https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf
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The PHE unwind in Arkansas saw enrollment in the new adult group with QHP coverage reach 
307,819 individuals in September 2022. Two years later, with the return to the normal eligibility 
redetermination process, there are now nearly 190,000 covered through QHPs. 

Lessons Learned 
Arkansas and Kentucky were the first states to receive approval for implementing Medicaid work 
and community engagement requirements for their adult expansion populations. Both states 
were ultimately sued by plaintiffs who alleged they experienced harm from the requirements. 
This Pathway to Prosperity amendment reflects lessons learned from Arkansas’s efforts in 
2018–2019 to require working-age, nondisabled adults to participate in workforce activities as a 
condition of maintaining eligibility for Medicaid under the expansion program, then known as 
“Arkansas Works.” Assessments of Arkansas Works showed that many people did not know 
whether they were subject to participation requirements and, if they were, what they needed to 
do monthly to demonstrate compliance. 

Other lessons learned include the importance of providing clear communication through 
multiple means, simplicity in design, and the need for personal interaction rather than over-
reliance on technology. Pathway to Prosperity will use data matching to identify individuals who 
could benefit from extra support to reach health and economic goals. However, one of the 
lessons learned in Arkansas Works is the limitation of data matching. Researchers at the Urban 
Institute found that “[d]espite DHS’s efforts to identify exempt beneficiaries, advocates and 
various stakeholders were concerned that many enrollees were ‘falling through the cracks.’ 
They were particularly concerned about beneficiaries with medical conditions that prevented 
them from working. Two providers we spoke with told us they had patients with disabilities who 
should have received exemptions but had not.”21 Thus, DHS will not rely solely on data 
matching to assess individuals’ needs for support. 

In developing the Pathway to Prosperity framework, DHS also considered the lessons learned 
from the unwinding of the COVID PHE, which included further enhancements to the Arkansas 
Medicaid Enterprise System. 

Some of these lessons are to: 

• Apply new program requirements to the entire population in a more streamlined way. 
The previous work requirement was to be implemented in phases by age group over a 
two-year period and exempted certain populations, which resulted in confusion and 
uncertainty. 

• Increase personal contact. The DHS and DHS-sponsored communications and 
interventions were too far removed to be utilized effectively. 

• Simplify how engagement is demonstrated by discontinuing the previous monthly 
reporting requirement and using data matching and/or regular audits of activity/income in 
lieu of manual reporting by the beneficiary. 

Data Matching, Success Coaching, and Personal Development Plan 

DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals. Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household22, length of enrollment in ARHOME, and other 

 
21 https://www.urban.org/research/publication/lessons-launching-medicaid-work-requirements-arkansas 
p.20. 
22 Current data matching shows 58,241 ARHOME enrollees (30.5%) have a dependent child in the household 

http://www.urban.org/research/publication/lessons-launching-medicaid-work-requirements-arkansas
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criteria. 

If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement. As 
the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions. DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 

By engaging the individual in Success Coaching, it may become clear that the individual is on 
track and does not need further assistance. The individual’s information will be updated in the 
ARHOME case management system and in the Medicaid Enterprise System. If engagement 
with Success Coaching determines that the individual would benefit from additional support, the 
eligible individual will receive focused care coordination services, including the development and 
monitoring of a Personal Development Plan (PDP). An individual’s PDP may include goals that 
address: 

• Being healthy: being healthy is much broader than receiving a medical service; it 
includes the individual’s physical, mental, and social well-being; 

• Employed: employment is vital to a person’s long-term health as poverty is directly linked 
to poor health outcomes; 

• Advancing: advancement comes from a variety of activities including career training and 
workforce development; 

• Learning: includes formal education, vocation education, and enhancing skills; and 
• Serving: includes a variety of ways of supporting others in one’s community and in one’s 

own home. 

Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services. Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual, which will 
include screening for Health-Related Social Needs and detailed actions for addressing those 
needs. Success Coaching training will include assisting individuals in understanding the long-
term implications of employment including future Social Security benefits for dependents and 
retirees as well as maintaining healthcare coverage.23 

Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
the Fee-for-Service (FFS) delivery system. 

Consequence 

Despite these opportunities, DHS anticipates that some individuals will choose not to participate 
in any of these investments in their health and economic stability. Individuals who refuse to 
cooperate with DHS and decline to use services and incentives covered by QHPs will have their 
ARHOME coverage suspended. ARHOME benefits can be restored if the individual 
subsequently chooses to engage in Success Coaching to get “on track” with their PDP. 

 
23 See www.urban.org/research/publication/balancing-edge-cliff 

http://www.urban.org/research/publication/balancing-edge-cliff
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Coverage 
In the design of the Pathway to Prosperity amendment, DHS is cognizant of the situations and 
circumstances of the plaintiffs involved in the work requirements litigation Gresham v Azar. 
Pathway to Prosperity will address the court’s analysis that “… the Secretary’s failure to 
consider the effects of the project on coverage alone renders his decision arbitrary and 
capricious; it does not matter that HHS deemed the project to advance other objectives of the 
act” (emphasis added).24 The amendment makes significant policy and procedural changes 
from the previous version to respond to the question of coverage. 

The design of Pathway to Prosperity also reflects the recent U.S. Supreme Court decision in 
Loper Bright Enterprises v Raimondo25 in how the courts are to evaluate administrative actions. 
While Title XI of the Social Security Act (the Act) provides the Secretary of the Department of 
Health and Human Services with broad authority for determining the purposes of Title XIX of the 
Act, the lower courts in Gresham v Azar provide an important framework for evaluating how the 
Secretary fulfilled his responsibilities.26 

For low-income, working age, able-bodied adults, Medicaid should be just a stop along an 
individual’s pathway to a healthy life, and not the destination. With approval of the Pathway to 
Prosperity amendment, DHS will help individuals achieve their own health goals, including 
physical health, mental health, and social supports provided by QHPs, employers, workforce 
development, and faith and community partners. With such assistance, more Arkansans will find 
a pathway to achieve economic independence and self-sufficiency for themselves and their 
families. The amendment is designed to assist many more Arkansans to move from Medicaid 
into private insurance coverage. 

2.1 Summary of Current ARHOME Section 1115 Demonstration 

The current ARHOME waiver, approved for the period running January 1, 2022, through 
December 31, 2026, continues the preexisting structure in which Arkansas Medicaid purchases 
coverage from QHPs for the majority of program enrollees. Current benefit packages for QHPs 
and FFS also remained the same in the ARHOME renewal waiver. 

Arkansas Medicaid currently provides coverage to more than 220,000 individuals in the new 
adult group. Approximately 188,000 of these individuals receive coverage through QHPs. Under 
the approved Demonstration, DHS makes monthly capitated payments to the QHPs to cover the 
cost of premiums. It also makes advanced cost sharing reduction (ACSR) payments to the 
QHPs to reimburse providers the cost of deductibles and copayments. The difference between 
the ACSR payments and actual cost sharing payments from the QHPs to providers is reconciled 
annually. The estimated total cost of the ARHOME program in calendar year 2024 was 
approximately $2.2 billion. 

Another way to measure the value of the state’s contribution to coverage is the actuarial value 
(AV) of these payments to QHPs. The QHPs also sell individual health insurance products 
available through the federally facilitated marketplace (FFM). Health plans offered in the 
individual and small group markets, both inside and outside of the Exchanges must provide a 
minimum AV for purposes of determining levels of coverage to a standard population. Under 
federal law, a Bronze Plan must have an AV of 60 percent, which means the plan will cover 60% 
of expected total costs for health services for those enrolled in the QHP. The AV is 70% for a 

 
24 Ibid. p. 23 
25 www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf 
26 https://clearinghouse.net/doc/101905/ 

http://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf
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Silver Plan, 80% for a Gold Plan, and 90% for a Platinum Plan. 

Arkansas Medicaid purchases coverage that is equivalent to the cost of the second-lowest 
Silver Plan available in the state’s FFM. As the state is prohibited from charging premiums and 
cost-sharing is limited to 5% of a household’s income, the AV from the perspective of a 
Medicaid enrollee exceeds 94%. For those with income at or below 20% FPL (46% of 
ARHOME enrollees) who have no obligation for copayments, the AV is 100%. 

When an individual’s household income increases to above 138% FPL, the individual can 
remain in the same plan with the same Essential Health Benefits (EHB) and network of 
providers. This seamless transition is unique to Arkansas because of the 2014 waiver and 
provides a way for individuals to avoid the benefits cliff Medicaid enrollees typically face when 
their incomes increase. Although Medicaid would no longer pay premiums on behalf of an 
individual who is no longer eligible due to a higher income level, the majority likely would qualify 
for federal tax subsidies to cover all or some of their health care costs. 

Everyone who is determined eligible for Arkansas Medicaid under the new adult group begins 
coverage in the Medicaid FFS delivery system. Approximately 24,000 beneficiaries per month 
are temporarily in FFS awaiting enrollment into a QHP. Beneficiaries may choose a QHP at time 
of enrollment. However, if a beneficiary does not pick a plan within 42 days of enrollment, DHS 
auto-assigns the beneficiary to a QHP. 

The benefits for the new adult group, both in QHPs and FFS, meet the requirements of the EHB 
package. QHPs form their own provider networks throughout the state, and FFS does as well. 
DHS data analysis shows that the Medicaid FFS provider network (including primary care 
physicians and specialists) is similar to the number of providers in the networks offered by the 
QHPs. However, some providers may limit the number of Medicaid enrollees they serve due to 
lower Medicaid reimbursement rates. The QHPs pay providers at commercial rates. 

Beyond benefits and provider networks, enrollment in a QHP provides certain advantages to 
beneficiaries compared to FFS. These include: 

• A seamless transition to private insurance available in the FFM. This promotes 
continuity of care. 

• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 

• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories. 

2.2 Overview of Program Goals 

The current Demonstration’s goals include, but are not limited to: 

• Providing continuity of coverage for individuals; 
• Improving access to providers; 
• Improving continuity of care across the continuum of coverage; 
• Furthering quality improvement and delivery system reform initiatives that are successful 

across population groups; 
• Improving health outcomes for Arkansans, especially in maternal and infant health, rural 

health, behavioral health, and those with chronic diseases; 
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• Providing supports to assist beneficiaries, especially young adults in target populations, 
to move out of poverty; and 

• Slowing the rate of growth in federal and state spending on the program so the 
demonstration will be financially sustainable. 

In 2014, the uninsured rate for 19-to-64-year-olds in Arkansas was 17.7%. By 2023, the 
uninsured rate for this age group had declined to 12.5%.27 However, despite the gains in health 
insurance coverage, Arkansas continues to struggle to improve its rankings among states for 
measuring health outcomes and for reducing poverty. For many Arkansans, health coverage 
alone has not been sufficient to improve their health and economic conditions. 

Alleviating the effects of poverty upon beneficiaries, and the public as a whole, is a very 
important objective of the Medicaid program. In fact, the very first section of the Medicaid Act 
demonstrates the Congressional intent for appropriating federal funds to the program each fiscal 
year. The funds are to furnish: “1) medical assistance on behalf of families with dependent 
children and of aged, blind, or disabled individuals whose income and resources are insufficient 
to meet the costs of necessary medical services, and 2) rehabilitation and other services to help 
such families and individuals attain or retain capability for independence or self care.”28 
This aligns with one of the specified goals of the current waiver, which is “[p]roviding supports to 
assist beneficiaries, especially young adults in target populations to move out of poverty …”.29 
Medicaid has been described as an anti-poverty program from its very origins. CMS and the 
U.S. Department of Health and Human Services (HHS) recognize the correlation between 
poverty, poor health, and shortened life expectancy. The Healthy People 2020 report called 
poverty “an important public health issue” and stated, “researchers agree that there is a clear 
and established relationship between poverty and socioeconomic status, and health 
outcomes—including increased risk for disease and premature death.”30 The updated Healthy 
People 2030 continues to recognize economic stability as a key social determinant of health, 
and the federal initiative includes several objectives aimed at reducing the proportion of people 
living in poverty and increasing employment in working-age people.31 

The amendment aligns fully with the health objectives of ARHOME, as data show that poverty is 
closely connected to poor health outcomes and even premature death. According to the 
American Academy of Family Physicians paper, “Poverty and Health – The Family Medicine 
Perspective”, “[p]overty affects beneficiaries insidiously in other ways that we are just beginning 
to understand. Mental illness, chronic health conditions, and substance use disorders are all 
more prevalent in populations with low income.”32 

The negative impact of long-term poverty does not just affect adults but carries forward 
throughout the lifetimes of their children as well. According to a paper by the Urban Institute, 
“[b]eyond issues of economic inequality that arise when millions of children live in poor and 
persistently poor families, poor children can perpetuate the cycle as they become adults. Prior 
research shows that children who are born poor and are persistently poor are significantly more 
likely to be poor as adults, drop out of high school, have teen premarital births, and have patchy 

 
27 www.commonwealthfund.org/datacenter/uninsured-adults 
28 42 U.S.C.A. §1396-1 (emphasis supplied). 
29 Approved ARHOME Section 1115 Demonstration, p.8. 
30 National Center for Health Statistics. Healthy People 2020 Final Review. 2021. DOI: 
https://dx.doi.org/10.15620/cdc:111173 
31 Office of Disease Prevention and Health Promotion, https://health.gov/healthypeople/objectives-and-
data/browse-objectives/economic-stability 
32 https://www.aafp.org/about/policies/all/poverty-health.html p.3 

http://www.commonwealthfund.org/datacenter/uninsured-adults
https://dx.doi.org/10.15620/cdc:111173
https://health.gov/healthypeople/objectives-and-data/browse-objectives/economic-stability
https://health.gov/healthypeople/objectives-and-data/browse-objectives/economic-stability
https://www.aafp.org/about/policies/all/poverty-health.html
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employment records than those not poor at birth …”.33 According to a study, “Early Childhood 
Development and Social Determinants,” [t]he earliest years of a person’s existence is thought to 
be the most crucial for his or her development. What happens to a child in the early years is 
crucial to the child’s life course and developmental trajectory.”34 

Movement from one source of coverage to another is a routine feature of the American health 
insurance system. For example, the headline of a Georgetown University paper in February 
2024 was “Marketplace Enrollment Surges Among Those Losing Medicaid Coverage During 
Unwinding.”35 On December 20, 2024, the headline from CMS was “HealthCare.gov Breaks 
New Record with 16.6 Million Consumers Signing Up for Coverage—The Highest Ever for 
January 1 Coverage.”36 

The relationship between income and health is well-established. Adults experiencing poverty 
may struggle to access adequate food, housing, or childcare, and subsequently experience 
elevated stress and associated health risks.37 For example, adults living in poverty are at a 
higher risk of adverse health effects from obesity, smoking, and substance use. Additionally, 
older adults with lower incomes experience higher rates of disability and mortality.38 Individuals 
with lower income are also less likely than individuals with higher income to access preventive 
healthcare, decreasing the likelihood that a health issue can be identified and addressed before 
it worsens.39 

By contrast, raising one’s income is associated not only with improved health, but greater quality 
of life. People with higher incomes report lower prevalence of disease, live longer, and report 
fewer feelings of worthlessness, hopelessness, and sadness.40 Because of the close connection 
between poverty and poor health, policies that drive economic advancement can be associated 
directly to improved health outcomes. Research has found that earnings and asset development 
programs that increase the economic self-sufficiency of low-income families can offer promise 
for improving health.41 Therefore, economic policies that create jobs and teach marketable skills 
not only foster economic success, but also lead to better health outcomes due to the strong 
connection between health and income.42 Healthcare, or receiving services related to health 
conditions, whether that be preventive care or an emergency interdiction for an acute condition, 
is not an end in itself. The American Medical Association Code of Medical Ethics defines basic 
healthcare as a “fundamental human good because it affects our opportunity to pursue life 
goals, reduces our pain and suffering, helps prevent premature loss of life, and provides 

 
33 https://www.urban.org/sites/default/files/publication/32756/412659-Child-Poverty-and-Its-Lasting-
Consequence.PDF p. 9 
34 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9596089/pdf/cureus-0014-00000029500.pdf  
35 https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid- 
coverage-during-unwinding/  
36 https://www.cms.gov/about-cms/contact/newsroom  
37 https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks  
38 https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty  
39 https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks  
40 https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-
to-Health-and-Longevity.pdf  
41 Ibid. 
42 Ibid. (See also, Healthy People 2030, Employment Literature Summary available at 
https://health.gov/healthypeople/priority- areas/social-determinants-health/literature-
summaries/employment#cit34; Robert Wood Johnson Foundation, How Does Employment, or 
Unemployment, Affect Health? available at https://www.rwjf.org/en/insights/our-research/2012/12/how-does-
employment--or-unemployment--affect-health-.html; Social Determinants of Health: Employment at 
https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-
Discrimination/Social-Determinants-of-Health-Employment.) 

https://www.urban.org/sites/default/files/publication/32756/412659-Child-Poverty-and-Its-Lasting-Consequence.PDF
https://www.urban.org/sites/default/files/publication/32756/412659-Child-Poverty-and-Its-Lasting-Consequence.PDF
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9596089/pdf/cureus-0014-00000029500.pdf
https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid-%20coverage-during-unwinding/
https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid-%20coverage-during-unwinding/
https://www.cms.gov/about-cms/contact/newsroom
https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks
https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty
https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks
https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf
https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf
https://health.gov/healthypeople/priority-%20areas/social-determinants-health/literature-summaries/employment%23cit34
https://health.gov/healthypeople/priority-%20areas/social-determinants-health/literature-summaries/employment%23cit34
https://www.rwjf.org/en/insights/our-research/2012/12/how-does-employment--or-unemployment--affect-health-.html
https://www.rwjf.org/en/insights/our-research/2012/12/how-does-employment--or-unemployment--affect-health-.html
https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-Discrimination/Social-Determinants-of-Health-Employment
https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-Discrimination/Social-Determinants-of-Health-Employment
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information needed to plan for our lives.”43 

This Pathway to Prosperity amendment will be part of beneficiaries’ pathways as they seek to 
advance their careers and improve their lives, their families, and their communities. Some adults 
on Medicaid will create their own opportunities and find their own pathway to full employment 
and independence without assistance from the government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and 
more formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in 
their current circumstances and empower them to engage in accessing the opportunities that 
exist within each community. 

 
Section III: Proposed Amendment 

3.1 Requested Program Enhancements 

The amendment will create new paths and opportunities for beneficiaries to improve their overall 
health and financial well-being. These tenets align directly with the objectives of the Medicaid 
program in several key aspects. First, the principal objective of the Medicaid program is to 
provide healthcare coverage. The Pathway to Prosperity amendment intends to increase the 
use of vital medical and social services. The Pathway to Prosperity amendment adds a new 
service, focused care coordination, which will lead to accessing resources an individual needs 
to address his or her Health-Related Social Needs (HRSN). As such, the amendment aligns 
with other very important objectives of the Medicaid program, as detailed in the Social Security 
Act, which include supporting beneficiaries as they attain or retain capacity for independence.44  

The amendment recognizes there are significant differences in the characteristics of ARHOME 
enrollees. DHS can stratify the population by demographics including age, income level, family 
size, and rural/urban communities. It should be expected that many participants will be 
enrolled temporarily. However, this will vary by age and income level. For example, the 
expected turnover rate for a 64-year-old is 100% as the individual will age out of Medicaid and 
move onto the Medicare program. 

Data for assessing how long people are enrolled in ARHOME is skewed by the continuity of 
coverage provision that was in effect during the Public Health Emergency and may not be 
reliable. DHS will recalculate the rate of beneficiaries who remains on Medicaid for each age 
group and income group annually. 

DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 

• Newly eligible: enrolled for 0–6 months 
• Employment match: 

o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21%–80% FPL enrolled for 24+ months, 

which may indicate at risk for long-term poverty 
o Employed: household income 81%–138% FPL enrolled for 36+ months, 

which may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 

 
43 AMA Code of Medical Ethics, Opinion 11.1.1 Defining Basic Health Care, https://code-medical-
ethics.ama-assn.org/ethics-opinions/defining-basic-health-care 
44 42 U.S.C.A. §1396-1 

https://code-medical-ethics.ama-assn.org/ethics-opinions/defining-basic-health-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/defining-basic-health-care
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have no medical claims and have not participated in any incentive offered by the QHP 

Role of Success Coaching 

DHS will assign Success Coaching for individuals who are identified as most at risk of long-term 
poverty. As an individual engages in Success Coaching, additional information may show that 
the person is “on track” and has no need for the additional focused care coordination services. 

If DHS confirms that an individual is not on track, Success Coaching will provide focused care 
coordination services to the eligible individual including the establishment and monitoring of a 
Personal Development Plan (PDP). 

Being healthy is much broader than just receiving medical services, although determining 
whether an individual is accessing services is an important consideration. An individual’s goals 
to become or remain healthy may include engaging in a wide range of activities, including 
quitting smoking, increasing physical activity, and improving nutrition. Success Coaching might 
connect the individual to a variety of community resources. For example, more communities are 
adopting “food as medicine” strategies, which might be part of an individual’s PDP. 

Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of Success Coaching that 
can connect the individual with needed resources such as transportation. 

Advancement comes from a variety of activities including training, workforce development, 
apprenticeships, and internships. 

Learning includes formal education, vocational education, and a variety of activities that 
enhance a person’s skills such as through a mentoring program. 

Serving may be demonstrated in a variety of ways. For some, service in one’s own home to 
care for a child, an elderly parent, or a person with a disability may be the person’s highest 
priority at a given point in time. 

Success Coaching will be delivered by entities experienced in working with individuals who face 
the challenges of poverty. Among other things, they will be thoroughly knowledgeable about 
resources available in the person’s local community. 

The complete focused care coordination planning process will include the following activities, at 
a minimum: 

1. Reporting in a DHS-approved case management system; 
2. Identifying any HRSN and assisting the individual access community services to address 

HRSN; 
3. Development of an individualized PDP that facilitates access to opportunities for 

employment, education, and training, including technical skill development, resume 
writing, interview coaching, and other job readiness preparations; 

a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12- 
month periods 

4. Tracking and documenting monthly progress, which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 

5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP. 

Success Coaching will include responsibility for communicating with beneficiaries at least once 
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a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining healthcare coverage. 

Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed. 

Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 

• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers45 
• CiviForm: a one-stop online form that shares individual information across state agency 

and job-seeker platforms 

Early Movers 
With the additional support of Success Coaching, DHS expects that some Qualified Health Plan 
(QHP) enrollees will increase their income sufficiently to move above the Medicaid eligibility 
threshold. These individuals are “early movers,” that is, they will move into other coverage 
sooner than expected compared to baseline data. DHS will survey these individuals annually to 
track their economic progress and health care coverage. 

Suspension from ARHOME Coverage 
If through Success Coaching it is determined that an individual is not on track and fails to 
cooperate, the Success Coaching entity may make a recommendation to suspend ARHOME 
coverage. The recommendation will be reviewed by a three-person DHS panel. If the 
suspension is approved, the individual will receive a written notice of the action with a right to 
appeal. 

Individuals who decline to cooperate with Success Coaching will have their ARHOME 
coverage—QHP benefits—suspended through the end of the calendar year. They will not be 
disenrolled from the Medicaid program. To become “on track” and have QHP benefits 
restored, they will notify their Success Coaching entity of their intention to cooperate with their 
PDP. As Pathway to Prosperity does not make compliance a condition of eligibility, individuals 
will not be required to complete a new Medicaid application unless they have passed their date 
for their annual redetermination of eligibility. 

During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction payments to the QHP. 

Implementation 
 
The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 

 
3.2 Impact of Proposed Amendments 

3.2.1  Impact to Eligibility 
 

45 https://jobseeker.launch.arkansas.gov/  

https://jobseeker.launch.arkansas.gov/


19  

 
Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility. 

3.2.2  Impact to Delivery System 
 
In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, Fee-for-Service (FFS), 
and Provider-led Arkansas Shared Services Entity (PASSE). 

Pathway to Prosperity will help identify the model of care most appropriate for an individual. For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care. An individual with a serious mental illness may be best served in the PASSE program. 
Pathway to Prosperity will continue to identify pregnant women with high-risk pregnancies who 
could benefit from the state’s Maternal Life 360 ARHOME program. In that program, these 
women will receive home visiting services and intensive care coordination, including assistance 
in enrolling in the Women, Infants, and Children (WIC) program and for childcare subsidies. 

Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual. During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 
3.2.3  Impact to Covered Benefits/Cost Sharing 

 
The QHPs provide an Essential Health Benefit (EHB) plan that meets the requirements of 
coverage available through the federal individual insurance Marketplace. A major benefit of 
QHP coverage is continuity of coverage. The QHPs provide health insurance coverage through 
the individual insurance Marketplace. Thus, an individual enrolled in a QHP whose income 
increases above Medicaid eligibility will be able to stay in the same plan with the same benefits 
and providers. This continuity of coverage (and with continuity of substantial federal subsidies) 
may help avoid disruption in medical treatment over time. In addition, the QHPs are required to 
offer incentives to their members that are not available to the general Medicaid population. 

After Success Coaching has been assigned to an unemployed individual, he/she will have three 
months to demonstrate he/she is “on track.” The potential outcomes for individuals are: 

1. “On track” and QHP benefits continue; 
2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 

or cooperate with their PDP; 
3. QHP benefits are restored after the individual contacts DHS with agreement to 

cooperate with their PDP; 
4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 

program for individuals with serious mental illness); 
5. Moves to Other Medicaid eligibility group (due to a disability); 
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6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 
to Medicare); 

7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 
redetermination; or 

8. Moves back to QHP if is redetermined to be eligible and chooses a QHP at open 
enrollment. 

A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal. The amendment does not make 
any changes to cost sharing. 

 
Section IV: Requested Waivers and Expenditure Authority 

 
The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022. 

In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the amendment request, including at minimum, the following: 

Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 

To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group. 

To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan. 

Statewideness Section1902(a)(1) 
To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis. 

Freedom of Choice Section 1902(a)(23)(A) 

To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 

To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 

Expenditures for Communications, Training, and Enhanced Case Management System 

Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 

 
Section V: Evaluation and Program Oversight 

5.1 Evaluation and Demonstration Hypothesis 

The primary intervention in Pathway to Prosperity is the focused care coordination services 
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provided through Success Coaching. This intervention will be evaluated in the following areas: 

1. Increase income/hours worked per week/month/year 
2. Use of healthcare coverage — increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 

most appropriate model of care 
4. Address Health-Related Social Needs (HRSN) 

Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 

Goal 2: Use of Healthcare Coverage 
Experience shows that coverage alone is not sufficient to improve health outcomes. Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services. However, there is a low take-up rate of these 
opportunities. 

With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 

Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 
With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage. Others will 
maintain coverage in the most appropriate Medicaid model of care. 

Engagement with Success Coaching may result in eight potential outcomes related to coverage: 

1. “On track” and QHP benefits continue; 
2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 

or cooperate with their PDP; 
3. QHP benefits are restored after the individual contacts DHS with agreement to 

cooperate and get “On track” with PDP; 
4. Moves to Other Medicaid model of care (FFS for medically frail or the PASSE program 

for individuals with serious mental illness); 
5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 

to Medicare);  
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 

redetermination; or 
8. Moves back to QHP if is redetermined to be eligible and chooses a QHP at open 

enrollment. 

DHS will calculate an Expected Move Rate for each of these outcomes. As the Public Health 
Emergency skewed the outcomes in prior years, DHS will start with data collected in 2024 and 
2025. The evaluation will compare the Expected Move Rate to Actual Move Rate. 

Goal 4: Address HRSN 
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With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN. 
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing. As a rural state, transportation is especially important for maintaining 
employment. 

Under 42 CFR § 431.412, a demonstration application must include “the research hypotheses 
that are related to the demonstration’s proposed changes, goals, and objectives, a plan for 
testing the hypotheses in the context of an evaluation, and, if a quantitative design is feasible, 
the identification of appropriate evaluation indicators.” Accordingly, the state plans to use 
available data sources to support the evaluation activities. The state will utilize qualitative and 
quantitative research analysis methods, as appropriate, including without limitation descriptive 
methods, trend analysis, and comparison groups quasi-experimental research designs to 
conduct robust evaluation of the demonstration. Once the demonstration is approved, DHS will 
work with CMS to finalize an evaluation design that will guide evaluation activities. 

The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this amendment: 

 
Goals and Hypotheses Table 1 

 

Goal 
# 

Goal 
Description # Hypothesis 

Description Measure # Measure Comparisons 

 
 
 

1 

Increasing 
household 
income 

 
 
 
A 

Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 

 
 
 

1.A 

 
Change in earnings 
reported for those who 
are unemployed 
(<21% FPL) 

Expected Move 
Rate 

Beneficiaries 
not engaged 
with Success 
Coaching 

   
 
 
B 

Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 

 
 
 

1.B 

Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 

Expected Move 
Rate 

Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 
C 

Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 

 
 
 

1.C 

 
Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 

Expected Move 
Rate 

Beneficiaries 
not engaged 
with Success 
Coaching 
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2 

Improving 
utilization of 
services and 
appropriate- 
ness of care 

 
 

 
A 

Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 

 
 
 

2.A.1 

 
 
 
Medicaid Adult Core 
Set Measures 

 
 
Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 
 
B 

Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non- 
emergent use of 
emergency 
department 
services 

 
2.B.1 

Non-Emergent 
Emergency Department 
(ED) Visits 

Beneficiaries 
not engaged 
with Success 
Coaching 

 
2.B.2 

Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 
 
 
 
C 

Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 
admissions and 
readmissions 

 
2.C.1 

 
Preventable ED Visits 

Beneficiaries 
not engaged 
with Success 
Coaching 

 
2.C.2 

 
All-Cause 
Readmissions 

Beneficiaries 
not engaged 
with Success 
Coaching 

 
2.C.3 

Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 
High-Risk Chronic 
Conditions 

Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 

3 

Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 

 
 
 
A 

Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 

 
 
 

3.A 

 
 
Comparisons of 
expected move rate to 
actual move rate 

 
Beneficiaries 
not engaged 
with Success 
Coaching 
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Maintain 
coverage in 
most 
appropriate 
model of 
care 

 
 
 
 
B 

Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 

 
 
 
 

3.B 

 

 
Comparisons of 
changes in model of 
care to historical 
changes 

 

 
Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 
 
 
 
 
 
 
 
 
 

4 

 
 
 
 
 
 
 
 
Reducing 
health- 
related 
social 
needs 
(HRSN) 
through 
intervention 

 
 
 
 
 
 
 
A 

Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health- 
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 

 
 
 
 
 
 
 

4.A. 

 
 
 
 
 
 
HRSN Population 
Comparisons 

 
 
 
 
 
Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 
 
B 

Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 

 
 
 
 

4.B. 

 
 

 
HRSN 
Screening/Intervention 

 

 
Beneficiaries 
not engaged 
with Success 
Coaching 

 
 
 
 

5.2 Oversight, Monitoring, and Reporting 

DHS will abide by all existing Demonstration reporting and quality and evaluation plan 
requirements, including the requirements outlined in the approved Monitoring Protocol. DHS will 
continue to monitor and track QHP performance and adherence to program expectations. 
Ongoing oversight of Life360 HOMEs will also remain a priority of the state as it tracks selected 
quality of care and health outcomes metrics for this key initiative. Finally, the state will 
incorporate tracking, monitoring, and reporting requirements as necessary for focused care 
coordination provided through Success Coaching. Quality of care and participant outcomes data 
will be collected and analyzed. 
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Section VI: Budget Neutrality Impact 
 
The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over a five-year period. The costs of services and infrastructure 
are expressed in Table 2 below: 
 

 

Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 

 
Demonstration Year (DY) 

Services 
Proposed Limit 

Infrastructure 
Proposed Limit 

DY01 $6.6 $4.1 

DY02 $6.9 $0.6 

DY03 $7.2 $0.6 

DY04 $7.6 $0.6 

DY05 $8.0 $0.6 

 

Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time. During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
Qualified Health Plans (QHPs) nor for “wrap-around services.” 

Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 

In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap-around” payments 
of $4.53 for a total Per Member Per Month of $784.31. Coverage provided by Arkansas 
Medicaid pays not only for medical treatment at the time of illness or accident, but for 
preventative services as well that provide high value to individuals. 
Assumptions 
The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries. 
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018–2019 
work requirement period, which suggests that data from that time is not applicable. Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation. Actual results over a five-year period will likely vary. 

DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage—QHP benefits—suspended. However, DHS assumes 50% 
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of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 

Savings accrued due to early mover or suspension status is estimated to be an average of three 
months. 

Estimated Savings Under Current Assumptions Table 3 
 

 DY1 DY2 DY3 DY4 DY5 Total 

Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 

18,450 23,575 25,625 30,750 32,800  

On Track 9,225 11,788 12,813 15,375 16,400  

25% Early 
Movers 

4,613 5,894 6,406 7,688 8,200  

25% Failure 
to Cooperate: 

Suspended 

4,613 5,894 6,406 7,688 8,200  

Saved Member 
Months (3X) 

27,675 35,363 38,438 46,125 49,200  

Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 

 
As waivers are typically approved for a period of five years, Table 3 presents a five-year budget 
impact that is estimated to be a total savings of $165.2 million and net savings of $122.8 million. 

However, the effective date of the amendment is expected to be January 1, 2026, which is 
Demonstration Year 5 of the current waiver. The current ARHOME waive expires December 31, 
2026. Thus, the amendment does not seek to change the current budget neutrality limit for the 
last year of the current waiver. Please see the attached actuarial statement. 
 
Section VII: Public Notice & Comment Process 

7.1 Overview of Compliance with Public Notice Process 

In accordance with 42 CFR § 431.408, DHS provided the public with the opportunity to review 
and provide input on the amendment through a formal thirty-day public notice and comment 
process that ran from February 2, 2025, through March 3, 2025. During this time, the state held 
four dedicated public hearings. 

Public Notice 

The state verifies that the abbreviated public notice of the amendment application was 
published on February 3, 2025, in the Arkansas Democrat-Gazette, the newspaper with widest 
circulation in each city with a population of 100,000 or more in accordance with 42 CFR 
§ 431.408(a)(2)(ii). In addition, DHS used its standard electronic mailing list of interested 
parties, comprised of more than 150 individuals and organizations, to notify the public of the 



27  

amendment, the public hearings, and the opportunity to comment on the waiver amendment 
draft. While there are no federally recognized tribes in the state of Arkansas, DHS proactively 
reached out to tribal representatives in neighboring Oklahoma to ensure all interested parties 
were included in the electronic mailing list and able to participate in the public comment period. 
In addition, DHS used its standard electronic mailing list of interested parties, comprised of 
more than 150 individuals and organizations, to notify the public of the amendment, the public 
hearings, and the opportunity to comment on the waiver amendment draft. 

On February 14, 2025, DHS provided notice of a third public hearing scheduled for February 19, 
2025.  On February 26, 2025, DHS provided notice of a fourth public hearing scheduled for 
March 3, 2025, at Fort Smith, Arkansas. Copies of the formal public notices are attached. All 
documents, along with a copy of the complete amendment draft, have been made available for 
viewing in hard copy format as well as on the state’s website: 
https://humanservices.arkansas.gov/rules/arhome/. 

Public Hearings 
DHS held two in-person public hearings during the notice and comment period in 
geographically diverse areas of the state (Little Rock, Arkansas, and Fort Smith, Arkansas). 
The hearings were attended by interested persons both in person and via the Zoom 
platform.  DHS also held two virtual public hearings. 

The state confirms that the hearings were held on the following dates and physical locations, in 
addition to being available for statewide virtual participation, as scheduled and as publicized in 
the formal notices: 

 

Public Hearing #1 General Public Forum 
(online only) 

Public Hearing #2 ARHOME Advisory Panel 
(in person and online) 

February 12, 2025, at 10:30 a.m. CST 
Via Zoom 

February 14, 2025, at 10:00 CST at the 
Arkansas Department of Human Services 
(DHS) Donaghey Plaza South Bldg. 700 Main 
St. Little Rock, Arkansas 72203 and Via Zoom 

 
Public Hearing #3 General Public Forum 

(online only) 
Public Hearing #4 General Public Forum 

(in person and online) 
February 19, 2025, at 10:00 a.m. CST 
Via Zoom 

March 3, 2025, at 11:00 a.m. Fort Smith Clinic 
Boardroom 2901 South 74th St., Fort Smith, 
Arkansas 72903 and Via Zoom 

 
 
7.2 Summary of Public Comments & State Responses 

In total, DHS received 56 timely written comments from the public and other interested parties 
during the public comment period. Of the 21 commenters who expressed opposition to the 
amendment, nine (9) are from medical organizations that submitted similar letters, three (3) are 
from public policy groups, and nine (9) are from individuals. 

DHS received 31 comments that expressed support for work requirements, although some 
expressed opposition or concern about the amendment in its current form. One (1) of the 
commenters is a public policy organization. One (1) of the commenters is a transportation broker. 

Four (4) individuals and organizations provided nonresponsive comments expressing neither 
support nor opposition. 
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DHS also received five (5) oral comments during the four hearings. Of these, four (4) were 
presented by representatives of public advocacy organizations. All five commenters expressed 
opposition to the amendment. The comments and questions reflected similar comments and 
questions expressed in the written comments. 

This section consolidates and summarizes the comments to specific provisions in the Pathway to 
Prosperity amendment. DHS identified each unique item of feedback contained within an 
individual commenter’s formal submission and thoughtfully analyzed and carefully considered 
each comment. 

Ultimately, while the state is not proposing any policy changes to the amendment based on 
public comment, DHS has strengthened Section V: Evaluation and Program Oversight by 
incorporating additional language regarding data collection and research analysis methods. DHS 
also recognizes that it is standard practice in the negotiations of a Section 1115 Demonstration 
Project to include additional operational details through the Special Terms and Conditions 
(STCs) developed in partnership with CMS. 

Medical Organizations Express Opposition 

DHS received letters of opposition from nine (9) medical organizations based on four concerns: 
(1) barriers to coverage, including administrative errors and arbitrary time limits; (2) challenges of 
implementation; (3) more specifications needed; and (4) conflict with the goals of Medicaid. 

DHS Response 

The Pathway to Prosperity amendment incorporates several safeguards to ensure individuals 
with heart disease, cancer, cystic fibrosis, epilepsy, multiple sclerosis, HIV, and other chronic 
diseases and health conditions will continue to receive healthcare coverage through their QHP. 
Data matching with QHPs will confirm that individuals are “on track” by accessing medical 
services to treat their disease(s)/conditions. In these cases, there is no need for success 
coaching. DHS has made three major enhancements to mitigate any risk that an individual might 
lose coverage erroneously. First, DHS acknowledges there are limitations to data matching. 
Accordingly, if there are gaps in data matching and success coaching is activated, personal 
communication between the Medicaid enrollee and the coaching resource can fill in any missing 
information. The individual will be offered success coaching for three months, which is sufficient 
time to gather needed information from the individual and the QHP regarding medical conditions. 
Second, prior to any change in coverage, the individual’s information will be reviewed by a three-
person panel to eliminate the potential for administrative error. Finally, suspension rather than 
disenrollment will allow an individual to have coverage restored significantly more quickly. These 
three enhancements provide enhanced protections to ensure each individual’s information and 
any action taken by DHS is correct. 

The amendment does not impose a time limit on Medicaid coverage, as was alleged. The 
amendment includes a provision that potentially indicates the use of success coaching for 
individuals who have been enrolled in QHPs as adults for 24 months or 36 months or more. As 
long-term poverty is linked to poor health and even premature death, it is important to engage 
these individuals quickly to help them obtain skills and experience needed to bridge the benefit 
gap. 

With respect to the comments regarding the challenges of implementation, and in light of the 
2018–2019 experience, DHS has taken a fresh approach to engaging the new adult group. One 
of the medical organizations recommended that DHS apply automatic exemptions based on 
certain medical conditions. Among the criticisms was that implementation was too complex with 
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rigid rules that created uncertainty among enrollees. Part of that uncertainty may have caused by 
use of terms such as “exempt” and “compliance.” In some cases, individuals may have made 
such determinations for themselves without the benefit of direct communication with DHS 
regarding their status. Moreover, the monthly self-reporting feature was criticized as 
“burdensome.” The Prosperity amendment will significantly simplify implementation for enrollees, 
addressing many of the primary concerns. 

Commenters also based their opposition to the amendment on the lack of key details regarding 
suspension, qualifications and services of success coaching, and criteria and consistent 
standards for the personal development plan. 

These are areas that are typically addressed through implementation and monitoring plans 
according to the Special Terms and Conditions negotiated with CMS and any state manuals that 
may be necessary to meet the objectives of the amendment. A demonstration project application 
requests authority to “waive” current law and regulations. The details of how such authority is 
implemented are developed over time after approval. 

Commenters expressed their view that the amendment is not in line with the goals of the 
Medicaid program. DHS respectfully disagrees. As the application describes in detail, the 
purpose of Medicaid is to assist individuals and families achieve independence. Poverty is the 
greatest predictor of poor health over a person’s lifetime. It would be incompatible with the 
mission of Medicaid as an anti-poverty program to merely accept the status quo. Moreover, 
federal law created the Medicaid “benefit cliff,” which inhibits nonelderly, nondisabled people in 
poverty from increasing their income. The use of Section 1115 authority is the best tool available 
to Arkansas to help people bridge that cliff, reach independence, and improve their health. 

Historically, Medicaid covered only individuals who were not expected to be engaged in the 
workforce—the elderly, people with disabilities, children, and their parents/caretaker relatives. As 
Chief Justice Roberts noted in his opinion in NFIB v Sebelius, the creation of the new adult group 
represented a clear departure from the past. The purpose, goal, and mission of Medicaid has 
inherently been updated to include all of the people it now serves. 

Public Policy Advocacy Organizations Express Opposition 

DHS received three (3) letters from public policy advocacy organizations in opposition to the 
amendment. Two of the organizations are based in Arkansas, and one is a national organization. 
Collectively, they oppose the amendment for the following reasons: 1) over 18,000 individuals 
lost coverage during the 2018–2019 implementation of work requirements; 2) it does not meet 
Medicaid’s objectives; 3) it will fail to improve employment; 4) it is expensive to implement; 5) it 
will drive economic instability for families; 6) work requirements put hospitals and the healthcare 
system at risk; 7) factors that may identify individuals as “not on track” are undefined, arbitrary, 
vague, and subjective; 8) data matching and untested automated systems raise concerns; 9) 
success coaching may introduce bias and therefore requires clarity in requirements for tracking 
and monitoring of the Personal Development Plan; and 10) suspension of coverage is not 
meaningfully different from termination and is therefore a new eligibility requirement. 

DHS Response #1 

As previously described in the application, there are major differences between the 2018–2019 
experience with Arkansas Works and the Pathway amendment, which makes comparisons null. 
The enhancements in the amendment mitigate the risks of administrative errors. Even absent 
work and community engagement requirements, there is significant routine disenrollment in the 
Medicaid population, especially the modified adjusted gross income (MAGI) adult population. In 
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an October 2021 Issue Brief, the Medicaid and CHIP Payment and Access Commission 
(MACPAC) found that of the 26.1 million nondisabled, nonelderly adults “ever enrolled” in 2018, 
7.2 million (28%) were disenrolled in 2018. However, 2.3 million (9%) re-enrolled within 12 
months.46  

When individuals leave Medicaid coverage and return within 12 months, researchers refer to this 
as “churn.” There are various reasons for “churn” to occur, including fluctuations in household 
income, household size, and lack of understanding of program rules to verify eligibility. After the 
Arkansas Works work requirement ended, Arkansas lacked the authority to formally evaluate the 
prior period against historical data and post-disenrollment data. Data pulled in 2020 shows that 
more than 6,000 individuals who had been disenrolled during the work requirement period had 
returned to Arkansas Medicaid in 2019 after the work requirement had been ended. 

The assertion that everyone who leaves Medicaid will lack health care coverage is erroneous. 
National data from the “unwinding” of the COVID-19 Public Health Emergency (PHE) provides 
evidence that the majority of individuals transitioned from Medicaid coverage to private coverage. 
On January 8, 2025, the Assistant Secretary for Planning and Evaluation (ASPE) at the U.S. 
Department of Health and Human Services (HHS), released an Issue Brief, “Healthcare 
Insurance Coverage, Affordability of Coverage, and Access to Care, 2021-2024,” which 
specifically examined enrollment in Medicaid, CHIP, and Marketplace coverage prior to the PHE, 
during the PHE, and after the PHE. ASPE reported that in February 2020, (pre-Medicaid 
continuous enrollment) there were 71.4 million people enrolled in Medicaid/CHIP and 10.5 million 
enrolled in a Marketplace plan. In March 2023 (pre-Medicaid unwinding) there were 94.3 million 
people enrolled in Medicaid and 15.4 million in a Marketplace plan. In September/December 
2024 (post-Medicaid unwinding), Medicaid/CHIP had declined by 14.9 million people, but 
Marketplace enrollment increased by 8.9 million. Millions of others obtained other coverage, such 
as employer-sponsored health insurance or Medicare. ASPE concluded that, “[d]espite the 
decline in Medicaid/CHIP coverage, overall coverage remained steady as enrollment in 
Marketplace and employer-based insurance increased.”47 Contrary to concerns that the Medicaid 
PHE unwind would result in significant increases in people without coverage, the national 
uninsured rate in the second quarter of 2024 was 7.6%, the lowest on record.48 

Arkansas state leadership has made it clear that the goals of the amendment are to increase 
household income and maintain health insurance coverage through the private sector. Adults 
ages 19–64 experience the highest rate of being uninsured in the U.S. categorized by age 
groups. The rigorous evaluation required for Section 1115 waivers will be of national importance 
by showing what happens to the 19–64 population after they leave Medicaid coverage.  

DHS Response #2 

DHS respectfully disagrees with the narrow view that the amendment does not promote the 
objectives of the Medicaid program. Section 1901 of the Social Security Act states that, “[f]or the 
purpose of enabling each State, as far as practicable under the conditions in such State, to 
furnish (1) medical assistance on behalf of families with dependent children and of aged, blind, or 
disabled individuals, whose income and resources are insufficient to meet the costs of necessary 
medical services, and (2) rehabilitation and other services to help families and individuals attain 
or retain capability for independence …” (emphasis added). Section 1115 of the Social Security 
Act states that “[i]n the case of any experimental, pilot, or demonstration project which, in the 

 
46https://www.macpac.gov/wp-content/uploads/2021/10/An-Updated-Look-at-Rates-of-Churn-and-
Continuous-Coverage-in-Medicaid-and-CHIP.pdf Table 1 
47https://aspe.hhs.gov/sites/default/files/documents/9a943f1b8f8d3872fc3d82b02d0df466/coverage-access-
2021-2024.pdf p.8 
48 Ibid. Figure 1 p.3 

https://www.macpac.gov/wp-content/uploads/2021/10/An-Updated-Look-at-Rates-of-Churn-and-Continuous-Coverage-in-Medicaid-and-CHIP.pdf
https://www.macpac.gov/wp-content/uploads/2021/10/An-Updated-Look-at-Rates-of-Churn-and-Continuous-Coverage-in-Medicaid-and-CHIP.pdf
https://aspe.hhs.gov/sites/default/files/documents/9a943f1b8f8d3872fc3d82b02d0df466/coverage-access-2021-2024.pdf
https://aspe.hhs.gov/sites/default/files/documents/9a943f1b8f8d3872fc3d82b02d0df466/coverage-access-2021-2024.pdf
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judgment of the Secretary, is likely to assist in promoting the objectives of … title XIX …--the 
Secretary may waive compliance with any of the requirements … to the extent and for the period 
he finds necessary to enable such State or States to carry out such project …” (emphasis 
added).   

When the Affordable Care Act (ACA) was enacted, Congress did not add the new adult group to 
the Appropriations purpose language. But it would be an absurdity to argue that the 200,000 
Arkansans enrolled in the ARHOME Demonstration are excluded from the purpose of Medicaid 
as described in the Appropriations section. It would be incongruent to say that services to help 
families and individuals attain or retain capability for independence applies only to some 
Medicaid enrollees but not others. If, in the judgment of the Secretary, promoting independence 
is an objective of title XIX for some, it must mean it is an objective for all.  

DHS Response #3 

Commenters rely on the 2018–2019 experience to assert that “work reporting requirements fail to 
improve employment.” The Pathway to Prosperity amendment is such a significantly different 
approach that the comparison is flawed. It takes an individualized approach rather than a 
timekeeping, one-size-fits-all approach. The stated goal is to increase household income across 
the different federal poverty level (FPL) bands (<21% FPL; <81% FPL; >81% FPL). 

DHS agrees that many ARHOME enrollees are employed, but the data based on FPL bands 
demonstrates that the majority of enrollees are unemployed or underemployed. The 2025 FPL 
for a single person is $15,650 annually. The Medicaid threshold is 138% of (FPL, or $21,597 
annually. The minimum wage in Arkansas is $11 per hour. A single person who makes minimum 
wage and works full-time year-around (2,080 hours) would earn $22,880 annually, which equals 
146% FPL, which exceeds the Medicaid threshold of 138% FPL. If employer-sponsored 
insurance is not available, the person would be eligible for generous federal tax subsidies to 
purchase individual coverage through the Marketplace. A person who works 38 hours per week 
(1,976 hours annually) at minimum wage would earn $21,736 annually, still too high for Medicaid. 
However, a person who works 37 hours per week (1,920 hours) would earn $21,164 annually, 
which equals 135% FPL and would be Medicaid eligible. Thus, the difference between being 
Medicaid eligible or not for many Arkansans may be just one hour of work per week. 
Commenters provide no evidence that this is not achievable for most working age Arkansans on 
the ARHOME program. These examples do illustrate the risk associated with the Medicaid 
“benefit cliff” in which small changes can have a dramatic effect. 

Because ARHOME uses Medicaid funds to purchase coverage through QHPs, an individual can 
transition from Medicaid to private coverage with the same plan and same provider network, 
maintaining continuity of coverage. Part of the role of success coaching is to help individuals 
cross the Medicaid “benefit cliff” and achieve personal and family sustainability. 

DHS Response #4 

Commenters object to the cost of implementing the amendment and advocate for using the 
funding to increase the use of other public subsidies such as SNAP benefits. 

DHS views these costs as justifiable investments in assisting individuals achieve personal and 
family sustainability and in enabling them to make greater contributions to their families, 
communities, and the state. Participation helps complete the social contract between Arkansans. 
It is an investment in the future as well. It has been estimated that childhood poverty costs more 
than $1 trillion annually. While public assistance benefits help alleviate the detrimental effects of 
poverty in the short-term, the research on the long-term effects of poverty is vast. Healthy People 
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2030 summarizes the lasting impacts of living in poverty: 

Childhood poverty is associated with developmental delays, toxic stress, chronic illness, 
and nutritional defects. Individuals who experience childhood poverty are more likely to 
experience poverty into adulthood, which contributes to generational cycles of poverty.  In 
addition to lasting effects of childhood poverty, adults living in poverty are at a higher risk 
of adverse health effects from obesity, smoking, substance abuse, and chronic stress.  
Finally, older adults with lower incomes experience higher rates of disability and 
mortality.49 

DHS Response #5 

Commenters state that work reporting requirements drive economic instability. 

Respectfully, DHS asserts that economic instability describes the status quo. Enrolling in the 
Medicaid program itself reflects economic instability. As the application describes, some will find 
their own pathway out of poverty without any need for additional support from DHS. However, for 
those who cannot, the Pathway amendment offers individuals opportunities to chart a new 
course. An individual’s Personal Development Plan may include goals that address being 
healthy, gaining employment, advancing, learning, and serving. The Medicaid “benefit cliff” was 
created through the program’s original design 60 years ago as an “all or nothing” proposition that 
presents significant risk to people in poverty. The amendment is intended to construct a bridge 
over that cliff. An individual must still choose to cross it. 

DHS Response #6 

Commenters state that work reporting requirements put hospitals and the health care system at 
risk by increasing uncompensated care for hospitals. 

The projected savings due to the number of individuals who will leave Medicaid are significantly 
less than the impact of the PHE unwind. Moreover, the experience of the PHE unwind 
demonstrates that the majority of individuals who leave will obtain private sector coverage that 
will pay for needed medical care. 

DHS Response #7 

Commenters state that the factors that may identify individuals as “not on track” are undefined, 
arbitrary, vague, and subjective. 

DHS agrees that these are important considerations. However, such details are generally not 
specified in a waiver application nor even the Special Terms and Conditions (STCs) that will be 
negotiated with CMS. The waiver simply provides authority. Further details will be provided 
through a variety of forms, including the implementation plan and potentially state program 
manuals. 

DHS Response #8 

Commenters raised concerns regarding data matching and untested automated systems. 

DHS agrees that the future design, development, and implementation of IT systems are vital to 

 
49 https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health/literature-
summaries/poverty  

https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty
https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty
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success. These will be addressed in the future implementation phase. The amendment presents 
an opportunity for statewide connections between Health-Related Social Needs resource 
platforms and case management systems that currently are not interoperable. 

DHS Response #9 

Commenters raised concerns about Success Coaching and Personal Development Plans. 

DHS agrees that the recruitment and training of individuals who will deliver the focused care 
coordination services, including interactions with those individuals identified as potentially 
benefiting from such services, are critical to success. DHS intends to leverage existing state 
resources already engaged in education and training, workforce support, and care coordiantion. 
Again, these are details that typically are not included in a waiver application nor STCs. They will 
be developed in future actions. 

DHS Response #10 

Commenters state that suspension of coverage is not meaningfully different from termination and 
that suspended beneficiaries would not have Medicaid coverage. 

DHS respectfully disagrees that suspension is not different from termination. Suspension can be 
lifted and coverage restored within a few days, while termination means an individual is 
disenrolled from the program. In that situation, the individual would be required to restart the 
entire process of eligibility determination, which can take up to 45 days. Therefore, suspension is 
not a new eligibility requirement. To equate suspension with termination and the concomitant 
application process is inaccurate. 

It is important to reiterate that an individual will have multiple opportunities over not less than 
three months to participate in their own health and economic self-interest. DHS appreciates the 
viewpoint that there should be no consequence for choosing to not participate but respectfully 
disagrees. 

Individuals Express Opposition  

DHS received six (6) comments from the general public in opposition to the amendment. 
Collectively, they oppose the amendment as too high a risk that people will fall through the 
cracks and that their healthcare coverage should not be tied to employment. People need 
assistance and compassion, not “more obstacles put in their path forward.” One commenter 
submitted several questions about the amendment regarding the organizational structure and 
operational activities. 

DHS Response 

DHS appreciates that each commenter took the time and effort to communicate their views on 
this important issue of public policy. However, DHS also recognizes the risks of long-term 
poverty on the health and lives of individuals. The risk of the status quo is well-known. The 
benefits of changing the status quo are why federal law allows the Secretary of HHS to design 
and administer demonstration projects of national significance. 

With respect to the operational and organizational questions raised, these are details that 
typically are not included in a waiver application nor STCs. They will be developed in future 
actions. 
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Public Policy Advocacy Organization Expresses Support for Work Requirements but 
States that the Waiver Amendment is “Insufficient” 

DHS received comments from one public policy advocacy organization that expressed support 
for a work requirement for able-bodied adults but outlined seven reasons as to why the 
amendment is “insufficient”: (1) misrepresents the success of Arkansas’s previous work 
requirement “leading to massive taxpayer savings, increases in work participation, and significant 
reductions in government dependency”; (2) does not contain a real work requirement; (3) 
contains virtually no sanctions associated with noncompliance; (4) does not achieve meaningful 
cost savings; (5) lacks other essential cost containment reforms, such as time limits, an 
enrollment cap, or an enrollment freeze; (6) relies on a vulnerable legal framework; and (7) 
requires the continued use of Arkansas’s failed ‘private option’ approach to “Obamacare 
Medicaid expansion. 

DHS Response #1” 

The commenter acknowledged that DHS made significant outreach efforts in 2018 to 
communicate with enrollees: more than 230,000 phone calls, 311,000 emails, and more than half 
a million letters.  

However, the organization stated in its own report: “Post-work requirements, there were 137,927 
Arkansas Works case closures. Only 18,164 were due to non-compliance with the 
requirements—just 13 percent. More than 119,000 cases were closed due to increased income, 
ineligibility and various other reasons unrelated to noncompliance with the work requirement.” 50   

DHS Response #2 

The commenter states that “Arkansas should follow the widely accepted standard that requires 
individuals participate in 80 hours per month (20 hours per week) of work, training, or 
volunteering in order to receive taxpayer-funded Medicaid benefits.” 

The economic independence focus of the Pathway amendment is to assist individuals increase 
their earnings sufficiently to move out of poverty and into personal and family sustainability. Even 
working 20 hours a week is only about half of the hours of work necessary to earn sufficient 
income to rise above the 138% poverty threshold for Medicaid eligibility. Training and 
volunteering certainly have short-term benefits in developing technical and social skills necessary 
to be successful in the workplace. DHS takes a long-range view, which is reflected within the 
amendment. The longer a person remains in poverty, the greater the risk of poor health 
outcomes. Accordingly, Success Coaching may be appropriate for individuals who participate in 
volunteerism on a regular basis but have remained in Medicaid for 24 months or more. 
Individuals may be more likely to respond positively to a Personal Development Plan (PDP) that 
they establish for themselves under the guidance of a success coaching resource rather than a 
standardized approach that simply counts hours. 

One of the lessons learned in the 2018–2019 experience was the complexity of measuring 
compliance in the multiple situations in which there is no database to record activities. The 
mixing and mingling of volunteering, caregiving, and job searching can satisfy the number of 
hours needed to demonstrate compliance, but it was unclear whether such activities would lead 
somewhere or simply allow someone to remain in the same place. DHS was largely dependent 
on self-attestation by enrollees.  

 
50 Ibid. p.8 
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Compared to the previous experience, the Pathway amendment strengthens accountability at the 
state level. The PDP, with the benefit of focused care coordination and support of success 
coaching, will be far more meaningful at the individual level than the previous version. Further, 
the ability for the LAUNCH platform to help with tracking activity is also under consideration. 
LAUNCH is Arkansas’ skills-based platform that allows users to explore career paths based on 
their in-demand skills and connects them with training to boost their qualifications.  

DHS Response #3 

The commenter states that the amendment contains virtually no sanctions for noncompliance. 
Under the proposal, DHS will temporarily pause medical assistance for the month that the 
beneficiary fails to comply with the work requirement. DHS believes this is a sanction.  

DHS Response #4 

The commenter claimed that “… based on disenrollments that have occurred in states with other 
work requirements, a real work requirement with real sanctions could be expected to generate a 
staggering $1.44 billion in total annual savings and $144 million in state annual savings …”.   

Arkansas was the only state to implement work requirements that resulted in disenrollments, so 
there is no data upon which to base such an estimate. Second, the organization’s own work 
contains a chart that shows the total Arkansas Medicaid expansion spending as $2.04 billion. 
The notion that the state can save $1.44 billion out of a total cost of $2.04 billion is not credible. 

DHS Response #5 

The commenter makes recommendations to include an enrollment cap or freeze, a lifetime limit 
for enrollees, and a rollback of retroactive eligibility. These are beyond the scope of a work 
requirement.  

DHS Response #6 

This comment that the amendment relies on a vulnerable legal framework and that the state 
should adopt Georgia’s waiver is not aligned with DHS’ legal analysis. DHS respectfully 
disagrees. 

DHS Response #7 

The commenter recommends the premium assistance model that DHS has used successfully 
since 2014 be abandoned. If the state modifies its Medicaid expansion framework, DHS will 
adjust its work requirement policy accordingly.  

DHS Response #8 

It will generate an estimated net savings of $122.8 million over five years. 

A Transportation Broker Expresses Support 

DHS received comments from one (1) transportation broker that expressed support for the 
continuation of the non-emergency medical transportation benefit. 
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DHS Response 

Transportation is widely recognized as one of the top services needed to help people access 
medical services. As a rural state in particular, DHS recognizes the necessity of the benefit. 

Individuals Express Support 

DHS received 31 comments from the general public that expressed support for a work 
requirement. One commenter captured the essence of the amendment thus: “[w]ork builds 
character, character builds responsibility which helps the person physically, mentally, and 
financially.” Several commenters emphasized that there should be a “real” work requirement with 
“real effort” and “real teeth” and should result in “real savings.” 

DHS Response 

Overall, the comments reflect that Arkansans are not indifferent to their neighbors in poverty. 
They support the Medicaid program, at an annual cost of approximately $9.3 billion, and dozens 
of other federal and state programs providing nutritional assistance, housing assistance, 
workforce development, and training.   

The social contract that binds citizens and communities together is one of reciprocal 
expectations. DHS emphasizes again that the benefit cliff was designed by government. It is 
proper that government, therefore, on behalf of all citizens, construct a right and just solution. 
The Pathway to Prosperity amendment strikes that balance. 

 
Section VIII: State Contact 

 
Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 
Arkansas Department of Human Services 
Telephone Number: (501) 682-1001 
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Division of Medical Services 
P.O. Box 1437, Slot S295, Little Rock, AR 72203-1437 


P: 501.682.8292 F: 501.682.1197 
 


We Care. We Act. We Change Lives. 
humanservices.arkansas.gov 


 


MEMORANDUM 
 
 
 
 


TO: Interested Persons and Providers 
 
FROM: Elizabeth Pitman, Director, Division of Medical Services 
 
DATE: January 31, 2025  
 
SUBJ: ARHOME Amendment—Pathway to Prosperity 
 
 
As a part of the Centers for Medicare and Medicaid Services (CMS) Medicaid 1115 Demonstration 
waiver process, attached for your review and comment is a proposed amendment to the ARHOME 
waiver.  
 
Public comments must be submitted in writing at the above address or at the following email 
address: ORP@dhs.arkansas.gov  Please note that public comments submitted in response to this 
notice are considered public documents. A public comment, including the commenter’s name and 
any personal information contained within the public comment, will be made publicly available 
and may be seen by various people.  
 
If you have any comments, please submit those comments no later than March 3, 2025. 
 
All DHS proposed rules, public notices, and recently finalized rules may also be viewed at: 
Proposed Rules & Public Notices. 
 



mailto:ORP@dhs.arkansas.gov

https://humanservices.arkansas.gov/do-business-with-dhs/proposed-rules/
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Abbreviated Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project,  


Arkansas Health and Opportunity for Me (ARHOME) 
 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid 
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity 
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive 
comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 2, 
2025 and conclude on March 3, 2025. 


Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to include 
the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% 
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 


2) DHS will utilize data matching to the extent possible to identify individuals who may benefit 
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through 
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and 
Technical Education, as well as local community partners, to provide focused care coordination 
services to eligible individuals. Success Coaching will be delivered by entities that have 
experience of working with individuals who face the challenges of poverty and will include 
training to provide focused care coordination services. Focused care coordination services 
include the establishment and monitoring of a Personal Development Plan (PDP). 


3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  If a person is not employed, or is at risk of long-term dependency, he or she must 
be engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits and Medicaid eligibility suspended through the remainder of the 
calendar year. 


5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP.  As Pathway to Prosperity does not make 
compliance a condition of eligibility, individuals will not be required to complete a new Medicaid 
application unless they have passed their date for their annual redetermination of eligibility.   


6) During the suspension period, DHS will not make monthly premium payments nor related 
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payments to the QHP on behalf of the individual.  


7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended.  However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. 


The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents are 
also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, 
Slot S295, Little Rock, Arkansas 72203-1437. 


During the public comment period, the public is invited to provide written comments to DHS via US 
postal service or electronic mail, as well as make comments verbally during the two public 
hearings. DHS will hold two public hearings on the following dates, times, and locations: 


Public Hearing #1: General Public Forum (online only) 
February 12, 2025 at 10:30 a.m. CST. Virtual participation via Zoom: 
https://us02web.zoom.us/j/83208465081 or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 


 
Public Hearing #2: ARHOME Advisory Panel (in-person and online) 
February 14, 2025 at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Donaghey Plaza South Building, 700 Main Street, Little Rock, Arkansas 72203,  
First Floor Conference Room A/B.  
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133 or Zoom Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 


 
Interested persons should submit all comments to DHS on the proposed amendment on or before 
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South 
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437. 
Please note that public comments submitted in response to this notice are considered public 
documents. A public comment, including the commenter’s name and any personal information 
contained within the public comment, will be made publicly available. 


The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil 
Rights Act and is operated and managed and delivers services without regard to religion, disability, 
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy, 
contact the Office of Policy & Rules at 501-320-6428. 


 
Elizabeth Pitman, Director  
Division of Medical Services 



https://humanservices.arkansas.gov/rules/arhome/

https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133

mailto:ORP@dhs.arkansas.gov
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Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project, 


Arkansas Health and Opportunity for Me (ARHOME) 


The Arkansas Department of Human Services (DHS), Division of Medical Services 
(DMS) is providing public notice of its intent to submit to the Centers for Medicare & 
Medicaid Services (CMS) a written request to amend the Medicaid Arkansas Health 
and Opportunity for Me (ARHOME) Demonstration Project (Waiver) and to hold public 
hearings to receive comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin on 
February 2, 2025 and conclude on March 3, 2025. 
 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
intends to formerly submit the “Pathway to Prosperity” amendment to the current Arkansas 
Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project (waiver) which 
will include public comments. Specifically, DHS seeks public comment on its amendment 
request to include the following enhancements to the current ARHOME demonstration. 
 
The ARHOME program is Arkansas’s Medicaid expansion that provides health care coverage to 
more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of the Federal 
Poverty Level (FPL). Pathway to Prosperity establishes work and community engagement 
requirements for the Medicaid expansion population that will drive improved health and economic 
independence outcomes for working age nondisabled adults and their families. 


The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.1 


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 
can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. Pathway to Prosperity will help provide a bridge over the “benefits cliff” that 
keeps people from moving into economic stability and off of public assistance.  
Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new adult 
expansion group, who have income ranging from 0% FPL to 138% FPL, and who are covered by 
a QHP. Individuals will be assessed by DHS as “on track” or “not on track” through data 
matching. Those who are identified as not on track will be provided the opportunity to receive 
focused care coordination services to support health and economic self-sufficiency. 


DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals. If DHS confirms that an individual is not on 


 
1https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-
Review.pdf p.8 



https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf

https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf
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track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP). 


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas. 


If a person is not employed, or is at risk of long-term dependency, he or she must be engaged in 
qualifying advancement, learning, or service activities to be considered “on track.” Advancement 
can come from a variety of activities including training, workforce development, apprenticeships, 
and internships. Learning includes formal education, vocational education, and activities that 
enhance a person’s skills such as through mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
Although eligibility will be suspended during this time, they will not be disenrolled from the 
Medicaid program. To become “active” again and have full benefits restored, they need only 
notify DHS of their intention to cooperate with personal development plan requirements. As 
Pathway to Prosperity does not make compliance a condition of eligibility, individuals will not be 
required to complete a new Medicaid application unless they have passed the date for their 
annual redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP. 


Normal appeal rights will be available to an individual who is suspended. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.” 


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in Introduction to Benefit Cliffs and Public Assistance Programs, “Benefits cliffs (the cliff 
effect) refer to the sudden and often unexpected decrease in public benefits that can occur with 
a small increase in earnings.”2 “While minimum wages differ state to state, the risk of falling off 
a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour. The 
economic consequences of benefits cliffs impact both families and employers: businesses are 
unable to meet their workforce needs because workers have a disincentive to increase hours or 
advance in a job, and families experience economic instability and limited economic mobility.”3 
Many individuals reduce their risk by foregoing additional income, which typically impacts the 
number of hours worked over a year’s time. 


 
2 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs 
3 Ibid. 


 



http://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level. Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls. 
 
The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels. In accepting federal 
funding, states also had greater flexibility in administering the program. CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost- 
sharing responsibilities) as income increases. 


The “benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce. Full-time employment is the solution 
to poverty. The U.S. Census Bureau estimates that 20 million people, 10% of the total 
population of individuals age 18 to 64, were living in poverty in 2023. Only 1.8% of full-time 
workers were living in poverty, compared to 11.7% who worked part-time and 29.7% who did 
not work.4 


Here is where the ACA diverged from the CHIP model. Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 
 
 
4https://www2.census.gov/library/publications/2024/demo/p60-283.pdf Table A-1 p.20 


 



https://www2.census.gov/library/publications/2024/demo/p60-283.pdf
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It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act. The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  


DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals. Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household, length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement. 
As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions. DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services. Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs.  


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system. 


Enrollment in a QHP provides certain advantages to beneficiaries compared to FFS. These 
include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care. 


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories. 


This Pathway to Prosperity amendment will assist individuals as they seek to advance their 
careers and improve their lives, their families, and their communities. Some adults on Medicaid 
will create their own opportunities and find their own pathway to full employment and 
independence without further assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and more 
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formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in their 
current circumstances and empower them to engage in accessing the opportunities that exist 
within each community. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
2. Identifying any HRSN and assisting the individual access community services to address 


HRSN; 
3. Development of an individualized PDP that facilitates access to opportunities for 


employment, education, and training, including technical skill development, resume 
writing, interview coaching, and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12- 
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP. 


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed. 


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 
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With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold. These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data. DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


If it is determined that an individual is not on track and fails to cooperate, the Success Coaching 
entity may make a recommendation to suspend ARHOME coverage. The recommendation will 
be reviewed by a three-person DHS panel. If the suspension is approved, the individual will 
receive a written notice of the action with a right to appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program. To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP. As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


 
Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility. 


 
In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE. 


Pathway to Prosperity will help identify the model of care most appropriate for an individual. For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care. An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program. Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program. In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual. During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 


After Success Coaching has been assigned to an individual, he/she will have three months to 
demonstrate he/she is “on track.” The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
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2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 
or cooperate with their PDP; 


3. QHP benefits are restored after the individual contacts DHS with agreement to 
cooperate with their PDP; 


4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 
program for individuals with serious mental illness); 


5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if he or she is redetermined to be eligible and chooses a 


QHP at open enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal.  


 
The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022. 


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following: 


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group. 


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan. 


 
Statewideness Section1902(a)(1) 


To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis. 


Freedom of Choice Section 1902(a)(23)(A) 
To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System 
Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
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provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage 
Experience shows that coverage alone is not sufficient to improve health outcomes. Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services. However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 


Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 


 
With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage. Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN. 
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing. As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 
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Goals and Hypotheses Table 1 
 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


 
 
 


1 


Increasing 
household 
income 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.A 


 
Change in earnings 
reported for those who 
are unemployed 
(<21% FPL) 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


   
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.C 


 
Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2 


Improving 
utilization of 
services and 
appropriate- 
ness of care 


 
 


 
A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


 
 
 


2.A.1 


 
 
 
Medicaid Adult Core 
Set Measures 


 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non- 
emergent use of 
emergency 
department 
services 


 
2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 
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C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


 
2.C.1 


 
Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.2 


 
All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.3 


Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 


   admissions and 
readmissions 


 High-Risk Chronic 
Conditions 


 


 
 
 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


 
 
 


3.A 


 
 
Comparisons of 
expected move rate to 
actual move rate 


 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
Maintain 
coverage in 
most 
appropriate 
model of 
care 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


 
 
 
 


3.B 


 


 
Comparisons of 
changes in model of 
care to historical 
changes 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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4 


 
 
 
 
 
 
 
 
Reducing 
health- 
related 
social 
needs 
(HRSN) 
through 
intervention 


 
 
 
 
 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health- 
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 


4.A.1 


 
 
 
 
 
 
HRSN Population 
Comparisons 


 
 
 
 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


 
 
 
 


4.B.1 


 
 


 
HRSN 
Screening/Intervention 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Demonstration Year (DY) 


Services 
Proposed Limit 


Infrastructure 
Proposed Limit 


DY01 $6.6 $4.1 


DY02 $6.9 $0.6 


DY03 $7.2 $0.6 


DY04 $7.6 $0.6 


DY05 $8.0 $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time. During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.” 


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries. 
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable. Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation. Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months. 


Estimated Savings Under Current Assumptions Table 3 
 


 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 
The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 
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In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 
provide input on the Amendment through a formal thirty-day public notice and comment process 
which ran from February 2, 2025, through March 3, 2025. During this time, the state will hold 
two dedicated public hearings. 


Public Notice 
The state verifies that the abbreviated public notice of the Amendment application was 
published on February 2, 3, and 4, 2025, in the Arkansas Democrat-Gazette, the newspaper 
with widest circulation in each city with a population of 100,000 or more in accordance with 42 
CFR §431.408(a)(2)(ii). In addition, DHS used its standard electronic mailing list of interested 
parties, comprised of more than 150 individuals and organizations, to notify the public of the 
Amendment, the public hearings, and the opportunity to comment on the waiver Amendment 
draft. While there are no federally recognized tribes in the state of Arkansas, DHS proactively 
reached out to tribal representatives in neighboring Oklahoma to ensure all interested parties 
were included in the electronic mailing list and able to participate in the public comment period. 


A copy of the formal public notice shall be attached and a copy of the abbreviated public notice 
document shall be attached. Both documents, along with a copy of the complete Amendment 
draft, will also be made available for viewing in hard copy format as well as on the state’s 
website: https://humanservices.arkansas.gov/rules/arhome/. 


Public Hearings 
DHS will hold two public hearings during the notice and comment period in geographically 
diverse areas of the state. The hearings will be attended by interested persons both in 
person and via the Zoom platform. 


The state confirms that the two public hearings will be held on the following dates and physical 
locations, in addition to being available for statewide virtual participation, as scheduled and as 
publicized in the formal notice: 


 


Public Hearing #1 Public Hearing #2 


  General Public Forum (online only) 


 
February 12, 2025 at 10:30 a.m. CST. 
 
Virtual participation via Zoom: 
 
https://us02web.zoom.us/j/83208465081  
or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 
 


  ARHOME Advisory Panel  
  (in-person and online) 
 
February 14, 2025 at 10:00 a.m. CST at  
 
The Arkansas Department of Human 
Services (DHS), Donaghey Plaza South 
Building, 700 Main Street, Little Rock, 
Arkansas 72203,  
First Floor Conference Room A/B 
 
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133  
or Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 


 
 
 



https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133
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Summary of Public Comments & State Responses 


To be added after the public comment period. 


 
State Contact Information 


 
Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 
Arkansas Department of Human Services 
Telephone Number: (501) 682-1001 
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Section I: Executive Summary 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
respectfully requests approval of this amendment, “Pathway to Prosperity,” to the current 
Arkansas Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project 
(waiver). The ARHOME program is Arkansas’ Medicaid expansion that provides health care 
coverage to more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of 
the Federal Poverty Level (FPL).  Pathway to Prosperity establishes work and community 
engagement requirements for the Medicaid expansion population that will drive improved health 
and economic independence outcomes for working age nondisabled adults and their families. 


This amendment reflects lessons learned from the state’s efforts in 2018-2019 to institute work 
requirements as a condition of maintaining eligibility for Medicaid under the expansion program, 
then known as “Arkansas Works.” Assessments of Arkansas Works showed that many people 
did not know whether they were subject to participation requirements and, if they were, what 
they needed to do monthly to demonstrate compliance. 


Lessons learned include the importance of providing clear communications through multiple 
means, simplicity in design, and the need for personal interaction rather than over-reliance on 
technology.  Pathway to Prosperity will use data-matching to identify individuals who could 
benefit from extra support to reach health and economic goals.   


For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
whose household income was near or below the federal poverty level.  The Affordable Care Act 
(ACA) changed that.  A new eligibility group was created to allow states to make able-bodied 
working age adults eligible for Medicaid. These individuals are reasonably expected to be 
substantially engaged in the workforce.  Indeed, many of these individuals are employed, 
though most are not working full-time, year-round. 


Pathway to Prosperity will help provide a bridge over the “benefits cliff” that keeps people from 
moving into economic stability and off of public assistance. Title XI, which gives authority to the 
Secretary of the U.S. Department of Health and Human Services to approve demonstration 
programs and pilots under Section 1115, allows the Secretary to “waive” federal laws and 
regulations for the purpose of encouraging state and local governments to improve the 
effectiveness of certain public assistance programs. 


Moreover, in the design of Pathway to Prosperity, DHS is cognizant of the situations and 
circumstances of the plaintiffs from the previous legal case brought against Medicaid work 
requirements, Gresham v Azar.1  Pathway to Prosperity will address the courts’ analysis that “… 
the Secretary’s failure to consider the effects of the project on coverage alone renders his 
decision arbitrary and capricious; it does not matter that HHS deemed the project to advance 
other objectives of the act (emphasis added).”2 The Amendment makes significant policy and 
procedural changes from the previous version to respond to the question of coverage.   


 


 


 
1 https://ecf.dcd.uscourts.gov/cgi-bin/show_public_doc?2018cv1900-58 
2 Ibid. p. 23 
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The design of Pathway to Prosperity also reflects the recent U.S. Supreme Court decision in 
Loper Bright Enterprises v Raimondo3 in how the courts are to evaluate administrative actions.  
While Title XI of the Social Security Act (the Act) provides the Secretary of the Department of 
Health and Human Services with broad authority for determining the purposes of Title XIX of the 
Act, the lower courts in Gresham v Azar provide an important framework for evaluating how the 
Secretary must fulfill his responsibilities.  Specifically, the courts applied their own interpretation 
as to whether the Secretary sufficiently assessed the impact of work requirements and 
community engagement on the core purpose of Medicaid to provide coverage. 


To whom does Pathway to Prosperity Apply? 


• Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new 
adult expansion group, who have income ranging from 0% FPL to 138% FPL, and who are 
covered by a QHP. 


• There are no exemptions to participation; individuals will be assessed by DHS as “on track” 
or “not on track” through data matching. 


• Those who are identified as not on track will be provided the opportunity to receive focused 
care coordination services to support health and economic self-sufficiency. 


Focused Care Coordination and Personal Development Plan  
DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals.  If DHS confirms that an individual is not on 
track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP).  


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas.  


If a person is not employed, he or she must be engaged in qualifying advancement, learning, or 
service activities to be considered “on track.” Advancement can come from a variety of activities 
including training, workforce development, apprenticeships and internships. Learning includes 
formal education, vocational education, and activities that enhance a person’s skills such as 
through mentoring programs or life skills development. Service in one’s community may be 
demonstrated in a variety of ways, including caring for a dependent child, an elderly parent, or a 
person with a disability. 


Coverage Value & Consequences 
Active participation in health and workforce development will become part of the expectation of 
receiving health care through a QHP.  In January 2025, DHS will pay the QHPs an average 
monthly premium of $577.62, advanced cost sharing reduction payments of $202.17 per month 
and “wrap around” payments of $4.53.  Together, these represent an average annual value of 
$9,411.72 per enrolled member. Coverage provided by Arkansas Medicaid pays not only for 


 


 
3 https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf 



https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf
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medical treatment at the time of illness or accident, but for preventative services as well that can 
provide high value to individuals. 


Despite these opportunities, some individuals will choose not to participate in any of these 
investments in their health.  Individuals who refuse to cooperate with DHS and decline to use 
services and incentives covered by QHPs will have their ARHOME coverage suspended.  
Benefits can be restored if the individual chooses to get “on track” with their PDP. 


Suspension from ARHOME Coverage 
Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
They will not be disenrolled from the Medicaid program.  To become “active” again and have full 
benefits restored, they need only notify DHS of their intention to cooperate with personal 
development plan requirements.  As Pathway to Prosperity does not make compliance a 
condition of eligibility, individuals will not be required to complete a new Medicaid application 
unless they have passed the date for their annual redetermination of eligibility.   


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP.  


Normal appeal rights will be available to an individual who is suspended. 


Section II: Background & Historical Narrative 


Since 2014, Arkansas has provided health care coverage to the Medicaid new adult group 
made eligible under Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act. The Arkansas 
Department of Human Services (DHS) uses Medicaid funds to purchase coverage from 
Qualified Health Plans (QHPs), which are private health insurance plans licensed by the 
Arkansas Insurance Department (AID). 


Arkansas currently provides health care coverage to more than 220,000 beneficiaries in this 
eligibility group.  They are adults between the ages of 19 and 64 who are not enrolled in 
Medicare and who are either: 


(1) childless adults with household income at or below 138% of the federal poverty level (FPL), 
or;  


(2) parents with dependent children whose income is between 14% and 138% FPL.    


Of the more than 220,000 adults in Medicaid expansion, approximately 188,000 individuals 
currently receive their benefits primarily through Qualified Health Plans (QHPs) through the 
authorities granted in the Arkansas Health and Opportunity for ME (ARHOME) waiver. The 
remainder of the new adult group receive their benefits in the Medicaid Fee-For-Service (FFS) 
delivery system. Most of these FFS individuals were recently determined eligible for Medicaid 
and are waiting to be enrolled in a QHP (the interim group). About 13,000 other individuals are 
“medically frail” and will remain in the FFS model of care because it provides additional 
services, such as personal care, that the QHPs do not. A small number of individuals may be 
enrolled into the Provider-led Arkansas Shared Savings Entity (PASSE) program due to the 
presence of a serious mental illness and confirmation of a need for Home and Community 
Based Services (HCBS) through an Independent Assessment (IA). 
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The current version of the ARHOME waiver was approved by the Centers for Medicare & 
Medicaid Services (CMS) to be effective January 1, 2022, through December 31, 2026. 
ARHOME is designed to improve the quality of services provided by the QHPs and the health of 
beneficiaries assigned to them. An amendment to ARHOME was approved in November 2022 
to provide intensive care coordination services for certain targeted populations through Life360 
HOMEs.4  In 2024, the first Life360 Homes, serving pregnant women diagnosed as high risk 
went live.  


The fundamental goal of this new Pathway to Prosperity amendment is to support Governor 
Sarah Huckabee Sanders’ vision to assist low-income Arkansans enrolled in ARHOME with 
moving from government dependence to economic independence and ultimately to obtain 
health insurance coverage through employment or the individual insurance marketplace as do 
most Americans. 


The Centers for Medicare & Medicaid Services (CMS) estimates that in 2025, 92.3% the U.S. 
population will have health care coverage. In the unique American system of health insurance, 
coverage in 2025 will be provided through the following sources5: 


• Employer Sponsored Insurance: 177.8 million enrollees (52.6%) 
• Medicaid: 79.4 million enrollees (23.5%) 
• Medicare: 68.0 million enrollees (20.1%) 
• Direct purchase (individual insurance market, subsidized and nonsubsidized): 38.3 


million enrollees (11.3%) 
• Children’s Health Insurance Program (CHIP): 7.8 million enrollees (2.3%) 
• Uninsured: 26.1 million individuals (7.7%) 


According to the U.S. Census Bureau, insurance coverage varies by age and poverty level. 
“Adults ages 19-64 generally have lower coverage rates than those under age 19 and adults 
age 65 and older. That’s because their coverage is directly tied to employment.  They do not 
qualify for programs intended for children and only qualify for public programs under specific 
medical or income-level circumstances.”6 


Another Census study shows that “[a]dults age 65 and older are the least likely to be uninsured 
since they have near universal Medicare coverage. As a result, the uninsured rate for adults age 
65 and older remained below 3.0% for all states in 2013, 2019, and 2023.”7 


 


 
4 https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ar-arhome-ca-
11012022.pdf 
5 https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-
data/projected Table 17. Percentages are calculated by total population as individuals may have more 
than one source of coverage. 
6 https://www.census.gov/library/stories/2024/09/health-insurance-
coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D
Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a
nd%202023.  
7 https://www.census.gov/library/stories/2024/09/acs-health-insurance.html  



https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/acs-health-insurance.html
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The distribution among sources of coverage is somewhat different in Arkansas than the nation 
as a whole. Individuals are less likely to have employer coverage and are more likely to have 
Medicare or Medicaid coverage or to be uninsured in Arkansas.8  


A Closer Look at the Uninsured 
Reducing risk is the very core of insurance, that is, to protect against a future and unforeseeable 
financial loss by sharing the cost of insurance coverage with others. Health insurance both 
protects against financial loss and increases access to medical services. Coverage also varies 
by individuals’ perceptions of affordability. According to a study by the National Center for 
Health Statistics, “[a]mong uninsured adults aged 18-64, the most common reason for being 
uninsured, affecting 7 in 10 (73.7%), was because they perceived that coverage was not 
affordable.”9 


The Congressional Budget Office (CBO) estimated that in 2019, nearly 30 million people were 
uninsured.  However, 67% of the total number of people without health insurance were eligible 
to purchase coverage using a subsidy.  


Coverage changes over time. In a study conducted for the National Center for Health Statistics 
(NCHS), 31.6% of the adults ages 18-64 who were uninsured in 2016 were uninsured for less 
than 12 months and 68.4% were “chronically uninsured.”  However, 55.8% of the 18–64-year-
old adults who were chronically uninsured reported that their health was “excellent or very good” 
while only 11% of the chronically uninsured reported that their health was “fair or poor.”  


There are also differences in coverage based on gender and age.  Males are more likely to be 
chronically uninsured (59.7% of total) than females. The oldest age group (45-64) were the most 
likely to be chronically uninsured (32% of total). Two-thirds of the chronically uninsured are 
employed, which suggests that coverage also varies by individuals’ perceptions of “affordability.” 
Moreover, only 10% are unemployed while 22.4% are not in the workforce.10   


Together, the two studies are part of a larger body of research that shows there are several 
variables resulting in an individual becoming uninsured even though the person is eligible for 
subsidies for coverage, including Medicaid and CHIP which provide coverage at little or no cost. 


Poverty is Linked to Poor Health and Premature Death 
The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.11  


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 


 


 
8 https://www.kff.org/other/state-indicator/total-
population/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc
%22%7D 
9 https://www.cdc.gov/nchs/data/databriefs/db382-H.pdf  
10https://www.cdc.gov/nchs/data/nhis/earlyrelease/erchronicunins_1016_f.pdf   
11 https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf p. 8.  



https://www.cdc.gov/nchs/data/databriefs/db382-H.pdf

https://www.cdc.gov/nchs/data/nhis/earlyrelease/erchronicunins_1016_f.pdf

https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf
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can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. 


Medicaid is an Anti-poverty Program but Presents a “Benefit Cliff” 
Title XI, which gives authority to the Secretary of the U.S. Department of Health and Human 
Services (HHS) to approve demonstration programs and pilots under Section 1115, was added 
in 1962 with the purpose of encouraging states and local governments to redesign certain public 
assistance programs to improve the effectiveness of such programs.  By allowing the Secretary 
to “waive” federal laws and regulations under Section 1115 authority, Congress and President 
John F. Kennedy offered states an opportunity to achieve better results for people in poverty.  A 
Section 1115 waiver is a multi-year agreement (usually five years) negotiated between the 
Secretary of HHS and the Governor of a state.  In exchange for federal funds, the state agrees 
to administer the new program in a manner that is budget neutral to the federal government and 
to evaluate whether the new program achieves its intended goals. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.”  


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in “Introduction to Benefit Cliffs and Public Assistance Programs” “Benefits cliffs (the 
cliff effect) refer to the sudden and often unexpected decrease in public benefits that can occur 
with a small increase in earnings.”12  “While minimum wages differ state to state, the risk of 
falling off a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour.  
The economic consequences of benefits cliffs impact both families and employers: businesses 
are unable to meet their workforce needs because workers have a disincentive to increase 
hours or advance in a job, and families experience economic instability and limited economic 
mobility.”13 Many individuals reduce their risk by foregoing additional income, which typically 
impacts the number of hours worked over a year’s time. 


Moreover, employer-sponsored health insurance coverage typically includes a deductible and 
other cost-sharing obligations that must be paid by the employee.  Individual health care 
marketplace plans also include out-of-pocket payments, even if the premium is 100% 
subsidized by the federal government.  In contrast, premiums are prohibited for Medicaid 
coverage and cost-sharing is nominal. 


For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level.  Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls.  


 


 
12 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs  
13 Ibid. 



https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels.  In accepting federal 
funding, states also had greater flexibility in administering the program.  CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost-
sharing responsibilities) as income increases. 


The” benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce.  Nationally, it is estimated that 42 
percent of Medicaid beneficiaries aged 19-64 are employed.  However, most are not working 
full-time, full-year jobs. Approximately 23 percent of this age group are not working due to a 
disability and another 35 percent are parents with dependent children.14 


Full-time employment is the solution to poverty.  The U.S. Census Bureau estimates that 20 
million people, 10% of the total population of individuals age 18 to 64, were living in poverty in 
2023.  Only 1.8% of full-time workers were living in poverty, compared to 11.7% who worked 
part-time and 29.7% who did not work.15 


The 2024 federal poverty level (FPL) for a single person was $15,060.16 The minimum wage in 
Arkansas is now $11 per hour.  A single person working full-time, year around (2080 hours) 
would earn $22,880, or 152% of FPL, exceeding the upper threshold for ARHOME eligibility 
(138% FPL).  A person in this situation could be covered by employer sponsored insurance or 
qualify for subsidies to directly purchase coverage through the Marketplace.  


Here is where the ACA diverged from the CHIP model.  Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 


In the unique American system of health insurance, the federal government subsidizes 
coverage across various sources including through subsidies for employer-sponsored health 
insurance without regard to income level through the tax code.  According to a September 2023 
report by the Congressional Budget Office (CBO), the federal government will provide subsidies 
totaling $25 trillion over the next ten years across Medicare ($11.7 trillion), Medicaid and CHIP 
($6.3 trillion), employment-based coverage ($5.3 trillion), ACA marketplace plans ($1.1 trillion) 
and other federal sources ($0.6 trillion).17 


As Chief Justice Roberts wrote in the Supreme Court decision, NFIB v Sebelius, which upheld 
the constitutionality of the ACA, “It [Medicaid] is no longer a program to care for the neediest 
among us, but rather an element of a comprehensive national plan to provide universal 


 


 
14 https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-
unwinding.pdf  
15https://www2.census.gov/library/publications/2024/demo/p60-283.pdf  Table A-1 p.20 
16 https://www.govinfo.gov/content/pkg/FR-2024-01-17/pdf/2024-00796.pdf  
17 https://www.cbo.gov/system/files/2023-09/59273-health-coverage.pdf  



https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf

https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf

https://www2.census.gov/library/publications/2024/demo/p60-283.pdf

https://www.govinfo.gov/content/pkg/FR-2024-01-17/pdf/2024-00796.pdf

https://www.cbo.gov/system/files/2023-09/59273-health-coverage.pdf
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coverage.  Indeed, the manner in which the [Medicaid] expansion is structured indicates that 
while Congress may have styled the expansion a mere alternation of existing Medicaid, it 
recognized it was enlisting the States in a new health care program.”18Thus, Medicaid is a part 
of, rather than separate from, the rest of the health care coverage system.  


The purpose of this waiver is to provide a bridge over the “benefits cliff” that discourages people 
from moving into the working class. Pathway to Prosperity will increase individuals’ 
understanding of the value of health insurance and show individuals how to maintain health care 
coverage as they prepare to move out of poverty and support them on their pathway to 
independence. 


It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act.  The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  The collective 
interdependence of Social Security is built on the foundation of individual workers.  Without 
enough productive, healthy workers, Social Security will collapse.  An individual’s future benefits 
as a retiree are based on his/her own work history. 


Public Health Emergency Unwind Reduced Medicaid Enrollment as was Expected 
Some empirical evidence exists for what happens to health coverage for adults moving out of 
Medicaid into other coverage, but research is limited. Pathway to Prosperity will thus make a 
significant contribution to this body of knowledge. In estimating the potential impact of the 
Pathway to Prosperity amendment on coverage, DHS reviewed available research on changes 
in coverage among previously enrolled individuals whose coverage was terminated due to the 
end of the Public Health Emergency (PHE). For example, in August 2022, the HHS Assistant 
Secretary for Planning and Evaluation (ASPE) released an Issue Brief that found “[a]lmost one-
third (2.7 million) of those predicted to lose eligibility are expected to qualify for Marketplace 
premium tax credits.”19 In April 2023, ASPE released an Issue Brief that found “[a]pproximately 
2 million (15 percent) working Medicaid enrollees aged 19-64 also report having employer 
sponsored insurance …”.20  Thus, HHS itself expected individuals who lost Medicaid eligibility 
would move into other coverage. 


The PHE unwind in Arkansas, saw enrollment in the new adult group with QHP coverage reach 
307,819 individuals in September 2022.  Two years later with the return to the normal eligibility 
redetermination process there are now nearly 190,000 covered through QHPs.  


Lessons Learned 
Arkansas and Kentucky were the first states to receive approval for implementing Medicaid work 
and community engagement requirements for their adult expansion populations. Both states 
were ultimately sued by plaintiffs who alleged they experienced harm from the requirements. 
This Pathway to Prosperity amendment reflects lessons learned from Arkansas’s efforts in 
2018-2019 to require working-age, nondisabled adults to participate in workforce activities as a 
condition of maintaining eligibility for Medicaid under the expansion program, then known as 


 


 
18 https://supreme.justia.com/cases/federal/us/567/519/ p.54 
19 https://aspe.hhs.gov/sites/default/files/documents/dc73e82abf7fc26b6a8e5cc52ae42d48/aspe-end-
mcaid-continuous-coverage.pdf  
20 https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-
unwinding.pdf  
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https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf

https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf





11 


“Arkansas Works.” Assessments of Arkansas Works showed that many people did not know 
whether they were subject to participation requirements and, if they were, what they needed to 
do monthly to demonstrate compliance.   


Other lessons learned include the importance of providing clear communications through 
multiple means, simplicity in design, and the need for personal interaction rather than over-
reliance on technology.  Pathway to Prosperity will use data-matching to identify individuals who 
could benefit from extra support to reach health and economic goals.  However, one of the 
lessons learned in Arkansas Works is the limitation of data matching.  Researchers at the Urban 
Institute found that “[d]espite DHS’s efforts to identify exempt beneficiaries, advocates and 
various stakeholders were concerned that many enrollees were ‘falling through the cracks.’  
They were particularly concerned about beneficiaries with medical conditions that prevented 
them from working.  Two providers we spoke with told us they had patients with disabilities who 
should have received exemptions but had not.”21  Thus, DHS will not rely solely on data 
matching to assess individuals’ needs for support. 


In developing the Pathway to Prosperity framework, DHS also considered the lessons learned 
from the unwinding of the COVID PHE, which included further enhancements to the Arkansas 
Medicaid Enterprise System. 


Some of these lessons are to: 


• Apply new program requirements to the entire population in a more streamlined way.  
The previous work requirement was to be implemented in phases by age group over a 
two-year period and exempted certain populations, which resulted in confusion and 
uncertainty. 


• Increase personal contact. The DHS and DHS-sponsored communications and 
interventions were too far removed to be utilized effectively. 


• Simplify how engagement is demonstrated by discontinuing the previous monthly 
reporting requirement and using data matching and/or regular audits of activity/income in 
lieu of manual reporting by the beneficiary.  


Data Matching, Success Coaching, and Personal Development Plan 
DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals.  Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household,22 length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement.  


 


 
21 https://www.urban.org/research/publication/lessons-launching-medicaid-work-requirements-arkansas 
p.20. 
22 Current data matching shows that 58,241 ARHOME enrollees or 30.5% have a dependent child in the 
household 



https://www.urban.org/research/publication/lessons-launching-medicaid-work-requirements-arkansas
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As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions.  DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


By engaging the individual in Success Coaching, it may become clear that the individual is on 
track and does not need further assistance.  The individual’s information will be updated in the 
ARHOME case management system and in the Medicaid Enterprise System. If engagement 
with Success Coaching determines that the individual would benefit from additional support, the 
eligible individual will receive focused care coordination services, including the development and 
monitoring of a Personal Development Plan (PDP). An individual’s PDP may include goals that 
address: 


• Being healthy: being healthy is much broader than receiving a medical service; it 
includes the individual’s physical, mental, and social well-being; 


• Employed: employment is vital to a person’s long-term health as poverty is directly linked 
to poor health outcomes;  


• Advancing: advancement comes from a variety of activities including career training and 
workforce development; 


• Learning: includes formal education, vocation education, and enhancing skills; and 
• Serving: includes a variety of ways of supporting others in one’s community and in one’s 


own home. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services.  Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs. Success Coaching training will include assisting individuals in understanding the 
long-term implications of employment including future Social Security benefits for dependents 
and retirees as well as maintaining health care coverage.23   


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system.   


Consequence 
Despite these opportunities, DHS anticipates that some individuals will choose not to participate 
in any of these investments in their health and economic stability.  Individuals who refuse to 
cooperate with DHS and decline to use services and incentives covered by QHPs will have their 
ARHOME coverage suspended. ARHOME benefits can be restored if the individual 
subsequently chooses to engage in Success Coaching to get “on track” with their PDP. 
Coverage 


 


 
23 See https://www.urban.org/research/publication/balancing-edge-cliff  
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In the design of the Pathway to Prosperity amendment, DHS is cognizant of the situations and 
circumstances of the plaintiffs involved in the work requirements litigation Gresham v Azar.  
Pathway to Prosperity will address the courts’ analysis that “… the Secretary’s failure to 
consider the effects of the project on coverage alone renders his decision arbitrary and 
capricious; it does not matter that HHS deemed the project to advance other objectives of the 
act (emphasis added).24 The Amendment makes significant policy and procedural changes from 
the previous version to respond to the question of coverage.   


The design of Pathway to Prosperity also reflects the recent U.S. Supreme Court decision in 
Loper Bright Enterprises v Raimondo25 in how the courts are to evaluate administrative actions.  
While Title XI of the Social Security Act (the Act) provides the Secretary of the Department of 
Health and Human Services with broad authority for determining the purposes of Title XIX of the 
Act, the lower courts in Gresham v Azar provide an important framework for evaluating how the 
Secretary fulfilled his responsibilities.26 


For low-income, working age, able-bodied adults, Medicaid should be just a stop along an 
individual’s pathway to a healthy life, and not the destination. With approval of the Pathway to 
Prosperity amendment, DHS will assist individuals achieve their own health goals including 
physical health, mental health, and social supports provided by QHPs, employers, workforce 
development, and faith and community partners. With such assistance, more Arkansans will find 
a pathway to achieve economic independence and self-sufficiency for themselves and their 
families.  The amendment is designed to assist many more Arkansans to move from Medicaid 
into private insurance coverage. 


2.1 Summary of Current ARHOME Section 1115 Demonstration 


The current ARHOME waiver, approved for the period running January 1, 2022, through 
December 31, 2026, continues the preexisting structure in which Arkansas Medicaid purchases 
coverage from QHPs for the majority of program enrollees. Current benefit packages for QHPs 
and FFS also remained the same in the ARHOME renewal waiver.  


Arkansas Medicaid currently provides coverage to more than 220,000 individuals in the new 
adult group. Approximately 188,000 of these individuals receive coverage through QHPs. Under 
the approved Demonstration, DHS makes monthly capitated payments to the QHPs to cover the 
cost of premiums. It also makes advanced cost sharing reduction (ACSR) payments to the 
QHPs to reimburse providers the cost of deductibles and copayments. The difference between 
the ACSR payments and actual cost sharing payments from the QHPs to providers is reconciled 
annually. The estimated total cost of the ARHOME program in calendar year 2024 was 
approximately $2.2 billion.  


Another way to measure the value of the state’s contribution to coverage is the Actuarial Value 
(AV) of these payments to QHPs. The QHPs also sell individual health insurance products 
available through the Federally Facilitated Marketplace (FFM).  Health plans offered in the 
individual and small group markets, both inside and outside of the Exchanges must provide a 


 


 
24 Ibid. p. 23 
25 https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf 
 
26 https://clearinghouse.net/doc/101905/  



https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf
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minimum AV for purposes of determining levels of coverage to a standard population.  Under 
federal law, a Bronze Plan must have an AV of 60 percent which means the plan will cover 60% 
of expected total costs for health services for those enrolled in the QHP.  The AV is 70% for a 
Silver Plan; 80% for a Gold Plan; and 90% for a Platinum Plan. 


Arkansas Medicaid purchases coverage that is equivalent to the cost of the second-lowest 
Silver Plan available in the state’s FFM.  As the state is prohibited from charging premiums and 
cost-sharing is limited to 5% of a household’s income, the AV from the perspective of a 
Medicaid enrollee exceeds 94%.  For those with income at or below 20% FPL (46% of 
ARHOME enrollees) who have no obligation for copayments, the AV is 100%. 


When an individual’s household income increases to above 138% FPL, the individual can 
remain in the same plan with the same Essential Health Benefits (EHB) and network of 
providers. This seamless transition is unique to Arkansas because of the 2014 waiver and 
provides a way for individuals to avoid the benefits cliff Medicaid enrollees typically face when 
their incomes increase. Although Medicaid would no longer pay premiums on behalf of an 
individual who is no longer eligible due to a higher income level, the majority likely would qualify 
for federal tax subsidies to cover all or some of their health care costs.  


Everyone who is determined eligible for Arkansas Medicaid under the new adult group begins 
coverage in the Medicaid FFS delivery system. Approximately 24,000 beneficiaries per month 
are temporarily in FFS awaiting enrollment into a QHP. Beneficiaries may choose a QHP at time 
of enrollment. However, if a beneficiary does not pick a plan within 42 days of enrollment, DHS 
auto-assigns the beneficiary to a QHP.  


The benefits for the new adult group, both in QHPs and FFS, meet the requirements of the 
Essential Health Benefit (EHB) package. QHPs form their own provider networks throughout the 
state and FFS does as well. DHS data analysis shows that the Medicaid FFS provider network 
(including primary care physicians and specialists) is similar to the number of providers in the 
networks offered by the QHPs. However, some providers may limit the number of Medicaid 
enrollees they serve due to lower Medicaid reimbursement rates.  The QHPs pay providers at 
commercial rates. 


Beyond benefits and provider networks, enrollment in a QHP provides certain advantages to 
beneficiaries compared to FFS. These include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care.  


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories.  


2.2 Overview of Program Goals  


The current Demonstration’s goals include, but are not limited to: 


• Providing continuity of coverage for individuals; 
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• Improving access to providers; 
• Improving continuity of care across the continuum of coverage; 
• Furthering quality improvement and delivery system reform initiatives that are successful 


across population groups; 
• Improving health outcomes for Arkansans, especially in maternal and infant health, rural 


health, behavioral health, and those with chronic diseases; 
• Providing supports to assist beneficiaries, especially young adults in target populations, 


to move out of poverty; and 
• Slowing the rate of growth in federal and state spending on the program so the 


demonstration will be financially sustainable. 


In 2014, the uninsured rate for 19–to-64-year-olds in Arkansas was 17.7%.  By 2023, the 
uninsured rate for this age group had declined to 12.5%.27  However, despite the gains in health 
insurance coverage, Arkansas continues to struggle to improve its rankings among states for 
measuring health outcomes and for reducing poverty. For many Arkansans, health coverage 
alone has not been sufficient to improve their health and economic conditions. 


Alleviating the effects of poverty upon beneficiaries, and the public as a whole, is a very 
important objective of the Medicaid program. In fact, the very first section of the Medicaid Act 
demonstrates the Congressional intent for appropriating federal funds to the program each fiscal 
year.  The funds are to furnish: “1) medical assistance on behalf of families with dependent 
children and of aged, blind, or disabled individuals whose income and resources are insufficient 
to meet the costs of necessary medical services, and 2) rehabilitation and other services to help 
such families and individuals attain or retain capability for independence or self care."28    
This squares with one of the specified goals of the current waiver, which is “[p]roviding supports 
to assist beneficiaries, especially young adults in target populations to move out of poverty …”.29 
Medicaid has been described as an anti-poverty program from its very origins. CMS and the 
U.S. Department of Health and Human Services (HHS) recognize the correlation between 
poverty, poor health, and shortened life expectancy. The Healthy People 2020 report called 
poverty “an important public health issue” and stated, “researchers agree that there is a clear 
and established relationship between poverty and socioeconomic status, and health 
outcomes—including increased risk for disease and premature death.”30 The updated Healthy 
People 2030 continues to recognize economic stability as a key social determinant of health, 
and the federal initiative includes several objectives aimed at reducing the proportion of people 
living in poverty and increasing employment in working-age people.31  


The amendment aligns fully with the health objectives of ARHOME, as data show that poverty is 
closely connected to poor health outcomes and even premature death. According to the 
American Academy of Family Physicians paper, “Poverty and Health – The Family Medicine 
Perspective,” “[p]overty affects beneficiaries insidiously in other ways that we are just beginning 


 


 
27 https://www.commonwealthfund.org/datacenter/uninsured-adults  
28 42 U.S.C.A. §1396-1 (emphasis supplied). 
29 Approved ARHOME Section 1115 Demonstration, p.8. 
30 National Center for Health Statistics. Healthy People 2020 Final Review. 2021. DOI: https://dx.doi.org/10.15620/cdc:111173  
31 Office of Disease Prevention and Health Promotion, https://health.gov/healthypeople/objectives-and-data/browse-
objectives/economic-stability  
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to understand. Mental illness, chronic health conditions, and substance use disorders are all 
more prevalent in populations with low income.”32  


The negative impact of long-term poverty does not just affect adults, but carries forward 
throughout the lifetimes of their children as well. According to a paper by the Urban Institute, 
“[b]eyond issues of economic inequality that arise when millions of children live in poor and 
persistently poor families, poor children can perpetuate the cycle as they become adults. Prior 
research shows that children who are born poor and are persistently poor are significantly more 
likely to be poor as adults, drop out of high school, have teen premarital births, and have patchy 
employment records than those not poor at birth …”.33 According to a study, “Early Childhood 
Development and Social Determinants,” [t]he earliest years of a person’s existence is thought to 
be the most crucial for his or her development. What happens to a child in the early years is 
crucial to the child’s life course and developmental trajectory.”34  


Movement from one source of coverage to another is a routine feature of the American health 
insurance system. For example, the headline of a Georgetown University paper in February 
2024 was “Marketplace Enrollment Surges Among Those Losing Medicaid Coverage During 
Unwinding.”35 On December 20, 2024, the headline from CMS was “HealthCare.gov Breaks 
New Record with 16.6 Million Consumers Signing Up for Coverage—The Highest Ever for 
January 1 Coverage.”36 


The relationship between income and health is well-established. Adults experiencing poverty 
may struggle to access adequate food, housing, or childcare, and subsequently experience 
elevated stress and associated health risks.37 For example, adults living in poverty are at a 
higher risk of adverse health effects from obesity, smoking, and substance use. Additionally, 
older adults with lower incomes experience higher rates of disability and mortality.38 Individuals 
with lower income are also less likely than individuals with higher income to access preventive 
healthcare, decreasing the likelihood that a health issue can be identified and addressed before 
it worsens.39  


By contrast, raising one’s income is associated not only with improved health, but greater quality 
of life. People with higher incomes report lower prevalence of disease, live longer, and report 
fewer feelings of worthlessness, hopelessness, and sadness.40 Because of the close connection 
between poverty and poor health, policies that drive economic advancement can be associated 
directly to improved health outcomes. Research has found that earnings and asset development 
programs that increase the economic self-sufficiency of low-income families can offer promise 
for improving health.41 Therefore, economic policies that create jobs and teach marketable skills 
not only foster economic success, but also lead to better health outcomes due to the strong 


 


 
32https://www.aafp.org/about/policies/all/poverty-health.html p.3  
33 https://www.urban.org/sites/default/files/publication/32756/412659-Child-Poverty-and-Its-Lasting-Consequence.PDF p. 9 
34 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9596089/pdf/cureus-0014-00000029500.pdf  
35 https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid-
coverage-during-unwinding/  
36 https://www.cms.gov/about-cms/contact/newsroom  
37 https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks  
38 https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty 
39 https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks  
40 https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-
Longevity.pdf  
41 Id.  
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connection between health and income.42  Healthcare, or receiving services related to health 
conditions, whether that be preventive care or an emergency interdiction for an acute condition, 
is not an end in itself.  The American Medical Association Code of Medical Ethics defines basic 
healthcare as a “fundamental human good because it affects our opportunity to pursue life 
goals, reduces our pain and suffering, helps prevent premature loss of life, and provides 
information needed to plan for our lives.”43  


This Pathway to Prosperity amendment will be part of beneficiaries’ pathways as they seek to 
advance their careers and improve their lives, their families, and their communities. Some adults 
on Medicaid will create their own opportunities and find their own pathway to full employment 
and independence without assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and 
more formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in 
their current circumstances and empower them to engage in accessing the opportunities that 
exist within each community.    


Section III: Proposed Amendment  


3.1 Requested Program Enhancements  


The amendment will create new paths and opportunities for beneficiaries to improve their overall 
health and financial well-being. These tenets align directly with the objectives of the Medicaid 
program in several key aspects. First, the principal objective of the Medicaid program is to 
provide health care coverage. The Pathway to Prosperity amendment intends to increase the 
use of vital medical and social services. The Pathway to Prosperity amendment adds a new 
service, focused care coordination, which will lead to accessing resources an individual needs 
to address his/her HRSNs. As such, the amendment aligns with other very important objectives 
of the Medicaid program, as detailed in the Social Security Act, which include supporting 
beneficiaries as they attain or retain capacity for independence. 44  


The amendment recognizes there are significant differences in the characteristics of ARHOME 
enrollees.  DHS can stratify the population by demographics including age, income level, family 
size and rural/urban communities.  It should be expected that many participants will be enrolled 
temporarily.  However, this will vary by age and income level. For example, the expected 
turnover rate for a 64-year-old is 100% as the individual will age out of Medicaid and move onto 
the Medicare program. 


Data for assessing how long people are enrolled in ARHOME is skewed by the continuity of 
coverage provision that was in effect during the PHE and may not be reliable.  DHS will 


 


 
42 Id. (See also, Healthy People 2030, Employment Literature Summary available at https://health.gov/healthypeople/priority-
areas/social-determinants-health/literature-summaries/employment#cit34; Robert Wood Johnson Foundation, How Does 
Employment, or Unemployment, Affect Health? available at https://www.rwjf.org/en/insights/our-research/2012/12/how-does-
employment--or-unemployment--affect-health-.html; Social Determinants of Health: Employment at 
https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-Discrimination/Social-Determinants-of-
Health-Employment.) 
43 AMA Code of Medical Ethics, Opinion 11.1.1 Defining Basic Health Care, https://code-medical-ethics.ama-assn.org/ethics-
opinions/defining-basic-health-care  
44 42 U.S.C.A. §1396-1 
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recalculate the rate of beneficiaries who remains on Medicaid for each age group and income 
group annually. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


Role of Success Coaching 
DHS will assign Success Coaching for individuals who are identified as most at risk of long-term 
poverty. As an individual engages in Success Coaching, additional information may show that 
the person is “on track” and has no need for the additional focused care coordination services.   


If DHS confirms that an individual is not on track, Coaching will provide focused care 
coordination services to the eligible individual including the establishment and monitoring of a 
Personal Development Plan (PDP).   


Being healthy is much broader than just receiving medical services, although determining 
whether an individual is accessing services is an important consideration.  An individual’s goals 
to become or remain healthy may include engaging in a wide range of activities including 
quitting smoking, increasing physical activity, and improving nutrition.  Success Coaching might 
connect the individual to a variety of community resources.  For example, more communities are 
adopting “food as medicine” strategies which might be part of an individual’s PDP.   


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  A person who is unemployed will benefit from the support of Success Coaching that 
can connect the individual with needed resources such as transportation. 


Advancement comes from a variety of activities including training, workforce development, 
apprenticeships, and internships. 


Learning includes formal education, vocational education, and a variety of activities that 
enhance a person’s skills such as through a mentoring program.  


Serving may be demonstrated in a variety of ways.  For some, service in one’s own home to 
care for a child, an elderly parent, or a person with a disability may be the person’s highest 
priority at a given point in time. 


Success Coaching will be delivered by entities experienced in working with individuals who face 
the challenges of poverty.  Among other things, they will be thoroughly knowledgeable about 
resources available in the person’s local community.  


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
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2. Identifying any HRSN and assisting the individual access community services to address 
HRSN; 


3. Development of an individualized PDP that facilitates access to opportunities for 
employment, education, and training, including technical skill development, resume 
writing, interview coaching and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12-
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP.  


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed.  


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers45 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 


Early Movers 
With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold.  These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data.  DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


Suspension from ARHOME Coverage 
If through Success Coaching it is determined that an individual is not on track and fails to 
cooperate, the Success Coaching entity may make a recommendation to suspend ARHOME 
coverage.  The recommendation will be reviewed by a three-person DHS panel.  If the 


 


 
45 https://jobseeker.launch.arkansas.gov/  



https://jobseeker.launch.arkansas.gov/
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suspension is approved, the individual will receive a written notice of the action with a right to 
appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program.  To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP.  As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility.   


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


Implementation  
The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026.  


3.2 Impact of Proposed Amendments  


3.2.1 Impact to Eligibility  


Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility.  


3.2.2 Impact to Delivery System 


In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE.  


Pathway to Prosperity will help identify the model of care most appropriate for an individual.  For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care.  An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program.  Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program.  In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual.  During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 
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3.2.3 Impact to Covered Benefits/Cost Sharing  


The QHPs provide an Essential Health Benefit (EHB) Plan that meets the requirements of 
coverage available through the federal individual insurance Marketplace. A major benefit of 
QHP coverage is continuity of coverage. The QHPs provide health insurance coverage through 
the individual insurance Marketplace. Thus, an individual enrolled in a QHP whose income 
increases above Medicaid eligibility will be able to stay in the same plan with the same benefits 
and providers.  This continuity of coverage (and with continuity of substantial federal subsidies) 
may help avoid disruption in medical treatment over time. In addition, the QHPs are required to 
offer incentives to their members that are not available to the general Medicaid population.   


After Success Coaching has been assigned to an unemployed individual, he/she will have three 
months to demonstrate he/she is “on track.”  The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 


or cooperate with their PDP; 
3. QHP benefits are restored after the individual contacts DHS with agreement to 


cooperate with their PDP; 
4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 


program for individuals with serious mental illness); 
5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare);  
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if is redetermined to be eligible and chooses a QHP at open 


enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal. The Amendment does not make 
any changes to cost sharing. 


Section IV: Requested Waivers and Expenditure Authority 


The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022.  


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following:  


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group.  


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan.  
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Statewideness         Section1902(a)(1)  
To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis.  


Freedom of Choice         Section 1902(a)(23)(A)  
To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System  


Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


Section V: Evaluation and Program Oversight 


5.1 Evaluation and Demonstration Hypothesis 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage  
Experience shows that coverage alone is not sufficient to improve health outcomes.  Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services.  However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 
Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 
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With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage.  Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Engagement with Success Coaching may result in eight potential outcomes related to coverage: 


1. “On track” and QHP benefits continue; 
2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 


or cooperate with their PDP; 
3. QHP benefits are restored after the individual contacts DHS with agreement to 


cooperate and get “On track” with PDP; 
4. Moves to Other Medicaid model of care (FFS for medically frail or the PASSE program 


for individuals with serious mental illness); 
5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); or 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination. 
8. Moves back to QHP if is redetermined to be eligible and chooses a QHP at open 


enrollment. 


DHS will calculate an “Expected Move Rate” for each of these outcomes. As the PHE skewed 
the outcomes in prior years, DHS will start with data collected in 2024 and 2025.  The 
Evaluation will compare the “Expected Move Rate” to “Actual Move Rate.” 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN.  
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing.  As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 


 


Goals and Hypotheses Table 1 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


1 


Increasing 
household 
income 


A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


1.A 


Change in earnings 
reported for those who 
are unemployed 
(<21% FPL)  


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 
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B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


1.C 


Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


2 


Improving 
utilization of 
services and 
appropriate-
ness of care A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


2.A.1 


 
Medicaid Adult Core 
Set Measures 


Beneficiaries 
not engaged 
with Success 
Coaching 


B 


 Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non-
emergent use of 
emergency 
department 
services 


2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 


C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


2.C.1 Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


2.C.2 All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


2.C.3 
Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 
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admissions and 
readmissions 


High-Risk Chronic 
Conditions 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


3.A 
Comparisons of 
expected move rate to 
actual move rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 


Maintain 
coverage in 
most 
appropriate 
model of 
care 


B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


3.B 


Comparisons of 
changes in model of 
care to historical 
changes 


Beneficiaries 
not engaged 
with Success 
Coaching 


4 


Reducing 
health-
related 
social 
needs 
(HRSN) 
through 
intervention 


A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health-
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


4.A.1 HRSN Population 
Comparisons 


Beneficiaries 
not engaged 
with Success 
Coaching 


B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


4.B.1 HRSN 
Screening/Intervention  


Beneficiaries 
not engaged 
with Success 
Coaching 
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5.2 Oversight, Monitoring, and Reporting  


DHS will abide by all existing Demonstration reporting and quality and evaluation plan 
requirements, including the requirements outlined in the approved Monitoring Protocol. DHS will 
continue to monitor and track QHP performance and adherence to program expectations. 
Ongoing oversight of Life360 HOMEs will also remain a priority of the state as it tracks selected 
quality of care and health outcomes metrics for this key initiative. Finally, the state will 
incorporate tracking, monitoring, and reporting requirements as necessary for focused care 
coordination provided through Success Coaching. Quality of care and participant outcomes data 
will be collected and analyzed.  


Section VI: Budget Neutrality Impact 


The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Services Infrastructure 


Demonstration Year (DY)  Proposed Limit  Proposed Limit 


DY01   $6.6  $4.1 


DY02   $6.9  $0.6 


DY03   $7.2  $0.6 


DY04   $7.6  $0.6 


DY05   $8.0  $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time.  During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.”  


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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Assumptions 
The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries.  
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable.  Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation.  Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months.  


Estimated Savings Under Current Assumptions Table 3 
 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 


The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 


For a full development of these values please see the actuarial statement at Attachment 1. 
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Section VII: Public Notice & Comment Process 


7.1 Overview of Compliance with Public Notice Process  


In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 
provide input on the Amendment through a formal thirty-day public notice and comment process 
which ran from date to be provided, through date to be provided. During this time, the state will 
hold two dedicated public hearings.  


Public Notice 
The state verifies that the abbreviated public notice of the Amendment application was 
published on date to be provided to the Arkansas Democrat-Gazette, the newspaper with widest 
circulation in each city with a population of 100,000 or more in accordance with 42 CFR 
§431.408(a)(2)(ii). In addition, DHS used its standard electronic mailing list of interested parties, 
comprised of more than 150 individuals and organizations, to notify the public of the 
Amendment, the public hearings, and the opportunity to comment on the waiver Amendment 
draft. While there are no federally recognized tribes in the state of Arkansas, DHS proactively 
reached out to tribal representatives in neighboring Oklahoma to ensure all interested parties 
were included in the electronic mailing list and able to participate in the public comment period.  


A copy of the formal public notice shall be attached as Attachment 2 and a copy of the 
abbreviated public notice document shall be attached as Attachment 3. Both documents, along 
with a copy of the complete Amendment draft, will also made available for viewing in hard copy 
format as well as on the state’s website: https://humanservices.arkansas.gov/rules/arhome/.  


Public Hearings 
DHS will hold two public hearings during the notice and comment period in geographically 
diverse areas of the state. The hearings were attended by interested persons both in person 
and via the Zoom platform.  


The state confirms that the two public hearings will be held on the following dates and physical 
locations, in addition to being available for statewide virtual participation, as scheduled and as 
publicized in the formal notice:  


Public Hearing #1 
 


Public Hearing #2 
 


Date, time, and place to be provided 
 
 


Date, time, and place to be provided 
 


  


7.2 Summary of Public Comments & State Responses 


To be added after the public comment period. 


Section IX: State Contact 


Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 
Arkansas Department of Human Services 



https://humanservices.arkansas.gov/rules/arhome/
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Telephone Number: (501) 682-1001 
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Attachment 1: Budget Neutrality  
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Attachment 2: Public Notice 
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Attachment 3: Abbreviated Public Notice  
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Division of Medical Services 
P.O. Box 1437, Slot S295, Little Rock, AR 72203-1437 


P: 501.682.8292 F: 501.682.1197 
 


We Care. We Act. We Change Lives. 
humanservices.arkansas.gov 


 


MEMORANDUM 
 
 
 
 


TO: Interested Persons and Providers 
 
FROM: Elizabeth Pitman, Director, Division of Medical Services 
 
DATE: February 14, 2025  
 
SUBJ: UPDATED:  ARHOME Amendment—Pathway to Prosperity 
 
 
The Public Notice for this amendment has been updated to include a third public hearing on 
February 19, 2025, at 10:00 AM.     
 
As a part of the Centers for Medicare and Medicaid Services (CMS) Medicaid 1115 Demonstration 
waiver process, attached for your review and comment is a proposed amendment to the ARHOME 
waiver.  
 
Public comments must be submitted in writing at the above address or at the following email 
address: ORP@dhs.arkansas.gov  Please note that public comments submitted in response to this 
notice are considered public documents. A public comment, including the commenter’s name and 
any personal information contained within the public comment, will be made publicly available 
and may be seen by various people.  
 
If you have any comments, please submit those comments no later than March 3, 2025. 
 
All DHS proposed rules, public notices, and recently finalized rules may also be viewed at: 
Proposed Rules & Public Notices. 
 



mailto:ORP@dhs.arkansas.gov

https://humanservices.arkansas.gov/do-business-with-dhs/proposed-rules/
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UPDATED 
Abbreviated Public Notice 


For Proposed Amendment to Medicaid Section 1115 Demonstration Project,  
Arkansas Health and Opportunity for Me (ARHOME) 


 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid 
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity 
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive 
comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 2, 
2025 and conclude on March 3, 2025. 


Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to include 
the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% 
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 


2) DHS will utilize data matching to the extent possible to identify individuals who may benefit 
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through 
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and 
Technical Education, as well as local community partners, to provide focused care coordination 
services to eligible individuals. Success Coaching will be delivered by entities that have 
experience of working with individuals who face the challenges of poverty and will include 
training to provide focused care coordination services. Focused care coordination services 
include the establishment and monitoring of a Personal Development Plan (PDP). 


3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  If a person is not employed, or is at risk of long-term dependency, he or she must 
be engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits and Medicaid eligibility suspended through the remainder of the 
calendar year. 


5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP.  As Pathway to Prosperity does not make 
compliance a condition of eligibility, individuals will not be required to complete a new Medicaid 
application unless they have passed their date for their annual redetermination of eligibility.   
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6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual.  


7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended.  However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. 


The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents are 
also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, 
Slot S295, Little Rock, Arkansas 72203-1437. 


During the public comment period, the public is invited to provide written comments to DHS via US 
postal service or electronic mail, as well as make comments verbally during the two public 
hearings. DHS will hold two public hearings on the following dates, times, and locations: 


Public Hearing #1: General Public Forum (online only) 
February 12, 2025 at 10:30 a.m. CST. Virtual participation via Zoom: 
https://us02web.zoom.us/j/83208465081 or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 


 
Public Hearing #2: ARHOME Advisory Panel (in-person and online) 
February 14, 2025 at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Donaghey Plaza South Building, 700 Main Street, Little Rock, Arkansas 72203,  
First Floor Conference Room A/B.  
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133 or Zoom Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 
Public Hearing #3: General Public Forum (online only)  
February 19, 2025 at 10:00 AM CST.  Virtual participation via Zoom: 
https://us02web.zoom.us/j/81790477440 or Dial-in +1 312 626 6799 US;  
Meeting ID: 81790477440 No passcode required 


 
Interested persons should submit all comments to DHS on the proposed amendment on or before 
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South 
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437. 
Please note that public comments submitted in response to this notice are considered public 
documents. A public comment, including the commenter’s name and any personal information 
contained within the public comment, will be made publicly available. 


The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil 



https://humanservices.arkansas.gov/rules/arhome/

https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133

https://us02web.zoom.us/j/81790477440

mailto:ORP@dhs.arkansas.gov
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Rights Act and is operated and managed and delivers services without regard to religion, disability, 
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy, 
contact the Office of Policy & Rules at 501-320-6428. 


 
Elizabeth Pitman, Director  
Division of Medical Services 
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Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project, 


Arkansas Health and Opportunity for Me (ARHOME) 


The Arkansas Department of Human Services (DHS), Division of Medical Services 
(DMS) is providing public notice of its intent to submit to the Centers for Medicare & 
Medicaid Services (CMS) a written request to amend the Medicaid Arkansas Health 
and Opportunity for Me (ARHOME) Demonstration Project (Waiver) and to hold public 
hearings to receive comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin on 
February 2, 2025 and conclude on March 3, 2025. 
 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
intends to formerly submit the “Pathway to Prosperity” amendment to the current Arkansas 
Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project (waiver) which 
will include public comments. Specifically, DHS seeks public comment on its amendment 
request to include the following enhancements to the current ARHOME demonstration. 
 
The ARHOME program is Arkansas’s Medicaid expansion that provides health care coverage to 
more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of the Federal 
Poverty Level (FPL). Pathway to Prosperity establishes work and community engagement 
requirements for the Medicaid expansion population that will drive improved health and economic 
independence outcomes for working age nondisabled adults and their families. 


The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.1 


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 
can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. Pathway to Prosperity will help provide a bridge over the “benefits cliff” that 
keeps people from moving into economic stability and off of public assistance.  
Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new adult 
expansion group, who have income ranging from 0% FPL to 138% FPL, and who are covered by 
a QHP. Individuals will be assessed by DHS as “on track” or “not on track” through data 
matching. Those who are identified as not on track will be provided the opportunity to receive 
focused care coordination services to support health and economic self-sufficiency. 


DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals. If DHS confirms that an individual is not on 


 
1https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-
Review.pdf p.8 



https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf

https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf
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track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP). 


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas. 


If a person is not employed, or is at risk of long-term dependency, he or she must be engaged in 
qualifying advancement, learning, or service activities to be considered “on track.” Advancement 
can come from a variety of activities including training, workforce development, apprenticeships, 
and internships. Learning includes formal education, vocational education, and activities that 
enhance a person’s skills such as through mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
Although eligibility will be suspended during this time, they will not be disenrolled from the 
Medicaid program. To become “active” again and have full benefits restored, they need only 
notify DHS of their intention to cooperate with personal development plan requirements. As 
Pathway to Prosperity does not make compliance a condition of eligibility, individuals will not be 
required to complete a new Medicaid application unless they have passed the date for their 
annual redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP. 


Normal appeal rights will be available to an individual who is suspended. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.” 


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in Introduction to Benefit Cliffs and Public Assistance Programs, “Benefits cliffs (the cliff 
effect) refer to the sudden and often unexpected decrease in public benefits that can occur with 
a small increase in earnings.”2 “While minimum wages differ state to state, the risk of falling off 
a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour. The 
economic consequences of benefits cliffs impact both families and employers: businesses are 
unable to meet their workforce needs because workers have a disincentive to increase hours or 
advance in a job, and families experience economic instability and limited economic mobility.”3 
Many individuals reduce their risk by foregoing additional income, which typically impacts the 
number of hours worked over a year’s time. 


 
2 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs 
3 Ibid. 


 



http://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level. Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls. 
 
The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels. In accepting federal 
funding, states also had greater flexibility in administering the program. CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost- 
sharing responsibilities) as income increases. 


The “benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce. Full-time employment is the solution 
to poverty. The U.S. Census Bureau estimates that 20 million people, 10% of the total 
population of individuals age 18 to 64, were living in poverty in 2023. Only 1.8% of full-time 
workers were living in poverty, compared to 11.7% who worked part-time and 29.7% who did 
not work.4 


Here is where the ACA diverged from the CHIP model. Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 
 
 
4https://www2.census.gov/library/publications/2024/demo/p60-283.pdf Table A-1 p.20 


 



https://www2.census.gov/library/publications/2024/demo/p60-283.pdf
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It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act. The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  


DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals. Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household, length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement. 
As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions. DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services. Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs.  


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system. 


Enrollment in a QHP provides certain advantages to beneficiaries compared to FFS. These 
include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care. 


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories. 


This Pathway to Prosperity amendment will assist individuals as they seek to advance their 
careers and improve their lives, their families, and their communities. Some adults on Medicaid 
will create their own opportunities and find their own pathway to full employment and 
independence without further assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and more 
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formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in their 
current circumstances and empower them to engage in accessing the opportunities that exist 
within each community. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
2. Identifying any HRSN and assisting the individual access community services to address 


HRSN; 
3. Development of an individualized PDP that facilitates access to opportunities for 


employment, education, and training, including technical skill development, resume 
writing, interview coaching, and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12- 
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP. 


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed. 


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 
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With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold. These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data. DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


If it is determined that an individual is not on track and fails to cooperate, the Success Coaching 
entity may make a recommendation to suspend ARHOME coverage. The recommendation will 
be reviewed by a three-person DHS panel. If the suspension is approved, the individual will 
receive a written notice of the action with a right to appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program. To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP. As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


 
Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility. 


 
In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE. 


Pathway to Prosperity will help identify the model of care most appropriate for an individual. For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care. An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program. Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program. In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual. During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 


After Success Coaching has been assigned to an individual, he/she will have three months to 
demonstrate he/she is “on track.” The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
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2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 
or cooperate with their PDP; 


3. QHP benefits are restored after the individual contacts DHS with agreement to 
cooperate with their PDP; 


4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 
program for individuals with serious mental illness); 


5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if he or she is redetermined to be eligible and chooses a 


QHP at open enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal.  


 
The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022. 


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following: 


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group. 


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan. 


 
Statewideness Section1902(a)(1) 


To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis. 


Freedom of Choice Section 1902(a)(23)(A) 
To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System 
Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
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provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage 
Experience shows that coverage alone is not sufficient to improve health outcomes. Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services. However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 


Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 


 
With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage. Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN. 
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing. As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 
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Goals and Hypotheses Table 1 
 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


 
 
 


1 


Increasing 
household 
income 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.A 


 
Change in earnings 
reported for those who 
are unemployed 
(<21% FPL) 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


   
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.C 


 
Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2 


Improving 
utilization of 
services and 
appropriate- 
ness of care 


 
 


 
A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


 
 
 


2.A.1 


 
 
 
Medicaid Adult Core 
Set Measures 


 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non- 
emergent use of 
emergency 
department 
services 


 
2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 
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C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


 
2.C.1 


 
Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.2 


 
All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.3 


Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 


   admissions and 
readmissions 


 High-Risk Chronic 
Conditions 


 


 
 
 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


 
 
 


3.A 


 
 
Comparisons of 
expected move rate to 
actual move rate 


 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
Maintain 
coverage in 
most 
appropriate 
model of 
care 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


 
 
 
 


3.B 


 


 
Comparisons of 
changes in model of 
care to historical 
changes 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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4 


 
 
 
 
 
 
 
 
Reducing 
health- 
related 
social 
needs 
(HRSN) 
through 
intervention 


 
 
 
 
 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health- 
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 


4.A.1 


 
 
 
 
 
 
HRSN Population 
Comparisons 


 
 
 
 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


 
 
 
 


4.B.1 


 
 


 
HRSN 
Screening/Intervention 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Demonstration Year (DY) 


Services 
Proposed Limit 


Infrastructure 
Proposed Limit 


DY01 $6.6 $4.1 


DY02 $6.9 $0.6 


DY03 $7.2 $0.6 


DY04 $7.6 $0.6 


DY05 $8.0 $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time. During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.” 


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries. 
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable. Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation. Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months. 


Estimated Savings Under Current Assumptions Table 3 
 


 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 
The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 
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In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 


provide input on the Amendment through a formal thirty-day public notice and comment process 


which ran from February 2, 2025, through March 3, 2025. During this time, the state will hold 


three dedicated public hearings. 


Public Notice 


The state verifies that the abbreviated public notice of the Amendment application was 


published on February 2, 3, and 4, 2025, in the Arkansas Democrat-Gazette, the newspaper 


with widest circulation in each city with a population of 100,000 or more in accordance with 42 


CFR §431.408(a)(2)(ii).  A second notice ran February 16, 17, and 18, 2025, adding a third 


public hearing (see below).  In addition, DHS used its standard electronic mailing list of 


interested parties, comprised of more than 150 individuals and organizations, to notify the public 


of the Amendment, the public hearings, and the opportunity to comment on the waiver 


Amendment draft. While there are no federally recognized tribes in the state of Arkansas, DHS 


proactively reached out to tribal representatives in neighboring Oklahoma to ensure all 


interested parties were included in the electronic mailing list and able to participate in the public 


comment period. 


A copy of the formal public notice shall be attached and a copy of the abbreviated public notice 


document shall be attached. Both documents, along with a copy of the complete Amendment 


draft, will also be made available for viewing in hard copy format as well as on the state’s 


website: https://humanservices.arkansas.gov/rules/arhome/. 


Public Hearings 


DHS will hold three public hearings during the notice and comment period in geographically 


diverse areas of the state. The hearings will be attended by interested persons both in 


person and via the Zoom platform. 


The state confirms that the three public hearings will be held on the following dates and physical 


locations, in addition to being available for statewide virtual participation, as scheduled and as 


publicized in the formal notice: 
 


Public Hearing #1 Public Hearing #2 


  General Public Forum (online only) 


 


February 12, 2025 at 10:30 a.m. CST. 


 


Virtual participation via Zoom: 


 


https://us02web.zoom.us/j/83208465081  
or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 
 


  ARHOME Advisory Panel  
  (in-person and online) 
 


February 14, 2025 at 10:00 a.m. CST at  


 


The Arkansas Department of Human 


Services (DHS), Donaghey Plaza South 


Building, 700 Main Street, Little Rock, 


Arkansas 72203,  


First Floor Conference Room A/B 


 


Also available for virtual participation via Zoom: 


https://us02web.zoom.us/j/87964943133  


or Dial-In: +1 312 626 6799 


Meeting ID: 879 6494 3133 
 



https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133
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Public Hearing #3 


General Public Forum (online only) 
 
February 19, 2025 at 10:00 AM CST.  
 
Virtual participation via Zoom: 
 
https://us02web.zoom.us/j/81790477440  
or Dial-in +1 312 626 6799 US; 
Meeting ID: 81790477440 No passcode required 


 


 


 


 


Summary of Public Comments & State Responses 


To be added after the public comment period. 


 


State Contact Information 
 
Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 


Arkansas Department of Human Services 


Telephone Number: (501) 682-1001 
 
 


 



https://us02web.zoom.us/j/81790477440
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Section I: Executive Summary 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
respectfully requests approval of this amendment, “Pathway to Prosperity,” to the current 
Arkansas Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project 
(waiver). The ARHOME program is Arkansas’ Medicaid expansion that provides health care 
coverage to more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of 
the Federal Poverty Level (FPL).  Pathway to Prosperity establishes work and community 
engagement requirements for the Medicaid expansion population that will drive improved health 
and economic independence outcomes for working age nondisabled adults and their families. 


This amendment reflects lessons learned from the state’s efforts in 2018-2019 to institute work 
requirements as a condition of maintaining eligibility for Medicaid under the expansion program, 
then known as “Arkansas Works.” Assessments of Arkansas Works showed that many people 
did not know whether they were subject to participation requirements and, if they were, what 
they needed to do monthly to demonstrate compliance. 


Lessons learned include the importance of providing clear communications through multiple 
means, simplicity in design, and the need for personal interaction rather than over-reliance on 
technology.  Pathway to Prosperity will use data-matching to identify individuals who could 
benefit from extra support to reach health and economic goals.   


For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
whose household income was near or below the federal poverty level.  The Affordable Care Act 
(ACA) changed that.  A new eligibility group was created to allow states to make able-bodied 
working age adults eligible for Medicaid. These individuals are reasonably expected to be 
substantially engaged in the workforce.  Indeed, many of these individuals are employed, 
though most are not working full-time, year-round. 


Pathway to Prosperity will help provide a bridge over the “benefits cliff” that keeps people from 
moving into economic stability and off of public assistance. Title XI, which gives authority to the 
Secretary of the U.S. Department of Health and Human Services to approve demonstration 
programs and pilots under Section 1115, allows the Secretary to “waive” federal laws and 
regulations for the purpose of encouraging state and local governments to improve the 
effectiveness of certain public assistance programs. 


Moreover, in the design of Pathway to Prosperity, DHS is cognizant of the situations and 
circumstances of the plaintiffs from the previous legal case brought against Medicaid work 
requirements, Gresham v Azar.1  Pathway to Prosperity will address the courts’ analysis that “… 
the Secretary’s failure to consider the effects of the project on coverage alone renders his 
decision arbitrary and capricious; it does not matter that HHS deemed the project to advance 
other objectives of the act (emphasis added).”2 The Amendment makes significant policy and 
procedural changes from the previous version to respond to the question of coverage.   


 


 


 
1 https://ecf.dcd.uscourts.gov/cgi-bin/show_public_doc?2018cv1900-58 
2 Ibid. p. 23 
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The design of Pathway to Prosperity also reflects the recent U.S. Supreme Court decision in 
Loper Bright Enterprises v Raimondo3 in how the courts are to evaluate administrative actions.  
While Title XI of the Social Security Act (the Act) provides the Secretary of the Department of 
Health and Human Services with broad authority for determining the purposes of Title XIX of the 
Act, the lower courts in Gresham v Azar provide an important framework for evaluating how the 
Secretary must fulfill his responsibilities.  Specifically, the courts applied their own interpretation 
as to whether the Secretary sufficiently assessed the impact of work requirements and 
community engagement on the core purpose of Medicaid to provide coverage. 


To whom does Pathway to Prosperity Apply? 


• Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new 
adult expansion group, who have income ranging from 0% FPL to 138% FPL, and who are 
covered by a QHP. 


• There are no exemptions to participation; individuals will be assessed by DHS as “on track” 
or “not on track” through data matching. 


• Those who are identified as not on track will be provided the opportunity to receive focused 
care coordination services to support health and economic self-sufficiency. 


Focused Care Coordination and Personal Development Plan  
DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals.  If DHS confirms that an individual is not on 
track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP).  


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas.  


If a person is not employed, he or she must be engaged in qualifying advancement, learning, or 
service activities to be considered “on track.” Advancement can come from a variety of activities 
including training, workforce development, apprenticeships and internships. Learning includes 
formal education, vocational education, and activities that enhance a person’s skills such as 
through mentoring programs or life skills development. Service in one’s community may be 
demonstrated in a variety of ways, including caring for a dependent child, an elderly parent, or a 
person with a disability. 


Coverage Value & Consequences 
Active participation in health and workforce development will become part of the expectation of 
receiving health care through a QHP.  In January 2025, DHS will pay the QHPs an average 
monthly premium of $577.62, advanced cost sharing reduction payments of $202.17 per month 
and “wrap around” payments of $4.53.  Together, these represent an average annual value of 
$9,411.72 per enrolled member. Coverage provided by Arkansas Medicaid pays not only for 


 


 
3 https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf 



https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf





5 


medical treatment at the time of illness or accident, but for preventative services as well that can 
provide high value to individuals. 


Despite these opportunities, some individuals will choose not to participate in any of these 
investments in their health.  Individuals who refuse to cooperate with DHS and decline to use 
services and incentives covered by QHPs will have their ARHOME coverage suspended.  
Benefits can be restored if the individual chooses to get “on track” with their PDP. 


Suspension from ARHOME Coverage 
Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
They will not be disenrolled from the Medicaid program.  To become “active” again and have full 
benefits restored, they need only notify DHS of their intention to cooperate with personal 
development plan requirements.  As Pathway to Prosperity does not make compliance a 
condition of eligibility, individuals will not be required to complete a new Medicaid application 
unless they have passed the date for their annual redetermination of eligibility.   


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP.  


Normal appeal rights will be available to an individual who is suspended. 


Section II: Background & Historical Narrative 


Since 2014, Arkansas has provided health care coverage to the Medicaid new adult group 
made eligible under Section 1902(a)(10)(A)(i)(VIII) of the Social Security Act. The Arkansas 
Department of Human Services (DHS) uses Medicaid funds to purchase coverage from 
Qualified Health Plans (QHPs), which are private health insurance plans licensed by the 
Arkansas Insurance Department (AID). 


Arkansas currently provides health care coverage to more than 220,000 beneficiaries in this 
eligibility group.  They are adults between the ages of 19 and 64 who are not enrolled in 
Medicare and who are either: 


(1) childless adults with household income at or below 138% of the federal poverty level (FPL), 
or;  


(2) parents with dependent children whose income is between 14% and 138% FPL.    


Of the more than 220,000 adults in Medicaid expansion, approximately 188,000 individuals 
currently receive their benefits primarily through Qualified Health Plans (QHPs) through the 
authorities granted in the Arkansas Health and Opportunity for ME (ARHOME) waiver. The 
remainder of the new adult group receive their benefits in the Medicaid Fee-For-Service (FFS) 
delivery system. Most of these FFS individuals were recently determined eligible for Medicaid 
and are waiting to be enrolled in a QHP (the interim group). About 13,000 other individuals are 
“medically frail” and will remain in the FFS model of care because it provides additional 
services, such as personal care, that the QHPs do not. A small number of individuals may be 
enrolled into the Provider-led Arkansas Shared Savings Entity (PASSE) program due to the 
presence of a serious mental illness and confirmation of a need for Home and Community 
Based Services (HCBS) through an Independent Assessment (IA). 
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The current version of the ARHOME waiver was approved by the Centers for Medicare & 
Medicaid Services (CMS) to be effective January 1, 2022, through December 31, 2026. 
ARHOME is designed to improve the quality of services provided by the QHPs and the health of 
beneficiaries assigned to them. An amendment to ARHOME was approved in November 2022 
to provide intensive care coordination services for certain targeted populations through Life360 
HOMEs.4  In 2024, the first Life360 Homes, serving pregnant women diagnosed as high risk 
went live.  


The fundamental goal of this new Pathway to Prosperity amendment is to support Governor 
Sarah Huckabee Sanders’ vision to assist low-income Arkansans enrolled in ARHOME with 
moving from government dependence to economic independence and ultimately to obtain 
health insurance coverage through employment or the individual insurance marketplace as do 
most Americans. 


The Centers for Medicare & Medicaid Services (CMS) estimates that in 2025, 92.3% the U.S. 
population will have health care coverage. In the unique American system of health insurance, 
coverage in 2025 will be provided through the following sources5: 


• Employer Sponsored Insurance: 177.8 million enrollees (52.6%) 
• Medicaid: 79.4 million enrollees (23.5%) 
• Medicare: 68.0 million enrollees (20.1%) 
• Direct purchase (individual insurance market, subsidized and nonsubsidized): 38.3 


million enrollees (11.3%) 
• Children’s Health Insurance Program (CHIP): 7.8 million enrollees (2.3%) 
• Uninsured: 26.1 million individuals (7.7%) 


According to the U.S. Census Bureau, insurance coverage varies by age and poverty level. 
“Adults ages 19-64 generally have lower coverage rates than those under age 19 and adults 
age 65 and older. That’s because their coverage is directly tied to employment.  They do not 
qualify for programs intended for children and only qualify for public programs under specific 
medical or income-level circumstances.”6 


Another Census study shows that “[a]dults age 65 and older are the least likely to be uninsured 
since they have near universal Medicare coverage. As a result, the uninsured rate for adults age 
65 and older remained below 3.0% for all states in 2013, 2019, and 2023.”7 


 


 
4 https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ar-arhome-ca-
11012022.pdf 
5 https://www.cms.gov/data-research/statistics-trends-and-reports/national-health-expenditure-
data/projected Table 17. Percentages are calculated by total population as individuals may have more 
than one source of coverage. 
6 https://www.census.gov/library/stories/2024/09/health-insurance-
coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2D
Poverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20a
nd%202023.  
7 https://www.census.gov/library/stories/2024/09/acs-health-insurance.html  



https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/health-insurance-coverage.html#:~:text=Health%20Insurance%20Coverage%20by%20Age%20and%20Income%2Dto%2DPoverty%20Ratio&text=In%20each%20year%2C%20over%20three,10.3%25%20between%202020%20and%202023

https://www.census.gov/library/stories/2024/09/acs-health-insurance.html
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The distribution among sources of coverage is somewhat different in Arkansas than the nation 
as a whole. Individuals are less likely to have employer coverage and are more likely to have 
Medicare or Medicaid coverage or to be uninsured in Arkansas.8  


A Closer Look at the Uninsured 
Reducing risk is the very core of insurance, that is, to protect against a future and unforeseeable 
financial loss by sharing the cost of insurance coverage with others. Health insurance both 
protects against financial loss and increases access to medical services. Coverage also varies 
by individuals’ perceptions of affordability. According to a study by the National Center for 
Health Statistics, “[a]mong uninsured adults aged 18-64, the most common reason for being 
uninsured, affecting 7 in 10 (73.7%), was because they perceived that coverage was not 
affordable.”9 


The Congressional Budget Office (CBO) estimated that in 2019, nearly 30 million people were 
uninsured.  However, 67% of the total number of people without health insurance were eligible 
to purchase coverage using a subsidy.  


Coverage changes over time. In a study conducted for the National Center for Health Statistics 
(NCHS), 31.6% of the adults ages 18-64 who were uninsured in 2016 were uninsured for less 
than 12 months and 68.4% were “chronically uninsured.”  However, 55.8% of the 18–64-year-
old adults who were chronically uninsured reported that their health was “excellent or very good” 
while only 11% of the chronically uninsured reported that their health was “fair or poor.”  


There are also differences in coverage based on gender and age.  Males are more likely to be 
chronically uninsured (59.7% of total) than females. The oldest age group (45-64) were the most 
likely to be chronically uninsured (32% of total). Two-thirds of the chronically uninsured are 
employed, which suggests that coverage also varies by individuals’ perceptions of “affordability.” 
Moreover, only 10% are unemployed while 22.4% are not in the workforce.10   


Together, the two studies are part of a larger body of research that shows there are several 
variables resulting in an individual becoming uninsured even though the person is eligible for 
subsidies for coverage, including Medicaid and CHIP which provide coverage at little or no cost. 


Poverty is Linked to Poor Health and Premature Death 
The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.11  


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 


 


 
8 https://www.kff.org/other/state-indicator/total-
population/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc
%22%7D 
9 https://www.cdc.gov/nchs/data/databriefs/db382-H.pdf  
10https://www.cdc.gov/nchs/data/nhis/earlyrelease/erchronicunins_1016_f.pdf   
11 https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf p. 8.  



https://www.cdc.gov/nchs/data/databriefs/db382-H.pdf

https://www.cdc.gov/nchs/data/nhis/earlyrelease/erchronicunins_1016_f.pdf

https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf
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can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. 


Medicaid is an Anti-poverty Program but Presents a “Benefit Cliff” 
Title XI, which gives authority to the Secretary of the U.S. Department of Health and Human 
Services (HHS) to approve demonstration programs and pilots under Section 1115, was added 
in 1962 with the purpose of encouraging states and local governments to redesign certain public 
assistance programs to improve the effectiveness of such programs.  By allowing the Secretary 
to “waive” federal laws and regulations under Section 1115 authority, Congress and President 
John F. Kennedy offered states an opportunity to achieve better results for people in poverty.  A 
Section 1115 waiver is a multi-year agreement (usually five years) negotiated between the 
Secretary of HHS and the Governor of a state.  In exchange for federal funds, the state agrees 
to administer the new program in a manner that is budget neutral to the federal government and 
to evaluate whether the new program achieves its intended goals. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.”  


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in “Introduction to Benefit Cliffs and Public Assistance Programs” “Benefits cliffs (the 
cliff effect) refer to the sudden and often unexpected decrease in public benefits that can occur 
with a small increase in earnings.”12  “While minimum wages differ state to state, the risk of 
falling off a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour.  
The economic consequences of benefits cliffs impact both families and employers: businesses 
are unable to meet their workforce needs because workers have a disincentive to increase 
hours or advance in a job, and families experience economic instability and limited economic 
mobility.”13 Many individuals reduce their risk by foregoing additional income, which typically 
impacts the number of hours worked over a year’s time. 


Moreover, employer-sponsored health insurance coverage typically includes a deductible and 
other cost-sharing obligations that must be paid by the employee.  Individual health care 
marketplace plans also include out-of-pocket payments, even if the premium is 100% 
subsidized by the federal government.  In contrast, premiums are prohibited for Medicaid 
coverage and cost-sharing is nominal. 


For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level.  Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls.  


 


 
12 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs  
13 Ibid. 



https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels.  In accepting federal 
funding, states also had greater flexibility in administering the program.  CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost-
sharing responsibilities) as income increases. 


The” benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce.  Nationally, it is estimated that 42 
percent of Medicaid beneficiaries aged 19-64 are employed.  However, most are not working 
full-time, full-year jobs. Approximately 23 percent of this age group are not working due to a 
disability and another 35 percent are parents with dependent children.14 


Full-time employment is the solution to poverty.  The U.S. Census Bureau estimates that 20 
million people, 10% of the total population of individuals age 18 to 64, were living in poverty in 
2023.  Only 1.8% of full-time workers were living in poverty, compared to 11.7% who worked 
part-time and 29.7% who did not work.15 


The 2024 federal poverty level (FPL) for a single person was $15,060.16 The minimum wage in 
Arkansas is now $11 per hour.  A single person working full-time, year around (2080 hours) 
would earn $22,880, or 152% of FPL, exceeding the upper threshold for ARHOME eligibility 
(138% FPL).  A person in this situation could be covered by employer sponsored insurance or 
qualify for subsidies to directly purchase coverage through the Marketplace.  


Here is where the ACA diverged from the CHIP model.  Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 


In the unique American system of health insurance, the federal government subsidizes 
coverage across various sources including through subsidies for employer-sponsored health 
insurance without regard to income level through the tax code.  According to a September 2023 
report by the Congressional Budget Office (CBO), the federal government will provide subsidies 
totaling $25 trillion over the next ten years across Medicare ($11.7 trillion), Medicaid and CHIP 
($6.3 trillion), employment-based coverage ($5.3 trillion), ACA marketplace plans ($1.1 trillion) 
and other federal sources ($0.6 trillion).17 


As Chief Justice Roberts wrote in the Supreme Court decision, NFIB v Sebelius, which upheld 
the constitutionality of the ACA, “It [Medicaid] is no longer a program to care for the neediest 
among us, but rather an element of a comprehensive national plan to provide universal 


 


 
14 https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-
unwinding.pdf  
15https://www2.census.gov/library/publications/2024/demo/p60-283.pdf  Table A-1 p.20 
16 https://www.govinfo.gov/content/pkg/FR-2024-01-17/pdf/2024-00796.pdf  
17 https://www.cbo.gov/system/files/2023-09/59273-health-coverage.pdf  



https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf

https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-unwinding.pdf
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coverage.  Indeed, the manner in which the [Medicaid] expansion is structured indicates that 
while Congress may have styled the expansion a mere alternation of existing Medicaid, it 
recognized it was enlisting the States in a new health care program.”18Thus, Medicaid is a part 
of, rather than separate from, the rest of the health care coverage system.  


The purpose of this waiver is to provide a bridge over the “benefits cliff” that discourages people 
from moving into the working class. Pathway to Prosperity will increase individuals’ 
understanding of the value of health insurance and show individuals how to maintain health care 
coverage as they prepare to move out of poverty and support them on their pathway to 
independence. 


It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act.  The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  The collective 
interdependence of Social Security is built on the foundation of individual workers.  Without 
enough productive, healthy workers, Social Security will collapse.  An individual’s future benefits 
as a retiree are based on his/her own work history. 


Public Health Emergency Unwind Reduced Medicaid Enrollment as was Expected 
Some empirical evidence exists for what happens to health coverage for adults moving out of 
Medicaid into other coverage, but research is limited. Pathway to Prosperity will thus make a 
significant contribution to this body of knowledge. In estimating the potential impact of the 
Pathway to Prosperity amendment on coverage, DHS reviewed available research on changes 
in coverage among previously enrolled individuals whose coverage was terminated due to the 
end of the Public Health Emergency (PHE). For example, in August 2022, the HHS Assistant 
Secretary for Planning and Evaluation (ASPE) released an Issue Brief that found “[a]lmost one-
third (2.7 million) of those predicted to lose eligibility are expected to qualify for Marketplace 
premium tax credits.”19 In April 2023, ASPE released an Issue Brief that found “[a]pproximately 
2 million (15 percent) working Medicaid enrollees aged 19-64 also report having employer 
sponsored insurance …”.20  Thus, HHS itself expected individuals who lost Medicaid eligibility 
would move into other coverage. 


The PHE unwind in Arkansas, saw enrollment in the new adult group with QHP coverage reach 
307,819 individuals in September 2022.  Two years later with the return to the normal eligibility 
redetermination process there are now nearly 190,000 covered through QHPs.  


Lessons Learned 
Arkansas and Kentucky were the first states to receive approval for implementing Medicaid work 
and community engagement requirements for their adult expansion populations. Both states 
were ultimately sued by plaintiffs who alleged they experienced harm from the requirements. 
This Pathway to Prosperity amendment reflects lessons learned from Arkansas’s efforts in 
2018-2019 to require working-age, nondisabled adults to participate in workforce activities as a 
condition of maintaining eligibility for Medicaid under the expansion program, then known as 


 


 
18 https://supreme.justia.com/cases/federal/us/567/519/ p.54 
19 https://aspe.hhs.gov/sites/default/files/documents/dc73e82abf7fc26b6a8e5cc52ae42d48/aspe-end-
mcaid-continuous-coverage.pdf  
20 https://aspe.hhs.gov/sites/default/files/documents/779b6ef3fbb6b644cdf859e4cb0cedc6/medicaid-esi-
unwinding.pdf  
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“Arkansas Works.” Assessments of Arkansas Works showed that many people did not know 
whether they were subject to participation requirements and, if they were, what they needed to 
do monthly to demonstrate compliance.   


Other lessons learned include the importance of providing clear communications through 
multiple means, simplicity in design, and the need for personal interaction rather than over-
reliance on technology.  Pathway to Prosperity will use data-matching to identify individuals who 
could benefit from extra support to reach health and economic goals.  However, one of the 
lessons learned in Arkansas Works is the limitation of data matching.  Researchers at the Urban 
Institute found that “[d]espite DHS’s efforts to identify exempt beneficiaries, advocates and 
various stakeholders were concerned that many enrollees were ‘falling through the cracks.’  
They were particularly concerned about beneficiaries with medical conditions that prevented 
them from working.  Two providers we spoke with told us they had patients with disabilities who 
should have received exemptions but had not.”21  Thus, DHS will not rely solely on data 
matching to assess individuals’ needs for support. 


In developing the Pathway to Prosperity framework, DHS also considered the lessons learned 
from the unwinding of the COVID PHE, which included further enhancements to the Arkansas 
Medicaid Enterprise System. 


Some of these lessons are to: 


• Apply new program requirements to the entire population in a more streamlined way.  
The previous work requirement was to be implemented in phases by age group over a 
two-year period and exempted certain populations, which resulted in confusion and 
uncertainty. 


• Increase personal contact. The DHS and DHS-sponsored communications and 
interventions were too far removed to be utilized effectively. 


• Simplify how engagement is demonstrated by discontinuing the previous monthly 
reporting requirement and using data matching and/or regular audits of activity/income in 
lieu of manual reporting by the beneficiary.  


Data Matching, Success Coaching, and Personal Development Plan 
DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals.  Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household,22 length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement.  


 


 
21 https://www.urban.org/research/publication/lessons-launching-medicaid-work-requirements-arkansas 
p.20. 
22 Current data matching shows that 58,241 ARHOME enrollees or 30.5% have a dependent child in the 
household 
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As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions.  DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


By engaging the individual in Success Coaching, it may become clear that the individual is on 
track and does not need further assistance.  The individual’s information will be updated in the 
ARHOME case management system and in the Medicaid Enterprise System. If engagement 
with Success Coaching determines that the individual would benefit from additional support, the 
eligible individual will receive focused care coordination services, including the development and 
monitoring of a Personal Development Plan (PDP). An individual’s PDP may include goals that 
address: 


• Being healthy: being healthy is much broader than receiving a medical service; it 
includes the individual’s physical, mental, and social well-being; 


• Employed: employment is vital to a person’s long-term health as poverty is directly linked 
to poor health outcomes;  


• Advancing: advancement comes from a variety of activities including career training and 
workforce development; 


• Learning: includes formal education, vocation education, and enhancing skills; and 
• Serving: includes a variety of ways of supporting others in one’s community and in one’s 


own home. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services.  Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs. Success Coaching training will include assisting individuals in understanding the 
long-term implications of employment including future Social Security benefits for dependents 
and retirees as well as maintaining health care coverage.23   


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system.   


Consequence 
Despite these opportunities, DHS anticipates that some individuals will choose not to participate 
in any of these investments in their health and economic stability.  Individuals who refuse to 
cooperate with DHS and decline to use services and incentives covered by QHPs will have their 
ARHOME coverage suspended. ARHOME benefits can be restored if the individual 
subsequently chooses to engage in Success Coaching to get “on track” with their PDP. 
Coverage 


 


 
23 See https://www.urban.org/research/publication/balancing-edge-cliff  
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In the design of the Pathway to Prosperity amendment, DHS is cognizant of the situations and 
circumstances of the plaintiffs involved in the work requirements litigation Gresham v Azar.  
Pathway to Prosperity will address the courts’ analysis that “… the Secretary’s failure to 
consider the effects of the project on coverage alone renders his decision arbitrary and 
capricious; it does not matter that HHS deemed the project to advance other objectives of the 
act (emphasis added).24 The Amendment makes significant policy and procedural changes from 
the previous version to respond to the question of coverage.   


The design of Pathway to Prosperity also reflects the recent U.S. Supreme Court decision in 
Loper Bright Enterprises v Raimondo25 in how the courts are to evaluate administrative actions.  
While Title XI of the Social Security Act (the Act) provides the Secretary of the Department of 
Health and Human Services with broad authority for determining the purposes of Title XIX of the 
Act, the lower courts in Gresham v Azar provide an important framework for evaluating how the 
Secretary fulfilled his responsibilities.26 


For low-income, working age, able-bodied adults, Medicaid should be just a stop along an 
individual’s pathway to a healthy life, and not the destination. With approval of the Pathway to 
Prosperity amendment, DHS will assist individuals achieve their own health goals including 
physical health, mental health, and social supports provided by QHPs, employers, workforce 
development, and faith and community partners. With such assistance, more Arkansans will find 
a pathway to achieve economic independence and self-sufficiency for themselves and their 
families.  The amendment is designed to assist many more Arkansans to move from Medicaid 
into private insurance coverage. 


2.1 Summary of Current ARHOME Section 1115 Demonstration 


The current ARHOME waiver, approved for the period running January 1, 2022, through 
December 31, 2026, continues the preexisting structure in which Arkansas Medicaid purchases 
coverage from QHPs for the majority of program enrollees. Current benefit packages for QHPs 
and FFS also remained the same in the ARHOME renewal waiver.  


Arkansas Medicaid currently provides coverage to more than 220,000 individuals in the new 
adult group. Approximately 188,000 of these individuals receive coverage through QHPs. Under 
the approved Demonstration, DHS makes monthly capitated payments to the QHPs to cover the 
cost of premiums. It also makes advanced cost sharing reduction (ACSR) payments to the 
QHPs to reimburse providers the cost of deductibles and copayments. The difference between 
the ACSR payments and actual cost sharing payments from the QHPs to providers is reconciled 
annually. The estimated total cost of the ARHOME program in calendar year 2024 was 
approximately $2.2 billion.  


Another way to measure the value of the state’s contribution to coverage is the Actuarial Value 
(AV) of these payments to QHPs. The QHPs also sell individual health insurance products 
available through the Federally Facilitated Marketplace (FFM).  Health plans offered in the 
individual and small group markets, both inside and outside of the Exchanges must provide a 


 


 
24 Ibid. p. 23 
25 https://www.supremecourt.gov/opinions/23pdf/22-451_7m58.pdf 
 
26 https://clearinghouse.net/doc/101905/  
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minimum AV for purposes of determining levels of coverage to a standard population.  Under 
federal law, a Bronze Plan must have an AV of 60 percent which means the plan will cover 60% 
of expected total costs for health services for those enrolled in the QHP.  The AV is 70% for a 
Silver Plan; 80% for a Gold Plan; and 90% for a Platinum Plan. 


Arkansas Medicaid purchases coverage that is equivalent to the cost of the second-lowest 
Silver Plan available in the state’s FFM.  As the state is prohibited from charging premiums and 
cost-sharing is limited to 5% of a household’s income, the AV from the perspective of a 
Medicaid enrollee exceeds 94%.  For those with income at or below 20% FPL (46% of 
ARHOME enrollees) who have no obligation for copayments, the AV is 100%. 


When an individual’s household income increases to above 138% FPL, the individual can 
remain in the same plan with the same Essential Health Benefits (EHB) and network of 
providers. This seamless transition is unique to Arkansas because of the 2014 waiver and 
provides a way for individuals to avoid the benefits cliff Medicaid enrollees typically face when 
their incomes increase. Although Medicaid would no longer pay premiums on behalf of an 
individual who is no longer eligible due to a higher income level, the majority likely would qualify 
for federal tax subsidies to cover all or some of their health care costs.  


Everyone who is determined eligible for Arkansas Medicaid under the new adult group begins 
coverage in the Medicaid FFS delivery system. Approximately 24,000 beneficiaries per month 
are temporarily in FFS awaiting enrollment into a QHP. Beneficiaries may choose a QHP at time 
of enrollment. However, if a beneficiary does not pick a plan within 42 days of enrollment, DHS 
auto-assigns the beneficiary to a QHP.  


The benefits for the new adult group, both in QHPs and FFS, meet the requirements of the 
Essential Health Benefit (EHB) package. QHPs form their own provider networks throughout the 
state and FFS does as well. DHS data analysis shows that the Medicaid FFS provider network 
(including primary care physicians and specialists) is similar to the number of providers in the 
networks offered by the QHPs. However, some providers may limit the number of Medicaid 
enrollees they serve due to lower Medicaid reimbursement rates.  The QHPs pay providers at 
commercial rates. 


Beyond benefits and provider networks, enrollment in a QHP provides certain advantages to 
beneficiaries compared to FFS. These include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care.  


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories.  


2.2 Overview of Program Goals  


The current Demonstration’s goals include, but are not limited to: 


• Providing continuity of coverage for individuals; 
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• Improving access to providers; 
• Improving continuity of care across the continuum of coverage; 
• Furthering quality improvement and delivery system reform initiatives that are successful 


across population groups; 
• Improving health outcomes for Arkansans, especially in maternal and infant health, rural 


health, behavioral health, and those with chronic diseases; 
• Providing supports to assist beneficiaries, especially young adults in target populations, 


to move out of poverty; and 
• Slowing the rate of growth in federal and state spending on the program so the 


demonstration will be financially sustainable. 


In 2014, the uninsured rate for 19–to-64-year-olds in Arkansas was 17.7%.  By 2023, the 
uninsured rate for this age group had declined to 12.5%.27  However, despite the gains in health 
insurance coverage, Arkansas continues to struggle to improve its rankings among states for 
measuring health outcomes and for reducing poverty. For many Arkansans, health coverage 
alone has not been sufficient to improve their health and economic conditions. 


Alleviating the effects of poverty upon beneficiaries, and the public as a whole, is a very 
important objective of the Medicaid program. In fact, the very first section of the Medicaid Act 
demonstrates the Congressional intent for appropriating federal funds to the program each fiscal 
year.  The funds are to furnish: “1) medical assistance on behalf of families with dependent 
children and of aged, blind, or disabled individuals whose income and resources are insufficient 
to meet the costs of necessary medical services, and 2) rehabilitation and other services to help 
such families and individuals attain or retain capability for independence or self care."28    
This squares with one of the specified goals of the current waiver, which is “[p]roviding supports 
to assist beneficiaries, especially young adults in target populations to move out of poverty …”.29 
Medicaid has been described as an anti-poverty program from its very origins. CMS and the 
U.S. Department of Health and Human Services (HHS) recognize the correlation between 
poverty, poor health, and shortened life expectancy. The Healthy People 2020 report called 
poverty “an important public health issue” and stated, “researchers agree that there is a clear 
and established relationship between poverty and socioeconomic status, and health 
outcomes—including increased risk for disease and premature death.”30 The updated Healthy 
People 2030 continues to recognize economic stability as a key social determinant of health, 
and the federal initiative includes several objectives aimed at reducing the proportion of people 
living in poverty and increasing employment in working-age people.31  


The amendment aligns fully with the health objectives of ARHOME, as data show that poverty is 
closely connected to poor health outcomes and even premature death. According to the 
American Academy of Family Physicians paper, “Poverty and Health – The Family Medicine 
Perspective,” “[p]overty affects beneficiaries insidiously in other ways that we are just beginning 


 


 
27 https://www.commonwealthfund.org/datacenter/uninsured-adults  
28 42 U.S.C.A. §1396-1 (emphasis supplied). 
29 Approved ARHOME Section 1115 Demonstration, p.8. 
30 National Center for Health Statistics. Healthy People 2020 Final Review. 2021. DOI: https://dx.doi.org/10.15620/cdc:111173  
31 Office of Disease Prevention and Health Promotion, https://health.gov/healthypeople/objectives-and-data/browse-
objectives/economic-stability  



https://www.commonwealthfund.org/datacenter/uninsured-adults

https://dx.doi.org/10.15620/cdc:111173

https://health.gov/healthypeople/objectives-and-data/browse-objectives/economic-stability

https://health.gov/healthypeople/objectives-and-data/browse-objectives/economic-stability





16 


to understand. Mental illness, chronic health conditions, and substance use disorders are all 
more prevalent in populations with low income.”32  


The negative impact of long-term poverty does not just affect adults, but carries forward 
throughout the lifetimes of their children as well. According to a paper by the Urban Institute, 
“[b]eyond issues of economic inequality that arise when millions of children live in poor and 
persistently poor families, poor children can perpetuate the cycle as they become adults. Prior 
research shows that children who are born poor and are persistently poor are significantly more 
likely to be poor as adults, drop out of high school, have teen premarital births, and have patchy 
employment records than those not poor at birth …”.33 According to a study, “Early Childhood 
Development and Social Determinants,” [t]he earliest years of a person’s existence is thought to 
be the most crucial for his or her development. What happens to a child in the early years is 
crucial to the child’s life course and developmental trajectory.”34  


Movement from one source of coverage to another is a routine feature of the American health 
insurance system. For example, the headline of a Georgetown University paper in February 
2024 was “Marketplace Enrollment Surges Among Those Losing Medicaid Coverage During 
Unwinding.”35 On December 20, 2024, the headline from CMS was “HealthCare.gov Breaks 
New Record with 16.6 Million Consumers Signing Up for Coverage—The Highest Ever for 
January 1 Coverage.”36 


The relationship between income and health is well-established. Adults experiencing poverty 
may struggle to access adequate food, housing, or childcare, and subsequently experience 
elevated stress and associated health risks.37 For example, adults living in poverty are at a 
higher risk of adverse health effects from obesity, smoking, and substance use. Additionally, 
older adults with lower incomes experience higher rates of disability and mortality.38 Individuals 
with lower income are also less likely than individuals with higher income to access preventive 
healthcare, decreasing the likelihood that a health issue can be identified and addressed before 
it worsens.39  


By contrast, raising one’s income is associated not only with improved health, but greater quality 
of life. People with higher incomes report lower prevalence of disease, live longer, and report 
fewer feelings of worthlessness, hopelessness, and sadness.40 Because of the close connection 
between poverty and poor health, policies that drive economic advancement can be associated 
directly to improved health outcomes. Research has found that earnings and asset development 
programs that increase the economic self-sufficiency of low-income families can offer promise 
for improving health.41 Therefore, economic policies that create jobs and teach marketable skills 
not only foster economic success, but also lead to better health outcomes due to the strong 


 


 
32https://www.aafp.org/about/policies/all/poverty-health.html p.3  
33 https://www.urban.org/sites/default/files/publication/32756/412659-Child-Poverty-and-Its-Lasting-Consequence.PDF p. 9 
34 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9596089/pdf/cureus-0014-00000029500.pdf  
35 https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid-
coverage-during-unwinding/  
36 https://www.cms.gov/about-cms/contact/newsroom  
37 https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks  
38 https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty 
39 https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks  
40 https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-
Longevity.pdf  
41 Id.  



https://www.aafp.org/about/policies/all/poverty-health.html

https://www.urban.org/sites/default/files/publication/32756/412659-Child-Poverty-and-Its-Lasting-Consequence.PDF

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9596089/pdf/cureus-0014-00000029500.pdf

https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid-coverage-during-unwinding/

https://ccf.georgetown.edu/2024/02/07/marketplace-enrollment-surges-among-those-losing-medicaid-coverage-during-unwinding/

https://www.cms.gov/about-cms/contact/newsroom

https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks

https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/poverty

https://www.commonwealthfund.org/blog/2018/healthy-low-income-people-greater-health-risks

https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf

https://www.urban.org/sites/default/files/publication/49116/2000178-How-are-Income-and-Wealth-Linked-to-Health-and-Longevity.pdf





17 


connection between health and income.42  Healthcare, or receiving services related to health 
conditions, whether that be preventive care or an emergency interdiction for an acute condition, 
is not an end in itself.  The American Medical Association Code of Medical Ethics defines basic 
healthcare as a “fundamental human good because it affects our opportunity to pursue life 
goals, reduces our pain and suffering, helps prevent premature loss of life, and provides 
information needed to plan for our lives.”43  


This Pathway to Prosperity amendment will be part of beneficiaries’ pathways as they seek to 
advance their careers and improve their lives, their families, and their communities. Some adults 
on Medicaid will create their own opportunities and find their own pathway to full employment 
and independence without assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and 
more formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in 
their current circumstances and empower them to engage in accessing the opportunities that 
exist within each community.    


Section III: Proposed Amendment  


3.1 Requested Program Enhancements  


The amendment will create new paths and opportunities for beneficiaries to improve their overall 
health and financial well-being. These tenets align directly with the objectives of the Medicaid 
program in several key aspects. First, the principal objective of the Medicaid program is to 
provide health care coverage. The Pathway to Prosperity amendment intends to increase the 
use of vital medical and social services. The Pathway to Prosperity amendment adds a new 
service, focused care coordination, which will lead to accessing resources an individual needs 
to address his/her HRSNs. As such, the amendment aligns with other very important objectives 
of the Medicaid program, as detailed in the Social Security Act, which include supporting 
beneficiaries as they attain or retain capacity for independence. 44  


The amendment recognizes there are significant differences in the characteristics of ARHOME 
enrollees.  DHS can stratify the population by demographics including age, income level, family 
size and rural/urban communities.  It should be expected that many participants will be enrolled 
temporarily.  However, this will vary by age and income level. For example, the expected 
turnover rate for a 64-year-old is 100% as the individual will age out of Medicaid and move onto 
the Medicare program. 


Data for assessing how long people are enrolled in ARHOME is skewed by the continuity of 
coverage provision that was in effect during the PHE and may not be reliable.  DHS will 


 


 
42 Id. (See also, Healthy People 2030, Employment Literature Summary available at https://health.gov/healthypeople/priority-
areas/social-determinants-health/literature-summaries/employment#cit34; Robert Wood Johnson Foundation, How Does 
Employment, or Unemployment, Affect Health? available at https://www.rwjf.org/en/insights/our-research/2012/12/how-does-
employment--or-unemployment--affect-health-.html; Social Determinants of Health: Employment at 
https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-Discrimination/Social-Determinants-of-
Health-Employment.) 
43 AMA Code of Medical Ethics, Opinion 11.1.1 Defining Basic Health Care, https://code-medical-ethics.ama-assn.org/ethics-
opinions/defining-basic-health-care  
44 42 U.S.C.A. §1396-1 



https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/employment#cit34

https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/employment#cit34

https://www.rwjf.org/en/insights/our-research/2012/12/how-does-employment--or-unemployment--affect-health-.html

https://www.rwjf.org/en/insights/our-research/2012/12/how-does-employment--or-unemployment--affect-health-.html

https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-Discrimination/Social-Determinants-of-Health-Employment

https://www.nami.org/Advocacy/Policy-Priorities/Supporting-Community-Inclusion-and-Non-Discrimination/Social-Determinants-of-Health-Employment
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recalculate the rate of beneficiaries who remains on Medicaid for each age group and income 
group annually. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


Role of Success Coaching 
DHS will assign Success Coaching for individuals who are identified as most at risk of long-term 
poverty. As an individual engages in Success Coaching, additional information may show that 
the person is “on track” and has no need for the additional focused care coordination services.   


If DHS confirms that an individual is not on track, Coaching will provide focused care 
coordination services to the eligible individual including the establishment and monitoring of a 
Personal Development Plan (PDP).   


Being healthy is much broader than just receiving medical services, although determining 
whether an individual is accessing services is an important consideration.  An individual’s goals 
to become or remain healthy may include engaging in a wide range of activities including 
quitting smoking, increasing physical activity, and improving nutrition.  Success Coaching might 
connect the individual to a variety of community resources.  For example, more communities are 
adopting “food as medicine” strategies which might be part of an individual’s PDP.   


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  A person who is unemployed will benefit from the support of Success Coaching that 
can connect the individual with needed resources such as transportation. 


Advancement comes from a variety of activities including training, workforce development, 
apprenticeships, and internships. 


Learning includes formal education, vocational education, and a variety of activities that 
enhance a person’s skills such as through a mentoring program.  


Serving may be demonstrated in a variety of ways.  For some, service in one’s own home to 
care for a child, an elderly parent, or a person with a disability may be the person’s highest 
priority at a given point in time. 


Success Coaching will be delivered by entities experienced in working with individuals who face 
the challenges of poverty.  Among other things, they will be thoroughly knowledgeable about 
resources available in the person’s local community.  


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
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2. Identifying any HRSN and assisting the individual access community services to address 
HRSN; 


3. Development of an individualized PDP that facilitates access to opportunities for 
employment, education, and training, including technical skill development, resume 
writing, interview coaching and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12-
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP.  


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed.  


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers45 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 


Early Movers 
With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold.  These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data.  DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


Suspension from ARHOME Coverage 
If through Success Coaching it is determined that an individual is not on track and fails to 
cooperate, the Success Coaching entity may make a recommendation to suspend ARHOME 
coverage.  The recommendation will be reviewed by a three-person DHS panel.  If the 


 


 
45 https://jobseeker.launch.arkansas.gov/  



https://jobseeker.launch.arkansas.gov/
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suspension is approved, the individual will receive a written notice of the action with a right to 
appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program.  To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP.  As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility.   


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


Implementation  
The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026.  


3.2 Impact of Proposed Amendments  


3.2.1 Impact to Eligibility  


Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility.  


3.2.2 Impact to Delivery System 


In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE.  


Pathway to Prosperity will help identify the model of care most appropriate for an individual.  For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care.  An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program.  Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program.  In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual.  During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 
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3.2.3 Impact to Covered Benefits/Cost Sharing  


The QHPs provide an Essential Health Benefit (EHB) Plan that meets the requirements of 
coverage available through the federal individual insurance Marketplace. A major benefit of 
QHP coverage is continuity of coverage. The QHPs provide health insurance coverage through 
the individual insurance Marketplace. Thus, an individual enrolled in a QHP whose income 
increases above Medicaid eligibility will be able to stay in the same plan with the same benefits 
and providers.  This continuity of coverage (and with continuity of substantial federal subsidies) 
may help avoid disruption in medical treatment over time. In addition, the QHPs are required to 
offer incentives to their members that are not available to the general Medicaid population.   


After Success Coaching has been assigned to an unemployed individual, he/she will have three 
months to demonstrate he/she is “on track.”  The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 


or cooperate with their PDP; 
3. QHP benefits are restored after the individual contacts DHS with agreement to 


cooperate with their PDP; 
4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 


program for individuals with serious mental illness); 
5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare);  
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if is redetermined to be eligible and chooses a QHP at open 


enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal. The Amendment does not make 
any changes to cost sharing. 


Section IV: Requested Waivers and Expenditure Authority 


The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022.  


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following:  


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group.  


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan.  
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Statewideness         Section1902(a)(1)  
To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis.  


Freedom of Choice         Section 1902(a)(23)(A)  
To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System  


Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


Section V: Evaluation and Program Oversight 


5.1 Evaluation and Demonstration Hypothesis 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage  
Experience shows that coverage alone is not sufficient to improve health outcomes.  Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services.  However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 
Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 
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With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage.  Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Engagement with Success Coaching may result in eight potential outcomes related to coverage: 


1. “On track” and QHP benefits continue; 
2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 


or cooperate with their PDP; 
3. QHP benefits are restored after the individual contacts DHS with agreement to 


cooperate and get “On track” with PDP; 
4. Moves to Other Medicaid model of care (FFS for medically frail or the PASSE program 


for individuals with serious mental illness); 
5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); or 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination. 
8. Moves back to QHP if is redetermined to be eligible and chooses a QHP at open 


enrollment. 


DHS will calculate an “Expected Move Rate” for each of these outcomes. As the PHE skewed 
the outcomes in prior years, DHS will start with data collected in 2024 and 2025.  The 
Evaluation will compare the “Expected Move Rate” to “Actual Move Rate.” 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN.  
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing.  As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 


 


Goals and Hypotheses Table 1 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


1 


Increasing 
household 
income 


A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


1.A 


Change in earnings 
reported for those who 
are unemployed 
(<21% FPL)  


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 
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B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


1.C 


Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


2 


Improving 
utilization of 
services and 
appropriate-
ness of care A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


2.A.1 


 
Medicaid Adult Core 
Set Measures 


Beneficiaries 
not engaged 
with Success 
Coaching 


B 


 Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non-
emergent use of 
emergency 
department 
services 


2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 


C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


2.C.1 Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


2.C.2 All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


2.C.3 
Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 
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admissions and 
readmissions 


High-Risk Chronic 
Conditions 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


3.A 
Comparisons of 
expected move rate to 
actual move rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 


Maintain 
coverage in 
most 
appropriate 
model of 
care 


B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


3.B 


Comparisons of 
changes in model of 
care to historical 
changes 


Beneficiaries 
not engaged 
with Success 
Coaching 


4 


Reducing 
health-
related 
social 
needs 
(HRSN) 
through 
intervention 


A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health-
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


4.A.1 HRSN Population 
Comparisons 


Beneficiaries 
not engaged 
with Success 
Coaching 


B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


4.B.1 HRSN 
Screening/Intervention  


Beneficiaries 
not engaged 
with Success 
Coaching 
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5.2 Oversight, Monitoring, and Reporting  


DHS will abide by all existing Demonstration reporting and quality and evaluation plan 
requirements, including the requirements outlined in the approved Monitoring Protocol. DHS will 
continue to monitor and track QHP performance and adherence to program expectations. 
Ongoing oversight of Life360 HOMEs will also remain a priority of the state as it tracks selected 
quality of care and health outcomes metrics for this key initiative. Finally, the state will 
incorporate tracking, monitoring, and reporting requirements as necessary for focused care 
coordination provided through Success Coaching. Quality of care and participant outcomes data 
will be collected and analyzed.  


Section VI: Budget Neutrality Impact 


The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Services Infrastructure 


Demonstration Year (DY)  Proposed Limit  Proposed Limit 


DY01   $6.6  $4.1 


DY02   $6.9  $0.6 


DY03   $7.2  $0.6 


DY04   $7.6  $0.6 


DY05   $8.0  $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time.  During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.”  


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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Assumptions 
The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries.  
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable.  Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation.  Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months.  


Estimated Savings Under Current Assumptions Table 3 
 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 


The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 


For a full development of these values please see the actuarial statement at Attachment 1. 
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Section VII: Public Notice & Comment Process 


7.1 Overview of Compliance with Public Notice Process  


In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 
provide input on the Amendment through a formal thirty-day public notice and comment process 
which ran from date to be provided, through date to be provided. During this time, the state will 
hold two dedicated public hearings.  


Public Notice 
The state verifies that the abbreviated public notice of the Amendment application was 
published on date to be provided to the Arkansas Democrat-Gazette, the newspaper with widest 
circulation in each city with a population of 100,000 or more in accordance with 42 CFR 
§431.408(a)(2)(ii). In addition, DHS used its standard electronic mailing list of interested parties, 
comprised of more than 150 individuals and organizations, to notify the public of the 
Amendment, the public hearings, and the opportunity to comment on the waiver Amendment 
draft. While there are no federally recognized tribes in the state of Arkansas, DHS proactively 
reached out to tribal representatives in neighboring Oklahoma to ensure all interested parties 
were included in the electronic mailing list and able to participate in the public comment period.  


A copy of the formal public notice shall be attached as Attachment 2 and a copy of the 
abbreviated public notice document shall be attached as Attachment 3. Both documents, along 
with a copy of the complete Amendment draft, will also made available for viewing in hard copy 
format as well as on the state’s website: https://humanservices.arkansas.gov/rules/arhome/.  


Public Hearings 
DHS will hold two public hearings during the notice and comment period in geographically 
diverse areas of the state. The hearings were attended by interested persons both in person 
and via the Zoom platform.  


The state confirms that the two public hearings will be held on the following dates and physical 
locations, in addition to being available for statewide virtual participation, as scheduled and as 
publicized in the formal notice:  


Public Hearing #1 
 


Public Hearing #2 
 


Date, time, and place to be provided 
 
 


Date, time, and place to be provided 
 


  


7.2 Summary of Public Comments & State Responses 


To be added after the public comment period. 


Section IX: State Contact 


Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 
Arkansas Department of Human Services 



https://humanservices.arkansas.gov/rules/arhome/
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Telephone Number: (501) 682-1001 
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Attachment 1: Budget Neutrality  
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Attachment 2: Public Notice 
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Attachment 3: Abbreviated Public Notice  
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Division of Medical Services 
P.O. Box 1437, Slot S295, Little Rock, AR 72203-1437 


P: 501.682.8292 F: 501.682.1197 
 


We Care. We Act. We Change Lives. 
humanservices.arkansas.gov 


 


MEMORANDUM 
 
 
 
 


TO: Interested Persons and Providers 
 
FROM: Elizabeth Pitman, Director, Division of Medical Services 
 
DATE: February 26, 2025  
 
SUBJ: THIRD NOTICE:  ARHOME Amendment—Pathway to Prosperity 
 
 
The Public Notice for this amendment has been updated to include a fourth public hearing on 
March 3, 2025, at 11:00 AM.  The hearing will be in-person and online via Zoom.     
 
As a part of the Centers for Medicare and Medicaid Services (CMS) Medicaid 1115 Demonstration 
waiver process, attached for your review and comment is a proposed amendment to the ARHOME 
waiver.  
 
Public comments must be submitted in writing at the above address or at the following email 
address: ORP@dhs.arkansas.gov  Please note that public comments submitted in response to this 
notice are considered public documents. A public comment, including the commenter’s name and 
any personal information contained within the public comment, will be made publicly available 
and may be seen by various people.  
 
If you have any comments, please submit those comments no later than March 3, 2025. 
 
All DHS proposed rules, public notices, and recently finalized rules may also be viewed at: 
Proposed Rules & Public Notices. 
 



mailto:ORP@dhs.arkansas.gov
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Pathway to Prosperity  
Zoom Public Hearing (02/12/25 @ 10:30 AM CST) 
 
Mac Golden: Good morning, everyone.  Welcome to the public hearing regarding the Pathway to 
Prosperity Amendment to Medicaid Section 1115 demonstration project Arkansas Health and 
Opportunity for Me.  I will be reading the notice in a moment and then we will open the floor for 
public comments.  Please utilize the raise hand feature via Zoom if you would like to make a 
comment on the record. All official responses to public comments will appear on the DHS 
proposed rule website after the comment period concludes.  I will now read the notice, which is 
very long so please bear with me.  
 
Abbreviated Public Notice For Proposed Amendment to Medicaid Section 1115 Demonstration 
Project, Arkansas Health and Opportunity for Me (ARHOME) 
 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is  
providing public notice of its intent to submit to the Centers for Medicare & Medicaid  
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity  
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive  
comments on the amendments to the Demonstration. 
 
In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment  
request and serves to formally open the 30-day public comment period, which will begin February 
2, 2025 and conclude on March 3, 2025. 
 
Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to 
include the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success  
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health  
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0%  
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 
 
2) DHS will utilize data matching to the extent possible to identify individuals who may benefit  
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through  
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and  
Technical Education, as well as local community partners, to provide focused care coordination  
services to eligible individuals. Success Coaching will be delivered by entities that have  
experience of working with individuals who face the challenges of poverty and will include  
training to provide focused care coordination services. Focused care coordination services  
include the establishment and monitoring of a Personal Development Plan (PDP). 
 
3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health  
outcomes. If a person is not employed, or is at risk of long-term dependency, he or she must  
be engaged in qualifying advancement described in the PDP to be considered “on track.”  
Advancement can come from a variety of activities including training, workforce development,  
apprenticeships, and internships. Learning includes formal education, vocational education, and  







activities that enhance a person’s skills such as mentoring programs or life skills development.  
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 
 
4) Individuals who decline to participate in Pathway to Prosperity workforce development for three  
months will have QHP benefits, and Medicaid eligibility suspended through the remainder of the  
calendar year. 
 
5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching  
entity of their intention to cooperate with their PDP. As Pathway to Prosperity does not make  
compliance with a condition of eligibility, individuals will not be required to complete a new 
Medicaid  
application unless they have passed their date for their annual redetermination of eligibility.  
 
6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual.  
 
7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and  
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off  
Medicaid due to change in household income and move to other coverage; and 25% will fail to  
cooperate and have benefits suspended. However, DHS assumes 50% of those who were  
suspended will subsequently inform DHS of their willingness to cooperate and thereby have  
benefits restored. 
 
The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026.  


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents 
are also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437,  
Slot S295, Little Rock, Arkansas 72203-1437. 
 
During the public comment period, the public is invited to provide written comments to DHS via US  
postal service or electronic mail, as well as make comments verbally during the two public  
hearings. DHS will hold two public hearings on the following dates, times, and locations: 
 
Public Hearing #1: General Public Forum (online only) 
February 12, 2025, at 10:30 a.m. CST. Virtual participation via Zoom: 
https://us02web.zoom.us/j/83208465081 or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 
 
Public Hearing #2: ARHOME Advisory Panel (in-person and online) 
February 14, 2025, at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Donaghey Plaza South Building, 700 Main Street, Little Rock, Arkansas 72203,  
The hearing will be held in First Floor Conference Room A/B.  
Also available for virtual participation via Zoom: or Zoom Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 







Interested persons should submit all comments to DHS on the proposed amendment on or before  
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South  
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437.  
Please note that public comments submitted in response to this notice are considered public  
documents. A public comment, including the commenter’s name and any personal information  
contained within the public comment, will be made publicly available. 
 
The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil  
Rights Act and is operated and managed and delivers services without regard to religion, disability,  
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy,  
contact the Office of Policy & Rules at 501-320-6428.  Signed Elizabeth Pitman, Director 
Division of Medical Services. 
 
We will now open the floor for public comments.  If you would like to make a public comment, 
please utilize the raise hand feature via Zoom you will be recognized to give a comment on the 
record. 
 
Courtney do you see anyone raising their hand to make a comment?   
 
Courtney Brown: Yes, Jaden Atkins. 
 
Mac Golden: Okay, can you unmute Jaden Atkins and let them give their public comment?  
 
Jaden Atkins: Yes, thank you.  I am Jaden Atkins.  I am an attorney at Legal Aid of Arkansas and my 
comment is really questions that we have after reviewing the waiver proposal. The first is what 
happens practically speaking when someone on ARHome consider to be off track by their success 
coach and doesn’t qualify for existing feature service plans like PASS Medically frail, parent 
takeaway relative, and pregnant women.  The waiver says that it will be suspended but aren’t quite 
so on what that means practically . Will they be disenroll in the health insurance plan and just be 
essentially have their paperwork still with DHS to be put back on if they reach out but practically 
speaking they will lose their health insurance.  Is that correct?   
 
Mac Golden: We need to clarify we are not going to be answering questions today.  But we will 
document all if your questions and will respond in writing once the public comment period 
concludes.  So, if you want to go ahead and state your questions today, we will respond after March 
3rd.  
 
Jaden Atkins: That is my 1st group of questions and then the 2nd is how it develops that the estimate 
for who would be identified by the quote data matching screen at risk/assigned success coaching 
listed on page 27 of the waiver request and what are the parameters that were used to identify 
those people? 
 
Mac Golden: Okay, thank you.  
 
Thank you for your comments and questions if there anyone else who would like to make a public 
comment?  







 
Courtney, do you see anyone else?  
 
Courtney Brown: I do not.  It takes a minute sometimes to get your hand raised. 
 
Mac Golden: We will pause for 15 seconds to give people time to raise their hand.  It looks like 
Jaden Atkins has another comment. 
 
Jade Atkins: I just wanted to note for record here that there was not a passcode posted with the 
Zoom link for this meeting.  I was able to get in because I emailed the office that posted the email 
address with questions, and I know that there is some people who I think that was able to call in but 
I’m not certain that those people have the ability to comment.   
 
Mac Golden: We apologize for that we are not sure why a passcode was added.  We did add it to 
the website right before the meeting because we ourselves were not able to get in.  So, there will be 
another public hearing this Friday and it will be available by Zoom.  So hopefully anyone who wasn't 
able to attend today will be able to attend Friday.  
 
Is there anyone else who would like to make a public comment?  
 
Gavin Lesnick: I will just say people on the phone who cannot raise their hand if they just want to 
unmute, we can try to sort it out that way. 
 
Mac Golden: Okay, how do you want to go about that Gavin?  
 
Gavin Lesnick: I would just say if anybody were on the phone and would like to make a comment 
please unmute and identify yourself and will recognize the first we hear continue. 
 
Neil Sealy: My name is Neil Sealy, and I’m unmuted, can I make a comment?   
 
Mac Golden: Yes sir, give your comment please. 
 
Neil Sealy: Actually, I would like to know what time Friday 14th the comment section?   
 
Mac Golden: It is 10:00 a.m. also. Okay… 
 
Neil Sealy: And that is in the Main DHS building? 
 
Mac Golden: Yes, it will be in person and on Zoom.  The main DHS building on 7th and Main Street, 
on the first floor conference room A and B.  It’s a large conference room.   
 
Neil Sealy: Okay, that’s all.  We will prepare comments and be there.   
 
Mac Golden: Alright, thank you.  
 







Is there anyone else who wants to raise hand or unmute themselves to give a comment today.   
 
Courtney I’m not seeing anyone else.   
 
Courtney Brown: I don’t see anyone else unmuting or trying too either.   
 
Mac Golden:  We thank everyone for attending today and we apologies for the technical difficulties 
we have, and we have another public hearing this Friday.  Thank you.  
 
 
 
 
 
 
 


 
 








Pathway to Prosperity  
Zoom Public Hearing #2 (02/14/25 @ 10:00 AM CST) 
 
Nell Smith: We welcome any panel members who are joining us online.  Welcome to the folks who 
are here for the public hearing in person and also thanks to people who are online participating in 
the public comment process.  I’m going to read an abbreviated notice and then we’re going to take 
public comments, any public comments.  We won’t be responding to questions; we won’t be 
responding to the comments here in the room today, but we are collecting all of those and we’ll 
include them in a written list of comments that are made and responses from DHS that will be 
submitted with our proposal to CMS. So, this is a little lengthy, so here we go. 
 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is  
providing public notice of its intent to submit to the Centers for Medicare & Medicaid  
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity  
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive  
comments on the amendments to the Demonstration. 
 
In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment  
request and serves to formally open the 30-day public comment period, which will begin February 
2, 2025 and conclude on March 3, 2025. 
 
Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to 
include the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success  
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health  
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0%  
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 
 
2) DHS will utilize data matching to the extent possible to identify individuals who may benefit  
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through  
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and  
Technical Education, as well as local community partners, to provide focused care coordination  
services to eligible individuals. Success Coaching will be delivered by entities that have  
experience of working with individuals who face the challenges of poverty and will include  
training to provide focused care coordination services. Focused care coordination services  
include the establishment and monitoring of a Personal Development Plan (PDP). 
 
3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health  
outcomes. If a person is not employed, or is at risk of long-term dependency, he or she must  
be engaged in qualifying advancement described in the PDP to be considered “on track.”  
Advancement can come from a variety of activities including training, workforce development,  
apprenticeships, and internships. Learning includes formal education, vocational education, and  
activities that enhance a person’s skills such as mentoring programs or life skills development.  
Service in one’s community may be demonstrated in a variety of ways, including caring for a 







dependent child, an elderly parent, or a person with a disability. 
 
4) Individuals who decline to participate in Pathway to Prosperity workforce development for three  
months will have QHP benefits, and Medicaid eligibility suspended through the remainder of the  
calendar year. 
 
5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching  
entity of their intention to cooperate with their PDP. As Pathway to Prosperity does not make  
compliance with a condition of eligibility, individuals will not be required to complete a new 
Medicaid  
application unless they have passed their date for their annual redetermination of eligibility.  
 
6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual.  
 
7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and  
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off  
Medicaid due to change in household income and move to other coverage; and 25% will fail to  
cooperate and have benefits suspended. However, DHS assumes 50% of those who were  
suspended will subsequently inform DHS of their willingness to cooperate and thereby have  
benefits restored. 
 
The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026.  


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents 
are also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437,  
Slot S295, Little Rock, Arkansas 72203-1437. 
 
During the public comment period, the public is invited to provide written comments to DHS via US  
postal service or electronic mail, as well as making comments verbally during the three public  
hearings. DHS has already held; this is the second of the three public hearings that DHS will hold.  
The third will be February 19, 2025, at 10 a.m.  Virtual participation via zoom and you can dial in at 
312.626.6799 and with a meeting ID of 817.904.77.440.  No passcode will be required.   
 
Interested parties should submit all comments to DHS on the proposed amendment on or before  
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South  
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437.  
Please note that public comments submitted in response to this notice are considered public  
documents. A public comment, including the commenter’s name and any personal information  
contained within the public comment, will be made publicly available. 
 
The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil  
Rights Act and is operated and managed and delivers services without regard to religion, disability,  
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy,  
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contact the Office of Policy & Rules at 501-320-6428.   
 
Now we will open it up for public comment.  If anyone in the room wants to make a comment, just 
raise your hand.  I think we have a microphone we’ll bring it to you, or people can come up here.  
 
Hold on. 
 
Cammile Richoux: Sure, I have my notes.  Can you hear me, okay?  All right.   
 
Good morning, my name is Camille Richoux and I’m the Health Policy Director at Arkansas 
Advocated for Children and Families. Thank you for the opportunity to provide comments regarding 
the proposed Pathway to Prosperity 1115 proposal.  So, Arkansas advocated for Children and 
Families is very proud of the progress we’ve made in our state ensure every Arkansan has access to 
health coverage because of the great success of the ARHome Program.   
 
Today, most adults in Arkansas have coverage and improved access to important preventative care.  
While the proposal claims it has incorporated lessons from previous efforts, its core premise 
remains deeply flawed.  It creates punitive eligibility requirements that threatens the health and 
well-being of thousands of Arkansans.  So, the waiver proposal equates long-term Medicaid 
enrollment with poor health outcomes citing poverty as a risk factor.  However, this logic is 
fundamental flawed, lack of insurance, not Medicaid coverage is a well-documented risk factor for 
poor health. While the proposal claims that compliance is not a condition of eligibility, suspension 
of coverage is functionally the same termination.  Suspended beneficiaries lose access to 
necessary health care services, creating significant disruption to their health and financial stability. 
Any policy that results in barring access to Medicaid services for noncompliance effectively creates 
a new eligibility requirement. This undermines the core objectives of the Medicaid program, which 
is to provide access to health care for low-income individuals and families. Since 19 and 20 years 
old are not exempt we have significant concerns about their ability to receive wraparound benefits 
through EPSCT. There’re also no explicit exemptions for pregnant or postpartum women that 
insured through out home.   
 
The success coaching requirement functions as the monthly reporting requirements that cause so 
many individuals to lose coverage in 2018.  This requirement poses an even greater potential 
burden by forcing beneficiaries to adapt their lives around scheduling and meetings. The success 
coaching component introduces vague compliance criteria that go far beyond the first work 
requirement.  These criteria, namely hours worked, education status, and income level, should be 
defined in the proposal in order to reduce the chance of bias and inconsistency.  The proposal 
claims that this approach will be individualized but is ultimately a non-transparent subjective 
algorithm that decides whether someone is on track and continues to receive health care benefits. 
 
The state previously attempted implementing an algorithmic.  It’s a tough one decision-making 
system to decide how much home-based healthcare patients need.  Following this change, 
patients saw their hours of care cut dramatically. Arkansans suffer during this; people who were 
bedridden were left without basic hygiene.  I don’t want to see the same subjective system apply to 
people around the state.  Most importantly, studies showed that the majority of Medicaid enrollees 
who can work can either be employed or serve as caregivers.   
Work required fails to account for the realities of many low-wages job such as variable schedules, 
the health of the overall job market, lack of paid leave, and caregiving responsibilities.  In rural parts 







of our state, Arkansas may struggle to find any work and the job that they can take may not be on 
track per this proposal’s guidelines.  So, the state is committed to addressing poverty through 
increasing resources, education, and workforce development to low-income Arkansans. We can do 
that without jeopardizing their access to healthcare.  We can add resources to address health 
related social needs, not take them away. This proposal is just not the way to address health or 
poverty in our state.  So, thank you so much for the time and consideration of our comments. 
 
Nell Smith: I think we have, would you like to come up, sir?  
 
Neil Sealy: Good morning, my name is Neil Sealy, and I work, I’m a community organizer with 
Arkansas Community Organizations.  And we are in opposition to the proposed waiver being sent to 
CMS.  We think people’s health must come first. I want to tell a story.   
 
I was a navigator during the first enrollment period for the Medicaid expansion and it was a great 
service to people because for the first time, most of the people were working or they had serious 
conditions that kept them from working and it was to me so moving to see so many people relieved 
that they could finally get their health taken care of.  I recall on incident there was a woman who 
came in and I worked with another person in helping to enroll this person into the Medicaid 
expansion. She had scar tissue on her thyroid and growths that she was able to work not much but 
some hours a week.  But eventually she had so much pain she could not work.  So, when she found 
that she was eligible and enrolled she broke down in tears and we all broke down in tears of joy and 
healthcare had come first.   
 
We don’t, yes, if DHS wants to help find other opportunities, that’s great but it’s wrong suspending 
their health care is taking away their health care and their ability to function normally. Most of my 
life, I went without health insurance.  I do have hypertension, I never even knew that, until I finally 
got insurance from my job, and I take medication every day.  Who knows? What would have 
happened?  I kept walking around here without hypertension.  I also lost that coverage when my job 
ended and went to, thank God, marketplace was there.  And I was able to get it but it got more 
expensive. So, I know what it’s like to be like not to have health care.   
 
Everybody should have that.  And that’s the great thing about the Medicaid expansion.  Is that it 
gave coverage to thousands and thousands of people who didn’t have it.  Many were working, many 
had serious conditions, it gave them an opportunity.  So, the only thing that should count is just the 
income limits. And that’s it.  I think  . . .if DHS has bandwidth.  To, and I don’t believe it does, to help 
people find other opportunities that’s great.  You also have to understand that just because 
someone has a full-time job and the employer has insurance, that insurance may not cover much.  
So, I think the good thing about the expansion is people are able to get decent coverage and people 
like the woman that I was speaking about her family, she was finally able to get the surgery that she 
wanted. So, we should never, if someone is eligible, never take away their health care.  Thank you. 
 
Joyce Means: Good morning, Joyce Means and member of Arkansas Community Organization and 
thanks for having us here today in the house. And just so thankful to have Medicaid, I myself, 
without Medicaid, it just the money doesn’t match the health care. I wouldn’t be able to afford it.  
I’m diabetic, type 2 diabetic.  Just would be unaffordable and as we check the record here back in 
between 2018 to 2019 when the work requirement was first implemented.  It was proven, it did 







work, and it got thrown out of the court.  And during that period from 2018 to 2019 over 18,000 
people went without health coverage.  


And Medicaid.  Here’s the problem.  We oppose. Because everyone that receiving Medicaid, you 
have some people in the category they’re disabled but don’t disaquire. Doesn’t qualify, excuse me, 
for disability.  But they’re still sick.  They’re still not able and it’s just because of the credits when it 
comes to that.   In a lot of cases the difference between being disabled by “Social Security”.  As far 
as disability is the fact that, you know, I don’t have enough credit.  So those people are, but you still 
have some people I’m sticking to the point of Medicaid. Who are disabled, but they don’t qualify 
that they need medical help you know this is a real serious issue. And taking into consideration 
from the previous time it was implemented it was a failure. And I don’t see how, as we say, and 
some others don’t see the clear.  It’s not clear.  We need a clear transparent way.  So why don’t, 
there’s plenty more that can be done.  We oppose it, so that’s annoying.  There is a better way. And 
hopefully this is something in the future that we all can get together and come up with a better way 
to address the health care issue.  Otherwise, it would be injustice. And that’s all I have and I’m 
hoping that you hear. 


Nell Smith: Do we have, okay. 


Trevor Hawkins: My name is Trevor Hawkins. I’m a private attorney practicing in the state of 
Arkansas and the views I’m sharing today are my own. Not affiliated with any other association.  But 
my past work involved directly serving low-income Arkansans.   And my comments today are 
informed by what I learned specifically during the time period that the last work requirements 
program was implemented.   


I don’t believe that work requirements as part of Medicaid help low-income Arkansans in any way. 
The purpose of the Medicaid program is to provide health coverage to low-income individuals and 
families.  The overwhelming majority of which are working and doing the best they can in this state.  
Whether they’re in the Delta, here in Little Rock, other parts of the state, I met with folks 
everywhere.  And I’m telling you firsthand, being the person that was out in the streets.  They’re 
doing the best that they can, no matter what their given situation is, and I don’t believe that most of 
them need a program like this to be incentivized to work.  Much less with the fact that it’s not part of 
Medicaid or the purpose of Medicaid.   


So, during the last work requirement program, I worked directly with low-income Arkansans to 
assist them with any public benefits issued that they might have.  The sheer number of procedural 
issues came up not only burden the beneficiaries themselves but it also burdened the state 
Medicaid agency, DHS. Neither could the individual figure out what to do, nor could DHS, whether 
the local office or higher ups, be able to keep up with the burden of procedural issues.   


There’s a lot of talk about the 18,000 people that lost coverage directly because of the last work 
requirement program, but just as many more, it wasn’t being tracked at the time, but just as many 
more just got caught up the procedural issue that was generated due to data matching that’s being 
sold as new product in this new proposal. But the truth is that was something that was part of it all 
along. And caused an insane amount problem for people.  Spent the majority of my time, spent the 
majority of my time spent majority of my time in 2018 and 2019, just trying to help people navigate 
that.  I don’t believe you know this waiver as it’s written says that it learned from the 2018 model, 







but the truth is it’s really the same thing.  It’s just a wolf in sheep’s clothing.  The there’s some points 
that I have to make or some questions that I have about key parts of it.  But writ large, I don’t believe 
that this waiver should be submitted to CMS, nor do I believe legally CMS could approve it.   


But the data matching, and I hope that the agency will respond to these directly in written form. 
What system will be used to do this quote unquote data matching?  Will private vendors be used?  
What is the difference from this data matching the plan for data matching the one that was used 
during the unwinding period?  Is this a new system?  Is this new system that ‘s being created or 
used, if so, how much is that going to cost?  How is the date matching going to be used to 
determine who the quote unquote is on track and what is the criteria for being on track?  


With respect to success coaches.  With 220,000 beneficiaries on the program.  How does the state 
agency plan to adequately meet the needs of these people through success coaches?  I think so of 
the comments reported that 40,000 or 40% of the people on this program might not be doing what 
they’re supposed to or should be working or not working enough and that’s 80 to 90,000 people.  So, 
what’s the target ratio of success coaches to beneficiaries?  Where will the success coaches be 
located in relation to their assigned beneficiaries?  How will beneficiaries be able to reach their 
assigned success coach? Will beneficiaries be able to reach them directly or will they have 
navigated the current phone system that has a long time waiting and does not connect you with 
someone who is in your local office? What training will success coaches get to fulfill the obligations 
of this role? What criteria will they follow to develop a plan for their assigned beneficiaries?   


Me personally, I worry that this model is not even remotely tenable unless significant investment is 
made by the agency to staff it. Otherwise, it’s just going to be a nightmare for beneficiaries to 
navigate just like 2018.   


Let’s see.  Outreach was sort of a very common problem that I saw as I was meeting folks where 
they’re at was that they had no idea that his program or the previous applied to them.  They thought 
that, you know, they’re working, they’re doing what they’re supposed to, why do they have to get 
online every month and report or why are getting a notice in the mail that asks them to verify their 
income its hasn’t changed.  Et cetera, et cetera.   


A big problem was people were not told what was going on until I finally found them and met them 
where they were at. Whether it was a bus stop, library etc., so what is the state plan to if this 
program was approved ensure that the vast majority of beneficiaries understand how the Medicaid 
program ARHome is changing? How this might apply to them and what the expectation will be for 
them to comply with it?   


And I want to close on you know it’s represented that his program is different than the 2018 one in 
that people are not being fully terminated from Medicaid. But that doesn't paint the whole picture.  
The pausing of coverage or the change from QHP, a qualified health plan, to traditional fee for 
service does cause harm or disruptions in an individual's healthcare access.  This happened a lot in 
2018, this was the same thing people were being flagged as medically frail who were not.  They 
would get put on a fee for service they would lose access to the providers. Those providers did not 
take fee for service. They would have a procedure that would be canceled because they’re 
completely changing the criteria, the things that have to be done before that procedure could go 
through. They would lose access to medications.  They would have to pay out of pocket.  You know, 







just a whole litany of issue disruptions, and that particularly affects the people who need this 
coverage the most.  So, you know, in some the last period of time, the last period of time that this 
was implemented in the state I had a terrible time trying to help people navigate it.  I think the 
people in this agency had a terrible time trying to administer it as well, even though they can’t say 
that, it burdens not only the beneficiaries, but the point being also, it burdens not only the 
beneficiaries, but it also burdens the state agency.  I don’t believe either side has the bandwidth to 
do that. And so, I think this waiver should not be submitted to CMS.  Thank you. 


Nell Smith: I think we’ve exhausted everyone in the room who wants to speak. Do we have any, if 
you, if you’re online and you’d like to make a public comment, please raise your hand. You’re virtual 
hand.  And you can also enter any comments you want in the chat, prefer to do that.  


Or you can ask to unmute, just unmute, right? Or do you have to ask?   


Oh, I see.  If you say in the chat that you want to make a comment, we’ll unmute you. So, that you 
can make that comment and also while we’re talking about the chat.  We’ve put in the chat the 
instructions for how to make a comment outside of this public hearing.  


We’re not seeing any raised hands, any chat requests. With that then, we’ll close the public hearing.  
But you still have plenty of time to submit comments through other avenues.   


Thank you all for coming. Thank you for attending online.  Thank you to Our Home Advisory Panel 
members who are in attendance. Thank you. 


 


 








Pathway to Prosperity 
Zoom Public Hearing (02/19/25 @ 10:00 AM CST) 
 
Mac Golden: Good morning, everyone.  Welcome to a public hearing regarding the Pathway to 
Prosperity Proposed Amendment to Medicaid Section 1115 demonstration project Arkansas Health 
and Opportunity for Me, also known as ARHome. I will be reading the notice and then I will open the 
floor for public comments. If you would like to make a public comment, please utilize the raise 
hand feature via zoom and you will be recognized to give a comment on the record.  
 
Please remember this is not a question or answer session, but instead, an opportunity for the 
public to make comments. After the public comment period concludes on March the 3rd DHS will 
publish official responses to the comments on the DHS notice and proposed rule webpage. I will 
now read the notice.  
 
Abbreviated Public Notice For Proposed Amendment to Medicaid Section 1115 Demonstration 
Project, Arkansas Health and Opportunity for Me (ARHOME). 
 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid 
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity 
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive 
comments on the amendments to the Demonstration. 
 
In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 
2, 2025, and conclude on March 3, 2025. 
 
Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to 
include the following enhancements to the current ARHOME demonstration: 
 
1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% 
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 
 
2) DHS will utilize data matching to the extent possible to identify individuals who may benefit 
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through 
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and 
Technical Education, as well as local community partners, to provide focused care coordination 
services to eligible individuals. Success Coaching will be delivered by entities that have 
experience of working with individuals who face the challenges of poverty and will include 
training to provide focused care coordination services. Focused care coordination services 







include the establishment and monitoring of a Personal Development Plan (PDP). 
 
3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. If a person is not employed, or is at risk of long-term dependency, he or she must 
be engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 
 
4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits and Medicaid eligibility suspended through the remainder of the 
calendar year. 
 
5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP. As Pathway to Prosperity does not make 
compliance a condition of eligibility, individuals will not be required to complete a new Medicaid 
application unless they have passed their date for their annual redetermination of eligibility. 
 
6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual. 
 
7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended. However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. 
 
The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 
 
The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents 
are also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, 
Slot S295, Little Rock, Arkansas 72203-1437. 
 
During the public comment period, the public is invited to provide written comments to DHS via US  
postal service or electronic mail, as well as making comments verbally during the three public  
hearings. DHS has already held public hearings on the following date, time and location. 
 
Public Hearing #1: General Public Forum (online only) 
It was held on February 12, 2025, at 10:30 a.m. Central via Zoom 



https://humanservices.arkansas.gov/rules/arhome/





 
Public Hearing #2: ARHOME Advisory Panel 
February 14, 2025, at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Main campus at 700 Main Street and via zoom and it was also a ARHome Advisory panel meeting, 
 
Today is the 3rd General Public Hearing held via Zoom, February 19th at 10:00 a.m. 
 
Interested persons should submit all comments to DHS on the proposed amendment on or before  
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South  
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437.  
Please note that public comments submitted in response to this notice are considered public  
documents. A public comment, including the commenter’s name and any personal information  
contained within the public comment, will be made publicly available. 
 
The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil  
Rights Act and is operated and managed and delivers services without regard to religion, disability,  
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy,  
contact the Office of Policy & Rules at 501-320-6428.  Signed Elizabeth Pitman, Director 
Division of Medical Services. 
 
Please let the record reflect we have 19 attendees for today’s public hearing.  If any attendee would 
like to make a public comment, please utilize the raise hand feature at this time and you will be 
recognized on the record to give a comment.  I will pause for a few seconds to give you time. 
 
Barry to see anyone wishing to make a comment today? 
 
Barry Rowland: No, sir.  
 
Mac Golden: We thank everyone for attending this public hearing today.  You still have time to 
submit your comment to orp@dhs.arkansas.gov and we will now go off the record.  
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Pathway to Prosperity 
Zoom Public Hearing (03/03/25 @ 11:00 AM CST) 
 


Jennifer Dedman: Good everyone I’m Jennifer Dedman with the Division of Medical Services, the 
Department of Human Services.  I’m opening this public comment.  I’m going to go ahead and read 
this long script and then after I’m done reading the notice, we will open the floor for public 
comment. 


This is for the proposed Amendment to Medicaid, Section 1115 Demonstration Project, Arkansas 
Health and Opportunity for Me (ARHOME). 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid Services 
(CMS) a written request to amend the Medicaid Arkansas Health and Opportunity for Me (ARHOME) 
Demonstration Project (Waiver) and to hold public hearings to receive comments on the 
amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 
2, 2025, and conclude on March 3, 2025. Specifically, DHS seeks public comment on its Pathway to 
Prosperity amendment request to include the following enhancements to the current ARHOME 
demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% FPL to 
138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 


2) DHS will utilize data matching to the extent possible to identify individuals who may benefit from 
extra support to reach their health and economic goals. If DHS confirms that an individual is not 
on track through direct contact with the individual, it will leverage resources through QHPs, state 
agencies such as Arkansas Workforce Centers, and Arkansas Career and Technical Education, as 
well as local community partners, to provide focused care coordination services to eligible 
individuals. Success Coaching will be delivered by entities that have experience of working with 
individuals who face the challenges of poverty and will include training to provide focused care 
coordination services. Focused care coordination services include the establishment and 
monitoring of a Personal Development Plan (PDP). 


3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. If a person is not employed, or is at risk of long-term dependency, he or she must be 
engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 







Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits, and Medicaid eligibility suspended through the remainder of the 
calendar year. 


5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP. As Pathway to Prosperity does not make 
compliance with a condition of eligibility, individuals will not be required to complete a new 
Medicaid application unless they have passed their date for their annual redetermination of 
eligibility. 


6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual. 


7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and be 
“on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended. However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. The Pathway to Prosperity amendment has an anticipated start date of January 
1, 2026. 


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents 
are also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, Slot 
S295, Little Rock, Arkansas 72203-1437. 


During the public comment period, the public is invited to provide written comments to DHS via US 
postal service or electronic mail, as well as make comments verbally during the four public 
hearings. DHS will hold four public hearings on the following dates, times, and locations: 


The First Public Hearing: General Public Forum that was held on February 12, 2025, at 10:30 a.m. 
via zoom. 


The Second Public Hearing: ARHOME Advisory Panel (in-person and online) February 14, 2025, 
at 10:00 a.m. at the DHS building. 


The Third Public Hearing: General Public Forum. That was ARHOME was a General Public Forum 
(online) on February 19, 2025, at 10:00 a.m.  


Today is Public Hearing #4 General Forum (in person and online) at 10 a.m. Sorry at 11a.m. At 
Mercy Hospital, in Fort Smith, Arkansas.  In the Executive Administrative Conference Room. 


Interested persons should submit all comments to DHS on the proposed amendment on or before 
March 3, 2025. That is today’s date. Comments can be submitted via email to 
ORP@dhs.arkansas.gov or by mail to 
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Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South 
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437. 


Please note that public comments submitted in response to this notice are considered public 
documents. A public comment, including the commenter’s name and any personal information 
contained within the public comment, will be made publicly available. 


The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil 
Rights Act and is operated and managed and delivers services without regard to religion, disability, 
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy, 
contact the Office of Policy & Rules at 501-320-6428.  


That concludes the reading of the public notice. Elizabeth, I just saw your comment. I’m sorry about 
that.  I’ll now open the floor for public comment.  If you have a public comment, please raise your 
hand and I will open the mic to you.  


Okay, hearing none. I will wait for five minutes, and if we do not receive any public comments, will it 
be okay to conclude the meeting, Mac? 


Mac Golden: Yes 


Jennifer Dedman: Okay, we’ll begin a 5-minute wait.  


*** 


Okay 5 minutes have elapsed. Last call for public comment.  


Okay, hearing none, I’m prepared to conclude the meeting.  Is there anything that you need from 
me, Mac or Barry? 


Mac Golden: No, thank you. 


Barry Rowland: No  


Jennifer Dedman: All right.  Thank you very much. 
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Public Comments Regarding Pathway to Prosperity 
Public Comment Period: January 28, 2025 to March 3, 2025 


 


 


Comments received in Writing 


 


Angela Predmore 


Comment: I feel that anyone that is 59 to 64 shouldn't have to show work requirements.  Because as you 
age so does your health.  I am 61 and have applied for jobs which I didn't get because of my age and my 
health. I have Severe arthritis and I take medication daily on top of other health issues and other 
medications I take. It's got to where I can't open up a jar of anything or use my hands for pretty much 
anything.  I also can't stand or sit for long periods of time because of my health.  I also have tremendous 
hearing loss. I have 92 percent loss in my right ear and 85 percent loss in my left. Yes I wear hearing aids 
but they really don't help much. So with that I pray that y’all will reconsider the age group for work 
requirements.  


 


Thomas Jaxon 


Comment: I just turned 62, and my wife (who works part time) is 59. I just closed my small business a few 
months ago and applied for my Social Security benefits. There are work and income constraints with Social 
Security. I don't think I can work full time with benefits like a health care plan. How will this affect me? 


Let me add that for most of my life, I was a fairly high wage earner. I paid a lot of taxes and I feel like I have 
paid into the system. The two exceptions were when I started a business just before the great recession in 
2008. I lost everything, went to work, made a comeback, started another business just as Covid hit and it’s 
been a struggle just to break even. What luck! My friends want to know if I ever start another business so 
they can pull their money out of the stock market! Ha! 


 


Rhonda Carpenter 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid.  


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth that will 
move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work requirements 
with real sanctions for those who fail to comply. Real effort is not too much to ask. 
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Without a real work requirement, this program will continue to be unsustainable. Taxpayers deserve a real 
work requirement, just like we have in all other major welfare programs. Cooperation should be 
mandatory. 


Please get this right!  


 


Jan Downen 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid.  The work suggestions in this waiver won’t work. We need a real work requirement with real 
teeth that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 
Those who can work should work and this waiver should be amended to include real work requirements 
with real sanctions for those who fail to comply. Real effort is not too much to ask. Without a real work 
requirement, this program will continue to be unsustainable. Taxpayers deserve a real work requirement, 
just like we have in all other major welfare programs. Cooperation should be mandatory. Please get this 
right!  


 


Tiffany Hamill 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid.  The work suggestions in this waiver won’t work. We need a real work requirement with real 
teeth that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 
Those who can work should work and this waiver should be amended to include real work requirements 
with real sanctions for those who fail to comply. Real effort is not too much to ask. Without a real work 
requirement, this program will continue to be unsustainable. Taxpayers deserve a real work requirement, 
just like we have in all other major welfare programs. Cooperation should be mandatory. Please get this 
right!  


As a former HR recruiter for caregivers for seniors at CareLink of NLR AR, I had majority no-show to an 
interview.  This occurred mostly between 2020-2022. I resigned as it was rare for one person out of many 
to show up for interviews. If they came to interview they didn’t follow through and come to classes 
required.  


I’m sick of lazy people not having desire to work. I do support only the truly needy. Pls require true work 
requirements for all able-bodied people.   


 


Jason Christman 


Comment: There does not appear to be any real work requirement.   


There does not appear to be any enforcement mechanisms in place. 
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We need to see some real teeth in the work requirement. 


Dan Marshall 


Comment: Dear Arkansas DHS, we need real work requirements in Arkansas. Thank You 


 


Jennifer Brunelle, for  


Eric P. Winer, Chair of the Board, Association for Clinical Oncology 


Comment: The Association for Clinical Oncology (ASCO) appreciates the opportunity to provide comments 
on the proposed 1115 waiver, which would put in place work requirements for Medicaid beneficiaries in 
Arkansas. ASCO believes work requirements could lead to myriad negative consequences for patients with 
cancer. We are deeply concerned that the waiver includes no exceptions and urge that the Department 
add a clear exemption for patients with cancer who are under active treatment, and for the exemption to 
last at least one year after final treatment. 


ASCO is an organization representing physicians who care for people with cancer. With over 50,000 
members, our mission is to ensure that cancer patients have meaningful access to high quality cancer care. 


As noted in a 2014 Policy Statement on Medicaid Reform by ASCO’s affiliate, the American Society of 
Clinical Oncology (the Society), insurance coverage is critical for patients with cancer facing the high cost of 
evaluation and treatment. Without insurance, patient access to timely diagnosis and treatment would be 
jeopardized.   The Society’s 2018 position statement on Medicaid waivers and their impact on cancer care 
emphasizes the importance of timely treatment and notes that disruptions to care are linked to poorer 
cancer outcomes.  


The imposition of work or volunteer requirements could delay or remove access to treatment for some of 
the most vulnerable populations when they need it most. Satisfying work requirements may be 
problematic for patients with cancer, who often need to stop working entirely—or dramatically reduce the 
number of hours worked—because of their illness and/or treatment. A cancer patient in active treatment 
may be limited in their ability to work because of the time commitment required to manage treatment and 
multiple medical appointments, recovery from surgery or other procedures, symptoms of the disease, and 
side effects of treatment.  


ASCO does not support waiver policies that hinder access to Medicaid for individuals with a cancer 
diagnosis or who are at increased cancer risk.   


Restrictive eligibility policies can lead to delayed enrollment or disenrollment in Medicaid, which in turn 
could lead to treatment delay, unanticipated disruption in care, and delays in screening. Failure to obtain 
timely care and screening has been shown to worsen cancer care outcomes. When patients are no longer 
able to access screening or other preventative care, they may (knowingly or not) delay seeking treatment 
until their disease is at an advanced stage. The benefits of screening and early detection are well 
documented for many types of cancer, and the evidence is clear that those with health care access through 
insurance coverage are more likely to receive screening.   


ASCO appreciates your consideration of our request to exempt patients under active cancer treatment 
from this waiver. We offer ourselves as a resource moving forward to help ensure all Arkansans have 



https://cdn.bfldr.com/KOIHB2Q3/as/zxmh4trbj3q4v49nz8c79tj/2014-jco-policy-statement-medicaid-reform?position=2

https://cdn.bfldr.com/KOIHB2Q3/as/bpv9n93m85ghm53zrsv4scj4/2018-ASCO-Medicaid-Waivers-Statement
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access to cancer treatments. If you have any questions or would like assistance on any issue involving the 
care of individuals with cancer, please contact Jennifer Brunelle at Jennifer.Brunelle@asco.org. 


 


Josh Willbanks 


Comment: We need the work requirement dea in Arkansas  


 


Brenda Dawson 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid. 


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth that will 
move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work requirements 
with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers deserve a real 
work requirement, just like we have in all other major welfare programs. Cooperation should be 
mandatory. 


Please get this right! 


Joanie Hedrick 


Comment: Welfare helps so many people is many ways. I'm on a fixed income, I'm 70 years old, I have 
some tough health issues so I can't work. But I worked legally from 14 years old until 62 years old. Many 
times holding down 2 jobs and mostly before technology took over. It is not asking too much for able  
bodied people to work even if they receive Welfare. It's important to contribute even if you receive help. 
Many are capable in some capacity thanks to technology. Setting a work requirement also weeds out those 
trying to work the system, and we know this happens. Work builds character, character builds 
responsibility which helps the person physically, mentally and financially. We need to stop the Welfare 
dependency and work requirements help this issue to be dealt with. 


 


Sandra Posey 


Comment: Im truly hope this becomes law as I’ve seen many Medicaid recipients who could at 
least work part time. They really abuse our system!! 


 


 



mailto:Jennifer.Brunelle@asco.org
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Cathy Hamilton 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid. 


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 


Please get this right! 


 


Paul Smirnoff 


Comment: Those people that are capable of working should not be on welfare in our state of 
Arkansas! Too much of our taxpayers money is being wasted on these lazy loafers most of which 
are greatly overweight and are knowingly scamming the system! We demand reform from out 
state government to improve the quality of life in Arkansas! I elected Governor Sanders and 
president Trump to bring back greatness to our nation and our states as a whole from those who 
actively seek fraud and intitlement! Those who cheat you must defeat!! GOD BLESS AMERICA 🇺🇺🇺🇺 


 


Claudia Sneed 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid. 


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 
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Please get this right! 


 


Richard Waren 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work 
requirement and won’t produce real savings for taxpayers. I support a real work requirement in 
the “ARHOME” Obamacare program that will help our economy, protect taxpayers, and protect 
truly needy Arkansans who rely on Medicaid.  


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 


Please get this right!  


 


Rosalinda Arnold 


Comment: DHS yes I want REAL work requirements!  Thank you! 


 


Sue Files 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work 
requirement and won’t produce real savings for taxpayers. I support a real work requirement in 
the “ARHOME” Obamacare program that will help our economy, protect taxpayers, and protect 
truly needy Arkansans who rely on Medicaid.  


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 


Please get this right! I am for a real work requirement.  Clean out the swamp! 
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Don Purtle 


Comment: I read the governor's letter to the HHS Secretary and also the Pathway to Prosperity 
waiver amendment.  My takeaway is that her plan has little to do with the health and well-being 
of Arkansans in need and a lot to do with spending reduction.  I'm all for reducing waste, fraud 
and abuse of the taxpayer dollar but not at the expense of hurting people in need.  


I read where ARHOME currently has about 220,000 enrolled and about 90,000 of them are 
unemployed.  I also read that DHS expects 50% of the current unemployed will cooperate with no 
change in benefits, 25% will be "early movers" off Medicaid due to a change in income, but 
another 25% will likely have their benefits suspended.  That suspension amounts to 22,500 people 
that the program is willing to sacrifice in order to establish a work requirement that is outside the 
spirit of Medicaid.  There are many communities in the State of Arkansas that don't have a 
population of 22,500. Yet, the governor is willing to eliminate the Medicaid medical insurance 
coverage equivalent to an entire Arkansas community to impose work requirements that are 
unnecessary.  I acknowledge that of the 90,000 nonworking people on the ARHOME plan there 
are some that are exploiting it, but what about those that are not? For them, Medicare is their 
only means of insurance and getting the health care they need.  It seems that fleshing out those 
that might be taking advantage of the program is more important than caring for those that are 
truly in need.   


Regarding the proposed work requirements, I have some questions.   


• What criteria has been set to define able bodied?   


• What is it based on?   


• How does data matching work? 


• What data bases will be accessed?   


• Who does the data matching?  


• Is the data public information or confidential? 


• Will people currently on Medicare be required to sign a confidentiality waiver? 


• How will the combination of physical, mental and emotional health be evaluated? 


• How many people will the State on board to administer Pathway to Prosperity? 


• What are the various Roles & Responsibilities? 


• Has an organization chart been developed?  If so, please share it. 


• When will they be hired? 


• How will they be trained? 


• What are their goals and objectives? 







8 
 


• How will their performance be measured? 


• Where will they work (home, office, centrally, regionally, etc.)? 


I personally know individuals that depend on ARHOME for their medical insurance, and I worry 
what is going to happen to them.  It is sad the worry and stress the state is willing to place on 
them and their families to implement this unnecessary self-imposed requirement.  


Thank you 


 


Louis B 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work 
requirement and won’t produce real savings for taxpayers. I support a real work requirement in 
the “ARHOME” Obamacare program that will help our economy, protect taxpayers, and protect 
truly needy Arkansans who rely on Medicaid.  


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 


Please get this right!  


 


Timothy Noblin 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid. 


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 
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Please get this right! 


 


Johnnie Davis 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work 
requirement and won’t produce real savings for taxpayers. I support a real work requirement in 
the “ARHOME” Obamacare program that will help our economy, protect taxpayers, and protect 
truly needy Arkansans who rely on Medicaid.  The work suggestions in this waiver won’t work. We 
need a real work requirement with real teeth that will move able-bodied adults off the sidelines 
and make our Medicaid program strong again. Those who can work should work and this waiver 
should be amended to include real work requirements with real sanctions for those who fail to 
comply. Real effort is not too much to ask. Without a real work requirement, this program will 
continue to be unsustainable. Taxpayers deserve a real work requirement, just like we have in all 
other major welfare programs. Cooperation should be mandatory. Please get this right!  


 


Bradford Young 


Comment: The proposed “Pathway to Prosperity” waiver does not include a real work requirement and 
won’t produce real savings for taxpayers. I support a real work requirement in the “ARHOME” Obamacare 
program that will help our economy, protect taxpayers, and protect truly needy Arkansans who rely on 
Medicaid. 


The work suggestions in this waiver won’t work. We need a real work requirement with real teeth 
that will move able-bodied adults off the sidelines and make our Medicaid program strong again. 


Those who can work should work and this waiver should be amended to include real work 
requirements with real sanctions for those who fail to comply. Real effort is not too much to ask. 


Without a real work requirement, this program will continue to be unsustainable. Taxpayers 
deserve a real work requirement, just like we have in all other major welfare programs. 
Cooperation should be mandatory. 


Please get this right! 


 


Don and Patricia Loving 


Comment: We oppose the Arkansas request to the federal Centers for Medicare and Medicaid 
Services to include a work requirement for "all able-bodied, working-age recipients". Arkansas 
was the only state to enact the requirement before and a federal judge dismissed the 
requirement in 2019 after 19,000 persons lost coverage for 9 months. 


Loving Kindness, 
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Dorrie Meckes 


Comment: I am totally opposed to requiring a work requirement to obtain Medicaid funds. People who 
need Medicaid are already struggling. They don’t need more obstacles put in their path forward.  They 
need assistance. They probably don’t have access or the skills necessary to keep documenting their work 
history. They need compassion and to be treated with dignity not kicked off Medicaid because of 
paperwork errors as has happened to so many.  Instead of giving the wealthy the tax breaks, the goal of 
the state should be to help each of us move forward especially those less fortunate. 


Jesus taught us that helping the poor is a basic tenet of Christian doctrine.  “Whatever you did to 
the least of my brothers, you did to me.” Matthew 25:35-36.  Imagine Jesus walking through your 
door and you refused him assistance because he didn’t document a form. 


Comment: I thought you might enjoy reading this factual article written by Paul Krugman. He is an 
economist and has interesting statistics to share about Medicaid and work requirements. 
Perhaps, you could share it with the governor and legislators: 


Cruel and Usual: Republicans Prepare to Gut Medicaid 


 


Jill Platow 


Comment: I want to see REAL work requirements on this bill!! 


 


Theresa Harness 


Comment: My name is Theresa Harness. I am contacting you to submit a public comment 
regarding the "Pathway to Prosperity" proposed by Governor Sanders. 


I would like this comment to be included wherever it is applicable on the record. 


As an Arkansan, born and raised, I firmly oppose the Medicaid work requirements. Access to 
essential healthcare should not be tied to employment. Arkansans face a multitude of barriers 
when it comes to employment. 


Thousands of Arkansas residents live in rural areas, where there are fewer jobs available and 
transportation is a major issue. Countless others, like myself, struggle with physical and mental 
disabilities that prevent them from participating in gainful employment. Yet, not all of those with 
disabilities are receiving benefits or have been declared disabled by any state agency. 


There are numerous Arkansans, like my husband, who are full-time caregivers for their family 
members. Be it their children or grandparents, they have devoted their time to caring for those 
who can't care for themselves. 


I'd also like to note that, according to data from the Kaiser Family Foundation in 2023 (among 
others), 64% of non-disabled Medicaid recipients were already working. 



https://paulkrugman.substack.com/p/cruel-and-usual-republicans-prepare?utm_source=post-email-title&publication_id=277517&post_id=157988799&utm_campaign=email-post-title&isFreemail=true&r=18kg22&triedRedirect=true&utm_medium=email
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Arkansans ranks very low in the majority of national health metrics. However, there is one area 
where Arkansas ranks favorably. 


The Kaiser Family Foundation reported that just 8.4% of Arkansans lack health coverage, which 
places us in 35th place nationally. 


If we look to other states as an example, such as Michigan, we can see that imposing work 
requirements on Medicaid has a negative impact on the population. 


When Michigan implemented a policy similar to the "Pathway to Prosperity", it resulted in 80,000 
people losing their health coverage in just two months. 


I would argue that the negative impact of imposing work requirements on Medicaid will far 
outweigh any supposed benefits. Especially when considering that it will cost the state money to 
enforce such a policy. Would we save more money than it will cost to implement this policy? I 
believe that is unlikely. 


I'm taking this chance to plead with Arkansas legislators to oppose the "Pathway to Prosperity". 
Take a stand for the citizens you are sworn to protect by saying no to the Medicaid work 
requirements. 


Thank you for your time and consideration. 


 


Joceil Woods 


Comment: I am 100% behind a bill for a work requirement for able-bodied, working age Medicaid 
recipients, male or female. We were able to get it passed until a liberal federal judge blocked it in 
2019. I don’t understand why it’s such a big deal to require certain individuals to work, volunteer, 
attend a training class, or do something besides doing nothing. That cycle of dependency needs to 
stop. It is stunning to see thousands of people doing absolutely nothing and having all their needs 
met plus money for all their essentials at taxpayers expense. As it is, they are learning nothing 
except that someone else will take care of them. And I’ll add another issue of mine. If they are 
using tobacco, they should be cut off from all financial assistance. It’s expensive and addictive. I 
am so hopeful our Arkansans can finally get this done. 


 


Laura Hoch, Associate Vice President, State Advocacy & Policy 


On behalf of National Multiple Sclerosis Society 


Comment: The National Multiple Sclerosis Society (Society) appreciates the opportunity to submit 
comments on the ARHOME Pathway to Prosperity Amendment.  


The Society mission is to cure multiple sclerosis (MS) while empowering people affected by MS to 
live their best lives. To accomplish this, the Society funds cutting-edge research, drives change 
through advocacy, facilitates professional education, collaborates with MS organizations around 
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the world, and provides programs and services designed to help people with MS and their families 
live their best lives.  


The Society is committed to ensuring that Arkansas’ Medicaid program provides quality and 
affordable healthcare coverage. The Society is strongly opposed to Arkansas’ complex new 
demonstration amendment, which includes both work reporting requirements and time limits for 
Medicaid beneficiaries. These requirements could take away coverage from thousands of people 
in Arkansas and jeopardize the health of people with MS and other serious and chronic 
conditions. The Society urges Arkansas not to move ahead with this proposal and offers the 
following comments on the ARHOME Pathway to Prosperity Amendment:  


Barriers to Coverage 


The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements are not about promoting work but about adding red tape that 
jeopardizes patients’ access to care, and the Society opposes them. The vast majority of those 
with Medicaid who can work already do so; nationally, 92% of individuals with Medicaid coverage 
under age 65 who do not receive Social Security disability benefits are either workers, caregivers, 
students, or unable to work due to illness.i Additional processes to determine patient eligibility 
and participation in program requirements inherently create opportunities for administrative 
errors that jeopardize access to care. The detrimental effects that these requirements have on 
patients are not consistent with the goals of the Medicaid program.  


Under the Arkansas proposal, individuals with very low incomes or that have been on Medicaid 
for specified number of months will be assigned a success coach. These coaches will create 
personal development plans, and those who are not on track toward these goals, based on the 
assessment of the success coach, are at risk of having their health plan benefits suspended. 
Though this proposal states that individuals who are suspended will not be disenrolled from the 
Medicaid program, it appears that benefits and healthcare services would be stopped, barring 
enrollees from accessing care until the suspension is lifted. The state estimates that one in four 
enrollees will have their coverage benefits suspended. Losing access to coverage for someone 
living with MS would be catastrophic. MS is a highly expensive disease, with the average total cost 
of living with MS at $88,487 per yearii. Without coverage, most living with MS would be required 
to stop seeking treatment, leading to irreversible disease progression as well as costly stays in the 
hospital or rehab facilities due to relapses. These costs would ultimately fall to the state.  


Additionally, the state intends to identify the individuals to be assigned to success coaches based 
on the length of time they have been enrolled in the program, targeting those at 21-80% of the 
FPL who have been enrolled in Medicaid for 24 months or more and those at 81-138% of the FPL 
enrolled for 36 months or more. An Arkansas resident with one dependent working a full-time, 
minimum wage job ($11/ hour) would still be under 138% of the FPL. The Society is opposed to 
time limits on Medicaid coverage. MS is a chronic condition that lasts the entire lifespan of the 
individual. Enacting time limits not only endangers the physical health of those living with MS, but 
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the mental health as well. Stress is a major contributor to worsening MS symptoms and the fear 
of potentially losing coverage would likely lead to exacerbations or even full relapses. Again, this 
structure is not consistent with the goals of the Medicaid program.  


Challenges of Implementation  


The Society is concerned that implementation of the proposed requirements will pose challenges 
for the program and enrollees alike. The proposed activities of success coaches are complex and 
time-consuming. The proposal would require significant infrastructure and investment to be 
implemented as proposed, including enhancing data sources and hiring and training staff. 
Furthermore, it is unlikely that the state has sufficient resources to support a three-person panel 
to review all success coach recommendations. Arkansas is likely unprepared for the cost and 
administrative disruption of implementing a new infrastructure to this extent.  


The Society is further concerned by the proposal’s use of data matching to assess individuals’ 
needs for support. While the state does not intend to solely rely on data matching, it does not 
specify what other assessments would be used. Arkansas’s previous attempt to implement work 
requirements in 2018 revealed significant flaws in the state’s ability to use data to identify 
exemptions, ultimately leading to 18,000 individuals losing coverage largely as a result of 
bureaucracy and additional paperwork.iii During Arkansas’ recent Medicaid renewal process, only 
42% of enrollees were successfully renewed through automated data matching, with an 
additional 18% renewed through submitted renewal forms,iv  


demonstrating the limitations of data matching. There will undoubtedly be individuals whose data 
is incomplete, outdated, or not accurately captured by the systems in use. The Society is 
concerned that this proposal will increase administrative burden on these patients. For people 
living with MS, in particular, this administrative burden can present serious challenges. A major 
symptom of MS is cognitive challenges, often making even everyday tasks difficult. Adding further 
administrative requirements may lead to missed or incorrect filings for people living with MS, 
ultimately forcing those who would otherwise qualify for coverage to be unenrolled.  


In addition, The Society is concerned that this proposal doesn’t specify how individuals can 
demonstrate compliance or address inaccuracies if existing data fails to verify their eligibility. 
There is no clear reporting process to ensure that eligible individuals are not unfairly disenrolled 
due to gaps in data.  


Lack of Detail  


The Society is concerned that Arkansas’ proposal is lacking key details that prevents commenters 
from providing meaningful input on the proposed changes. The proposal states that enrollees 
who are suspended for noncompliance would maintain Medicaid enrollment while their health 
plan benefits and services are suspended. This distinction between remaining enrolled but losing 
coverage is misleading to commenters and beneficiaries about the availability of care. The state 
fails to clarify whether suspended individuals would be transferred to fee-for-service coverage 
while their health plan status is suspended or if suspension would mean loss of all coverage. 
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Furthermore, the proposal does not provide clear qualifications or training requirements for 
success coaches, despite the many services they will be expected to provide. Finally, Arkansas’ 
proposal does not establish clear criteria for determining when an enrollee is on track with their 
personal development plan, leaving this to the discretion of success coaches without consistent 
standards. The Society urges the state to clarify these points and reissue the proposal for another 
comment period of at least 30 days.  


Conclusion: The Society remains opposed to work reporting requirements and time limits on 
coverage in all forms, as they are not in line with the goals of the Medicaid program. The 
ARHOME Pathway to Prosperity Amendment threatens the continuity of care for patients, places 
undue administrative burden on patients and the Medicaid program and lacks critical details. In 
order to protect access to affordable and quality healthcare for Arkansans, we urge the state not 
to move ahead with this proposal.  
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Laura Turner, Director, Advocacy-Arkansas 


On behalf of American Lung Association 


Comment: The American Lung Association appreciates the opportunity to submit comments on 
the ARHOME Pathway to Prosperity Amendment.  


The American Lung Association is the oldest voluntary public health association in the United 
States, currently representing the more than 34 million Americans living with lung diseases, 
including more than 558,000 Arkansans. The Lung Association is the leading organization working 
to save lives by improving lung health and preventing lung disease through research, education 
and advocacy.  



https://ccf.georgetown.edu/2023/07/14/whats-happening-with-medicaid-renewals/
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The Lung Association is committed to ensuring that Arkansas’s Medicaid program provides quality 
and affordable healthcare coverage. The Lung Association is strongly opposed to Arkansas’s 
complex new demonstration amendment, which includes both work reporting requirements and 
time limits for Medicaid beneficiaries. These requirements could take away coverage from 
thousands of people in Arkansas and jeopardize the health of people with lung disease and other 
serious and chronic conditions. The Lung Association urges Arkansas not to move ahead with this 
proposal and offers the following comments on the ARHOME Pathway to Prosperity Amendment:  


Barriers to Coverage  


The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements are not about promoting work but about adding red tape that 
jeopardizes patients’ access to care, and the Lung Association opposes them. The vast majority of 
those with Medicaid who can work already do so; nationally, 92% of individuals with Medicaid 
coverage under age 65 who do not receive Social Security disability benefits are either workers, 
caregivers, students, or unable to work due to illness.1 Additional processes to determine patient 
eligibility and participation in program requirements inherently create opportunities for 
administrative errors that jeopardize access to care. The detrimental effects that these 
requirements have on patients are not consistent with the goals of the Medicaid program.  


Under the Arkansas’s proposal, individuals with very low incomes or that have been on Medicaid 
for specified number of months will be assigned a success coach. These coaches will create 
personal development plans, and those who are not on track toward these goals, based on the 
assessment of the success coach, are at risk of having their health plan benefits suspended. 
Though this proposal states that individuals who are suspended will not be disenrolled from the 
Medicaid program, it appears that benefits and healthcare services would be stopped, barring 
enrollees from accessing care until the suspension is lifted. The state estimates that one in four 
enrollees will have their coverage benefits suspended. For a patient with COPD or asthma, a gap 
in healthcare coverage can disrupt access to medications needed to control their health condition 
and lead to an exacerbation that requires an emergency room visit costly to both the patient and 
the state. This is exactly what happened when Arkansas implemented work reporting 
requirements in 2018. Adrian found out at the pharmacy counter that he had lost his Medicaid 
coverage for reporting his work hours incorrectly – he couldn’t fill his COPD medications, ended 
up in the hospital, and ultimately lost his job because he missed too much work.2  


Additionally, the state intends to identify the individuals to be assigned to success coaches based 
on the length of time they have been enrolled in the program, targeting those at 21-80% of the 
FPL who have been enrolled in Medicaid for 24 months or more and those at 81-138% of the FPL 
enrolled for 36 months or more. An Arkansas resident with one dependent working a full-time, 
minimum wage job ($11/ hour) would still be under 138% of the FPL. The Lung Association is 
opposed to time limits on Medicaid coverage. Patients with serious health conditions like lung 
disease rely on regular access to their healthcare providers and cannot afford a disruption in their 
care. Again, this structure is not consistent with the goals of the Medicaid program.  
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Challenges of Implementation  


The Lung Association is concerned that implementation of the proposed requirements will pose 
challenges for the program and enrollees alike. The proposed activities of success coaches are 
complex and time-consuming. The proposal would require significant infrastructure and 
investment to be implemented as proposed, including enhancing data sources and hiring and 
training staff. Furthermore, it is unlikely that the state has sufficient resources to support a three-
person panel to review all success coach recommendations. Arkansas is likely unprepared for the 
cost and administrative disruption of implementing new infrastructure to this extent.  


Arkansas’s proposal relies heavily on data matching and while the state does not intend to solely 
rely on data matching, it does not specify what other assessments would be used. Arkansas’s 
previous attempt to implement work reporting requirements in 2018 revealed significant flaws in 
the state’s ability to use data to identify exemptions, ultimately leading to 18,000 individuals 
losing coverage largely as a result of bureaucracy and additional paperwork.3 During Arkansas’s 
recent Medicaid renewal process, only 42% of enrollees were successfully renewed through 
automated data matching, with an additional 18% renewed through submitted renewal forms,4 
demonstrating the limitations of data matching. There will undoubtedly be individuals whose data 
is incomplete, outdated, or not accurately captured by the systems in use. The Lung Association is 
concerned that this proposal will increase administrative burden on these patients. For individuals 
in active treatment for lung cancer or other lung diseases, navigating a complex renewal process 
could impact access to lifesaving treatment. Patients may not have the time or resources to 
complete a lengthy eligibility appeal, leading to loss of coverage.  


In addition, the Lung Association is concerned that this proposal doesn’t specify how individuals 
can demonstrate compliance or address inaccuracies if existing data fails to verify their eligibility. 
There is no clear reporting process to ensure that eligible individuals are not unfairly disenrolled 
due to gaps in data.  


Lack of Detail  


The Lung Association is concerned that Arkansas’s proposal is lacking key details that prevents 
commenters from providing meaningful input on the proposed changes. The proposal states that 
enrollees who are suspended for noncompliance would maintain Medicaid enrollment while their 
health plan benefits and services are suspended. This distinction between remaining enrolled but 
losing coverage is misleading to commenters and beneficiaries about the availability of care. The 
state fails to clarify whether suspended individuals would be transferred to fee-for-service 
coverage while their health plan status is suspended or if suspension would mean loss of all 
coverage. Furthermore, the proposal does not provide clear qualifications or training 
requirements for success coaches, despite the many services they will be expected to provide. 
Finally, Arkansas’s proposal does not establish clear criteria for determining when an enrollee is 
on track with their personal development plan, leaving this to the discretion of success coaches 
without consistent standards. The Lung Association urges the state to clarify these points and 
reissue the proposal for another comment period of at least 30 days.  
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Conclusion: The Lung Association remains opposed to work reporting requirements and time 
limits on coverage in all forms, as they are not in line with the goals of the Medicaid program. The 
ARHOME Pathway to Prosperity Amendment threatens the continuity of care for patients, places 
undue administrative burden on patients and the Medicaid program and lacks critical details. In 
order to protect access to affordable and quality healthcare for Arkansans, we urge the state not 
to move ahead with this proposal.  


Thank you for the opportunity to provide comments. 
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Lilia Eisenstein, Legislative and Operations Associate, Simon & Co, LLC, for 


Jody Kepler, Deputy General Counsel, SVP Government Affairs 


Modivcare 


Comment: Modivcare appreciates the opportunity to comment on the ARHOME Section 1115 
Demonstration Project “Pathway to Prosperity” waiver amendment.  


Modivcare offers a suite of supportive care services to members, including non-emergency 
medical transportation (NEMT), remote patient monitoring, chronic care management, and 
personal in-home assistance with activities of daily living. A leader in the NEMT market, 
Modivcare employs a broker model in which the company partners with specialized 
transportation providers, ride share, and public transit across many states to provide the lowest 
cost, appropriate ride to members. In service of Medicaid plans, Modivcare has a proven track 
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record: a 28% reduction in emergency department utilization and a 44% reduction in in-patient 
admissions. Modivcare is not currently a broker serving Arkansas but does manage Medicaid 
NEMT in the nearby states of Louisiana, Mississippi, Missouri, Oklahoma, and Texas.  


Modivcare supports the Arkansas Department of Human Services’ decision not to eliminate NEMT 
under the “Pathways to Prosperity” waiver amendment. This wrap-around benefit is critical to 
ensuring that individuals enrolled in Medicaid can access health care services. A 2024 study by the 
Agency for Healthcare Research and Quality (AHRQ) using the 2021 Medical Expenditure Panel 
Survey (MEPS) measured the prevalence of lack of reliable transportation.i The study found that 
adults with public health insurance were more likely than those with private insurance to lack 
reliable transportation, and the highest percentage of adults who lacked reliable transportation 
was in Medicaid (20.4%).  


Additionally, Modivcare recognizes the measured approach the state has taken to the “work and 
community engagement requirements” that the pending waiver amendment will establish. The 
continuation of the NEMT benefit and the acknowledgement of the importance of transportation 
for beneficiaries seeking work or training opportunities is a key part of bridging the “benefits 
cliff.” Modivcare also recognizes the proposed “success coaching” feature of the “Pathways to 
Prosperity” waiver amendment and the health-related social needs (HRSN) screening, which can 
address lack of transportation among other needs.  


Thank you for opportunity to comment. Please contact me at jkepler@modivcare.com or (615) 
762-7773 with any questions.  
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Ramon Gardenhire, South Region Government Relations Director 


ViiV Healthcare 


Comment: ViiV Healthcare (ViiV) appreciates the opportunity to submit comments on the 
Arkansas Pathway to Prosperity (“Pathway”) Section 1115 Waiver. 1  


• While ViiV supports the overall intent of the Arkansas Health and Opportunity for Me 
(ARHOME) waiver to expand Medicaid coverage, ViiV is concerned that the proposed work and 
community engagement requirements in this waiver will disrupt healthcare and treatment for 
people with HIV. • We recommend the waiver is amended to ensure that adults with HIV are 
exempted from participation from the work and community engagement requirements.  
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• Amending the demonstration to exempt people with HIV would align with President 
Trump’s Ending the HIV Epidemic in America (EHE) Initiative.  


ViiV is the only independent, global specialist company devoted exclusively to delivering 
advancements in HIV treatment and prevention to support the needs of people with HIV and 
those vulnerable to HIV. ViiV remains singularly focused on improving the health and quality of 
life of people affected by HIV and has worked to address unmet needs in treatment and 
prevention. In collaboration with the HIV community, ViiV is committed to developing meaningful 
treatment and prevention advances, improving access to its HIV medicines, and supporting the 
HIV community to facilitate enhanced care, treatment, and prevention.  


Disruption to Healthcare and Treatment  


Under the state’s proposed waiver amendment, individuals who are unable to participate in the 
work and community engagement requirements will have their Medicaid coverage suspended. 
For people with HIV, retention in medical care and adherence to treatment are essential. 
Individuals living with HIV require regular medical care, consistent access to antiretroviral 
medications, and comprehensive support services to effectively manage their condition. 
Implementing the Pathway work requirement has the potential to disrupt this vital care 
continuum, leading to interruptions in medication adherence, increased risks of disease 
progression, and potential setbacks in achieving viral suppression.  


These consequences could have health implications for individuals with HIV. It may also 
contribute to HIV transmission, because when a person with HIV takes their medicine as 
prescribed, they are more likely to reach and maintain viral suppression and have effectively no 
risk of sexually transmitting HIV to their sexual partners. 2  


Effective HIV treatment can help people with HIV to live longer, healthier lives and has been 
shown to reduce HIV-related morbidity and mortality at all stages of HIV infection. 3, 4 


Furthermore, effective HIV treatment can also prevent transmission of the disease. 5  


Additionally, individuals living with chronic illnesses may face difficulty in maintaining 
employment. Chronic illnesses can produce symptoms or disabilities that are not outwardly visible 
yet can serve as an impediment to continuous employment. For this reason, we urge Arkansas to 
exempt people living with HIV from Pathway and ensure they can maintain uninterrupted access 
to care and treatment through Medicaid.  


People with HIV Should be Exempted from Pathway Work Requirements  


Many states, including Kentucky (6), Indiana (7), and Arizona (8), protect Medicaid coverage for 
certain populations under a definition of “medical frailty” due to their health and medical needs. 
In a best practice example, in 2018, the State of Michigan submitted a Medicaid demonstration 
waiver that exempted medically frail individuals—including people with HIV through the use of 
claim analysis codes specific to HIV. This process is notable because people with HIV are 
automatically exempt without need for further action on their part. 9  
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The medically frail designation is intended to ensure that enrollees with high need for medical 
care and treatment—such as people with HIV—receive the benefit package that best meets their 
needs. 10  


Accessed February 25, 2025. We encourage CMS and the state of Arkansas to specifically 
designate people with HIV as a medically frail population and to exempt them from this waiver 
using self-attestation or claims code information. Doing so will help to facilitate the goals of 
ensuring that people with HIV have access to necessary health care and treatment, continued 
engagement in medical care, and are able to reach viral suppression, which reduces the likelihood 
of transmitting the virus to others. An automatic exemption is important to avoid further 
stigmatizing people living with HIV in the state.  


Despite groundbreaking treatments that have slowed the progression and burden of the disease, 
treatment of the HIV is low—only half of people with HIV are retained in medical care, according 
to the interagency HIV.gov. 11  


Medicaid has played a critical role in HIV care since the epidemic began, and it is the largest 
source of coverage for people with HIV. 12  


Amending the Demonstration would align with President Trump’s Ending the HIV Epidemic (EHE) 
Initiative  


In 2019, President Trump announced his Administration’s bold goal to end the HIV epidemic in 
America within 10 years. His administration released the “Ending the HIV Epidemic: A Plan for 
America,” which proposes to use scientific advances in antiretroviral therapy to treat people with 
HIV and to expand models for effective HIV care and prevention. The plan also aims to increase 
knowledge of HIV and linkage to care. Access to continuous healthcare coverage is an important 
element of President Trump’s EHE Initiative for people with HIV.  


Arkansas is one of seven priority EHE priority state jurisdictions—selected because of its high 
rates of new HIV infections. 13  


There are approximately 6,362 people living with HIV in Arkansas as of 2022 with a new diagnosis 
rate of 12 per 100,000, which has remained nearly static over the last decade.14  


In order to promote the goals of the President’s plan, it is imperative that state Medicaid 
programs align with local and national efforts to end the HIV epidemic and promote policies that 
contribute to HIV public health goals, such as preserving continuous access to comprehensive 
health care, including antiretroviral therapy (ART). Nationally, Medicaid is the largest source of 
coverage for people living with HIV. In fact, more than half of people with HIV who are engaged in 
medical care have incomes at or below the federal poverty level. Medicaid is an essential source 
of access to medical care and ART drug coverage for people living with HIV. This medical care and 
drug treatment not only preserves the health and wellness of people with HIV and improves 
health outcomes, but it also prevents new HIV transmissions.  
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For these reasons, we urge Arkansas to reconsider its Pathway waiver in within the context of the 
goals established by President Trump’s EHE Initiative, the importance of the state Medicaid 
program in this effort, and the impact on people with HIV in Arkansas.  


Conclusion: We urge the state of Arkansas to amend its proposed waiver to align with President 
Trump’s EHE Initiative by exempting people with HIV from community and work requirements. 
Thank you for your consideration of our comments. Please feel free to contact me at 
ramon.c.gardenhire@viivhealthcare.com with any questions.  
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Mackenzie Marshall for 


Sophia Tripoli, Senior Director of Health Policy 


Families USA 


Comment: On behalf of Families USA, thank you for the opportunity to comment on the Proposed 
Amendment to Medicaid Section 1115 Demonstration Project, Arkansas Health and Opportunity 
for Me (ARHOME) prior to submission to the Centers for Medicare and Medicaid Services.  


Families USA is a leading national, non-partisan voice for health care consumers, dedicated to 
achieving high-quality, affordable health care and improved health for all. Families USA greatly 
appreciates the opportunity to comment on the “Pathway to Prosperity” amendment that 
Arkansas proposes to add to its current ARHOME Demonstration, as the proposed amendment 
will significantly impact the lives of over 230,000 ARHOME program enrollees aged 19-64 who 
qualify for the state’s Medicaid expansion1—comprising over 50% of Medicaid-enrolled adults in 
Arkansas,2 and over 13% of all adults in the state.3  


Like its 2018-2019 failed predecessor, “Arkansas Works,” Pathway to Prosperity establishes 
onerous and punitive work and community engagement requirements for the Medicaid 
expansion population. While the Arkansas Department of Human Services (DHS) goes to great 
lengths to differentiate this new program from its former attempt, in the end, Pathway to 
Prosperity is the same flawed policy—a policy that previously pushed over 18,000 Arkansans off 
Medicaid (one in four people subject to the requirement),4 while costing the state millions of 
taxpayer dollars5 and failing to increase employment.6  


Families USA strongly opposes all work reporting requirement programs including programs 
disguised as “community engagement” or as a “solution to poverty.” No matter what you call 
them, these programs all lead to the same result: they create an immense administrative hurdle 
that makes it more difficult for eligible people—including rural Americans, people with 
disabilities, working people and veterans—to enroll in or maintain Medicaid coverage. 
Furthermore, no amount of posturing and flowery language can mask the fact that by pushing 
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eligible people off Medicaid, Pathway to Prosperity and programs like it do not promote 
Medicaid’s primary objective—that is, to “furnish medical assistance.”7,8  


Families USA strongly opposes the Pathway to Prosperity program and urges DHS to withdraw this 
harmful and economically destructive proposed amendment. As we outline in our comments, the 
Pathway to Prosperity program will only serve to further threaten the financial security of 
Arkansans, directly undermining the will of the people who just voted in the national election for 
greater economic  


stability. Families USA strongly encourages DHS to stand with their residents to protect access to 
Medicaid by ceasing their attempts to reinstitute a work reporting requirement program.  


I. Pathway to Prosperity does not meet Medicaid’s primary objective of furnishing medical 
assistance because it serves to push eligible people off Medicaid coverage.  


In its application, DHS appropriately acknowledges that, given the court ruling in Gresham v. 
Azar9 (the 2020 District Court case that struck down the original Arkansas Works program), it has 
to do a better job of justifying how its proposed work and community engagement requirements 
for ARHOME enrollees promote the primary objective of Medicaid: to “furnish medical 
assistance,” as required by the Social Security Act.10 To this end, DHS aims to justify its approach 
by discussing it in a framework of “investments” in health and “economic stability,” while 
describing the well-established links between poverty and poor health, along with Medicaid’s role 
as an “anti-poverty program.”11  


While every state health department should be concerned about improving health and decreasing 
poverty, the truth is that Pathway to Prosperity is a program designed to undermine that very 
goal by pushing eligible people off Medicaid. In its waiver amendment proposal, DHS estimates 
that 25% of Arkansans assigned so-called “success coaching” under the proposed program will 
have their ARHOME coverage suspended.12  


Despite these estimated coverage losses, DHS attempts to position itself as continuing to “furnish 
medical assistance,” by stating the Pathway to Prosperity program “does not make compliance a 
condition of eligibility” because individuals are merely suspended, rather than disenrolled.13 But 
this is a distinction without meaning, as suspension and disenrollment have the same effect: 
under the program, suspended adults have no access to Medicaid coverage. This means no access 
to the health care that ARHOME enrollees need to keep them healthy and keep them working.  


There’s just no way around it: compliance with the Pathway to Prosperity program is a condition 
of receiving Medicaid. DHS’ attempt to argue otherwise falls apart on page 27 when it boasts the 
savings the program will achieve yearly by hitting suspension targets.14 Here, DHS shows its hand 
that suspension—decreased access to Medicaid coverage—is the primary objective of the 
program, just as it was under Arkansas Works. No amount of ornamental language about poverty 
and health can redeem DHS’ actions here, and even if it could, we remind DHS of the Gresham 
court’s ruling:  
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“[a] focus on health is no substitute for considering Medicaid’s central concern: covering health 
costs through the provision of free or low-cost health coverage.”15  


II. Pathway to Prosperity does not meet Medicaid’s secondary objective of furnishing 
rehabilitation and other services, and DHS’ proposal misunderstands the intent behind the 
statute.  


As its argument about furnishing medical assistance fails, DHS attempts an additional argument 
for why the Pathway to Prosperity program meets a second Medicaid objective set out by the 
Social Security Act, which is to furnish “rehabilitation and other services to help such families and 
individuals attain or retain capability for independence or self care."16  


In a self-serving misreading of the statutory term “independence,” DHS attempts to argue that 
putting in place a work requirement and community engagement program assists individuals in 
“attaining  


economic independence,” and that this promotes Medicaid objectives. In reality, this additional 
objective of the Medicaid program is not about helping people attain skills for applying to higher 
paying jobs. Instead, “independence” in the statute refers to Medicaid’s important role in 
supporting eligible people in need of institutionalized care (inpatient hospital care, nursing 
facilities etc.), and the goal of helping people “attain or retain capability for independence” so 
they can return home from institutional settings.17 While Arkansas may want to support citizens 
in finding employment, it cannot manipulate the words of the statute for its own gain to justify 
the misuse of Medicaid as a workforce training program, with suspension of benefits for 
noncompliance as the main goal.  


III. Pathway to Prosperity threatens working families, providers, and local economies.  


Even if DHS could make the argument that Pathway to Prosperity promotes any Medicaid 
objective, it cannot make the argument that this proposed program will achieve DHS’ goal to 
“drive improved health and economic independence outcomes for working age nondisabled 
adults.” As described above, Pathway to Prosperity will suspend working people from Medicaid, 
leaving them without access to the health care services they need to stay healthy and working. 
But beyond coverage losses, work reporting and community engagement programs fail to 
improve employment, are expensive to implement, drive economic insecurity for working 
families, and put hospitals and the health system at risk.  


Work reporting requirements fail to improve employment.  


The fact is, 92% of people who rely on Medicaid across the country are already working, in school, 
ill or disabled, or caregiving.18 There is no evidence that work reporting requirements result in 
higher employment rates.19 In fact, multiple government and independent analyses definitively 
conclude that these programs do not result in sustainable employment gains; instead, they result 
in significant coverage losses and skyrocket the uninsured rate.20,21,22 A study of the prior 
Arkansas Works program found no evidence that low-income adults had increased their 
employment or other community engagement activities either in the first year (when the program 
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was in effect) or in the longer term.23 Focus group interviews of Arkansans subject to the 
program show that the work requirement did not provide an additional incentive to work because 
people were already motivated to work to make ends meet (for example, to pay utilities or buy 
food).24  


Furthermore, two different focus group studies explained that the Arkansas Works program could 
not change the realities of the Arkansas labor market, where factors beyond individual control—
few regional job opportunities beyond low-wage retail and fast food, a shrinking labor market 
(due to farming and welding jobs becoming more automated), lack of public transportation and 
employers that offer unpredictable work schedules—made it difficult for people to work more 
hours or for better pay.25,26 The Arkansas Division of Workforce Services has also explained that 
poor access to childcare in the state is one of the driving factors in Arkansas’ declining labor force 
participation rate.27 Despite these challenges, 95 percent of Medicaid beneficiaries subject to 
Arkansas Works were already working enough hours to meet the requirements (or were 
otherwise caregivers, ill or disabled, or attending school).28  


The Arkansas Works program, then, did not serve as a solution to any problem in the state: 
Medicaid-enrollees were already working, were motivated to keep working, and were achieving 
what they could in a tough labor market. Arkansas Works did nothing to change these realities, 
and it’s hard to imagine Pathway to Prosperity could achieve any different result. DHS offers no 
details on how its proposed “Success Coaching” will combat difficult regional labor market forces 
for ARHOME participants. Meanwhile, the program as designed will suspend coverage for anyone 
who is “not on track” towards meeting “economic goals.” This jeopardizes both health and the 
ability to maintain employment, as people with Medicaid are more likely to be healthy, and 
healthy people are more likely to be able to work.29,30,31  


Work reporting requirements are expensive to implement.  


Work reporting requirements are extremely costly to states and counties.32 They require 
substantial financial resources to administer: DHS estimates Pathway to Prosperity will cost $42.8 
million over five years, including $6.5 million in “infrastructure” costs (staff training and 
infrastructure upgrades) and $35.9 million in “services” costs (care coordination services offered 
by success coaches to eligible ARHOME enrollees).33 We note that this price tag is $16.7 million 
higher than DHS’ estimate for the original Arkansas Works program ($26.1 million).34  


Not only is a $42.8 million price tag hard to justify for a program that is unlikely to meet its 
objective to improve health or employment, what is even more difficult to justify is the 
opportunity cost, when one considers what these resources could support if deployed differently:  


• As DHS states in its application, “Medicaid is an anti-poverty program.”35 If DHS is serious 
about reducing poverty, then why not divert these resources to enroll more people in ARHOME? 
DHS estimates its first-year cost for the proposed program will be $10.2 million. With $10.2 
million, DHS could instead extend one year of Medicaid to an additional 1,122 uninsured 
Arkansans (assuming the current ARHOME per member per month cost of $757.23).36  
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• These resources could also be deployed toward in any number of proven anti-poverty 
measures, such as child tax credits, paid family leave, increased minimum wages, investments in 
childcare and early childhood education, and food assistance programs.37 One 2023 study 
estimated that if every Arkansas resident who qualified for one of seven safety-net programs—
including food and nutrition programs, childcare subsidies and subsidized housing—received 
these benefits (assuming administrative, funding and other barriers were removed), the poverty 
rate in Arkansas would decline from 16.2% to 12.5%.38 For example, the Supplemental Nutrition 
Assistance Program (SNAP) is a highly effective poverty-reduction policy for individuals and 
families.39 As Arkansas has the highest prevalence of food insecurity in the nation (at nearly 19% 
in 2023),40 the $10.2 million in first-year costs for Pathway to Prosperity could instead support an 
additional 2,741 families with one year of SNAP benefits.41,42  


Reducing poverty can be achieved with smart investments in safety-net programs. Throwing 
millions of taxpayer dollars to cover administrative expenses for a program designed to push 
people off Medicaid is not an anti-poverty solution.  


Work reporting requirements drive economic instability for American families.  


With Medicaid, families have reduced exposure to medical debt, are better able to put food on 
the table and are less likely to be evicted from their homes.43,44 Arkansans who erroneously lost 
coverage because of Arkansas Works had increased medical debt (averaging over $2,200) and the 
program roughly doubled the portion of adults who reported having serious problems 
payingvtheir medical bills.45 In addition, among Arkansans who lost Medicaid coverage, 55.9% 
reported delaying needed care and 63.8% delayed taking medications because they could no 
longer afford them.46 People who experience coverage suspensions as a result of Pathway to 
Prosperity face the same exposure to medical debt, and DHS’ proposal does nothing to mitigate 
these concerns.  


Work reporting requirements put hospitals and the health care system at risk.  


Pathway to Prosperity, and accompanying Medicaid suspensions, will also impact hospitals in 
Arkansas that depend on Medicaid to keep them financially viable. Today, 50% of Arkansas’ rural 
hospitals are at risk of closure, the highest at-risk percentage of any state.47 Arkansas also ranks 
among the highest of states with premature death in rural communities, in part due to lack of 
hospitals and health care services in rural regions of the state.48 Vulnerable hospitals in the state 
need support from DHS to remain open and serving the wider community.  


However, programs like Pathway to Prosperity put hospitals at greater risk. Work reporting 
requirements drive up uncompensated care—the cost of medical services provided but not 
reimbursed.49 Medicaid provides health coverage for low-income patients and, thus, reduces 
uncompensated care, lowering the need or demand for hospital charity care and debt expenses 
for uninsured people.50 Further, when people lose Medicaid (such as those pushed off Medicaid 
by work reporting requirements), they are forced to seek care in expensive settings like 
emergency rooms, further straining hospital workers who are overburdened and understaffed.51  
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The bottom line: Medicaid work reporting requirements don’t work.  


Families USA urges DHS to consider the economic impact and human toll of its proposed waiver 
amendment. At its core, the Pathway to Prosperity program does not promote the objectives of 
Medicaid and does not reduce poverty, as the proposed program is set up to keep low-income 
adults out of Medicaid, with a hefty price tag for Arkansas taxpayers, hospitals and low-income 
health care consumers. Weakening the health care system with work reporting requirements only 
worsens existing challenges and endangers the financial and physical health of Arkansas’ families. 
We respectfully ask DHS to cease its plans to reinstitute a Medicaid work reporting requirement in 
Arkansas.  


For questions or comments regarding the recommendations made in this letter, please reach out 
to Mary-Beth Malcarney, Senior Advisor on Medicaid Policy, Families USA at: 
mmalcarney@familiesusa.org.  


Thank you for your time and consideration. 
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Michelle Atherton 


Comment: My son had a great job making a lot of money and invested wisely. He had great health 
insurance through his employer and life was good until he was diagnosed with a mental illness. He 
is currently unemployed and I do not see that changing anytime in the foreseeable future. He has 
been denied disability and we are currently in the appeals process. We are only able to make it 
day to day at this point because he has Medicaid which pays for his psychiatrist and therapist 
appointments and his daily medications along with a monthly shot that costs $4,000.00 a month.   


The waiver indicates that those with disabilities would be exempt from the work requirements, 
but it does not specify the criteria for determining whether an individual is disabled. My son is 
unable to take care of business on his own and he relies on me to be his advocate. Please do not 
take away the necessary healthcare for so many people who are unable to take care of 
themselves. When work requirements were imposed previously, many Arkansans lost their 
coverage and we can not let this happen again.  
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I have read that you plan on having data matching, success coaching, and personal development 
planning going on but we are humans and mistakes will be made. People will fall between the 
cracks and for some of our loved ones, if they fall too far, we may not get them back in time! They 
could be one psychotic break away from never recovering. That risk is too high to take to 
determine if he may be able to work more hours because  your data deems it appropriate. Please 
reconsider the work requirements and don't take unnecessary risks with our loved ones who can't 
protect themselves. 


Thank you for your time. 


 


Vicky Jackson 


Comment: Reform Medicaid to include continuous work / employment in order to receive 
benefits & set a cap on funding to those who won’t comply. 


 


 


Ann Hampton 


Comment: This bill I believe will use up additional tax dollars on needless bureaucracy instead of 
paying for the healthcare of Arkansas citizens which I support. I believe we are "our brother's 
keepers" and support healthcare but not this massive spending on bureaucrats. 


 


June Matheny 


Comment: After reading the DHS proposal, I am deeply troubled. 


For years, I have paid taxes to support many able bodied non-workers.  I really am tired of all the 
money paid to those who have never, and will never, contribute. 


The utilities ask taxpayers for money to pay other people’s bills, while my bills are rising rapidly. 


I pay insurance that is constantly rising. 


Now free breakfast for all kids. 


When is enough enough? 


Taxpayers want all to work or contribute. 


Scrap your plan.  Start over.  Consider those of us who respect personal responsibility. 
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Lisa Richardson 


Comment: I think the proposed bill is not in the best interest of Arkansas. People need a leg up 
not a hand out that keeps them forever in a system. Coaches are a total waste of our money. No 
one is required to use them and there is no accountability on anyone’s part. People need to have 
a way to work and still get some benefits for a time period. After that they need to be on their 
own. Single mothers that use having child after child to raise they free income is unexceptionable. 
Where is holding the babies daddy accountable in all this? Bad behavior should not be financed by 
the hard-working people in Arkansas. 


 


Jeff and Kerri Brownlee 


Comment: We need REAL work requirements in your proposal before the state legislature.   


We NEED able bodied Arkansans to work. 


No more generational dependence on the state benefits! 


 


 


Joy Long, Compliance Analyst III, Compliance Regulatory Distribution Management 


CareSource 


Comment: Thank you for the opportunity to review and comment on the Arkansas proposed 
amendment to the ARHOME waiver. 


CareSource has no comments at this time. 


 


jomomma912 


Comment: People that receive Medicaid, must have a work requirement.  THEY DON’T NEED 
COACHES.  How silly.  Those coaches need to get a job, as well.  I live in the country, on a 
farm/ranch.  Nobody wants to work.  They are all on different government “tits”.  That’s why so many are 
so overweight.  Duh.  Look at it.  I’m old and I still have to work.  Everyone should have to work.   


 


Matt Glanville, Government Relations Director, Oklahoma & Arkansas 


American Cancer Society Cancer Action Network 


Comment: The American Cancer Society Cancer Action Network (ACS CAN) appreciates the 
opportunity to comment on the request to amend the ARHOME Pathway to Prosperity 
Amendment released on January 28, 2025. ACS CAN is making cancer a top priority for public 
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officials and candidates at the federal, state, and local levels. ACS CAN empowers advocates 
across the country to make their voices heard and influence evidence-based public policy change, 
as well as legislative and regulatory solutions that will reduce the cancer burden. As the American 
Cancer Society’s nonprofit, nonpartisan advocacy affiliate, ACS CAN is more determined than ever 
to end cancer as we know it, for everyone.  


ACS CAN has grave concerns about the Department’s proposal to implement the Pathways to 
Prosperity demonstration, and strongly urges its withdrawal from consideration. Arkansas already 
has the dubious distinction of being the first state to have fully implemented a Medicaid work 
requirement, which resulted in confusion, endless red tape, and coverage terminations for over 
18,000 Arkansans – many of whom remained eligible but could not successfully navigate the 
byzantine system to report their work or prove their exemption.1 ACS CAN is very concerned 
about the ability of people with cancer, cancer survivors, and those in need of cancer screenings 
to access Medicaid coverage in Arkansas.  


ACS CAN Opposes Work Requirements in Medicaid.  


The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements are not about promoting work but about adding red tape that 
jeopardizes patients’ access to care. The vast majority of those with Medicaid who can work 
already do so; nationally, 92% of individuals with Medicaid coverage under age 65 who do not 
receive Social Security disability benefits are either workers, caregivers, students, or unable to 
work due to illness.2  


Under Arkansas’s proposal, individuals with very low incomes or that have been on Medicaid for a 
specified number of months will be assigned a success coach. These coaches will create personal 
development plans, and those who are not on track toward these goals, based on the assessment 
of the success coach, are at risk of having their health plan benefits suspended. Though this 
proposal states that individuals who are suspended will not be disenrolled from the Medicaid 
program, it appears that benefits and healthcare services would be stopped, barring enrollees 
from accessing care until the suspension is lifted. The state estimates that one in four enrollees 
will have their coverage benefits suspended.3  


ACS CAN opposes tying access to affordable health care for lower income persons to employment 
or income as a proxy for employment, because cancer patients and survivors – as well as those 
with other complex chronic conditions – could be unable to comply and find themselves without 
Medicaid coverage. Many cancer patients in active treatment are often unable to work or require 
significant work modifications due to their treatment.4,5,6, 7, 8 Research suggests that between 
40 and 85 percent of cancer patients stop working while receiving cancer treatment, with 
absences from work ranging from 45 days to six months depending on the treatment.9,10 Recent 
cancer survivors often require frequent follow-up visits11 and suffer from multiple comorbidities 
linked to their cancer treatments.12,13 Cancer survivors are often unable to work or are limited in 
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the amount or kind of work they can participate in because of health problems related to their 
cancer diagnosis and treatment.14,15,16,17,18  


When work is required as a condition of eligibility, many newly diagnosed and recent cancer 
survivors, as well as those with other chronic illnesses could find that they are ineligible for the 
lifesaving care and treatment services provided through Arkansas’ Medicaid program. We also 
note that imposing work requirements on lower income individuals as a condition of coverage 
impedes individuals’ access to prevention and early detection care, including cancer screenings 
and diagnostic testing. Work requirements further decrease the number of individuals with 
Medicaid coverage, regardless of whether they are or should be exempt.19,20  


Additional processes to determine patient eligibility and participation in program requirements 
inherently create opportunities for administrative errors that jeopardize access to care. The 
detrimental effects that these requirements have on patients are not consistent with the goals of 
the Medicaid program.  


ACS CAN Opposes Time Limits on Medicaid Coverage.  


The state proposes to identify the individuals to be assigned to success coaches based on the 
length of time they have been enrolled in the program, targeting those at 21-80% of the FPL who 
have been enrolled in Medicaid for 24 months or more and those at 81-138% of the FPL enrolled 
for 36 months or more. An Arkansas resident with one dependent working a full-time, minimum 
wage job ($11/ hour) would still be under 138% of the FPL.  


ACS CAN strongly opposes any proposal that limits the amount of time an eligible individual can 
be enrolled in Medicaid. If individuals are suspended from coverage, they will likely have no 
access to affordable health care coverage, making it difficult or impossible for a cancer patient or 
recent survivor to continue treatment or pay for their maintenance medication until they come 
into compliance with the requirement. This is particularly problematic for cancer survivors who 
require frequent follow-up visits and maintenance medications as part of their survivorship care 
plan to prevent recurrence21 and who suffer from multiple comorbidities linked to their cancer 
treatments.22 It would also be a problem for individuals in active cancer treatment if they are not 
exempted – or do not realize they are exempt. Being denied access to one’s cancer care team 
could be a matter of life or death for a cancer patient or survivor and the financial toll that of this 
gap in coverage would have on individuals and their families could be devastating.  


When individuals lose coverage, even for a short amount of time, it is difficult or impossible for 
those with cancer to continue treatment. For cancer patients who are mid-treatment, a loss of 
health care coverage could seriously jeopardize their chance of survival. The loss of coverage can 
be devastating to cancer patients and their families. Mostly recently, the link between disruptions 
in Medicaid coverage and worsened health outcomes was established among Medicaid-insured 
children and adolescents with blood cancers: lack of continuous Medicaid coverage was 
associated with advanced-stage diagnosis of lymphoma,23 and poorer survival.24  


ACS CAN Anticipates Challenges Implementing this Proposal.  
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ACS CAN is concerned that implementation of the proposed requirements will pose challenges for 
the program and enrollees. The proposed activities of success coaches are complex and time-
consuming. The proposal would require significant infrastructure and investment to be 
implemented as proposed, including enhancing data sources and hiring and training staff. 
Furthermore, it is unlikely that the state has sufficient resources to support a three-person panel 
to review all success coach recommendations. Arkansas is likely unprepared for the cost and 
administrative disruption of implementing a new infrastructure to this extent.  


ACS CAN is further concerned by the proposal’s use of data matching to assess individuals’ needs 
for support. While the state does not intend to solely rely on data matching, it does not specify 
what other assessments would be used. Arkansas’s previous attempt to implement work 
requirements in 2018 revealed significant flaws in the state’s ability to use data to identify 
exemptions, ultimately leading to 18,000 individuals losing coverage largely as a result of 
bureaucracy and additional paperwork.25 During Arkansas’s recent Medicaid renewal process, 
only 42% of enrollees were successfully renewed through automated data matching, with an 
additional 18% renewed through submitted renewal forms,26 demonstrating the limitations of 
data matching. There will undoubtedly be individuals whose data is incomplete, outdated, or not 
accurately captured by the systems in use.  


In addition, ACS CAN is concerned that this proposal doesn’t specify how individuals can 
demonstrate compliance or address inaccuracies if existing data fails to verify their eligibility. 
There is no clear reporting process to ensure that eligible individuals are not unfairly disenrolled 
due to gaps in data. We are concerned that this proposal will increase administrative burden on 
patients whose data is not easily ‘matched’ – including cancer patients; who often do not have 
the capacity to keep up with paperwork or mail, for example, while undergoing high intensity 
cancer treatments.  


ACS CAN Opposes Submitting a Waiver Proposal that Lacks Critical Details.  


Arkansas’s proposal lacks key details that prevent commenters from providing meaningful input 
on the proposed changes, including:  


• What actually happens when an individual fails to comply with the work requirement? The 
proposal states that enrollees who are suspended for noncompliance would maintain Medicaid 
enrollment while their health plan benefits and services are suspended. This distinction between 
remaining enrolled but losing coverage is misleading to commenters and beneficiaries about the 
availability of care. The state fails to clarify whether suspended individuals would be transferred 
to fee-for-service coverage while their health plan status is suspended or if suspension would 
mean loss of all coverage.  


• What qualifications will the success coaches have? The proposal does not provide clear 
qualifications or training requirements for success coaches, despite the many services they will be 
expected to provide, and the power they will wield over an enrollee’s access to health care.  
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• How exactly does an individual comply with the work requirements? Arkansas’ proposal 
does not establish clear criteria for determining when an enrollee is on track with their personal 
development plan, leaving this to the discretion of success coaches without consistent standards.  


If Arkansas moves forward with its proposal, ACS CAN urges the state to clarify these points and 
reissue the proposal for another comment period of at least 30 days so commenters can have this 
information while evaluating the proposal.  


Conclusion: The goal of the Medicaid program is to provide health coverage and access to care for 
people who need it. We do not believe the current proposal meets this goal. We urge the state to 
withdraw this proposal. If you have any questions, please feel free to contact me at 
matt.glanville@cancer.org or 405-301-6311.  


References:  


1 Sommers, Benjamin, et al. Medicaid Work Requirements in Arkansas: Two-Year Impacts on Coverage, 
Employment, and Affordability of Care. Health Affairs. 2020 Sep;39(9):1522-1530. doi: 
10.1377/hlthaff.2020.00538  


2 Tolbert, Jennifer et al. Understanding the Intersection of Medicaid & Work: An Update. KFF. February 4, 
2025. Available at: https://www.kff.org/medicaid/issue-brief/understanding-the-intersection-of-medicaid-
and-work-an-update/  


3 State of Arkansas Department of Human Services. Request to Amend the ARHOME Section 1115 
Demonstration Project Project No. 11-W-00365/ 


4. January 28, 2025. Pathway-to-Prosperity-1115-Waiver-Amendment_DHS-Final_1.28.2025.pdf  


4 Blinder VS, Gany FM. Impact of Cancer on Employment. J Clin Oncol. 2020;38(4):302-309. 
doi:10.1200/JCO.19.01856.  


5 Tracy JK, Adetunji F, Al Kibria GM, Swanberg JE. Cancer-work management: Hourly and salaried wage 
women's experiences managing the cancer-work interface following new breast cancer diagnosis. PLoS One. 
2020;15(11):e0241795. Published 2020 Nov 5. doi:10.1371/journal.pone.0241795.  


6 Dumas A, Vaz Luis I, Bovagnet T, et al. Impact of Breast Cancer Treatment on Employment: Results of a 
Multicenter Prospective Cohort Study (CANTO). JCO. 2020;38(7):734-743. doi:10.1200/JCO.19.01726.  


7 Whitney RL, Bell JF, Reed SC, Lash R, Bold RJ, Kim KK, et al. Predictors of financial difficulties and work 
modifications among cancer survivors in the United States. J Cancer Surviv. 2016; 10:241. doi: 
10.1007/s11764-015-0470-y.  


8 Stergiou-Kita M, Pritlove C, van Eerd D, Holness LD, Kirsh B, Duncan A, Jones J. The provision of workplace 
accommodations following cancer: survivor, provider, and employer perspectives. J Cancer Surviv. 2016; 
10:480. doi:10.1007/s11764-015-0492-5.  


9 de Boer AG, Taskila T, Ojajärvi A, van Dijk FJ, Verbeek JH. Cancer survivors and unemployment: a meta-
analysis and meta-regression. JAMA. 2009 Feb 18; 301(7):753-62.  


10 Short PF, Vasey JJ, Tunceli K. Employment pathways in a large cohort of adult cancer survivors. Cancer. 
2005 Mar 15; 103(6):1292-301.  


11 National Cancer Institute. Coping with cancer: Survivorship, follow-up medical care. Accessed August 
2021. https://www.cancer.gov/about-cancer/coping/survivorship/follow-up-care.  







37 
 


12 Mehta LS, Watson KE, Barac A, Beckie TM, Bittner V, Cruz-Flores S, et al. Cardiovascular disease and 
breast cancer: Where these entities intersect: A scientific statement from the American Heart Association. 
Circulation. 2018; 137(7): CIR.0000000000000556.  


13 Dowling E, Yabroff R, Mariotto A, et al. Burden of illness in adult survivors of childhood cancers: Findings 
from a population-based national sample. Cancer. 2010; 116:3712-21.  


14 Blinder VS, Gany FM. Impact of Cancer on Employment. J Clin Oncol. 2020;38(4):302-309. 
doi:10.1200/JCO.19.01856  


15 Dumas A, Vaz Luis I, Bovagnet T, et al. Impact of Breast Cancer Treatment on Employment: Results of a 
Multicenter Prospective Cohort Study (CANTO). JCO. 2020;38(7):734-743. doi:10.1200/JCO.19.01726  


16 Guy GP Jr, Berkowitz Z, Ekwueme DU, Rim SH, Yabroff R. Annual economic burden of productivity losses 
among adult survivors of childhood cancers. Pediatrics. 2016; 138(s1):e20154268  


17 Zheng Z, Yabroff KR, Guy GP Jr, et al. Annual medical expenditures and productivity loss among colorectal, 
female breast, and prostate cancer survivors in the United States. JNCI J Natl Cancer Inst. 2016; 108(5):djv382  


18 Kent EE, Davidoff A, de Moor JS, et al. Impact of sociodemographic characteristics on underemployment in 
a longitudinal, nationally representative study of cancer survivors: Evidence for the importance of gender and 
marital status. J Psychosoc Oncol. 2018; 36(3):287-303.  


19 Garfield R, Rudowitz R, Musumeci M. Implications of a Medicaid work requirements: National estimates of 
potential coverage losses. Kaiser Family Foundation. Published June 2018. Accessed October 2019. 
http://files.kff.org/attachment/Issue-Brief-Implications-of-a-Medicaid-Work-Requirement-National-
Estimates-of-Potential-Coverage-Losses.  


20 Sommers BD, Goldman AL, Blendon RJ, et al. Medicaid work requirements – Results from the first year in 
Arkansas. NEJM. 2019. DOI: 10.1056/NEJMsr1901772.  


21 National Cancer Institute. Coping with cancer: Survivorship, follow-up medical care. Accessed August 
2021. https://www.cancer.gov/about-cancer/coping/survivorship/follow-up-care.  


22 Mehta LS, Watson KE, Barac A, Beckie TM, Bittner V, Cruz-Flores S, et al. Cardiovascular disease and 
breast cancer: Where these entities intersect: A scientific statement from the American Heart Association. 
Circulation. 2018; 137(7): CIR.0000000000000556.  


23 Xinyue Elyse Zhang, Sharon M. Castellino, K. Robin Yabroff, Wendy Stock, Patricia Cornwell, Shasha Bai, 
Ann C. Mertens, Joseph Lipscomb, Xu Ji; Medicaid coverage continuity is associated with lymphoma stage 
among children and adolescents/young adults. Blood Adv 2025; 9 (2): 280–290. doi: 
https://doi.org/10.1182/bloodadvances.2024013532  


24 Ji X, et al. Lacking Health Insurance Continuity Is Associated with Worse Survival Among Children, 
Adolescents, and Young Adults Newly Diagnosed with Blood Cancer. Abstract presented at AcademyHealth 
Annual Research Meeting, June 25, 2023. 
https://academyhealth.confex.com/academyhealth/2023arm/meetingapp.cgi/Paper/58242  


25 Robin Rudowitz, MaryBeth Musumeci, and Cornelia Hall, “A Look at November State Data for Medicaid 
Work Requirements in Arkansas,” Kaiser Family Foundation, December 18, 2018. Available at: 
https://www.kff.org/medicaid/issue-brief/a-look-at-november-state-data-for-medicaid-work-requirements-
in-arkansas/; Arkansas Department of Health and Human Services, Arkansas Works Program, December 
2018. Available at: 
http://d31hzlhk6di2h5.cloudfront.net/20190115/88/f6/04/2d/3480592f7fbd6c891d9bacb6/011519_AWRep
ort.pdf   







38 
 


26 What is Happening with Medicaid Renewals in Each State? Center for Children and Families, Georgetown 
University McCourt School of Public Policy. Accessed February 2025. Available at: 
https://ccf.georgetown.edu/2023/07/14/whats-happening-with-medicaid-renewals/  


 


 


Kristina Kimball, Senior Regional Manager, State Government Affairs, South 


Leukemia & Lymphoma Society, Office of Public Policy 


Comment: The Leukemia & Lymphoma Society (LLS) appreciates the opportunity to submit 
comments on the ARHOME Pathway to Prosperity Amendment.  


At LLS, our mission is to cure blood cancer and improve the quality of life of all patients and their 
families. LLS exists to find cures and ensure access to treatments for blood cancer patients.  


LLS is committed to ensuring that Arkansas’s Medicaid program provides quality and affordable 
healthcare coverage. LLS is strongly opposed to Arkansas’s complex new demonstration 
amendment, which includes both work reporting requirements and time limits for Medicaid 
beneficiaries. These requirements could take away coverage from thousands of people in 
Arkansas and jeopardize the health of people with blood cancer and other serious and chronic 
conditions. LLS urges Arkansas not to move ahead with this proposal and offers the following 
comments on the ARHOME Pathway to Prosperity Amendment:  


Barriers to Coverage  


The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements are not about promoting work but about adding red tape that 
jeopardizes patients’ access to care, and LLS opposes them. The vast majority of those with 
Medicaid who can work already do so; nationally, 92% of individuals with Medicaid coverage 
under age 65 who do not receive Social Security disability benefits are either workers, caregivers, 
students, or unable to work due to illness.i Additional processes to determine patient eligibility 
and participation in program requirements inherently create opportunities for administrative 
errors that jeopardize access to care. The detrimental effects that these requirements have on 
patients are not consistent with the goals of the Medicaid program.  


Under the Arkansas proposal, individuals with very low incomes or that have been on Medicaid 
for specified number of months will be assigned a success coach. These coaches will create 
personal development plans (PDP), and those who are not on track toward these goals, based on 
the assessment of the success coach, are at risk of having their health plan benefits suspended. 
Though this proposal states that individuals who are suspended will not be disenrolled from the 
Medicaid program, it appears that benefits and healthcare services would be stopped, barring 
enrollees from accessing care until the suspension is lifted. The state estimates that one in four 
enrollees will have their coverage benefits suspended.  
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A loss of coverage is a grave prospect for anyone, particularly patients living with a serious disease 
or medical condition. Patients diagnosed or living with blood cancer, for example, face a complex 
mix of carefully-choreographed medical needs: managing their cancer alone will typically require 
regular visits with numerous primary and specialty healthcare providers, lab work and other 
diagnostics, inpatient services such as chemotherapy infusions, hospital-based care such as 
surgeries and transplant services, and prescription drugs. Side effects from their treatment may 
add to this list of burdens. Burdensome and complex new administrative and procedural hurdles 
that heighten the risk of coverage loss will only harm patients, particularly those who may have 
missed coaching sessions or appointments or were unable to adhere to a PDP simply because 
they were in a hospital or managing an active period of complex treatment.  


The state intends to identify the individuals to be assigned to success coaches based on the length 
of time they have been enrolled in the program, targeting those at 21-80% of the FPL who have 
been enrolled in Medicaid for 24 months or more and those at 81-138% of the FPL enrolled for 36 
months or more. An Arkansas resident with one dependent working a full-time, minimum wage 
job ($11/ hour) would still be under 138% of the FPL. LLS is opposed to any form of time limits on 
Medicaid coverage. Blood cancers and blood cancer treatments are highly variable in their 
intensity, acuity, pace of symptom onset, and length of treatment, and even patients who achieve 
stable remission often require heightened surveillance for years after their primary treatment has 
ended, as well as ongoing management of the long-term side effects of some treatments. 
However, one factor remains constant: patients at any stage of their blood cancer journey need 
comprehensive, stable, and reliable health coverage access free of unnecessary or avoidable 
interruptions which can significantly impair a treatment plan and, consequently, a prognosis.ii 
Again, the State’s proposed structure is not consistent with the goals of the Medicaid program.  


Challenges of Implementation  


LLS is concerned that implementation of the proposed requirements will pose challenges for the 
program and enrollees alike. The proposed activities of success coaches are complex and time-
consuming. The proposal would require significant infrastructure and investment to be 
implemented as proposed, including enhancing data sources and hiring and training staff. 
Furthermore, it is unlikely that the state has sufficient resources to support a three-person panel 
to review all success coach recommendations. Arkansas is likely unprepared for the cost and 
administrative disruption of implementing a new infrastructure to this extent. LLS is further 
concerned by the proposal’s use of data matching to assess individuals’ needs for support. While 
the state does not intend to solely rely on data matching, it does not specify what other 
assessments would be used. Arkansas’s previous attempt to implement work requirements in 
2018 revealed significant flaws in the state’s ability to use data to identify exemptions, ultimately 
leading to 18,000 individuals losing coverage largely as a result of bureaucracy and additional 
paperwork.iii During Arkansas’s recent Medicaid renewal process, only 46.6% of enrollees were 
successfully renewed through automated ex parte data-matching processes, demonstrating the 
limitations of data matching.iv There will undoubtedly be individuals whose data is incomplete, 
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outdated, or not accurately captured by the systems in use. LLS is concerned that this proposal 
will increase administrative burden on these patients.  


In addition, LLS is concerned that this proposal doesn’t specify how individuals can demonstrate 
compliance or address inaccuracies if existing data fails to verify their eligibility. There is no clear 
reporting process to ensure that eligible individuals are not unfairly disenrolled due to gaps in 
data.  


Lack of Detail  


LLS is concerned that Arkansas’s proposal is lacking key details that prevents commenters from 
providing meaningful input on the proposed changes. The proposal states that enrollees who are 
suspended for noncompliance would maintain Medicaid enrollment while their health plan 
benefits and services are suspended. This distinction between remaining enrolled but losing 
coverage is misleading to commenters and beneficiaries about the availability of care. The state 
fails to clarify whether suspended individuals would be transferred to fee-for-service coverage 
while their health plan status is suspended or if suspension would mean loss of all coverage. 
Furthermore, the proposal does not provide clear qualifications or training requirements for 
success coaches, despite the many services they will be expected to provide. Finally, Arkansas’s 
proposal does not establish clear criteria for determining when an enrollee is on track with their 
personal development plan, leaving this to the discretion of success coaches without consistent 
standards. LLS urges the state to clarify these points and reissue the proposal for another 
comment period of at least 30 days.  


Conclusion: LLS remains opposed to work reporting requirements and time limits on coverage in 
all forms, as they do not further the goals of the Medicaid program. The ARHOME Pathway to 
Prosperity Amendment threatens the continuity of care for patients, places undue administrative 
burden on patients and the Medicaid program and lacks critical details. In order to protect access 
to affordable and quality healthcare for Arkansans, we urge the state not to move ahead with this 
proposal.  


Thank you for the opportunity to provide comments.  
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Jaden Atkins, Staff Attorney, Economic Justice 


Legal Aid of Arkansas - Springdale 


Comment: Legal Aid of Arkansas (“Legal Aid”) is a nonprofit law firm representing low-income 
Arkansans in civil legal matters. In doing so, Legal Aid helps clients with issues pertaining to 
Medicaid and access to healthcare. Legal Aid’s mission is to improve the lives of low-income 
Arkansans by championing equal access to justice for all, regardless of economic or social 
circumstances. Through many years of healthcare-related advocacy for our clients, we have 
gained valuable insight into how policies such as these can affect low-income beneficiaries in our 
State. We offer these comments to help the Arkansas Department of Human Services (“DHS”) and 
the State understand how the proposed ARHome Amendment would adversely affect our client 
community.  


In 2018, Arkansas became the first state in the country to implement work requirements as a 
condition for Medicaid eligibility and, in doing so, a case study of how harmful such a policy can 
be.1 Over 18,000 Arkansans lost coverage in just six months before the policy was halted and 
eventually held unlawful. More than 95% of persons targeted by the work requirements either 
already met the requirements or should have been considered exempt, yet so many lost coverage 
due to bureaucratic barriers as they were inundated with requests for information (often arriving 
late or never at all to their homes), not made aware of the requirements or how they would apply 
to them, or were unable to complete the burdensome administrative tasks to prove their efforts 
to the specifications of DHS. The work requirements resulted in a significant rise in the percentage 
of uninsured Arkansans and, critically, no increase in employment.  


This revised effort to impose work requirements will fare no better. In the proposal, DHS is not 
forthcoming about what will happen to individuals who “fail to cooperate” with or are deemed 
“off track” by their success coach. The State says that their coverage will be suspended, but they 
will remain enrolled in Medicaid. A close reading of the Amendment reveals that these individuals 
will receive no coverage for necessary health services unless they qualify for another existing 
Medicaid program like one of the limited fee-for-service Director Mann Page 2 March 3, 2025  


categories or PASSE. This will result in countless Arkansans losing access to healthcare, including 
caregivers for small children and disabled or elderly family members, folks in rural towns 
struggling to find work after a layoff, and workers striving to get enough hours to get by—just like 
last time.  
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Many aspects of this newly proposed Amendment are extremely vague—to the point that it is 
difficult, if not impossible, to meaningfully comment on exactly how the project will operate in 
practice and thus who in our client community will be affected. For example, it is not clear who 
the new data-matching systems will identify as in need of “success coaching,” what if any systems 
will ensure that the data relied upon is accurate, or whether such decisions will be entirely 
automated. It is not clear how DHS has estimated that “only” 18,450 people will be identified as in 
need of “success coaching” while Governor Sanders’s letter accompanying the request claims that 
220,000 Arkansans are “able-bodied, working-age adults” and “nearly 90,000 have no job.”  


Moreover, the vagueness around success coaching costs casts serious doubt on the benefits the 
State claims they would provide to those identified as in “need” of such services. It is not clear 
who will employ the success coaches or what training and experience will be required. Based on 
the descriptions provided, success coaches would essentially be a social worker, a doctor, and a 
career coach in one. It is not clear how the state intends to pay for both sufficient “success 
coaches” with any of those qualifications for the identified 18,450 people and a new system to 
integrate data-matching at a total cost of only $10.7 million in the first year—a fraction of the 
estimated $26.1 million the State spent to implement the last work requirements program over 
only the first six months without the added expense of success coaches. The “Budget Neutrality” 
spreadsheet which would presumably shed light on these plans is notably missing from the 
proposal submitted for public comment. Based on the general allocations alone, it seems 
impossible for DHS to hire (or contract out) sufficient, well-qualified success coaches and thus to 
provide the benefits DHS claims.  


It is furthermore not clear what if any parameters will be in place to determine appropriate 
“goals” that success coaches may utilize to determine whether someone is “on track” and thus 
deserving of healthcare either initially or when requesting to get back on the program after being 
“suspended.” Nor is it clear what reporting success coaches will require to prove that they remain 
“on track” and prevent suspension. As written, this Amendment would give incredible and 
unprecedented power to a single individual—who may be a government employee or 
contractor—over a person’s private health decisions, livelihood, and possibly more.  


Not much is clear about this proposed amendment, but it is clear that, if implemented, countless 
Arkansans, including members of the client community we serve, will lose access to healthcare. If 
the State believes that low-income Arkansans could benefit from this success coaching program, 
DHS could implement it on a voluntary basis. As it stands, this plan would hold their healthcare 
hostage to participation in yet another burdensome administrative process likely to result in 
churn, loss of healthcare access, and no increase in employment—just as before. Thank you for 
the opportunity to provide comment on this important issue.  


Sincerely, 


References: 
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1 See https://www.nejm.org/doi/full/10.1056/NEJMsr1901772 and 
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2020.00538 for detailed analyses of the impacts of 
the previous work requirements attempt. 


 


Rhonda Spann and David Davis 


Comment: I want REAL WORK REQUIREMENTS  ….REAL work requirements in place for able-
bodied adults that are on our welfare system.  


 


Amanda Attiya, State Policy Specialist 


Cystic Fibrosis Foundation 


Comment: The Cystic Fibrosis Foundation appreciates the opportunity to submit comments on 
the ARHOME Pathway to Prosperity Amendment. On behalf of the more than 330 people with 
cystic fibrosis (CF) living in Arkansas, we are committed to ensuring that Arkansas’s Medicaid 
program provides quality and affordable healthcare coverage. Our organization is strongly 
opposed to Arkansas’s complex new demonstration amendment, which includes both work 
reporting requirements and time limits for Medicaid beneficiaries. These requirements could take 
away coverage from thousands of people in Arkansas and jeopardize the health of people with 
cystic fibrosis (CF) and other serious and chronic conditions. The CF Foundation urges Arkansas 
not to move ahead with this proposal.  


About Cystic Fibrosis and the Cystic Fibrosis Foundation  


Cystic fibrosis is a progressive, genetic disease that affects the lungs, pancreas, and other organs. 
There are close to 40,000 children and adults living with cystic fibrosis in the United States, and CF 
can affect people of every racial and ethnic group. CF causes the body to produce thick, sticky 
mucus that clogs the lungs and digestive system, which can lead to life-threatening infections. As 
a complex, multi-system condition, CF requires targeted, specialized treatment and medications. 
For those with CF, health care coverage is a necessity, and interruptions in care can lead to 
irreversible lung damage and costly hospitalizations—compromising the health and well-being of 
those with the disease. Over half of children and more than one in three adults living with CF in 
Arkansas rely on Medicaid for some or all of their health care coverage.  


As the world’s leader in the search for a cure for CF and an organization dedicated to ensuring 
access to high-quality, specialized CF care, the Cystic Fibrosis Foundation accredits more than 130 
care centers nationally—including two in Arkansas—that provide multidisciplinary, specialized 
care in accordance with clinical practice guidelines. As experts in CF care, the CF Foundation and 
our care centers understand the critical role of adequate, affordable health coverage, including 
through programs like Medicaid.  


Barriers to Coverage  
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The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements add significant red tape for patients that jeopardizes their access to 
care, and the Cystic Fibrosis Foundation opposes them. The vast majority of those with Medicaid 
who can work already do so; nationally, 92% of individuals with Medicaid coverage under age 65 
who do not receive Social Security disability benefits are either workers, caregivers, students, or 
unable to work due to illness.1 The detrimental effects that these requirements have on patients 
are not consistent with the goals of the Medicaid program.  


Under the Arkansas’s proposal, individuals with very low incomes or that have been on Medicaid 
for a specified number of months will be assigned a success coach. These coaches will create 
personal development plans, and those who are not on track toward these goals, based on the 
assessment of the success coach, are at risk of having their health plan benefits suspended. 
Though this proposal states that individuals who are suspended will not be disenrolled from the 
Medicaid program, it appears that benefits and healthcare services would be stopped, barring 
enrollees from accessing care until the suspension is lifted. The state estimates that one in four 
enrollees will have their coverage benefits suspended. Consistent care and access to specialized 
therapies are necessary for people with cystic fibrosis, and any loss or gap in coverage—even for 
as little as one month—may put people with CF at risk of declining health.  


Additionally, the state intends to identify the individuals to be assigned to success coaches based 
on the length of time they have been enrolled in the program, targeting those at 21-80% of the 
FPL who have been enrolled in Medicaid for 24 months or more and those at 81-138% of the FPL 
enrolled for 36 months or more. An Arkansas resident with one dependent working a full-time, 
minimum wage job ($11/ hour) would still be under 138% of the FPL. Individuals who "time out" 
of Medicaid under this policy would be forced to navigate complex and costly private insurance 
markets, leaving them at risk of losing access to the treatments that keep them healthy. This 
policy fails to recognize that many people with chronic conditions, like those with CF, are enrolled 
in Medicaid over the long-term and attempts to create a time limit on enrollment for some 
enrollees. Again, this structure is not consistent with the goals of the Medicaid program.  


Challenges of Implementation  


The Cystic Fibrosis Foundation is concerned that implementation of the proposed requirements 
will pose challenges for the program and enrollees alike. The proposed activities of success 
coaches are complex and time-consuming. The proposal would require significant infrastructure 
and investment to be implemented as proposed, including enhancing data sources and hiring and 
training staff. Furthermore, it is unlikely that the state has sufficient resources to support a three-
person panel to review all success coach recommendations. There are significant costs and 
administrative disruption for implementing a new infrastructure to this extent.  


Our organization is further concerned by the proposal’s use of data matching to assess 
individuals’ needs for support. While the state does not intend to solely rely on data matching, it 
does not specify what other assessments would be used. Arkansas’s previous attempt to 
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implement work requirements in 2018 revealed significant flaws in the state’s ability to use data 
to identify exemptions, ultimately leading to 18,000 individuals losing coverage largely as a result 
of bureaucracy and additional paperwork.2 During Arkansas’s recent Medicaid renewal process, 
only 42% of enrollees were successfully renewed through automated data matching, with an 
additional 18% renewed through submitted renewal forms,3 demonstrating the limitations of 
data matching. There will undoubtedly be individuals whose data is incomplete, outdated, or not 
accurately captured by the systems in use. Additional processes to determine patient eligibility 
and participation in program requirements inherently create opportunities for administrative 
errors that jeopardize access to care, and the CF Foundation is concerned that this proposal will 
increase administrative burden on these patients.  


In addition, the Foundation is concerned that this proposal does not specify how individuals can 
demonstrate compliance or address inaccuracies if existing data fails to verify their eligibility. 
There is no clear reporting process to ensure that eligible individuals are not unfairly disenrolled 
due to gaps in data.  


Lack of Detail  


The Cystic Fibrosis Foundation is concerned that Arkansas’s proposal is lacking key details that 
prevents commenters from providing meaningful input on the proposed changes. The proposal 
states that enrollees who are suspended for noncompliance would maintain Medicaid enrollment 
while their health plan benefits and services are suspended. This distinction between remaining 
enrolled but losing coverage is misleading to commenters and beneficiaries about the availability 
of care. The state fails to clarify whether suspended individuals would be transferred to fee-for-
service coverage while their health plan status is suspended or if suspension would mean loss of 
all coverage. Furthermore, the proposal does not provide clear qualifications or  


training requirements for success coaches, despite the many services they will be expected to 
provide. Finally, Arkansas’s proposal does not establish clear criteria for determining when an 
enrollee is on track with their personal development plan, leaving this to the discretion of success 
coaches without consistent standards. We urge the state to clarify these points and reissue the 
proposal for another comment period of at least 30 days.  


Conclusion  


The Cystic Fibrosis Foundation remains opposed to work reporting requirements and time limits 
on coverage in all forms, as they are not in line with the goals of the Medicaid program. The 
ARHOME Pathway to Prosperity Amendment threatens the continuity of care for patients, places 
undue administrative burden on patients and the Medicaid program, and lacks critical details. In 
order to protect access to affordable and quality healthcare for Arkansans, we urge the state not 
to move ahead with this proposal. If you have any questions about cystic fibrosis or need 
additional information on the negative impact of Medicaid work requirements and time limits on 
our community, please contact Amanda Attiya, State Policy Specialist, at aattiya@cff.org.  


Thank you for the opportunity to provide comments. 
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Nicholas Horton, Founder & CEO 


Opportunity Arkansas 


Comment: Opportunity Arkansas wholeheartedly agrees with Governor Sarah Sanders that 
Medicaid should “serve as a safety net rather than a poverty trap” and that a work requirement 
for able-bodied adults on the program is an essential part of making this vision a reality.1 
Unfortunately, as proposed, the ARHOME Section 1115 Demonstration Project “Pathway to 
Prosperity” waiver amendment prepared by the Arkansas Department of Human Services (DHS) 
would not accomplish these objectives, nor would it help put Arkansas’s Medicaid program on a 
more sustainable path.  


As it is currently written, the waiver amendment is insufficient for seven key reasons.  


Specifically, the amendment:  


1. Misrepresents the success of Arkansas’s previous, historic Medicaid work requirement;  


2. Does not contain a real work requirement;  


3. Contains virtually no sanctions associated with noncompliance;  


4. Does not achieve meaningful cost savings;  


5. Lacks other essential cost containment reforms, such as time limits, an enrollment cap, or an 
enrollment freeze;  


6. Relies on a vulnerable legal framework; and  


7. Requires the continued use of Arkansas’s failed “private option” approach to Obamacare 
Medicaid expansion.  
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OpportunityArkansas.org  


In other words, not only does DHS’s proposed waiver not include additional commonsense 
reforms that are desperately needed, it also does not include the one reform that it claims to: an 
actual work requirement for able-bodied adults.  


At a minimum, DHS should modify its proposal to include a real work requirement with required 
minimum hours of work activity—with substantive sanctions for noncompliance—in a legally 
sound manner.  


Ideally, this waiver would also contain other cost savings reforms and transition away from 
Arkansas’s “private option” approach to Obamacare Medicaid expansion.  


1. The proposed waiver amendment misrepresents the success of Arkansas’s previous, historic 
Medicaid work requirement.  


Arkansas was the first state in American history to implement a work requirement for able-bodied 
adults on Medicaid, leading to massive taxpayer savings, increases in work participation, and 
significant reductions in government dependency. DHS’s waiver amendment not only ignores this 
important history but also attempts to rewrite it.  


Ideally, this waiver would also contain other cost savings reforms and transition away from 
Arkansas’s “private option” approach to Obamacare Medicaid expansion.  


As justification for why this new waiver amendment is needed, DHS significantly downplays and 
misrepresents the earlier successes of the 2018–2019 Medicaid work requirement in Arkansas, 
known as “Arkansas Works.” This seems to be an implicit acknowledgment that the current 
waiver amendment is not a real work requirement, as DHS devotes many pages to explaining the 
distinctions between the two, expressing numerous negative takeaways from the 2018 waiver.  


Without providing a source or citation, DHS asserts:  


“Assessments of Arkansas Works showed that many people did not know whether they were 
subject to participation requirements and, if they were, what they needed to do monthly to 
demonstrate compliance.”2  


This claim does not reflect reality. In fact, in 2018 alone, DHS sent out more than one million 
individual communications to enrollees regarding the work requirement, including:  


● 592,102 letters;  


● 311,934 emails;  


● 230,307 phone calls;  


● 38,766 text messages; and  


● 918 social media posts.3  







48 
 


Enrollees who received any of these communications could easily demonstrate compliance 
through a wide array of reporting options, including using the Internet, in-person assistance at 
their local DHS office, a special hotline, and other third parties.4 As a result, in the first full month 
of implementation, only 13 percent of removals among those subject to the work requirement 
saw their cases closed due to “non-compliance.”5 Most left because they saw their incomes rise 
as they transitioned from welfare to work.6  


It is inaccurate for DHS to suggest that Arkansas Works failed to communicate work requirements 
or provide reporting options to relevant Medicaid enrollees, as is the unspoken implication that a 
real work requirement would be unsuccessful should it be tried again.  


It is also inaccurate to suggest that Arkansas Works was a failure. Indeed, nearly 14,000 enrollees 
left the program because their incomes rose.7 Further, only 10 percent of those removed from 
the program returned, clearly indicating that the work requirement helped these individuals get 
back into the workforce and leave dependency.8  


The Arkansas Department of Workforce Services also published personal stories of Arkansans who 
directly benefited from work requirements and attributed their personal flourishing specifically to 
the nudge they received from the policy.9 Time and time again, individuals who were subject to 
the work requirement visited their local workforce center, either found employment or began 
attending classes, and ended up finding stable jobs where they earned significantly more than 
minimum wage.  


As part of its evaluation of Arkansas Works, DHS regrettably cites the far-left Urban Institute’s hit 
piece on Arkansas’s Medicaid work requirement.10 Notably, the Urban Institute has been ranked 
among the most liberal think tanks in the nation (scoring as slightly more liberal than People for 
the Ethical Treatment of Animals, or PETA).11 In fact, Urban Institute employees’ campaign 
contributions from 1990-2024 were allocated to the Democrat Party 99 percent of the time.12 
Unfortunately, the Urban Institute is cited more than once throughout the waiver.13  


These assumptions are all foundational arguments presented by DHS in an attempt to make the 
case for its newest waiver amendment. Unfortunately, these claims are inaccurate.  


2. The proposed waiver amendment contains no real work requirement.  


The proposal recommends $43 million in new spending on administrative functions, including 
“success coaches” who will help enrollees with Personal Development Plans (PDPs). The 
amendment gives very little detail as to what these PDPs will contain or what will qualify as work 
activities. But perhaps that is for good reason since participation with these coaches is entirely 
optional.  


Notably absent from the work requirement waiver is a minimum quantity of hours that must be 
dedicated to any of these activities in order to remain compliant.14  


In fact, the waiver explicitly states, “Beneficiaries will not be required to work a minimum number 
of hours per month.”15  
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In other words, this alleged work requirement waiver contains no minimum requirement to work. 
Only through subjective evaluations by Success Coaches can an individual be deemed to be 
complying with the provisions of the waiver.  


Of the 22 work requirement waivers submitted to CMS during the first Trump administration, all 
but one specified a minimum number of hours of work (or work-related) activity that enrollees 
must meet in order to maintain eligibility for the program.16  


In the single case where a minimum number of hours was not specified in the waiver (Utah), the 
state required able-bodied Medicaid enrollees who were not working at least 30 hours per week 
to register for work through the state’s system, complete an evaluation of employment training 
needs, complete various job training modules, and apply for employment with at least one 
employer per week.17 In addition, the waiver request also included an enrollment cap, a per 
capita cap, and other cost savings provisions.18  


As a result, if Arkansas moved forward with its work requirement waiver request, it would stand 
alone as the only work requirement waiver ever submitted to not actually require a minimum 
quantity of work or work-related activities.  


Arkansas should follow the widely accepted standard that requires individuals participate in 80 
hours per month (20 hours per week) of work, training, or volunteering in order to receive 
taxpayer-funded Medicaid benefits.  


This would mirror the existing food stamp work requirement for able-bodied adults without 
dependents (ABAWDs), easing implementation and reducing confusion for Arkansans who have 
also been a part of that program.  


3. The proposed waiver amendment includes no real sanctions for noncompliance.  


According to the plain language of the waiver amendment, individuals who are noncompliant with 
their PDPs will “have their ARHOME coverage - QHP benefits - suspended through the end of the 
calendar year.”19 This presents several issues.  


First, the qualification that “QHP benefits”—referring to the Qualified Health Plan (QHP) coverage 
that Medicaid expansion enrollees receive in Arkansas—will be suspended seemingly suggests 
that these enrollees may be moved into another Medicaid delivery mechanism, such as fee for 
service (FFS), for the duration of the suspension period. This possibility is further underscored by 
the statement by DHS that noncompliant enrollees “will not be disenrolled from the Medicaid 
program.”20 Similar verbiage is used throughout the waiver. It is our view that DHS does not 
intend to remove individuals from Medicaid for non-cooperation with “success coaches.”  


However, the abbreviated public notice issued by DHS seems to contradict this, suggesting that 
not only will QHP coverage be suspended but that “Medicaid eligibility” will itself be 
suspended.21 This presents an apparent contradiction between the waiver request (which only 
references QHP benefits as being suspended) and the public notice (which references Medicaid 
eligibility as being suspended altogether).  
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As a result, the penalty for noncompliance is opaque at best. It should be clearly stated that 
individuals will be disenrolled from the Medicaid program if they are noncompliant, yet the 
waiver repeatedly states the opposite.  


The second issue relates to moving from noncompliance to compliance. According to the waiver 
amendment:  


“To become ‘active’ again and have full benefits restored, they need only notify DHS of their 
intention to cooperate with personal development plan requirements.”22  


The use of the word “full” again suggests that enrollees will not lose Medicaid coverage entirely 
but will instead simply have their private insurance coverage temporarily paused.  


Additionally, DHS’s proposed sanctions are wholly insufficient to address noncompliance. All an 
individual must do to correct course is to communicate their “intention” to cooperate but never 
actually follow through on such cooperation. In other words, an “intention” to cooperate means 
very little and should not be considered proof of compliance with the waiver’s provisions.  


DHS should make participation with a real work requirement—with a minimum quantity of hours 
associated with qualifying work-related activities—the proof of compliance. Unfortunately, the 
vague and subjective structure of individualized PDPs does not lend itself to that approach.  


The third and final issue with sanctions for noncompliance relates to the timeline. As DHS stated, 
individuals will be suspended “through the end of the calendar year” if they decline to abide by 
the provisions of the waiver “for three months” or more.23 The logical conclusion is that, if an 
individual comes into noncompliance and is suspended in October of a given year, that 
suspension is no longer valid in January of the next year since the “calendar year” reset in the 
interim of the three-month grace period.  


This would allow an able-bodied adult enrollee to stop complying with their “personal 
development plans” in October, November, and December and then earn a reset in January. If 
they chose, they could then continue in noncompliance in January, February, and March as well, 
for a total of six months. That leaves only six months out of a given year that an enrollee might be 
required to do anything at all, allowing them to game the system.  


Ideally, DHS should simply disenroll the individual from the Medicaid program as they fall out of 
compliance and then permit them to re-enroll if they come back into compliance.  


4. The proposed waiver amendment achieves no meaningful cost savings.  


DHS projects a net total savings of $122.8 million over the first five years of the waiver period, or 
an average annual total savings of approximately $24.6 million.24  


In contrast, Arkansas spends approximately $7.6 billion on all Medicaid spending and $2.0 billion 
on Obamacare Medicaid expansion spending per year.25 As a result, the annual savings 
projections equate to roughly 0.3 percent of all Medicaid spending and 1.2 percent of Medicaid 
expansion spending.26  
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The Arkansas Works work requirement in the late 2010s was on track to save at least $300 million 
per year.27 Comparatively speaking, $24.6 million is hardly a drop in the bucket.  


The state’s share of these savings would be even more minuscule. Since the state share of 
Medicaid expansion is approximately 10 percent, the net state savings from the waiver would 
only be $2.5 million per year.  


 


It is difficult to ascertain precisely why the savings assumptions are so low since the “actuarial 
statement at Attachment 1” of the waiver amendment is simply a blank page.28  


Nevertheless, it can only be assumed that the waiver’s minimal work requirements and limited 
sanctions are major contributing factors.  


Moreover, the waiver request contains $42.8 million in new five-year costs associated with its 
implementation, which includes success coach expenses and infrastructure upgrades.29 These 
additional costs eat into any potential savings.  


Given the extremely weak sanctions that would allow enrollees to simply state their intention to 
comply with program rules in order to regain their private insurance coverage, it is also entirely 
possible that the proposed waiver amendment generates no savings at all, leaving taxpayers with 
increased costs on success coaches and more state bureaucracy.  


For further perspective, based on disenrollments that have occurred in states with other work 
requirements, a real work requirement with real sanctions could be expected to generate a 
staggering $1.44 billion in total annual savings and $144 million in state annual savings—far above 
the figures projected in the current waiver request.30  


5. The proposed waiver amendment lacks other essential cost containment reforms.  


Notably absent from the waiver request are other cost-savings proposals that would meaningfully 
reform Arkansas’ broken Obamacare Medicaid expansion program. These  


include, but are not limited to, an enrollment cap or freeze, a lifetime limit for enrollees, a 
rollback of retroactive eligibility, and more.  
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These reforms would substantially alter Arkansas’s Medicaid expansion program for the better by 
limiting government dependency, imposing realistic cost and enrollment controls, and achieving 
significant savings.31 Retroactive eligibility elimination was previously requested and approved by 
Arkansas as part of the Arkansas Works waiver.32 Inexplicably, DHS chose to not even request it 
this time.  


6. The proposed waiver amendment relies on a vulnerable legal framework.  


In 2019, a federal judge invalidated the Arkansas Works Medicaid work requirement on 
procedural grounds, arguing it did not advance the core objectives of the Medicaid program.33 As 
stated in Gresham v. Azar, “…the Secretary’s failure to consider the effects of the project on 
coverage alone renders his decision arbitrary and capricious; it does not matter that HHS deemed 
the project to advance other objectives of the act.”34 The D.C. Circuit affirmed Judge Boasberg’s 
decision in the district court, noting that the “principal objective” of Medicaid is “providing health 
care coverage.”35  


Encouragingly, DHS is cognizant of this legal framework. However, its attempts to rectify it are 
legally insufficient.  


DHS’s overreliance on the recent Loper Bright Enterprises v. Raimondo decision seems to imply 
that the abandoning of the Chevron deference might provide adequate cover to approve the 
waiver without addressing the core challenges of the Gresham decision. Indeed, as the Loper 
decision pertained to agency discretion, it is less relevant in instances where the underlying 
statute is clear, such as in this case.  


More concerningly, DHS notes that, “The Amendment makes significant policy and procedural 
changes from the previous version to respond to the question of coverage.”36 In other words, DHS 
has substantially watered down the work requirement from mandating a minimum number of 
hours towards work or work-related activities with substantial sanctions for noncompliance into a 
subjective evaluation of progress towards PDPs.  


However, this would not be sufficient to meet the Gresham precedent. In a sense, these watered 
down changes would give Arkansas the worst of both outcomes: a weaker work requirement but 
one that would still have an effect of marginally reducing coverage  


(assuming DHS does intend to remove anyone from the program at all) and thus be inconsistent 
with Gresham.  


Additionally, DHS’s emphasis on work promoting health, while true, is not of substantial legal 
value as “alternative objectives” do not negate the waiver’s impact on the primary objective of 
promoting coverage, as alluded to in the D.C. Circuit case.37  


As a result, simply refiling a similar 1115 waiver—but with a weaker work requirement—will likely 
result in the same unfortunate legal outcome that occurred in 2019. So long as coverage 
expansion remains the primary objective of the Medicaid program and the waiver has an effect 
that could reduce coverage, these two principles will remain incompatible.  
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However, there is a legal pathway available to DHS to reconcile this matter and place the waiver 
request on more solid legal footing.  


In 2021, Georgia achieved a legal victory over the Biden administration in implementing a work 
requirement that was coupled with a partial expansion of Medicaid coverage.38 The reasoning 
behind the court’s decision in Georgia v. Lasure was that Georgia’s Medicaid work requirements 
were coupled with an expansion of coverage that otherwise did not exist in its state plan.39 The 
baseline of coverage, so to speak, was zero—since the expansion population was not part of 
Georgia’s state Medicaid plan—so any conditions imposed by a waiver (such as a work 
requirement) on able-bodied adults still achieved the primary objective of the Medicaid program 
in expanding coverage through its waiver.40  


In other words, by allowing able-bodied adults to join Medicaid so long as they fulfilled the work 
requirement, Georgia was effectively advancing a core objective of Medicaid in the court’s eyes 
by extending health coverage to these compliant adults.  


Suddenly, Georgia’s approach is then seen as an extension of coverage, not a reduction of 
coverage.  


Arkansas could adopt a similar strategy: If the appropriate baseline was reset by DHS in removing 
the expansion population from its state plan and reintroducing it in a waiver, the waiver request 
would be viewed as offering coverage to individuals who would otherwise not qualify for 
Medicaid—even if that coverage were conditioned on a work requirement.  


Consistent with Georgia v. Lasure, DHS could amend the state plan to remove the expansion 
population and submit a revised waiver request to reassert coverage with a work requirement in 
tandem to avoid any disruption in coverage due to sequencing.  


Concerningly, internal DHS communications argue that the “current inclusion of expansion 
populations in SPAs [State Plan Amendments] is for” the limited number of expansion enrollees in 
fee-for-service Medicaid (due to being designated as medically frail or awaiting QHP 
assignment).41 DHS here confuses the state plan benefit package with eligibility under the state 
plan. Contrary to DHS’s interpretation, the eligibility of the entire expansion population is 
included in the state’s Medicaid plan as an approved SPA.42  


DHS’s internal communications also argue that sequencing the removal of coverage from the 
state plan coupled with the reintroduction of coverage via a waiver could also “prevent coverage 
during an interim period…because it poses a gap in coverage.” Again, this is not accurate. There 
would be no gap in coverage at all if DHS sequenced the removal of the expansion population 
from the state plan to take effect immediately in concert with the effective date of the waiver, 
thereby preventing any disruption in coverage.  


DHS argues that Arkansas’s case “differs from Georgia” because “Georgia expanded benefits 
through a waiver to people who were not already accessing them.”43 This misinterprets the 
court’s decision to examine the waiver’s impact of expanding coverage relative to the baseline of 
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coverage reflected in the state plan; not relative to whether or not people were accessing 
Medicaid services previously.  


DHS also expresses internal concern about litigation being brought on to determine “whether 
once a state expands, can it go back.”44 Not only does federal guidance dating back to the Obama 
administration clearly state that “if a state covers the expansion group, it may decide later to drop 
the coverage,” but this point is irrelevant since the proposal to remove expansion from the state 
plan and simultaneously reintroduce it via a waiver request would not “go back” on expansion.45  


Separately, some elements of DHS’s waiver may actually place it on even more precarious legal 
footing than the Arkansas Works waiver. For example, while DHS suggests that beneficiaries will 
be marked as “on track” or “not on track” (and thus in need of PDP services) based on a variety of 
factors, it does not include any explicit exemptions for key populations such as caregivers caring 
for elderly family members, individuals who are physically or mentally unfit for employment, 
individuals participating in substance abuse programs, pregnant women, those already meeting a 
work requirement in another welfare program, and more.46 In fact, DHS clearly states, “There are 
no exemptions to participation.”47  


The absence of any real exemptions for certain categories of individuals or for good cause makes 
the amendment more likely—not less likely—to face a legal challenge. Opponents of the 
amendment could make the argument that the absence of any explicit exemptions lumps all 
enrollees together, failing to distinguish between the unique circumstances of, for example, a 
childless 30-year-old and a single parent of a three-year-old. These individuals would be left to, in 
part, the subjective analysis of success coaches.  


The exclusion of any such exemptions is a testament to the waiver’s legal vulnerability, not its 
legal resiliency.  


7. The proposed waiver amendment requires the continued use of Arkansas’s failed “private 
option” approach to Obamacare Medicaid expansion.  


Finally, the proposed waiver amendment predicates the continuation of Arkansas’s Medicaid 
expansion program on its “private option” approach, whereby most expansion enrollees are 
placed in costly QHPs rather than through conventional Medicaid. This model would be required 
to continue because, based on our reading of the plain language of the proposal, enrollees would 
lose their QHP if they fail to comply with their PDPs. This mechanism could not exist without the 
continuation of the failed QHP model, as there would be no ability to take it away.  


The private option approach has a myriad of negative effects, including substantially higher 
taxpayer costs than traditional expansion.48-49 (In fact, the substantially higher costs of the 
private option approach raise serious doubts as to whether the waiver request meets budget 
neutrality requirements.) The private option has also caused individuals with higher risk scores to 
destabilize Arkansas’s private insurance market, contributing to a rise in individual market 
premiums and a decline in competition.50  
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One of the key selling points of the private option approach was that it would enable providers to 
benefit from Medicaid enrollees being placed in QHPs that have higher commercial 
reimbursement rates relative to conventional Medicaid reimbursement rates, helping to prevent 
financial shortfalls—particularly among hospitals. This has not occurred. Several Arkansas 
hospitals have closed since the private option was implemented, while others have posted 
staggering financial losses, in stark contrast to the claims that hospitals would flourish, and new 
hospital jobs would be added.51-52-53-54-55  


In fact, between 2013 and 2021, Medicaid shortfalls at Arkansas hospitals increased by 92 
percent, driven by a 52 percent increase in Medicaid costs but only a 35 percent increase in 
Medicaid revenues.56  


Abandoning the private option approach—as every other state that has tried it has already 
done—should be a key part of any waiver or waiver amendment, and Arkansas should certainly 
not build a new “work requirement-like” system that requires the continuation of this failed 
model.  


The proposed waiver amendment is a pathway to more government dependency, not prosperity  


Arkansas has a unique opportunity to bring back a real work requirement for its Obamacare 
Medicaid expansion program, coupled with other reforms to achieve cost savings and help 
individuals move from welfare to work.  


Already, several states—including Indiana and Ohio—are actively pursuing work requirements 
that set minimum hours of work activity with meaningful penalties for noncompliance.57-58 In 
fact, Indiana’s approach would follow the legally resilient path of removing the expansion 
population from the state’s Medicaid plan and reintroducing it with a firm work requirement via a 
waiver.59  


As noted, Georgia has already implemented a work requirement for countless able-bodied adults 
on its Medicaid program and had the courage to do so under the Biden administration, ultimately 
prevailing in a legal challenge.60-61  


As a result, Arkansas is already at unnecessary risk of being left behind by these other states if it 
does not seek a real Medicaid work requirement and other reforms that are consistent with 
Governor Sanders’s vision—a truly shocking and concerning development, considering that 
Arkansas was previously the national leader on this issue under Governor Asa Hutchinson.  


DHS should amend its waiver request to reflect the changes and revisions described in this 
comment in order to secure a legitimate and legally sound Medicaid work requirement. In so 
doing, DHS can put Arkansans on a path to independence, protect taxpayers, and create a 
significantly more sustainable and healthier Medicaid program for those who truly need it.  
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Janice James 


Comment: An acceptable Medicaid waiver would include: 


-real work requirement - mandates participation for able bodied adults as a condition of eligibility 
for benefits. 


-End to the private option and instead pursue traditional expansion 


-Cap for total enrollment of 100,000 to ensure the program is sustainable 


-reasonable lifetime limit for able bodied adults on the program 


-Waiver should address fraud and make sure that every Medicaid dollar the state spends is going 
to an individual that is truly eligible. 


Move Arkansas from Welfare to Work 


 


Dominique Brown, MPA, Director, State Relations & Policy 


On behalf of Roxanne Cogil, Executive Director, Regional Teams 


Epilepsy Foundation Arkansas 


Comment: I hope this email finds you well. 


On behalf of Epilepsy Foundation Arkansas, I am submitting the attached comments regarding the 
ARHOME Pathway to Prosperity Amendment. We have significant concerns about the impact this 
proposal could have on individuals with epilepsy, particularly regarding access to continuous and 
necessary medical care. Interruptions in Medicaid coverage pose serious risks for individuals 
managing chronic conditions like epilepsy, and we urge Arkansas to reconsider moving forward 
with this amendment. 


Please find our detailed comments attached for your review. We appreciate the opportunity to 
provide input and would welcome further discussion if needed. 


Thank you for your time and consideration. Please do not hesitate to reach out if you have any 
questions or require additional information. 


Attachment: 
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Epilepsy Foundation Arkansas appreciates the opportunity to submit comments on the ARHOME 
Pathway to Prosperity Amendment. 


The Epilepsy Foundation of America is the leading national voluntary health organization that 
speaks on behalf of at least 3.4 million Americans with epilepsy and seizures. Epilepsy Foundation 
Arkansas provides services and advocates on behalf of the 32,800 Arkansans living with epilepsy 
and seizures in the state. Together, we improve the lives of people with epilepsy through 
education, advocacy, research, and connection. 


Epilepsy Foundation Arkansas is committed to ensuring that Arkansas's Medicaid program 
provides quality and affordable healthcare coverage. We are strongly opposed to Arkansas's 
complex new demonstration amendment, which includes both work reporting requirements and 
time limits for Medicaid beneficiaries. These requirements could take away coverage from 
thousands of people in Arkansas and jeopardize the health of people with epilepsy or seizure 
disorder and other serious and chronic conditions. Epilepsy Foundation Arkansas urges Arkansas 
not to move ahead with this proposal and offers the following comments on the ARHOME 
Pathway to Prosperity Amendment: 


Barriers to Coverage 


The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements are not about promoting work but about adding red tape that 
jeopardizes patients' access to care, and Epilepsy Foundation Arkansas opposes them. The vast 
majority of those with Medicaid who can work already do so; nationally, 92% of individuals with 
Medicaid coverage under age 65 who do not receive Social Security disability benefits are either 
workers, caregivers, students, or unable to work due to illness.1 Additional processes to 
determine patient eligibility and participation in program requirements inherently create 
opportunities for administrative errors that jeopardize access to care. The detrimental effects that 
these requirements have on patients are not consistent with the goals of the Medicaid program. 


Under this  proposal, individuals with very low incomes or who have been on Medicaid for a 
specified number of months will be assigned a success coach. These coaches will create personal 
development plans, and those who are not on track toward these goals, based on the assessment 
of the success coach, are at risk of having their health plan benefits suspended. Though this 
proposal states that individuals who are suspended will not be disenrolled from the Medicaid 
program, it appears that benefits and healthcare services would be stopped, barring enrollees 
from accessing care until the suspension is lifted. The state estimates that one in four enrollees 
will have their coverage benefits suspended. For individuals with epilepsy, any gap in coverage 
could mean an inability to access anti-seizure medications, leading to an increased risk of 
breakthrough seizures, hospitalizations, and/or death. Each year, 1 in 1000 people with epilepsy 
will die from Sudden Unexpected Death in Epilepsy (SUDEP).2 For those whose epilepsy is not 
controlled by treatment, that number increases drastically to 1 in 150. Keeping coverage is vital to 
the health and safety of individuals with epilepsy or seizure disorder.3 
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Additionally, the state intends to identify the individuals to be assigned to success coaches based 
on the length of time they have been enrolled in the program, targeting those at 21- 80% of the 
FPL who have been enrolled in Medicaid for 24 months or more and those at 81- 138% of the FPL 
enrolled for 36 months or more. An Arkansas resident with one dependent working a full-time, 
minimum wage job ($11/ hour) would still be under 138% of the FPL. The Epilepsy Foundation 
Arkansas is opposed to time limits on Medicaid coverage. Individuals with epilepsy require 
continuous care, and arbitrarily losing coverage after a certain period would create dangerous 
gaps in treatment, resulting in increased seizure activity, loss of driving privileges, and diminished 
independence. Again, this structure is not consistent with the goals of the Medicaid program. 


Challenges of Implementation 


Epilepsy Foundation Arkansas is concerned that implementation of the proposed requirements 
will pose challenges for the program and enrollees alike. The proposed activities of success 
coaches are complex and time-consuming. The proposal would require significant infrastructure 
and investment to be implemented as proposed, including enhancing data sources and hiring and 
training staff. Furthermore, it is unlikely that the state has sufficient resources to support a three-
person panel to review all success coach recommendations, and it is unclear what the process 
would be to navigate the inevitable long wait times. Arkansas is likely unprepared for the cost and 
administrative disruption of implementing a new infrastructure to this extent. 


Epilepsy Foundation Arkansas is further concerned by the proposal's use of data matching to 
assess individuals' needs for support. While the state does not intend to solely rely on data 
matching, it does not specify what other assessments would be used. Arkansas's previous attempt 
to implement work requirements in 2018 revealed significant flaws in the state's ability to use 
data to identify exemptions, ultimately leading to 18,000 individuals losing coverage largely as a 
result of bureaucracy and additional paperwork.4 During Arkansas's recent Medicaid renewal 
process, only 42% of enrollees were successfully renewed through automated data matching, 
with an additional 18% renewed through submitted renewal forms, 5 demonstrating the 
limitations of data matching. There will undoubtedly be individuals whose data is incomplete, 
outdated, or not accurately captured by the systems in use. Epilepsy Foundation Arkansas is 
concerned that this proposal will increase the administrative burden on patients with epilepsy, 
leading to coverage interruptions that could result in missed medication doses, increased seizure 
frequency, and emergency medical interventions that will lead to an increased financial burden 
on the state, as well as its residents. 


In addition, Epilepsy Foundation Arkansas is concerned that this proposal doesn't specify how 
individuals can demonstrate compliance or address inaccuracies if existing data fails to verify their 
eligibility. There is no clear reporting process to ensure that eligible individuals are not unfairly 
disenrolled due to gaps in data. 


Lack of Detail 


Epilepsy Foundation Arkansas is concerned that Arkansas's proposal is lacking key details that 
prevents commenters from providing meaningful input on the proposed changes. The proposal 
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states that enrollees who are suspended for noncompliance would maintain Medicaid enrollment 
while their health plan benefits and services are suspended. This distinction between remaining 
enrolled but losing coverage is misleading to commenters and beneficiaries about the availability 
of care. The state fails to clarify whether suspended individuals would be transferred to fee-for-
service coverage while their health plan status is suspended or if suspension would mean loss of 
all coverage. Furthermore, the proposal does not provide clear qualifications or training 
requirements for success coaches, despite the many services they will be expected to provide. 
Finally, Arkansas's proposal does not establish clear criteria for determining when an enrollee is 
on track with their personal development plan, leaving this to the discretion of success coaches 
without consistent standards. Epilepsy Foundation Arkansas urges the state to clarify these points 
and reissue the proposal for another comment period of at least 30 days. 


Conclusion 


Epilepsy Foundation Arkansas remains opposed to work reporting requirements and time limits 
on coverage in all forms, as they are not in line with the goals of the Medicaid program. The 
ARHOME Pathway to Prosperity Amendment threatens the continuity of care for patients, places 
undue administrative burden on patients and the Medicaid program and lacks critical details. In 
order to protect access to affordable and quality healthcare for Arkansans, we urge the state not 
to move ahead with this proposal. 


Thank you for the opportunity to provide comments. 
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Keesha Smith, Executive Director 


Christin Harper, Policy Director, and 


Camille Richoux, MPH, DrPH©, Health Policy Director 


On behalf of Arkansas Advocates for Children and Families 


Comment: Arkansas Advocates for Children and Families (AACF) is proud of the progress we’ve 
made in our state to ensure every Arkansan has access to health coverage.  Because of the great 
success of the ARHOME program, today most adults in Arkansas have coverage and improved 
access to important preventative care.  Our state economy has benefited from better supporting 
local health care systems and health professionals.  Moving forward, we are hopeful our leaders 
will continue to prioritize keeping coverage affordable and accessible for every family in the state.   


We value the opportunity to submit comments on the proposed “Pathway to Prosperity” 1115 
waiver request, and we have highlighted concerns for the state to consider while seeking to 
implement changes to ARHOME.  


Work requirements 


AACF has concerns about the proposal to implement work requirements as a condition of 
eligibility in the Medicaid expansion program. This policy merely adds a new condition of eligibility 
that will increase the rate of uninsured Arkansans, add significantly to administrative costs, and 
will not increase employment levels. This proposal differs from Arkansas’s 2017 work 
requirements waiver proposal in implementation, but it still creates punitive eligibility 
requirements for Medicaid coverage. 


Recent historical evidence demonstrates that work requirements do not achieve their stated 
objectives. When Arkansas previously implemented work requirements in 2018, more than 
18,000 people lost their health coverage within 7 months with no significant change in 
employment. Further, these losses occurred despite at least 95% of beneficiaries meeting the 
requirements or qualifying for exemptions.  


Years of research has shown that these types of work requirements are not effective and can 
even be counterproductive. One example is the Temporary Assistance for Needy Families (TANF) 
program after the 1996 welfare reform bill was enacted. Although some people did seek jobs with 
the help of state-sponsored training and placement programs, these jobs were often low-paying 
and did not lift families out of poverty long-term. This is because work requirement policies 
ignore other factors that help sustain long-term employment more than work requirements, like a 
strong job market, access to health care, and child care vouchers for working parents.  


Further, a comprehensive KFF literature review found that there is limited evidence on the effect 
of employment on health but strong evidence that being in poor health is associated with 
increased risk of job loss. The waiver proposal equates long-term Medicaid enrollment with poor 



https://www.nejm.org/doi/full/10.1056/NEJMsr1901772
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health outcomes, citing poverty as a risk factor. However, this logic is fundamentally flawed. Lack 
of insurance, not Medicaid coverage, is a well-documented risk factor for poor health. Medicaid is 
a major insurance program in our state for hundreds of thousands of Arkansans, providing access 
to healthcare and economic security, enabling beneficiaries to seek and maintain employment. 


Since 19 and 20-year-old enrollees are not exempt from the work requirements, this raises 
significant concern about their ability to continue to access wraparound benefits.  In the current 
model, they can access important benefits, such as EPSDT. Additionally, there is no explicit 
exemption for caretakers, pregnant women, or postpartum mothers insured through ARHOME. 


Work requirements seek to solve a problem that does not exist, while creating new problems for 
Arkansans facing health issues. Most Medicaid enrollees work, and most of the rest are disabled, 
serve as caretakers, or attend school. Medicaid is a key component of keeping our workforce 
healthy.  Losing health coverage makes it more difficult for people to stay healthy enough to 
obtain and maintain employment. Increased suspensions and reapplications may increase churn 
and already challenging administrative backlogs. 


Section 1115 demonstration waiver requirements 


Title XIX of the Social Security Act defines the program as a federal and state entitlement 
program that pays for medical assistance for certain individuals and families with low incomes 
and resources. Section 1115 Medicaid demonstration waivers allow states to test new approaches 
in Medicaid that differ from requirements in federal statute, if the approach is likely to “promote 
the objectives of the Medicaid program.”   However, Section 1115 cites nothing about 
employment as an objective of the Medicaid Program. As such, we fail to see how this proposal 
meets the requirements for a Section 1115 demonstration waiver. 


Proposed requirements for work reporting are undefined, arbitrary, and subjective 


The examples of factors that may identify ARHOME beneficiaries who appear to be ‘not on track’ 
towards meeting their personal health and economic goals are vague compliance criteria that go 
far beyond work requirements. These criteria – namely, hours worked, education status, and 
income level – should be defined in the proposal in order to reduce the chance of bias and 
inconsistency. More specific concerns related to the initial data matching process and the 
potential, subsequent assignment of a Success Coach are outlined below. 


Data Matching 


The initial data matching process utilized to categorize beneficiaries as ‘on track’ or ‘not on track’ 
is alarming. It is ultimately a nontransparent, subjective algorithm to decide whether someone 
continues to receive health care benefits. The state previously attempted implementing an 
algorithmic decision-making system to decide how much home-based health care patients 
needed. Following this change, patients saw their hours of care cut drastically and lawsuits 
resulted in the system being overturned and plaintiffs awarded damages.  



https://www.cbpp.org/research/health/most-medicaid-enrollees-work-refuting-proposals-to-condition-medicaid-on
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We have extreme concerns about any untested, automated system being used to decide which 
beneficiaries are subject to undefined standards. We would ask that the proposal clarify the 
following points regarding the data matching process: 


- Precise data systems 


- How and when the data will be pulled 


- Processes for data error identification and remedy 


- Additional individual data protections 


Success Coaching 


We recognize and appreciate that Pathway to Prosperity will not rely solely on data matching to 
assess individuals’ needs for support. However, the use of Success Coaching as a complement to 
data matching also raises questions. Success Coaching appears to be a third-party arbiter of the 
work requirement with seemingly unrestricted authority to determine an enrollee’s compliance 
with the coaching services, including the determination of “economic wellbeing”.  


While the proposal claims that this approach will be individualized, we are concerned about ways 
this can introduce enormous bias. Two ARHOME beneficiaries may have similar hours worked and 
other circumstances but, due to Success Coach discretion, one may be deemed ‘on track’ while 
the other may be considered ‘not on track,’ resulting in a recommendation to suspend ARHOME 
coverage. For these reasons, the proposal should clarify what specifically will be required for the 
tracking and monitoring of the Personal Development Plan developed by the Success Coach 
outside of the monthly meetings. 


We enthusiastically support a workforce that assists beneficiaries with health-related social 
needs, but the proposal neglects to define how Succes Coaches will provide legitimate case 
management services that focus on integrated care and social drivers of health, such as housing, 
transportation, and access to nutritious food. This approach penalizes individuals for 
circumstances often beyond their control (e.g., limited job opportunities in rural areas or access 
to safe, affordable housing) while doing little to promote long-term health or self-sufficiency. As a 
result, the data matching and success coaching components will likely result in a more costly 
policy while threatening health care access for low-income families in Arkansas. 


Suspension of coverage is termination of coverage 


While the proposal claims that compliance is not a condition of eligibility, suspension of coverage 
is not meaningfully different from termination. Suspended beneficiaries would not have Medicaid 
coverage. While not deleting their accounts, suspended beneficiaries lose access to necessary 
healthcare services, creating significant disruptions to their health and financial stability. 


Any policy that results in barring access to Medicaid services for non-compliance effectively 
creates a new eligibility requirement. This undermines the core objectives of the Medicaid 
program, which is to provide access to healthcare for low-income individuals and families.   
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Other concerns 


pg. 7, footnote 8: Incorrect link: The current link takes you to a Kaiser Family Foundation page 
that links to their state factsheet landing page, and the Arkansas factsheet does not include the 
info the footnote is supposed to reference  


pg. 15 footnote 30: CDC Source no longer available, no citation  


pg. 16 , footnote 36: Links to general CMS newsroom landing page and not specific press release 
cited  


Conclusion 


AACF and other organizations in the state have worked collaboratively to attain affordable 
coverage for uninsured families in Arkansas, and the continued success of our ARHOME Medicaid 
expansion is a significant achievement for the state. We should not lose that progress. However, 
the implementation of the work requirements outlined in the Pathway to Prosperity waiver will 
do just that, harming some of the most vulnerable individuals in our state in the process.  


Research shows that the majority of Medicaid enrollees who can work are either employed or 
serving as caregivers. Work requirements fail to account for the realities of many low-wage jobs, 
such as variable schedules, the health of the overall job market, and lack of paid leave. In rural 
parts of our state, Arkansans may struggle to find any work, and the job they can take may not 
meet standards of being ‘on track’ per this proposal’s guidelines. 


If the state is committed to addressing poverty through increasing education and workforce 
development opportunities for low-income Arkansans, it can do so without jeopardizing their 
access to health care. We can add resources to address health-related social needs, not take them 
away. Because of these serious concerns for the health of thousands of Arkansans who will be 
negatively impacted by the proposed waiver, we are opposed to the 1115 Pathway to Prosperity 
proposed waiver.  


We look forward to continuing to work together to ensure all children and families can live 
healthy, productive lives. Thank you for the opportunity to submit comments. 


 


Dave Oberembt, Region Sr. Lead, State Government Relations 


American Heart Association 


Comment: The American Heart Association (AHA) appreciates the opportunity to submit 
comments on the Arkansas Health and Opportunity for Me (ARHOME) Pathway to Prosperity 
Amendment. 


The AHA believes everyone, including Medicaid enrollees, should have access to quality and 
affordable health coverage. As the nation’s oldest and largest organization dedicated to fighting 
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heart disease and stroke, the AHA represents over 100 million patients with cardiovascular 
disease (CVD), including many who rely on Medicaid as their primary source of care. 


The AHA is committed to ensuring that Arkansas’s Medicaid program provides quality and 
affordable healthcare coverage, and is therefore opposed to Arkansas’s complex new 
demonstration amendment, which includes both work reporting requirements and time limits for 
Medicaid beneficiaries. These requirements could take away coverage from thousands of people 
in Arkansas and jeopardize the health of people with CVD and other serious and chronic 
conditions. The AHA urges Arkansas not to move ahead with this proposal and offers the 
following comments on the ARHOME Pathway to Prosperity Amendment: 


Barriers to Coverage 


The ARHOME Demonstration seeks to implement complex new requirements for adults and 
parents enrolled in Medicaid expansion with incomes up to 138% of the federal poverty level 
(FPL). These requirements are not about promoting work but about adding red tape that 
jeopardizes patients’ access to care. The vast majority of those with Medicaid who can work 
already do so; nationally, 92% of individuals with Medicaid coverage under age 65 who do not 
receive Social Security disability benefits are either workers, caregivers, students, or unable to 
work due to illness.1 Additional processes to determine patient eligibility and participation in 
program requirements inherently create opportunities for administrative errors that jeopardize 
access to care. The detrimental effects that these requirements have on patients are not 
consistent with the goals of the Medicaid program. 


Under Arkansas’s proposal, individuals with very low incomes or who have been on Medicaid for a 


specified number of months will be assigned a success coach. These coaches will create personal 
development plans, and those who are not on track toward the goals in the plan are at risk of 
having their benefits suspended. Though this proposal states that individuals who are suspended 
will not be disenrolled from the Medicaid program, it appears that benefits and healthcare 
services would be stopped, barring enrollees from accessing care until the suspension is lifted. 
The state estimates that one in four enrollees will have their coverage benefits suspended. 


Additionally, the state intends to identify the individuals to be assigned to success coaches based 
on the length of time they have been enrolled in the program, targeting those at 21-80% of the 
FPL who have been enrolled in Medicaid for 24 months or more and those at 81-138% of the FPL 
enrolled for 36 months or more. An Arkansas resident with one dependent working a full-time, 
minimum wage job ($11/ hour) would still be under 138% of the FPL. The AHA is opposed to 
arbitrary time limits on Medicaid coverage. 


Challenges of Implementation 


The AHA is concerned that implementation of the proposed requirements will pose challenges for 
the program and enrollees alike. The proposed activities of success coaches are complex and 
timeconsuming. 
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The proposal would require significant infrastructure and investment to be implemented as 
proposed, including enhancing data sources and hiring and training staff. Furthermore, it is 
unlikely that the state has sufficient resources to support a three-person panel to review all 
success coach recommendations. 


The AHA is further concerned by the proposal’s use of data matching to assess individuals’ needs 
for support. While the state does not intend to solely rely on data matching, it does not specify 
what other assessments would be used. Arkansas’s previous attempt to implement work 
requirements in 2018 


revealed significant flaws in the state’s ability to use data to identify exemptions, ultimately 
leading to 18,000 individuals losing coverage largely as a result of bureaucracy and additional 
paperwork.2 During Arkansas’s recent Medicaid renewal process, only 42% of enrollees were 
successfully renewed through automated data matching, with an additional 18% renewed 
through submitted renewal forms,3 demonstrating the limitations of data matching. There will 
undoubtedly be individuals whose data is incomplete, outdated, or not accurately captured by the 
systems in use. The AHA is concerned that this proposal will increase the administrative burden 
on these patients. 


In addition, the AHA is concerned that this proposal doesn’t specify how individuals can 
demonstrate compliance or address inaccuracies if existing data fails to verify their eligibility. 
There is no clear reporting process to ensure that eligible individuals are not unfairly disenrolled 
due to gaps in data. 


More specifications needed 


The AHA is concerned that Arkansas’s proposal lacks key details that prevent commenters from 
providing meaningful input on the proposed changes. The proposal states that enrollees who are 
suspended for noncompliance would maintain Medicaid enrollment while their health plan 
benefits and services are suspended. This distinction between remaining enrolled but losing 
coverage is misleading to commenters and beneficiaries about the availability of care. The state 
fails to clarify whether suspended individuals would be transferred to fee-for-service coverage 
while their health plan status is suspended or if suspension would mean loss of all coverage. 
Furthermore, the proposal does not provide clear qualifications or training requirements for 
success coaches, despite the many services they will be expected to provide. Finally, Arkansas’s 
proposal does not establish clear criteria for determining when an enrollee is on track with their 
personal development plan, leaving this to the discretion of success coaches without consistent 
standards. The AHA urges the state to clarify these points and reissue the proposal for another 
comment period of at least 30 days. 


Conclusion 


The AHA opposes work reporting requirements and time limits on coverage, as they are not in line 
with the goals of the Medicaid program. The ARHOME Pathway to Prosperity Amendment 
threatens the continuity of care for patients, places undue administrative burden on patients and 
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the Medicaid program, and lacks critical details. To protect access to affordable and quality 
healthcare for Arkansans, we urge the state not to move ahead with this proposal. 


Thank you for the opportunity to provide comments. 
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Comments received in at Public Hearings 


 


Jaden Atkins 


Public hearing held: 02/12/2025 at 10:30 a.m.  


Comment: Yes, thank you. I am Jaden Atkins. I am an attorney at Legal Aid of Arkansas and my 
comment is really questions that we have after reviewing the waiver proposal. The first is what 
happens practically speaking when someone on ARHome consider to be off track by their success 
coach and doesn’t qualify for existing feature service plans like PASS Medically frail, parent 
takeaway relative, and pregnant women. The waiver says that it will be suspended but aren’t 
quite so on what that means practically . Will they be disenroll in the health insurance plan and 
just be essentially have their paperwork still with DHS to be put back on if they reach out but 
practically speaking they will lose their health insurance. Is that correct? 


That is my 1st group of questions and then the 2nd is how it develops that the estimate for who 
would be identified by the quote data matching screen at risk/assigned success coaching listed on 
page 27 of the waiver request and what are the parameters that were used to identify those 
people? 


I just wanted to note for record here that there was not a passcode posted with the Zoom link for 
this meeting. I was able to get in because I emailed the office that posted the email address with 
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questions, and I know that there is some people who I think that was able to call in but I’m not 
certain that those people have the ability to comment. 


 


Cammile Richoux 


Public hearing held: 02/14/2025 at 10:00 a.m.  


Comment: Sure, I have my notes. Can you hear me, okay? All right. Good morning, my name is 
Camille Richoux and I’m the Health Policy Director at Arkansas Advocated for Children and 
Families. Thank you for the opportunity to provide comments regarding the proposed Pathway to 
Prosperity 1115 proposal. So, Arkansas advocated for Children and Families is very proud of the 
progress we’ve made in our state ensure every Arkansan has access to health coverage because 
of the great success of the ARHome Program. Today, most adults in Arkansas have coverage and 
improved access to important preventative care. While the proposal claims it has incorporated 
lessons from previous efforts, its core premise remains deeply flawed. It creates punitive eligibility 
requirements that threatens the health and well-being of thousands of Arkansans. So, the waiver 
proposal equates long-term Medicaid enrollment with poor health outcomes citing poverty as a 
risk factor. However, this logic is fundamental flawed, lack of insurance, not Medicaid coverage is 
a well-documented risk factor for poor health. While the proposal claims that compliance is not a 
condition of eligibility, suspension of coverage is functionally the same termination. Suspended 
beneficiaries lose access to necessary health care services, creating significant disruption to their 
health and financial stability. Any policy that results in barring access to Medicaid services for 
noncompliance effectively creates a new eligibility requirement. This undermines the core 
objectives of the Medicaid program, which is to provide access to health care for low-income 
individuals and families. Since 19 and 20 years old are not exempt we have significant concerns 
about their ability to receive wraparound benefits through EPSCT. There’re also no explicit 
exemptions for pregnant or postpartum women that insured through out home. The success 
coaching requirement functions as the monthly reporting requirements that cause so many 
individuals to lose coverage in 2018. This requirement poses an even greater potential burden by 
forcing beneficiaries to adapt their lives around scheduling and meetings. The success coaching 
component introduces vague compliance criteria that go far beyond the first work requirement. 
These criteria, namely hours worked, education status, and income level, should be defined in the 
proposal in order to reduce the chance of bias and inconsistency. The proposal claims that this 
approach will be individualized but is ultimately a non-transparent subjective algorithm that 
decides whether someone is on track and continues to receive health care benefits. The state 
previously attempted implementing an algorithmic. It’s a tough one decision-making system to 
decide how much home-based healthcare patients need. Following this change, patients saw their 
hours of care cut dramatically. Arkansans suffer during this; people who were bedridden were left 
without basic hygiene. I don’t want to see the same subjective system apply to people around the 
state. Most importantly, studies showed that the majority of Medicaid enrollees who can work 
can either be employed or serve as caregivers. Work required fails to account for the realities of 
many low-wages job such as variable schedules, the health of the overall job market, lack of paid 
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leave, and caregiving responsibilities. In rural parts of our state, Arkansas may struggle to find any 
work and the job that they can take may not be on track per this proposal’s guidelines. So, the 
state is committed to addressing poverty through increasing resources, education, and workforce 
development to low-income Arkansans. We can do that without jeopardizing their access to 
healthcare. We can add resources to address health related social needs, not take them away. 
This proposal is just not the way to address health or poverty in our state. So, thank you so much 
for the time and consideration of our comments. 


 


Neil Sealy 


Public hearing held: 02/14/2025 at 10:00 a.m.  


Comment: Good morning, my name is Neil Sealy, and I work, I’m a community organizer with 
Arkansas Community Organizations. And we are in opposition to the proposed waiver being sent 
to CMS. We think people’s health must come first. I want to tell a story. I was a navigator during 
the first enrollment period for the Medicaid expansion and it was a great service to people 
because for the first time, most of the people were working or they had serious conditions that 
kept them from working and it was to me so moving to see so many people relieved that they 
could finally get their health taken care of. I recall on incident there was a woman who came in 
and I worked with another person in helping to enroll this person into the Medicaid expansion. 
She had scar tissue on her thyroid and growths that she was able to work not much but some 
hours a week. But eventually she had so much pain she could not work. So, when she found that 
she was eligible and enrolled she broke down in tears and we all broke down in tears of joy and 
healthcare had come first. We don’t, yes, if DHS wants to help find other opportunities, that’s 
great but it’s wrong suspending their health care is taking away their health care and their ability 
to function normally. Most of my life, I went without health insurance. I do have hypertension, I 
never even knew that, until I finally got insurance from my job, and I take medication every day. 
Who knows? What would have happened? I kept walking around here without hypertension. I 
also lost that coverage when my job ended and went to, thank God, marketplace was there. And I 
was able to get it but it got more expensive. So, I know what it’s like to be like not to have health 
care. Everybody should have that. And that’s the great thing about the Medicaid expansion. Is 
that it gave coverage to thousands and thousands of people who didn’t have it. Many were 
working, many had serious conditions, it gave them an opportunity. So, the only thing that should 
count is just the income limits. And that’s it. I think . . .if DHS has bandwidth. To, and I don’t 
believe it does, to help people find other opportunities that’s great. You also have to understand 
that just because someone has a full-time job and the employer has insurance, that insurance 
may not cover much. So, I think the good thing about the expansion is people are able to get 
decent coverage and people like the woman that I was speaking about her family, she was finally 
able to get the surgery that she wanted. So, we should never, if someone is eligible, never take 
away their health care. Thank you. 
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Joyce Means 


Public hearing held: 02/14/2025 at 10:00 a.m.  


Comment: Good morning, Joyce Means and member of Arkansas Community Organization and 
thanks for having us here today in the house. And just so thankful to have Medicaid, I myself, 
without Medicaid, it just the money doesn’t match the health care. I wouldn’t be able to afford it. 
I’m diabetic, type 2 diabetic. Just would be unaffordable and as we check the record here back in 
between 2018 to 2019 when the work requirement was first implemented. It was proven, it did 
work, and it got thrown out of the court. And during that period from 2018 to 2019 over 18,000 
people went without health coverage. And Medicaid. Here’s the problem. We oppose. Because 
everyone that receiving Medicaid, you have some people in the category they’re disabled but 
don’t disaquire. Doesn’t qualify, excuse me, for disability. But they’re still sick. They’re still not 
able and it’s just because of the credits when it comes to that. In a lot of cases the difference 
between being disabled by “Social Security”. As far as disability is the fact that, you know, I don’t 
have enough credit. So those people are, but you still have some people I’m sticking to the point 
of Medicaid. Who are disabled, but they don’t qualify that they need medical help you know this 
is a real serious issue. And taking into consideration from the previous time it was implemented it 
was a failure. And I don’t see how, as we say, and some others don’t see the clear. It’s not clear. 
We need a clear transparent way. So why don’t, there’s plenty more that can be done. We 
oppose it, so that’s annoying. There is a better way. And hopefully this is something in the future 
that we all can get together and come up with a better way to address the health care issue. 
Otherwise, it would be injustice. And that’s all I have and I’m hoping that you hear. 


 


Trevor Hawkins 


Public hearing held: 02/14/2025 at 10:00 a.m.  


Comment: My name is Trevor Hawkins. I’m a private attorney practicing in the state of Arkansas 
and the views I’m sharing today are my own. Not affiliated with any other association. But my 
past work involved directly serving low-income Arkansans. And my comments today are informed 
by what I learned specifically during the time period that the last work requirements program was 
implemented. I don’t believe that work requirements as part of Medicaid help low-income 
Arkansans in any way. The purpose of the Medicaid program is to provide health coverage to low-
income individuals and families. The overwhelming majority of which are working and doing the 
best they can in this state. Whether they’re in the Delta, here in Little Rock, other parts of the 
state, I met with folks everywhere. And I’m telling you firsthand, being the person that was out in 
the streets. They’re doing the best that they can, no matter what their given situation is, and I 
don’t believe that most of them need a program like this to be incentivized to work. Much less 
with the fact that it’s not part of Medicaid or the purpose of Medicaid. So, during the last work 
requirement program, I worked directly with low-income Arkansans to assist them with any public 
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benefits issued that they might have. The sheer number of procedural issues came up not only 
burden the beneficiaries themselves but it also burdened the state Medicaid agency, DHS. Neither 
could the individual figure out what to do, nor could DHS, whether the local office or higher ups, 
be able to keep up with the burden of procedural issues. There’s a lot of talk about the 18,000 
people that lost coverage directly because of the last work requirement program, but just as 
many more, it wasn’t being tracked at the time, but just as many more just got caught up the 
procedural issue that was generated due to data matching that’s being sold as new product in this 
new proposal. But the truth is that was something that was part of it all along. And caused an 
insane amount problem for people. Spent the majority of my time, spent the majority of my time 
spent majority of my time in 2018 and 2019, just trying to help people navigate that. I don’t 
believe you know this waiver as it’s written says that it learned from the 2018 model, but the 
truth is it’s really the same thing. It’s just a wolf in sheep’s clothing. The there’s some points that I 
have to make or some questions that I have about key parts of it. But writ large, I don’t believe 
that this waiver should be submitted to CMS, nor do I believe legally CMS could approve it. But 
the data matching, and I hope that the agency will respond to these directly in written form. What 
system will be used to do this quote unquote data matching? Will private vendors be used? What 
is the difference from this data matching the plan for data matching the one that was used during 
the unwinding period? Is this a new system? Is this new system that ‘s being created or used, if so, 
how much is that going to cost? How is the date matching going to be used to determine who the 
quote unquote is on track and what is the criteria for being on track? With respect to success 
coaches. With 220,000 beneficiaries on the program. How does the state agency plan to 
adequately meet the needs of these people through success coaches? I think so of the comments 
reported that 40,000 or 40% of the people on this program might not be doing what they’re 
supposed to or should be working or not working enough and that’s 80 to 90,000 people. So, 
what’s the target ratio of success coaches to beneficiaries? Where will the success coaches be 
located in relation to their assigned beneficiaries? How will beneficiaries be able to reach their 
assigned success coach? Will beneficiaries be able to reach them directly or will they have 
navigated the current phone system that has a long time waiting and does not connect you with 
someone who is in your local office? What training will success coaches get to fulfill the 
obligations of this role? What criteria will they follow to develop a plan for their assigned 
beneficiaries? Me personally, I worry that this model is not even remotely tenable unless 
significant investment is made by the agency to staff it. Otherwise, it’s just going to be a 
nightmare for beneficiaries to navigate just like 2018. Let’s see. Outreach was sort of a very 
common problem that I saw as I was meeting folks where they’re at was that they had no idea 
that his program or the previous applied to them. They thought that, you know, they’re working, 
they’re doing what they’re supposed to, why do they have to get online every month and report 
or why are getting a notice in the mail that asks them to verify their income its hasn’t changed. Et 
cetera, et cetera. A big problem was people were not told what was going on until I finally found 
them and met them where they were at. Whether it was a bus stop, library etc., so what is the 
state plan to if this program was approved ensure that the vast majority of beneficiaries 
understand how the Medicaid program ARHome is changing? How this might apply to them and 
what the expectation will be for them to comply with it? And I want to close on you know it’s 
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represented that his program is different than the 2018 one in that people are not being fully 
terminated from Medicaid. But that doesn't paint the whole picture. The pausing of coverage or 
the change from QHP, a qualified health plan, to traditional fee for service does cause harm or 
disruptions in an individual's healthcare access. This happened a lot in 2018, this was the same 
thing people were being flagged as medically frail who were not. They would get put on a fee for 
service they would lose access to the providers. Those providers did not take fee for service. They 
would have a procedure that would be canceled because they’re completely changing the criteria, 
the things that have to be done before that procedure could go through. They would lose access 
to medications. They would have to pay out of pocket. You know, just a whole litany of issue 
disruptions, and that particularly affects the people who need this coverage the most. So, you 
know, in some the last period of time, the last period of time that this was implemented in the 
state I had a terrible time trying to help people navigate it. I think the people in this agency had a 
terrible time trying to administer it as well, even though they can’t say that, it burdens not only 
the beneficiaries, but the point being also, it burdens not only the beneficiaries, but it also 
burdens the state agency. I don’t believe either side has the bandwidth to do that. And so, I think 
this waiver should not be submitted to CMS. Thank you. 
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Re: 1115 Demonstrative Waiver Amendment – Budget Neutrality Estimates 
 


Dear Secretary Putnam: 
 


The Arkansas Department of Human Services (DHS) requested Milliman provide analytical support in developing 
budget neutrality limits for the proposed Pathway to Prosperity amendment to DHS’ existing Arkansas Health and 
Opportunity for Me (ARHOME) 1115 Demonstration Waiver program (Amendment). This letter contains the information 
we understand DHS must submit to CMS as part of the application followed by a disclosure of our methodology and 
assumptions. DHS may share this letter with CMS as part of the application process. 
 


EXECUTIVE SUMMARY 
 


Through the Amendment, DHS is requesting changes to the hypothetical budget neutrality limits for heath related social 
needs (HRSN), applicable to both HRSN services and infrastructure. Although no changes are being requested for the 
non-HRSN budget neutrality limits (referred to as the “Test 1” limits in the STCs), DHS is estimating savings resulting 
from disengaged members exiting the program. 
 


Hypothetical Budget Neutrality Limits (Test 1) 
 


As noted above, DHS is not requesting any updates to the hypothetical budget neutrality limits on a per member per 
month (PMPM) basis. However, DHS is expecting savings to be generated as a result of suspending ARHOME benefits 
for a relatively small number of individuals for a temporary period of time. During the suspension period, DHS will not 
make monthly premium payments, Advanced Cost Sharing Reduction (ACSR) payments to the QHPs, nor “wrap 
around services” Payments. Savings will also be generated by individuals who move off Medicaid sooner than expected 
due to changes in household income. 
  
According to DHS calculations, this reduction in enrollment is expected to generate a savings of roughly $22 million in 
CY 2026, which is demonstration year (DY) 05 of the currently approved waiver. DHS estimated the $22 million in 
savings based on their current expenditures of roughly $784 PMPM and the assumption that roughly 27,675 member 
months would be suspended or move off Medicaid due to changes in household income. 
 


Capped Hypothetical Budget Neutrality Limits (HRSN) 
 


Table 1 includes the current capped hypothetical budget neutrality limits for HRSN services and HRSN infrastructure 
approved by CMS, as well as the proposed capped hypothetical budget neutrality limits in the Amendment. Increased 
limits are proposed only for DY05 to align with DHS’ goal of implementing these requirements on January 1, 2026.  
 


Table 1 
Arkansas Department of Human Services 


ARHOME 1115 Demonstration Waiver Amendment 
Capped Hypothetical Budget Neutrality Limits 


(millions) 


 HRSN Services HRSN Infrastructure 
Demonstration Year (DY) Current Limit Proposed Limit Current Limit Proposed Limit 


DY01 (2022) $0.00 $0.00 $0.00 $0.00 
DY02 (2023) 8.40 8.40 2.70 2.70 
DY03 (2024) 19.50 19.50 1.97 1.97 
DY04 (2025) 25.80 25.80 3.00 3.00 
DY05 (2026) 31.10 37.70 2.80 6.90 
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In aggregate, the proposed limits reflect an increase of roughly $10.7 million for DY05. These costs are based on DHS 
estimates to cover the additional costs associated with training success coaches and enhancing the current 
infrastructure to upgrade DHS’ case management system. 
 
Combined with the $22 million service expenditure reduction noted in the above section, DHS estimates a total 
expenditure reduction of approximately $11 million in CY 2026 (DY05). 
 
METHODOLOGY 
 
Capped Hypothetical Budget Neutrality Limits (HRSN) 
 
The proposed capped hypothetical budget neutrality limits for HRSN services and HRSN infrastructure in Table 1 rely 
on information provided by DHS as part of the waiver amendment. We reviewed the information for reasonability, but 
we did not audit the information. The proposed limits contain two distinct adjustments to the currently approved limits: 


 
 HRSN services: DHS estimates that additional costs related to training success coaches would be roughly 


$6.6 million for DY05. 
  


 HRSN infrastructure: In addition to costs associated with training success coaches, DHS indicated an 
estimated cost of $4.1 million in DY05 related to enhancing the current infrastructure and upgrading the DHS 
case management system. This includes creating monthly update reports to track progress of individuals in 
the targeted groups, and to screen and refer individuals for HRSN services. 


 
Payment Reduction Savings 
 
DHS estimated the $22 million in savings based on their current expenditures of roughly $784 PMPM and the 
assumption that roughly 27,675 member months would be suspended or move off Medicaid due to changes in 
household income. 
 
DATA RELIANCE AND IMPORTANT CAVEATS 
 
Milliman has developed certain models to estimate the values included in this letter. The intent of the models was to 
assist DHS in completing Section 6 of the Amendment. We have reviewed the models, including their inputs, 
calculations, and outputs for consistency, reasonableness, and appropriateness to the intended purpose and in 
compliance with generally accepted actuarial practice and relevant actuarial standards of practice (ASOP). 
 
Milliman prepared this letter for the specific purpose of assisting DHS to complete Section 6 of the Amendment. This 
letter and the models used to develop the values in this letter should not be used for any other purpose. This letter has 
been prepared solely for the internal business use of, and is only to be relied upon by, the management of DHS, in 
accordance with its statutory and regulatory requirements. Milliman recognizes that materials it delivers may be public 
records subject to disclosure to third parties; however, Milliman does not intend to benefit, or create a legal duty to, any 
third party recipient of its work. This letter and its exhibits should only be reviewed in their entirety. 
 
The models rely on data and information as input to the models. We relied on data provided by DHS in the development 
of this letter. We also relied on public information released by CMS. If the underlying data provided are inadequate or 
incomplete, the results will be likewise inadequate or incomplete.  
 
The estimates and results in this letter will certainly change as more information is known related to the Arkansas 
Medicaid program and the 1115 Demonstration Waiver. Additionally, future results depend on utilization trend, provider 
reimbursement, enrollment changes, member behavior, and general economic conditions. 
 
I, Greg J. Herrle, Principal and Consulting Actuary for Milliman, am a member of the American Academy of Actuaries, 
and I meet the Qualification Standards of the Academy to render the actuarial communication contained herein. To the 
best of my knowledge and belief, this letter is complete and accurate and has been prepared in accordance with 
generally recognized and accepted actuarial principles and practices. 
 
 


                     
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Kristi, thank you again for the opportunity to work with DHS. Please let us know if you have any feedback. 
 
Sincerely, 
 
       
 
 
Greg J. Herrle, FSA, MAAA 
Principal and Consulting Actuary 
 
GJH/bl 
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Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project, 


Arkansas Health and Opportunity for Me (ARHOME) 


The Arkansas Department of Human Services (DHS), Division of Medical Services 
(DMS) is providing public notice of its intent to submit to the Centers for Medicare & 
Medicaid Services (CMS) a written request to amend the Medicaid Arkansas Health 
and Opportunity for Me (ARHOME) Demonstration Project (Waiver) and to hold public 
hearings to receive comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin on 
February 2, 2025 and conclude on March 3, 2025. 
 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
intends to formerly submit the “Pathway to Prosperity” amendment to the current Arkansas 
Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project (waiver) which 
will include public comments. Specifically, DHS seeks public comment on its amendment 
request to include the following enhancements to the current ARHOME demonstration. 
 
The ARHOME program is Arkansas’s Medicaid expansion that provides health care coverage to 
more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of the Federal 
Poverty Level (FPL). Pathway to Prosperity establishes work and community engagement 
requirements for the Medicaid expansion population that will drive improved health and economic 
independence outcomes for working age nondisabled adults and their families. 


The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.1 


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 
can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. Pathway to Prosperity will help provide a bridge over the “benefits cliff” that 
keeps people from moving into economic stability and off of public assistance.  
Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new adult 
expansion group, who have income ranging from 0% FPL to 138% FPL, and who are covered by 
a QHP. Individuals will be assessed by DHS as “on track” or “not on track” through data 
matching. Those who are identified as not on track will be provided the opportunity to receive 
focused care coordination services to support health and economic self-sufficiency. 


DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals. If DHS confirms that an individual is not on 


 
1https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-
Review.pdf p.8 



https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf

https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf





2  


track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP). 


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas. 


If a person is not employed, or is at risk of long-term dependency, he or she must be engaged in 
qualifying advancement, learning, or service activities to be considered “on track.” Advancement 
can come from a variety of activities including training, workforce development, apprenticeships, 
and internships. Learning includes formal education, vocational education, and activities that 
enhance a person’s skills such as through mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
Although eligibility will be suspended during this time, they will not be disenrolled from the 
Medicaid program. To become “active” again and have full benefits restored, they need only 
notify DHS of their intention to cooperate with personal development plan requirements. As 
Pathway to Prosperity does not make compliance a condition of eligibility, individuals will not be 
required to complete a new Medicaid application unless they have passed the date for their 
annual redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP. 


Normal appeal rights will be available to an individual who is suspended. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.” 


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in Introduction to Benefit Cliffs and Public Assistance Programs, “Benefits cliffs (the cliff 
effect) refer to the sudden and often unexpected decrease in public benefits that can occur with 
a small increase in earnings.”2 “While minimum wages differ state to state, the risk of falling off 
a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour. The 
economic consequences of benefits cliffs impact both families and employers: businesses are 
unable to meet their workforce needs because workers have a disincentive to increase hours or 
advance in a job, and families experience economic instability and limited economic mobility.”3 
Many individuals reduce their risk by foregoing additional income, which typically impacts the 
number of hours worked over a year’s time. 


 
2 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs 
3 Ibid. 


 



http://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level. Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls. 
 
The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels. In accepting federal 
funding, states also had greater flexibility in administering the program. CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost- 
sharing responsibilities) as income increases. 


The “benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce. Full-time employment is the solution 
to poverty. The U.S. Census Bureau estimates that 20 million people, 10% of the total 
population of individuals age 18 to 64, were living in poverty in 2023. Only 1.8% of full-time 
workers were living in poverty, compared to 11.7% who worked part-time and 29.7% who did 
not work.4 


Here is where the ACA diverged from the CHIP model. Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 
 
 
4https://www2.census.gov/library/publications/2024/demo/p60-283.pdf Table A-1 p.20 


 



https://www2.census.gov/library/publications/2024/demo/p60-283.pdf
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It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act. The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  


DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals. Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household, length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement. 
As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions. DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services. Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs.  


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system. 


Enrollment in a QHP provides certain advantages to beneficiaries compared to FFS. These 
include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care. 


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories. 


This Pathway to Prosperity amendment will assist individuals as they seek to advance their 
careers and improve their lives, their families, and their communities. Some adults on Medicaid 
will create their own opportunities and find their own pathway to full employment and 
independence without further assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and more 
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formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in their 
current circumstances and empower them to engage in accessing the opportunities that exist 
within each community. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
2. Identifying any HRSN and assisting the individual access community services to address 


HRSN; 
3. Development of an individualized PDP that facilitates access to opportunities for 


employment, education, and training, including technical skill development, resume 
writing, interview coaching, and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12- 
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP. 


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed. 


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 
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With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold. These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data. DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


If it is determined that an individual is not on track and fails to cooperate, the Success Coaching 
entity may make a recommendation to suspend ARHOME coverage. The recommendation will 
be reviewed by a three-person DHS panel. If the suspension is approved, the individual will 
receive a written notice of the action with a right to appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program. To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP. As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


 
Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility. 


 
In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE. 


Pathway to Prosperity will help identify the model of care most appropriate for an individual. For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care. An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program. Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program. In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual. During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 


After Success Coaching has been assigned to an individual, he/she will have three months to 
demonstrate he/she is “on track.” The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
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2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 
or cooperate with their PDP; 


3. QHP benefits are restored after the individual contacts DHS with agreement to 
cooperate with their PDP; 


4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 
program for individuals with serious mental illness); 


5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if he or she is redetermined to be eligible and chooses a 


QHP at open enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal.  


 
The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022. 


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following: 


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group. 


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan. 


 
Statewideness Section1902(a)(1) 


To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis. 


Freedom of Choice Section 1902(a)(23)(A) 


To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System 


Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
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provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage 
Experience shows that coverage alone is not sufficient to improve health outcomes. Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services. However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 


Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 


 
With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage. Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN. 
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing. As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 
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Goals and Hypotheses Table 1 
 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


 
 
 


1 


Increasing 
household 
income 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.A 


 
Change in earnings 
reported for those who 
are unemployed 
(<21% FPL) 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


   
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.C 


 
Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2 


Improving 
utilization of 
services and 
appropriate- 
ness of care 


 
 


 
A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


 
 
 


2.A.1 


 
 
 
Medicaid Adult Core 
Set Measures 


 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non- 
emergent use of 
emergency 
department 
services 


 
2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 
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C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


 
2.C.1 


 
Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.2 


 
All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.3 


Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 


   admissions and 
readmissions 


 High-Risk Chronic 
Conditions 


 


 
 
 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


 
 
 


3.A 


 
 
Comparisons of 
expected move rate to 
actual move rate 


 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
Maintain 
coverage in 
most 
appropriate 
model of 
care 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


 
 
 
 


3.B 


 


 
Comparisons of 
changes in model of 
care to historical 
changes 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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4 


 
 
 
 
 
 
 
 
Reducing 
health- 
related 
social 
needs 
(HRSN) 
through 
intervention 


 
 
 
 
 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health- 
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 


4.A.1 


 
 
 
 
 
 
HRSN Population 
Comparisons 


 
 
 
 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


 
 
 
 


4.B.1 


 
 


 
HRSN 
Screening/Intervention 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Demonstration Year (DY) 


Services 
Proposed Limit 


Infrastructure 
Proposed Limit 


DY01 $6.6 $4.1 


DY02 $6.9 $0.6 


DY03 $7.2 $0.6 


DY04 $7.6 $0.6 


DY05 $8.0 $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time. During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.” 


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries. 
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable. Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation. Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months. 


Estimated Savings Under Current Assumptions Table 3 
 


 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 
The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 
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In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 
provide input on the Amendment through a formal thirty-day public notice and comment process 
which ran from February 2, 2025, through March 3, 2025. During this time, the state will hold 
two dedicated public hearings. 


Public Notice 


The state verifies that the abbreviated public notice of the Amendment application was 
published on February 2, 3, and 4, 2025, in the Arkansas Democrat-Gazette, the newspaper 
with widest circulation in each city with a population of 100,000 or more in accordance with 42 
CFR §431.408(a)(2)(ii). In addition, DHS used its standard electronic mailing list of interested 
parties, comprised of more than 150 individuals and organizations, to notify the public of the 
Amendment, the public hearings, and the opportunity to comment on the waiver Amendment 
draft. While there are no federally recognized tribes in the state of Arkansas, DHS proactively 
reached out to tribal representatives in neighboring Oklahoma to ensure all interested parties 
were included in the electronic mailing list and able to participate in the public comment period. 


A copy of the formal public notice shall be attached and a copy of the abbreviated public notice 
document shall be attached. Both documents, along with a copy of the complete Amendment 
draft, will also be made available for viewing in hard copy format as well as on the state’s 
website: https://humanservices.arkansas.gov/rules/arhome/. 


Public Hearings 
DHS will hold two public hearings during the notice and comment period in geographically 
diverse areas of the state. The hearings will be attended by interested persons both in 
person and via the Zoom platform. 


The state confirms that the two public hearings will be held on the following dates and physical 
locations, in addition to being available for statewide virtual participation, as scheduled and as 
publicized in the formal notice: 


 


Public Hearing #1 Public Hearing #2 


  General Public Forum (online only) 


 
February 12, 2025 at 10:30 a.m. CST. 
 
Virtual participation via Zoom: 
 
https://us02web.zoom.us/j/83208465081  
or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 
 


  ARHOME Advisory Panel  
  (in-person and online) 
 
February 14, 2025 at 10:00 a.m. CST at  
 
The Arkansas Department of Human 
Services (DHS), Donaghey Plaza South 
Building, 700 Main Street, Little Rock, 
Arkansas 72203,  
First Floor Conference Room A/B 
 
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133  
or Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 


 
 
 



https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133
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Summary of Public Comments & State Responses 


To be added after the public comment period. 


 
State Contact Information 


 
Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 
Arkansas Department of Human Services 
Telephone Number: (501) 682-1001 
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		Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most Appropriate Medicaid Model of Care

		Goal 4: Address HRSN
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Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project, 


Arkansas Health and Opportunity for Me (ARHOME) 


The Arkansas Department of Human Services (DHS), Division of Medical Services 
(DMS) is providing public notice of its intent to submit to the Centers for Medicare & 
Medicaid Services (CMS) a written request to amend the Medicaid Arkansas Health 
and Opportunity for Me (ARHOME) Demonstration Project (Waiver) and to hold public 
hearings to receive comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin on 
February 2, 2025 and conclude on March 3, 2025. 
 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
intends to formerly submit the “Pathway to Prosperity” amendment to the current Arkansas 
Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project (waiver) which 
will include public comments. Specifically, DHS seeks public comment on its amendment 
request to include the following enhancements to the current ARHOME demonstration. 
 
The ARHOME program is Arkansas’s Medicaid expansion that provides health care coverage to 
more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of the Federal 
Poverty Level (FPL). Pathway to Prosperity establishes work and community engagement 
requirements for the Medicaid expansion population that will drive improved health and economic 
independence outcomes for working age nondisabled adults and their families. 


The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.1 


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 
can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. Pathway to Prosperity will help provide a bridge over the “benefits cliff” that 
keeps people from moving into economic stability and off of public assistance.  
Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new adult 
expansion group, who have income ranging from 0% FPL to 138% FPL, and who are covered by 
a QHP. Individuals will be assessed by DHS as “on track” or “not on track” through data 
matching. Those who are identified as not on track will be provided the opportunity to receive 
focused care coordination services to support health and economic self-sufficiency. 


DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals. If DHS confirms that an individual is not on 


 
1https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-
Review.pdf p.8 



https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf

https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf
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track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP). 


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas. 


If a person is not employed, or is at risk of long-term dependency, he or she must be engaged in 
qualifying advancement, learning, or service activities to be considered “on track.” Advancement 
can come from a variety of activities including training, workforce development, apprenticeships, 
and internships. Learning includes formal education, vocational education, and activities that 
enhance a person’s skills such as through mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
Although eligibility will be suspended during this time, they will not be disenrolled from the 
Medicaid program. To become “active” again and have full benefits restored, they need only 
notify DHS of their intention to cooperate with personal development plan requirements. As 
Pathway to Prosperity does not make compliance a condition of eligibility, individuals will not be 
required to complete a new Medicaid application unless they have passed the date for their 
annual redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP. 


Normal appeal rights will be available to an individual who is suspended. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.” 


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in Introduction to Benefit Cliffs and Public Assistance Programs, “Benefits cliffs (the cliff 
effect) refer to the sudden and often unexpected decrease in public benefits that can occur with 
a small increase in earnings.”2 “While minimum wages differ state to state, the risk of falling off 
a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour. The 
economic consequences of benefits cliffs impact both families and employers: businesses are 
unable to meet their workforce needs because workers have a disincentive to increase hours or 
advance in a job, and families experience economic instability and limited economic mobility.”3 
Many individuals reduce their risk by foregoing additional income, which typically impacts the 
number of hours worked over a year’s time. 


 
2 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs 
3 Ibid. 


 



http://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level. Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls. 
 
The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels. In accepting federal 
funding, states also had greater flexibility in administering the program. CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost- 
sharing responsibilities) as income increases. 


The “benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce. Full-time employment is the solution 
to poverty. The U.S. Census Bureau estimates that 20 million people, 10% of the total 
population of individuals age 18 to 64, were living in poverty in 2023. Only 1.8% of full-time 
workers were living in poverty, compared to 11.7% who worked part-time and 29.7% who did 
not work.4 


Here is where the ACA diverged from the CHIP model. Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 
 
 
4https://www2.census.gov/library/publications/2024/demo/p60-283.pdf Table A-1 p.20 


 



https://www2.census.gov/library/publications/2024/demo/p60-283.pdf
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It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act. The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  


DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals. Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household, length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement. 
As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions. DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services. Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs.  


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system. 


Enrollment in a QHP provides certain advantages to beneficiaries compared to FFS. These 
include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care. 


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories. 


This Pathway to Prosperity amendment will assist individuals as they seek to advance their 
careers and improve their lives, their families, and their communities. Some adults on Medicaid 
will create their own opportunities and find their own pathway to full employment and 
independence without further assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and more 
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formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in their 
current circumstances and empower them to engage in accessing the opportunities that exist 
within each community. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
2. Identifying any HRSN and assisting the individual access community services to address 


HRSN; 
3. Development of an individualized PDP that facilitates access to opportunities for 


employment, education, and training, including technical skill development, resume 
writing, interview coaching, and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12- 
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP. 


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed. 


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 
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With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold. These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data. DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


If it is determined that an individual is not on track and fails to cooperate, the Success Coaching 
entity may make a recommendation to suspend ARHOME coverage. The recommendation will 
be reviewed by a three-person DHS panel. If the suspension is approved, the individual will 
receive a written notice of the action with a right to appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program. To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP. As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


 
Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility. 


 
In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE. 


Pathway to Prosperity will help identify the model of care most appropriate for an individual. For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care. An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program. Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program. In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual. During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 


After Success Coaching has been assigned to an individual, he/she will have three months to 
demonstrate he/she is “on track.” The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
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2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 
or cooperate with their PDP; 


3. QHP benefits are restored after the individual contacts DHS with agreement to 
cooperate with their PDP; 


4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 
program for individuals with serious mental illness); 


5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if he or she is redetermined to be eligible and chooses a 


QHP at open enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal.  


 
The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022. 


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following: 


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group. 


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan. 


 
Statewideness Section1902(a)(1) 


To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis. 


Freedom of Choice Section 1902(a)(23)(A) 
To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System 
Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
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provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage 
Experience shows that coverage alone is not sufficient to improve health outcomes. Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services. However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 


Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 


 
With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage. Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN. 
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing. As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 
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Goals and Hypotheses Table 1 
 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


 
 
 


1 


Increasing 
household 
income 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.A 


 
Change in earnings 
reported for those who 
are unemployed 
(<21% FPL) 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


   
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.C 


 
Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2 


Improving 
utilization of 
services and 
appropriate- 
ness of care 


 
 


 
A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


 
 
 


2.A.1 


 
 
 
Medicaid Adult Core 
Set Measures 


 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non- 
emergent use of 
emergency 
department 
services 


 
2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 
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C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


 
2.C.1 


 
Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.2 


 
All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.3 


Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 


   admissions and 
readmissions 


 High-Risk Chronic 
Conditions 


 


 
 
 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


 
 
 


3.A 


 
 
Comparisons of 
expected move rate to 
actual move rate 


 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
Maintain 
coverage in 
most 
appropriate 
model of 
care 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


 
 
 
 


3.B 


 


 
Comparisons of 
changes in model of 
care to historical 
changes 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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4 


 
 
 
 
 
 
 
 
Reducing 
health- 
related 
social 
needs 
(HRSN) 
through 
intervention 


 
 
 
 
 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health- 
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 


4.A.1 


 
 
 
 
 
 
HRSN Population 
Comparisons 


 
 
 
 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


 
 
 
 


4.B.1 


 
 


 
HRSN 
Screening/Intervention 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Demonstration Year (DY) 


Services 
Proposed Limit 


Infrastructure 
Proposed Limit 


DY01 $6.6 $4.1 


DY02 $6.9 $0.6 


DY03 $7.2 $0.6 


DY04 $7.6 $0.6 


DY05 $8.0 $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time. During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.” 


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries. 
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable. Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation. Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months. 


Estimated Savings Under Current Assumptions Table 3 
 


 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 
The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 
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In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 


provide input on the Amendment through a formal thirty-day public notice and comment process 


which ran from February 2, 2025, through March 3, 2025. During this time, the state will hold 


three dedicated public hearings. 


Public Notice 


The state verifies that the abbreviated public notice of the Amendment application was 


published on February 2, 3, and 4, 2025, in the Arkansas Democrat-Gazette, the newspaper 


with widest circulation in each city with a population of 100,000 or more in accordance with 42 


CFR §431.408(a)(2)(ii).  A second notice ran February 16, 17, and 18, 2025, adding a third 


public hearing (see below).  In addition, DHS used its standard electronic mailing list of 


interested parties, comprised of more than 150 individuals and organizations, to notify the public 


of the Amendment, the public hearings, and the opportunity to comment on the waiver 


Amendment draft. While there are no federally recognized tribes in the state of Arkansas, DHS 


proactively reached out to tribal representatives in neighboring Oklahoma to ensure all 


interested parties were included in the electronic mailing list and able to participate in the public 


comment period. 


A copy of the formal public notice shall be attached and a copy of the abbreviated public notice 


document shall be attached. Both documents, along with a copy of the complete Amendment 


draft, will also be made available for viewing in hard copy format as well as on the state’s 


website: https://humanservices.arkansas.gov/rules/arhome/. 


Public Hearings 


DHS will hold three public hearings during the notice and comment period in geographically 


diverse areas of the state. The hearings will be attended by interested persons both in 


person and via the Zoom platform. 


The state confirms that the three public hearings will be held on the following dates and physical 


locations, in addition to being available for statewide virtual participation, as scheduled and as 


publicized in the formal notice: 
 


Public Hearing #1 Public Hearing #2 


  General Public Forum (online only) 


 


February 12, 2025 at 10:30 a.m. CST. 


 


Virtual participation via Zoom: 


 


https://us02web.zoom.us/j/83208465081  
or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 
 


  ARHOME Advisory Panel  
  (in-person and online) 
 


February 14, 2025 at 10:00 a.m. CST at  


 


The Arkansas Department of Human 


Services (DHS), Donaghey Plaza South 


Building, 700 Main Street, Little Rock, 


Arkansas 72203,  


First Floor Conference Room A/B 


 


Also available for virtual participation via Zoom: 


https://us02web.zoom.us/j/87964943133  


or Dial-In: +1 312 626 6799 


Meeting ID: 879 6494 3133 
 



https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133
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Public Hearing #3 


General Public Forum (online only) 
 
February 19, 2025 at 10:00 AM CST.  
 
Virtual participation via Zoom: 
 
https://us02web.zoom.us/j/81790477440  
or Dial-in +1 312 626 6799 US; 
Meeting ID: 81790477440 No passcode required 


 


 


 


 


Summary of Public Comments & State Responses 


To be added after the public comment period. 


 


State Contact Information 
 
Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 


Arkansas Department of Human Services 


Telephone Number: (501) 682-1001 
 
 


 



https://us02web.zoom.us/j/81790477440
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Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project, 


Arkansas Health and Opportunity for Me (ARHOME) 


The Arkansas Department of Human Services (DHS), Division of Medical Services 
(DMS) is providing public notice of its intent to submit to the Centers for Medicare & 
Medicaid Services (CMS) a written request to amend the Medicaid Arkansas Health 
and Opportunity for Me (ARHOME) Demonstration Project (Waiver) and to hold public 
hearings to receive comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin on 
February 2, 2025 and conclude on March 3, 2025. 
 


The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS), 
intends to formerly submit the “Pathway to Prosperity” amendment to the current Arkansas 
Health and Opportunity for ME (ARHOME) Section 1115 Demonstration Project (waiver) which 
will include public comments. Specifically, DHS seeks public comment on its amendment 
request to include the following enhancements to the current ARHOME demonstration. 
 
The ARHOME program is Arkansas’s Medicaid expansion that provides health care coverage to 
more than 220,000 able-bodied adults ages 19-64 with income at or below 138% of the Federal 
Poverty Level (FPL). Pathway to Prosperity establishes work and community engagement 
requirements for the Medicaid expansion population that will drive improved health and economic 
independence outcomes for working age nondisabled adults and their families. 


The population served under ARHOME live in households with income near or below the federal 
poverty level. It is well-documented that poverty is closely connected to poor health outcomes 
and even premature death. One study found that “experiencing poverty or near poverty (living at 
incomes below 200 percent of the federal poverty level) imposed the greatest burden and 
lowered quality-adjusted life expectancy more than any other risk factor …”.1 


Poverty is a “root cause” of poor health. DHS administers other human services programs in 
addition to the Medicaid program and provides links to workforce development programs that 
can help reduce the risks associated with poverty. Addressing poverty serves the purpose of the 
Medicaid program. Pathway to Prosperity will help provide a bridge over the “benefits cliff” that 
keeps people from moving into economic stability and off of public assistance.  
Pathway to Prosperity applies to all individuals ages 19-64 who are eligible through the new adult 
expansion group, who have income ranging from 0% FPL to 138% FPL, and who are covered by 
a QHP. Individuals will be assessed by DHS as “on track” or “not on track” through data 
matching. Those who are identified as not on track will be provided the opportunity to receive 
focused care coordination services to support health and economic self-sufficiency. 


DHS will utilize data matching to identify individuals who appear to be not on track towards 
meeting their personal health and economic goals. If DHS confirms that an individual is not on 


 
1https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-
Review.pdf p.8 



https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf

https://aspe.hhs.gov/sites/default/files/documents/6ba4bbb2e9c9551355a6926f023f1585/SDOH-Evidence-Review.pdf
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track, it will coordinate with the QHPs to provide focused care coordination services to eligible 
individuals. These services include the establishment and monitoring of a Personal 
Development Plan (PDP). 


Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes. A person who is unemployed will benefit from the support of focused care 
coordination to connect the individual with needed resources such as career training and 
transportation. In addition, individuals who are on a path to self-sufficiency may not be aware of 
the resources and opportunities available to them across Arkansas. 


If a person is not employed, or is at risk of long-term dependency, he or she must be engaged in 
qualifying advancement, learning, or service activities to be considered “on track.” Advancement 
can come from a variety of activities including training, workforce development, apprenticeships, 
and internships. Learning includes formal education, vocational education, and activities that 
enhance a person’s skills such as through mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


Individuals who decline to participate in Pathway to Prosperity workforce development will have 
their ARHOME coverage - QHP benefits - suspended through the end of the calendar year. 
Although eligibility will be suspended during this time, they will not be disenrolled from the 
Medicaid program. To become “active” again and have full benefits restored, they need only 
notify DHS of their intention to cooperate with personal development plan requirements. As 
Pathway to Prosperity does not make compliance a condition of eligibility, individuals will not be 
required to complete a new Medicaid application unless they have passed the date for their 
annual redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP. 


Normal appeal rights will be available to an individual who is suspended. 


Medicaid was created in 1965 as a component of the “War on Poverty.” However, it is widely 
recognized that the flaw in the design of many public assistance programs, including Medicaid, 
is as beneficiaries increase their household income, benefits are reduced. This is known as the 
“benefit cliff.” 


Individuals and their families face this cliff when the reduction in benefits is greater than the net 
financial gain. The existence of the benefit cliff is recognized by policy experts at all points along 
the political spectrum. For example, the National Conference of State Legislatures (NCLS) 
reported in Introduction to Benefit Cliffs and Public Assistance Programs, “Benefits cliffs (the cliff 
effect) refer to the sudden and often unexpected decrease in public benefits that can occur with 
a small increase in earnings.”2 “While minimum wages differ state to state, the risk of falling off 
a ‘benefits cliff’ is particularly likely for people making between $13 and $17 per hour. The 
economic consequences of benefits cliffs impact both families and employers: businesses are 
unable to meet their workforce needs because workers have a disincentive to increase hours or 
advance in a job, and families experience economic instability and limited economic mobility.”3 
Many individuals reduce their risk by foregoing additional income, which typically impacts the 
number of hours worked over a year’s time. 


 
2 https://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs 
3 Ibid. 


 



http://www.ncsl.org/human-services/introduction-to-benefits-cliffs-and-public-assistance-programs
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For nearly 50 years Medicaid covered only the elderly, people with long-term physical or 
intellectual disabilities, low-income children, and the parents/caretakers of dependent children 
with household incomes near or below the federal poverty level. Individuals in these eligibility 
groups were generally limited from substantial engagement in the workforce and unable to 
quickly increase household income to earn their way out of poverty, or it was very unlikely that 
their disability would be cured, thus removing them from the Medicaid rolls. 
 
The “benefit cliff” was reduced for children with the creation of the state Children’s Health 
Insurance Program in the Balanced Budget Act (BBA) of 1997. States were allowed the option 
to extend coverage to children in families with higher income levels. In accepting federal 
funding, states also had greater flexibility in administering the program. CHIP helps to “smooth” 
out the cliff for families by phasing out the amount of subsidies (replaced by a family’s cost- 
sharing responsibilities) as income increases. 


The “benefit cliff” for adults was potentially reduced by the Affordable Care Act (ACA). In 
contrast to the original Medicaid coverage groups, many of these individuals are reasonably 
expected to be substantially engaged in the workforce. Full-time employment is the solution 
to poverty. The U.S. Census Bureau estimates that 20 million people, 10% of the total 
population of individuals age 18 to 64, were living in poverty in 2023. Only 1.8% of full-time 
workers were living in poverty, compared to 11.7% who worked part-time and 29.7% who did 
not work.4 


Here is where the ACA diverged from the CHIP model. Rather than providing subsidies for 
individuals with income above the poverty level - as high as 400% FPL in CHIP - through the 
administrative structure of a state, the ACA provides its subsidies to people above the poverty 
level through the income tax system. Thus, individuals moving out of Medicaid are able to 
receive a subsidy to purchase individual coverage through the Marketplace if coverage is not 
available through an employer. Under the current structure in Arkansas, a person would be able 
to choose continued coverage in the same QHP with the same provider network. 
 
 
4https://www2.census.gov/library/publications/2024/demo/p60-283.pdf Table A-1 p.20 


 



https://www2.census.gov/library/publications/2024/demo/p60-283.pdf
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It is significant that coverage for able-bodied working aged adults was added under the authority 
of the Social Security Act. The Act represents one of the most important social compacts 
among the American people, between workers and beneficiaries.  


DHS will identify individuals who may be most at risk for poor health outcomes due to long-term 
dependency. DHS will utilize data matching to identify ARHOME beneficiaries who appear to be 
not on track towards meeting their personal health and economic goals. Factors for identifying 
this group may include an individual’s income level, employment history, educational status, 
whether a dependent child is in the household, length of enrollment in ARHOME, and other 
criteria. 


If data matching indicates that an individual is not on track, DHS will identify a Success 
Coaching resource to contact the individual to determine whether the individual could benefit 
from additional supports. Success Coaching is intensive care coordination engaging individuals 
to improve their health, employment, advancement, learning, and community engagement. 
As the role of Success Coaching involves multiple functions, DHS is currently assessing public 
and private sector options for acquiring talent to fulfill these functions. DHS intends to leverage 
resources available through QHPs, state agencies such as Arkansas Workforce Centers and 
Arkansas Career and Technical Education, as well as local community partners. 


Success Coaching will be delivered by entities that have experience working with individuals 
who face the challenges of poverty and will include training to provide focused care coordination 
services. Among other things, they will be thoroughly knowledgeable about resources available 
in the beneficiary’s local community. They will develop the PDP with the individual which will 
include screening for Health-Related Social Needs (HRSN) and detailed actions for addressing 
those needs.  


Focused care coordination provided through Success Coaching will be an extra service not 
generally available to the Medicaid population. In addition, the QHPs are required by DHS to 
offer incentives to participate in health improvement and economic independence activities. 
These extra advantages to being enrolled in a QHP are not available to those covered through 
FFS delivery system. 


Enrollment in a QHP provides certain advantages to beneficiaries compared to FFS. These 
include: 


• A seamless transition to private insurance available in the Marketplace. This promotes 
continuity of care. 


• Incentives (rewards) for their beneficiaries to participate in health improvement and 
economic independence initiatives. The QHPs are required by DHS purchasing 
guidelines and the annual Memorandum of Understanding (MOU) to offer incentives 
directly to the member or a provider along with EHB. 


• Enhanced performance/outcomes requirements. The QHPs are required to meet 
performance measures in 23 reporting categories from the Medicaid Adult Core Set 
measures and 3 birth outcome reporting categories. 


This Pathway to Prosperity amendment will assist individuals as they seek to advance their 
careers and improve their lives, their families, and their communities. Some adults on Medicaid 
will create their own opportunities and find their own pathway to full employment and 
independence without further assistance from government. Others are on track towards 
engagement but short of attaining economic independence. These beneficiaries may not be 
aware of the opportunities available to them and will benefit from stronger connections and more 







5  


formal coaching. With that goal in mind, this amendment seeks to engage beneficiaries in their 
current circumstances and empower them to engage in accessing the opportunities that exist 
within each community. 


DHS will use a combination of data to identify individuals most at risk for poor health outcomes 
due to long-term poverty. Such data includes, but is not limited to: 


• Newly eligible: enrolled for 0-6 months 
• Employment match: 


o Unemployed: household income at or below 20% of FPL 
o Under-employed: household income 21-80% FPL enrolled for 24+ months which 


may indicate at risk for long-term poverty 
o Employed: household income 81%-138% FPL enrolled for 36+ months which 


may indicate at risk for long-term poverty 
• Medical claims match: Individuals who have been enrolled in a QHP for 6 months+ but 


have no medical claims and have not participated in any incentive offered by the QHP. 


The complete focused care coordination planning process will include the following activities, at 
a minimum: 


1. Reporting in a DHS-approved case management system; 
2. Identifying any HRSN and assisting the individual access community services to address 


HRSN; 
3. Development of an individualized PDP that facilitates access to opportunities for 


employment, education, and training, including technical skill development, resume 
writing, interview coaching, and other job readiness preparations; 


a. the PDP should identify goals and measure progress over 3-, 6-, 9-, and 12- 
month periods 


4. Tracking and documenting monthly progress which will eliminate the reporting 
requirement on the individual that was widely criticized in the Arkansas Works 
demonstration; and 


5. Monitoring and follow-up activities, including verification of engagement and a final 
determination of progress toward the goals and steps laid out in their PDP. 


Success Coaching will include responsibility for communicating with beneficiaries at least once 
a month, either in person or through virtual means (phone, text, Zoom, etc.). Within 30 days of 
contacting a beneficiary, Success Coaching must include development of the PDP based on the 
beneficiary’s specific needs and personal goals. The PDP should outline a feasible pathway for 
meeting the individual’s goals for independence, including maintaining health care coverage. 


Beneficiaries will not be required to work a minimum number of hours per month, nor will they 
be required to report any activities to DHS outside of their required contacts with their Success 
Coaching entity. DHS will ensure language translation services are available for all 
beneficiaries, as needed. 


Success Coaching entities will also have access to recent advancements in the state’s 
technology infrastructure: 


• SHARE: state health care information exchange 
• Arkansas Data Hub 
• LAUNCH: an online service for job seekers 
• CiviForm: a one-stop online form that shares individual information across state agency 


and job-seeker platforms 
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With the additional support of Success Coaching, DHS expects that some QHP enrollees will 
increase their income sufficiently to move above the Medicaid eligibility threshold. These 
individuals are “early movers,” that is, they will move into other coverage sooner than expected 
compared to baseline data. DHS will survey these individuals annually to track their economic 
progress and health care coverage. 


If it is determined that an individual is not on track and fails to cooperate, the Success Coaching 
entity may make a recommendation to suspend ARHOME coverage. The recommendation will 
be reviewed by a three-person DHS panel. If the suspension is approved, the individual will 
receive a written notice of the action with a right to appeal. 


Individuals who decline to cooperate with Success Coaching will have their ARHOME coverage 
– QHP benefits - suspended through the end of the calendar year. They will not be disenrolled 
from the Medicaid program. To become “on track” and have QHP benefits restored, they will 
notify their Success Coaching entity of their intention to cooperate with their PDP. As Pathway 
to Prosperity does not make compliance a condition of eligibility, individuals will not be required 
to complete a new Medicaid application unless they have passed their date for their annual 
redetermination of eligibility. 


During the suspension period, DHS will not make monthly premium payments nor Advanced 
Cost Sharing Reduction (ACSR) payments to the QHP. 


 
Arkansas is not proposing any changes to Medicaid eligibility through this Section 1115 
Demonstration Amendment request. The Pathway to Prosperity amendment will potentially 
impact all beneficiaries through communications on health and economic opportunities, 
providing focused care coordination services to those eligible for a personal development plan, 
and expanding the number of beneficiaries who are likely to receive HRSN through local 
community resources. However, these changes have no impact to individual underlying 
Medicaid eligibility. 


 
In general, the state is requesting to continue the current adult eligibility group, with the same 
benefit packages and models of care that are currently utilized: QHPs, FFS, and PASSE. 


Pathway to Prosperity will help identify the model of care most appropriate for an individual. For 
example, approximately 13,000 “medically frail” individuals in the new adult group remain in FFS 
where they are eligible to receive additional services not offered by the QHPs, such as personal 
care. An individual with a serious mental illness may be best served in the Provider-led 
Arkansas Shared Services Entity (PASSE) program. Pathway to Prosperity will continue to 
identify pregnant women with high-risk pregnancies who could benefit from the state’s Maternal 
Life 360 ARHOME program. In that program, these women will receive home visiting services 
and intensive care coordination, including assistance in enrolling in the Women, Infants, and 
Children (WIC) program and for childcare subsidies. 


Important information about income, family size, and disability is collected at the time an 
individual applies for coverage. Data matching may yield additional information about the 
individual that points to follow-up actions that are in the best interests of the individual. During 
the data matching and assignment of Success Coaching process, some beneficiaries may be 
found to benefit from enrollment in the PASSE program or moved to another Medicaid eligibility 
group due to a disability and into the FFS model of care. 


After Success Coaching has been assigned to an individual, he/she will have three months to 
demonstrate he/she is “on track.” The potential outcomes for individuals are: 


1. “On track” and QHP benefits continue; 
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2. QHP benefits are suspended for failure to complete a Personal Development Plan (PDP) 
or cooperate with their PDP; 


3. QHP benefits are restored after the individual contacts DHS with agreement to 
cooperate with their PDP; 


4. Moves to Other Medicaid model of care (FFS for medically frail or to the PASSE 
program for individuals with serious mental illness); 


5. Moves to Other Medicaid eligibility group (due to a disability); 
6. Moves to Other Coverage (no longer eligible for Medicaid due to increase in income or 


to Medicare); 
7. Moves to Other Coverage or uninsured if Medicaid eligibility is not met at 12-month 


redetermination or: 
8. Moves back to QHP if he or she is redetermined to be eligible and chooses a 


QHP at open enrollment 


A suspension of QHP benefits will be considered to be an “adverse action” and the individual 
will be provided a notice with instructions for filing an appeal.  


 
The Demonstration will continue to operate all existing waivers and expenditure authorities 
pursuant to the Special Terms and Conditions (STCs) issued on December 21, 2021, and as 
amended on November 1, 2022. 


In addition, DHS requests all necessary additional waiver and expenditure authority to 
implement the Amendment request, including at minimum, the following: 


Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B) 
and 1902(a)(17) 


To the extent necessary to enable DHS to offer focused care coordination services to 
the populations as described in this Amendment, which may vary and not otherwise be 
available to all beneficiaries in the same eligibility group. 


To the extent necessary to enable DHS to suspend QHP benefits for beneficiaries who 
are not engaging in their QHP health plan. 


 
Statewideness Section1902(a)(1) 


To the extent necessary to enable DHS to provide focused care coordination services on 
a less than statewide basis. 


Freedom of Choice Section 1902(a)(23)(A) 
To the extent necessary to enable DHS to limit beneficiaries’ freedom of choice with 
respect to focused care coordination services. 


To the extent necessary to enable Arkansas to limit the freedom of choice of providers 
for focused care coordination services to staff employed by the Arkansas Department of 
Human Services or other entities, including state agencies and private sector partner(s), 
under contract for such services. 


Expenditures for Communications, Training, and Enhanced Case Management System 
Expenditure authority is requested to support an automated call system, train entities to 
deliver Success Coaching, and procure a case management system necessary to 
support the development and tracking of Personal Development Plans. 


The primary intervention in Pathway to Prosperity is the focused care coordination services 
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provided through Success Coaching. This intervention will be evaluated in the following areas: 


1. Increase income/hours worked per week/month/year 
2. Use of Health Care Coverage – increase appropriate utilization of services 
3. Increase access to coverage through private insurance or maintain Medicaid coverage in 


most appropriate model of care 
4. Address HRSN 


Goal 1: Increase Income 
With the guidance and counseling of Success Coaching, DHS anticipates that enrollees at every 
income level (unemployed, underemployed, and employed) will experience an increase in 
earnings over time. 


Goal 2: Use of Health Care Coverage 
Experience shows that coverage alone is not sufficient to improve health outcomes. Research 
demonstrates that the total cost of health care can be reduced by accessing services in the 
community rather than in emergency departments and by avoiding preventable hospitalizations. 
Under ARHOME, QHPs are required to offer incentives to improve the appropriate use of 
preventive and primary care services. However, there is a low take-up rate of these 
opportunities. 


With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access preventive and primary care services. 


Goal 3: Increase Access to Private Insurance Coverage or Maintain Coverage in Most 
Appropriate Medicaid Model of Care 


 
With the guidance and counseling of Success Coaching, DHS anticipates that many enrollees at 
every income level (unemployed, underemployed, and employed) will experience an increase in 
household income and cross the “benefit cliff” into private insurance coverage. Others will 
maintain coverage in the most appropriate Medicaid model of care. 


Goal 4: Address HRSN 
With the guidance and counseling of Success Coaching, DHS anticipates that a greater 
percentage of enrollees will access community supports and services to address their HRSN. 
Data suggests that the greatest need for services are for nutritional assistance, transportation, 
and housing. As a rural state, transportation is especially important for maintaining 
employment. 


The state views the following goals, hypotheses, and measures included in the existing 
ARHOME evaluation plan as relevant to the addition of focused care coordination from Success 
Coaching via this Amendment: 
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Goals and Hypotheses Table 1 
 


Goal 
# 


Goal 
Description # Hypothesis 


Description Measure # Measure Comparisons 


 
 
 


1 


Increasing 
household 
income 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.A 


 
Change in earnings 
reported for those who 
are unemployed 
(<21% FPL) 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


   
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.B 


Change in earnings 
reported for those who 
are underemployed 
(<81% FPL) and 
enrolled for at least 24 
months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
C 


Beneficiaries 
engaged with their 
Success 
Coaching will 
experience an 
increase in 
household income 


 
 
 


1.C 


 
Change in earnings 
reported for those who 
are above 80% FPL 
and enrolled for at 
least 36 months 


Expected Move 
Rate 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


2 


Improving 
utilization of 
services and 
appropriate- 
ness of care 


 
 


 
A 


Beneficiaries 
engaged with their 
Success 
Coaching will 
have greater use 
of preventive and 
other primary care 
services 


 
 
 


2.A.1 


 
 
 
Medicaid Adult Core 
Set Measures 


 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower non- 
emergent use of 
emergency 
department 
services 


 
2.B.1 


Non-Emergent 
Emergency Department 
(ED) Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.B.2 


Emergent ED Visits Beneficiaries 
not engaged 
with Success 
Coaching 
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C 


Beneficiaries 
engaged with 
Success 
Coaching will 
have lower use of 
potentially 
preventable 
emergency 
department 
services and 
lower incidence of 
preventable 
hospital 


 
2.C.1 


 
Preventable ED Visits 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.2 


 
All-Cause 
Readmissions 


Beneficiaries 
not engaged 
with Success 
Coaching 


 
2.C.3 


Follow-Up After 
Emergency 
Department Visit for 
People with Multiple 


Beneficiaries 
not engaged 
with Success 
Coaching 


   admissions and 
readmissions 


 High-Risk Chronic 
Conditions 


 


 
 
 


3 


Increase 
access to 
private 
coverage in 
crossing 
the benefit 
cliff 


 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have an increased 
rate of private 
coverage 


 
 
 


3.A 


 
 
Comparisons of 
expected move rate to 
actual move rate 


 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
Maintain 
coverage in 
most 
appropriate 
model of 
care 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
maintain their 
coverage in the 
most appropriate 
Medicaid model of 
care 


 
 
 
 


3.B 


 


 
Comparisons of 
changes in model of 
care to historical 
changes 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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4 


 
 
 
 
 
 
 
 
Reducing 
health- 
related 
social 
needs 
(HRSN) 
through 
intervention 


 
 
 
 
 
 
 
A 


Beneficiaries 
engaged with 
Success 
Coaching will 
have fewer health- 
related social 
needs and 
improved HRSN 
compared to 
similar 
beneficiaries who 
are not engaged 
with Success 
Coaching 


 
 
 
 
 
 
 


4.A.1 


 
 
 
 
 
 
HRSN Population 
Comparisons 


 
 
 
 
 
Beneficiaries 
not engaged 
with Success 
Coaching 


 
 
 
 
B 


Beneficiaries 
engaged with 
Success 
Coaching will 
receive an 
appropriate 
intervention if they 
screen positive for 
a HRSN 


 
 
 
 


4.B.1 


 
 


 
HRSN 
Screening/Intervention 


 


 
Beneficiaries 
not engaged 
with Success 
Coaching 
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The costs of the Pathway to Prosperity amendment to the ARHOME Section 1115 
Demonstration Project (Project No. 11-W-00365/4) is primarily due to the addition of focused 
care coordination services that will be provided to certain individuals who meet the state’s 
criteria for selection. There are limited additional costs associated with training for Success 
Coaching and enhancing the current infrastructure to upgrade the DHS case management 
system, including monthly update reports to track progress of individuals in the targeted groups, 
and screen and refer individuals for Health-Related Social Needs (HRSN). Total costs are 
estimated to be $42.8 million over the five-year period. The cost of services and infrastructure 
will be counted in the proposed Budget Neutrality limits and are expressed in Table 2 below: 


 


Table 2 
Capped Hypothetical Budget Neutrality Limits (shown in millions) 


 
Demonstration Year (DY) 


Services 
Proposed Limit 


Infrastructure 
Proposed Limit 


DY01 $6.6 $4.1 


DY02 $6.9 $0.6 


DY03 $7.2 $0.6 


DY04 $7.6 $0.6 


DY05 $8.0 $0.6 


Savings will be generated by suspending ARHOME benefits for a relatively small number of 
individuals for a temporary period of time. During the suspension period, DHS will not make 
monthly premium payments nor Advanced Cost Sharing Reduction (ACSR) payments to the 
QHPs nor for “wrap around services.” 


Savings will also be generated by individuals who move off Medicaid sooner than expected due 
to changes in household income. 


In January 2025, DHS is projected to pay the QHPs an average monthly premium of $577.62, 
advanced cost sharing reduction payments of $202.17 per month and “wrap around” payments 
of $4.53 for a total PMPM of $784.31. Coverage provided by Arkansas Medicaid pays not only 
for medical treatment at the time of illness or accident, but for preventative services as well that 
provide high value to individuals. 
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The Pathway to Prosperity amendment represents a new approach to engaging beneficiaries. 
As such, there is limited empirical data for analysis. It is sufficiently different from the 2018-2019 
work requirement period which suggests that data from that time is not applicable. Thus, DHS 
has based the impact of the amendment on reasonable assumptions to reflect a mid-point in a 
range of participation. Actual results over a five-year period will likely vary. 


DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” due 
to change in household income and move to other coverage; and 25% will fail to cooperate and 
will have their ARHOME coverage - QHP benefits - suspended. However, DHS assumes 50% 
of those who were suspended will inform DHS of their willingness to cooperate and thereby 
return to coverage. 


Savings accrued due to early mover or suspension status is estimated to be an average of three 
months. 


Estimated Savings Under Current Assumptions Table 3 
 


 DY1 DY2 DY3 DY4 DY5 Total 


Data Matching 
to Screen at 
Risk/Assign 
Success 
Coaching 


18,450 23,575 25,625 30,750 32,800  


On Track 9,225 11,788 12,813 15,375 16,400  


25% Early 
Movers 


4,613 5,894 6,406 7,688 8,200  


25% Failure 
to Cooperate: 


Suspended 


4,613 5,894 6,406 7,688 8,200  


Saved Member 
Months (3X) 


27,675 35,363 38,438 46,125 49,200  


Savings $21,705,779 $28,567,215 $31,982,863 $39,630,818 $43,431,192 $165,217,870 


 
The effective date of the amendment is expected to be January 1, 2026, which is Demonstration 
Year 5 of the current waiver. As waivers are typically approved for a period of five years, Table 
3 presents a five-year budget impact which is estimated to be a total savings of $165.2 million 
and net savings of $122.8 million. 
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In accordance with 42 CFR §431.408, DHS provided the public the opportunity to review and 
provide input on the Amendment through a formal thirty-day public notice and comment process 
which ran from February 2, 2025, through March 3, 2025. During this time, the state will hold 
four dedicated public hearings. 


Public Notice 
The state verifies that the abbreviated public notice of the Amendment application was 
published on February 2, 3, and 4, 2025, in the Arkansas Democrat-Gazette, the newspaper 
with widest circulation in each city with a population of 100,000 or more in accordance with 42 
CFR §431.408(a)(2)(ii).  A second notice ran February 16, 17, and 18, 2025, adding a third 
public hearing (see below).  A third notice ran February 28 through March 2, 2025, adding a 
fourth public hearing.  In addition, DHS used its standard electronic mailing list of interested 
parties, comprised of more than 150 individuals and organizations, to notify the public of the 
Amendment, the public hearings, and the opportunity to comment on the waiver Amendment 
draft. While there are no federally recognized tribes in the state of Arkansas, DHS proactively 
reached out to tribal representatives in neighboring Oklahoma to ensure all interested parties 
were included in the electronic mailing list and able to participate in the public comment period. 


A copy of the formal public notice shall be attached and a copy of the abbreviated public notice 
document shall be attached. Both documents, along with a copy of the complete Amendment 
draft, will also be made available for viewing in hard copy format as well as on the state’s 
website: https://humanservices.arkansas.gov/rules/arhome/. 


Public Hearings 
DHS will hold four public hearings during the notice and comment period in geographically 
diverse areas of the state. The hearings will be attended by interested persons both in 
person and via the Zoom platform. 


The state confirms that the three public hearings will be held on the following dates and physical 
locations, in addition to being available for statewide virtual participation, as scheduled and as 
publicized in the formal notice: 


 


Public Hearing #1 Public Hearing #2 


  General Public Forum (online only) 


 
February 12, 2025 at 10:30 a.m. CST. 
 
Virtual participation via Zoom: 
 
https://us02web.zoom.us/j/83208465081  
or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 
 


  ARHOME Advisory Panel  
  (in-person and online) 
 
February 14, 2025 at 10:00 a.m. CST at  
 
The Arkansas Department of Human 
Services (DHS), Donaghey Plaza South 
Building, 700 Main Street, Little Rock, 
Arkansas 72203,  
First Floor Conference Room A/B 
 
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133  
or Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 



https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133
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Public Hearing #3 


 General Public Forum (online only) 
 
 February 19, 2025 at 10:00 AM CST.  
 
 Virtual participation via Zoom: 
 
 https://us02web.zoom.us/j/81790477440  
 or Dial-in +1 312 626 6799 US; 
 Meeting ID: 81790477440 No passcode required 


Public Hearing #4 


 General Public Forum (in-person and online) 
 
 March 3, 2025, at 11:00 AM CST at: 
 
 The Fort Smith Clinic Boardroom (across from Mercy Hospital near Panera) 
 2901 South 74th St. 
 Fort Smith, AR 72903 
 Parking is available behind the building.  Enter through the Northside guest entrance. 
 
 
 Also available for virtual participation via Zoom: 
 https://us02web.zoom.us/j/84506205104 or Dial-in +13126266799 US; 
 Meeting ID: 84506205104 No passcode required 
 


 
 
 
 
Summary of Public Comments & State Responses 


To be added after the public comment period. 


 
State Contact Information 


 
Name and Title: Janet Mann, Deputy Secretary of Programs and State Medicaid Director, 
Arkansas Department of Human Services 
Telephone Number: (501) 682-1001 


 
 
 



https://us02web.zoom.us/j/81790477440

https://us02web.zoom.us/j/84506205104%20or%20Dial-in%20+13126266799
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Abbreviated Public Notice 
For Proposed Amendment to Medicaid Section 1115 Demonstration Project,  


Arkansas Health and Opportunity for Me (ARHOME) 
 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid 
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity 
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive 
comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 2, 
2025 and conclude on March 3, 2025. 


Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to include 
the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% 
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 


2) DHS will utilize data matching to the extent possible to identify individuals who may benefit 
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through 
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and 
Technical Education, as well as local community partners, to provide focused care coordination 
services to eligible individuals. Success Coaching will be delivered by entities that have 
experience of working with individuals who face the challenges of poverty and will include 
training to provide focused care coordination services. Focused care coordination services 
include the establishment and monitoring of a Personal Development Plan (PDP). 


3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  If a person is not employed, or is at risk of long-term dependency, he or she must 
be engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits and Medicaid eligibility suspended through the remainder of the 
calendar year. 


5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP.  As Pathway to Prosperity does not make 
compliance a condition of eligibility, individuals will not be required to complete a new Medicaid 
application unless they have passed their date for their annual redetermination of eligibility.   


6) During the suspension period, DHS will not make monthly premium payments nor related 
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payments to the QHP on behalf of the individual.  


7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended.  However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. 


The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents are 
also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, 
Slot S295, Little Rock, Arkansas 72203-1437. 


During the public comment period, the public is invited to provide written comments to DHS via US 
postal service or electronic mail, as well as make comments verbally during the two public 
hearings. DHS will hold two public hearings on the following dates, times, and locations: 


Public Hearing #1: General Public Forum (online only) 
February 12, 2025 at 10:30 a.m. CST. Virtual participation via Zoom: 
https://us02web.zoom.us/j/83208465081 or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 


 
Public Hearing #2: ARHOME Advisory Panel (in-person and online) 
February 14, 2025 at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Donaghey Plaza South Building, 700 Main Street, Little Rock, Arkansas 72203,  
First Floor Conference Room A/B.  
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133 or Zoom Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 


 
Interested persons should submit all comments to DHS on the proposed amendment on or before 
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South 
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437. 
Please note that public comments submitted in response to this notice are considered public 
documents. A public comment, including the commenter’s name and any personal information 
contained within the public comment, will be made publicly available. 


The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil 
Rights Act and is operated and managed and delivers services without regard to religion, disability, 
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy, 
contact the Office of Policy & Rules at 501-320-6428. 


 
Elizabeth Pitman, Director  
Division of Medical Services 



https://humanservices.arkansas.gov/rules/arhome/

https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133

mailto:ORP@dhs.arkansas.gov
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UPDATED 
Abbreviated Public Notice 


For Proposed Amendment to Medicaid Section 1115 Demonstration Project,  
Arkansas Health and Opportunity for Me (ARHOME) 


 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid 
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity 
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive 
comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 2, 
2025 and conclude on March 3, 2025. 


Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to include 
the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% 
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 


2) DHS will utilize data matching to the extent possible to identify individuals who may benefit 
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through 
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and 
Technical Education, as well as local community partners, to provide focused care coordination 
services to eligible individuals. Success Coaching will be delivered by entities that have 
experience of working with individuals who face the challenges of poverty and will include 
training to provide focused care coordination services. Focused care coordination services 
include the establishment and monitoring of a Personal Development Plan (PDP). 


3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  If a person is not employed, or is at risk of long-term dependency, he or she must 
be engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits and Medicaid eligibility suspended through the remainder of the 
calendar year. 


5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP.  As Pathway to Prosperity does not make 
compliance a condition of eligibility, individuals will not be required to complete a new Medicaid 
application unless they have passed their date for their annual redetermination of eligibility.   
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6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual.  


7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended.  However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. 


The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents are 
also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, 
Slot S295, Little Rock, Arkansas 72203-1437. 


During the public comment period, the public is invited to provide written comments to DHS via US 
postal service or electronic mail, as well as make comments verbally during the two public 
hearings. DHS will hold two public hearings on the following dates, times, and locations: 


Public Hearing #1: General Public Forum (online only) 
February 12, 2025 at 10:30 a.m. CST. Virtual participation via Zoom: 
https://us02web.zoom.us/j/83208465081 or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 


 
Public Hearing #2: ARHOME Advisory Panel (in-person and online) 
February 14, 2025 at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Donaghey Plaza South Building, 700 Main Street, Little Rock, Arkansas 72203,  
First Floor Conference Room A/B.  
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133 or Zoom Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 
Public Hearing #3: General Public Forum (online only)  
February 19, 2025 at 10:00 AM CST.  Virtual participation via Zoom: 
https://us02web.zoom.us/j/81790477440 or Dial-in +1 312 626 6799 US;  
Meeting ID: 81790477440 No passcode required 


 
Interested persons should submit all comments to DHS on the proposed amendment on or before 
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South 
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437. 
Please note that public comments submitted in response to this notice are considered public 
documents. A public comment, including the commenter’s name and any personal information 
contained within the public comment, will be made publicly available. 


The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil 



https://humanservices.arkansas.gov/rules/arhome/

https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133

https://us02web.zoom.us/j/81790477440

mailto:ORP@dhs.arkansas.gov
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Rights Act and is operated and managed and delivers services without regard to religion, disability, 
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy, 
contact the Office of Policy & Rules at 501-320-6428. 


 
Elizabeth Pitman, Director  
Division of Medical Services 
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UPDATED (2/26/25) 
Abbreviated Public Notice 


For Proposed Amendment to Medicaid Section 1115 Demonstration Project,  
Arkansas Health and Opportunity for Me (ARHOME) 


 
The Arkansas Department of Human Services (DHS), Division of Medical Services (DMS) is 
providing public notice of its intent to submit to the Centers for Medicare & Medicaid 
Services (CMS) a written request to amend the Medicaid Arkansas Health and Opportunity 
for Me (ARHOME) Demonstration Project (Waiver) and to hold public hearings to receive 
comments on the amendments to the Demonstration. 


In accordance with 42 §CFR 431.408, this notice provides a summary of the waiver amendment 
request and serves to formally open the 30-day public comment period, which will begin February 2, 
2025 and conclude on March 3, 2025. 


Specifically, DHS seeks public comment on its Pathway to Prosperity amendment request to include 
the following enhancements to the current ARHOME demonstration: 


1) The proposed amendment will provide focused care coordination services from a Success 
Coaching resource to Medicaid beneficiaries who are not progressing toward improved health 
goals and economic independence. Pathway to Prosperity applies to all individuals ages 19-64 
who are eligible through the new adult expansion group, who have income ranging from 0% 
FPL to 138% FPL, and who are enrolled in a Qualified Health Plan (QHP). 


2) DHS will utilize data matching to the extent possible to identify individuals who may benefit 
from extra support to reach their health and economic goals. If DHS confirms that an individual 
is not on track through direct contact with the individual, it will leverage resources through 
QHPs, state agencies such as Arkansas Workforce Centers, and Arkansas Career and 
Technical Education, as well as local community partners, to provide focused care coordination 
services to eligible individuals. Success Coaching will be delivered by entities that have 
experience of working with individuals who face the challenges of poverty and will include 
training to provide focused care coordination services. Focused care coordination services 
include the establishment and monitoring of a Personal Development Plan (PDP). 


3) Employment is vital to a person’s long-term health as poverty is directly linked to poor health 
outcomes.  If a person is not employed, or is at risk of long-term dependency, he or she must 
be engaged in qualifying advancement described in the PDP to be considered “on track.” 
Advancement can come from a variety of activities including training, workforce development, 
apprenticeships, and internships. Learning includes formal education, vocational education, and 
activities that enhance a person’s skills such as mentoring programs or life skills development. 
Service in one’s community may be demonstrated in a variety of ways, including caring for a 
dependent child, an elderly parent, or a person with a disability. 


4) Individuals who decline to participate in Pathway to Prosperity workforce development for three 
months will have QHP benefits and Medicaid eligibility suspended through the remainder of the 
calendar year. 


5) To become “on track” and have QHP benefits restored, they will notify their Success Coaching 
entity of their intention to cooperate with their PDP.  As Pathway to Prosperity does not make 
compliance a condition of eligibility, individuals will not be required to complete a new Medicaid 
application unless they have passed their date for their annual redetermination of eligibility.   
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6) During the suspension period, DHS will not make monthly premium payments nor related 
payments to the QHP on behalf of the individual.  


7) DHS assumes 50% of individuals assigned to Success Coaching will cooperate with DHS and 
be “on track” with no change in their QHP benefits; 25% of individuals will be “early movers” off 
Medicaid due to change in household income and move to other coverage; and 25% will fail to 
cooperate and have benefits suspended.  However, DHS assumes 50% of those who were 
suspended will subsequently inform DHS of their willingness to cooperate and thereby have 
benefits restored. 


The Pathway to Prosperity amendment has an anticipated start date of January 1, 2026. 


The proposed amendment request and full public notice is available for public review on the DHS 
website at https://humanservices.arkansas.gov/rules/arhome/. In addition, the draft documents are 
also available for hard copy review at the Department of Human Services (DHS) Office of Rules 
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P.O. Box 1437, 
Slot S295, Little Rock, Arkansas 72203-1437. 


During the public comment period, the public is invited to provide written comments to DHS via US 
postal service or electronic mail, as well as make comments verbally during the four public 
hearings. DHS will hold four public hearings on the following dates, times, and locations: 


Public Hearing #1: General Public Forum (online only) 
February 12, 2025 at 10:30 a.m. CST. Virtual participation via Zoom: 
https://us02web.zoom.us/j/83208465081 or Dial-In: +1 312 626 6799 
Meeting ID: 832 0846 5081 


 
Public Hearing #2: ARHOME Advisory Panel (in-person and online) 
February 14, 2025 at 10:00 a.m. CST at The Arkansas Department of Human Services (DHS), 
Donaghey Plaza South Building, 700 Main Street, Little Rock, Arkansas 72203,  
First Floor Conference Room A/B.  
Also available for virtual participation via Zoom: 
https://us02web.zoom.us/j/87964943133 or Zoom Dial-In: +1 312 626 6799 
Meeting ID: 879 6494 3133 
 
Public Hearing #3: General Public Forum (online only)  
February 19, 2025 at 10:00 AM CST.  Virtual participation via Zoom: 
https://us02web.zoom.us/j/81790477440 or Dial-in +1 312 626 6799 US;  
Meeting ID: 81790477440 No passcode required 


 
Public Hearing #4:  General Public Form (in-person and online) 
March 3, 2025, at 11:00 AM CST at:  
The Fort Smith Clinic Boardroom (across from Mercy Hospital near Panera)   
2901 South 74th St., Fort Smith, AR 72903. 
Parking is available behind the building.  Enter through the Northside guest entrance. 
Virtual participation via Zoom:   
https://us02web.zoom.us/j/84506205104 or Dial-in +13126266799 US; 



https://humanservices.arkansas.gov/rules/arhome/

https://us02web.zoom.us/j/83208465081

https://us02web.zoom.us/j/87964943133

https://us02web.zoom.us/j/81790477440

https://us02web.zoom.us/j/84506205104%20or%20Dial-in%20+13126266799
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Meeting ID: 84506205104 No passcode required 
 
Interested persons should submit all comments to DHS on the proposed amendment on or before 
March 3, 2025. Comments can be submitted via email to ORP@dhs.arkansas.gov or by mail to 
Department of Human Services (DHS) Office of Policy & Rules, 2nd Floor Donaghey Plaza South 
Building, 7th and Main Streets, P. O. Box 1437, Slot S295, Little Rock, Arkansas 72203-1437. 
Please note that public comments submitted in response to this notice are considered public 
documents. A public comment, including the commenter’s name and any personal information 
contained within the public comment, will be made publicly available. 


The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil 
Rights Act and is operated and managed and delivers services without regard to religion, disability, 
political affiliation, veteran status, age, race, color, or national origin. If you need a copy of the draft 
amendment or public notice documents in a different format, such as large print or in hard copy, 
contact the Office of Policy & Rules at 501-320-6428. 


 
Elizabeth Pitman, Director  
Division of Medical Services 



mailto:ORP@dhs.arkansas.gov



