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Dear Director Zalkovsky:

Through this approval letter, the Centers for Medicare & Medicaid Services (CMS) is approving
multiple items for the section 1115(a) demonstration entitled, “Texas Healthcare Transformation
and Quality Improvement Program (THTQIP)” (Project Number 11-W-00278/6).

First, CMS is approving pool limits for Texas’ Public Health Providers Charity Care Pool (PHP-
CCP) based on the reassessment of the amount of uncompensated care (UC) costs provided by
eligible providers. The limit for the PHP-CCP will equal $499,193,023 (total computable) in
each demonstration year (DY) from DY 13 — DY 17 (FFY 2024 — 2028). Second, CMS is
approving technical corrections and clarifications to the Attachment H Protocol and UC cost
report tool. This protocol sets guidelines for how UC costs are reported and reconciled by Texas,
and the cost report tool collects costs and payment data for services reimbursable under the UC
pool and is submitted by providers to the state annually. Finally, CMS is approving a technical
correction to the demonstration special terms and conditions (STCs) to explain that Texas
provides 12 months of continuous postpartum Medicaid coverage. In addition, at the state’s
request, CMS is making a correction to Attachment Q. DSRIP Transition Plan to update the list
of counties participating in the Texas Dual-Eligibles Integrated Care Demonstration Project (i.e.,
the duals demonstration).

We look forward to our continued partnership on the THTQIP section 1115(a) demonstration.
If you have any questions, please contact your CMS project officer, Ms. Jamie John, at
Jamie.John@cms.hhs.gov.
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Date: 2024.09.24
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Angela D. Garner
Director
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CENTERS FOR MEDICARE & MEDICAID SERVICES
WAIVER LIST

NUMBER: 11-W-00278/6
TITLE: Texas Healthcare Transformation and Quality Improvement Program

AWARDEE: Texas Health and Human Services Commission

Title XIX Waivers

All requirements of the Medicaid program expressed in law, regulation, and policy statement, not
expressly waived in this list, shall apply to the Demonstration project beginning January 15, 2021,
through September 30, 2030. In addition, these waivers may only be implemented consistent with the
approved Special Terms and Conditions (STCs).

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following waivers of
State plan requirements contained in section 1902 of the Act are granted in order to enable Texas to
carry out the Texas Healthcare Transformation and Quality Improvement Program section 1115
Demonstration.

1. Statewideness Section 1902(a)

To enable the State to conduct a phased transition of Medicaid beneficiaries from fee-for-service to a
managed care delivery system based on geographic service areas.

To the extent necessary, to enable the State to operate the STAR+PLUS program on a less than statewide
basis.

2. Amount, Duration, and Scope of Services Section 1902(a)(10)(B)

To the extent necessary, to enable the State to vary the amount, duration, and scope of services offered
to individuals, regardless of eligibility category, by providing additional, or cost-effective alternative
benefit packages to enrollees in certain managed care arrangements.

To the extent necessary, to enable the State to provide a greater duration of hospital services for
individuals with severe and persistent mental illness.

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

To the extent necessary, to enable the State to restrict freedom of choice of provider through the use of
mandatory enrollment in managed care plans for the receipt of covered services. No waiver of freedom

Texas Healthcare Transformation and Quality Improvement Program
Demonstration Approval Period: January 15, 2021 through September 30, 2030
Technical Corrections: September 18, 2024

Page 1 of 84



of choice is authorized for family planning providers.
4. Self-Direction of Care for HCBS Members Section 1902(a)(32)

To permit section 1915(c)-like Home and Community Based Services (hereinafter HCBS) members to
self-direct expenditures for HCBS long-term care and supports as specified in paragraph 28(k) of the
STCs.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITIES

NUMBER: 11-W-00278/6
TITLE: Texas Healthcare Transformation and Quality Improvement Program
AWARDEE: Texas Health and Human Services Commission

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made by the
State for the items identified below, which are not otherwise included as expenditures under section
1903 of the Act, shall, for the period of this demonstration extension, January 15, 2021, through
September 30, 2030, be regarded as expenditures under the State’s Medicaid title XIX State plan.

EXPENDITURES RELATED TO POPULATIONS COVERED UNDER THE
DEMONSTRATION

1. Expenditures for the STAR+PLUS 217-Like HCBS Group

Expenditures for the provision of state plan benefits and HCBS like services to individuals age 65 and
older, or age 21 and older with disabilities, not eligible for these benefits under the state plan, who
would otherwise be Medicaid-eligible under section 1902(a)(10)(A)(i1)(VI) of the Act and 42 CFR §
435.217 in conjunction with section 1902(a)(10)(A)(i1)(V) of the Act, if the services they receive under
STAR+PLUS were provided under a HCBS waiver granted to the State under section 1915(c) of the
Act. This expenditure authority is subject to an enrollment cap. All Medicaid laws, regulations and
policies apply to this expenditure authority except as expressly waived or listed as not applicable.

2. Expenditures Related to Managed Care Organization (MCO) Enrollment and Disenrollment

Expenditures made under contracts that do not meet the requirements in section 1903(m) of the Act
specified below. Texas managed care plans will be required to meet all requirements of section 1903(m)
of the Act except the following:

e Section 1903(m)(2)(H) of the Act, Federal regulations at 42 CFR 438.1, to the extent that the
rules in section 1932(a)(4) are inconsistent with the enrollment and disenrollment rules contained
in STC 21(c) of the Demonstration’s Special Terms and Conditions (STCs), which permit the
State to authorize automatic re-enrollment in the same managed care organization (MCO) if the
beneficiary loses eligibility for less than six (6) months.

3. Expenditures for Inpatient Hospital Services and Prescription Drugs for STAR, STAR Kids,
and STAR+PLUS Enrollees that Exceed State Plan Limits
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Expenditures for all enrollees for inpatient hospital services that would not otherwise be covered under
the State plan (as outlined in the STCs), and expenditures for prescription drugs for adults ages 21 and
older enrolled in STAR or STAR+PLUS.

4. HCBS for SSI-Related State Plan Eligibles

Expenditures for the provision of HCBS waiver-like services as specified in Table 5 and Attachment C
of the STCs that are not described in section 1905(a) of the Act, and not otherwise available under the
approved State plan, but that could be provided under the authority of section 1915(c) waivers, that are
furnished to STAR+PLUS enrollees who are ages 65 and older and ages 21 and older with disabilities,
qualifying income and resources, and a nursing facility institutional level of care. All Medicaid laws,
regulations and policies apply to the Demonstration Expenditure authority except as expressly waived or
listed as not applicable.

5. EXPENDITURES RELATED TO THE UNCOMPENSATED CARE POOL

Subject to an overall cap on the Uncompensated Care (UC) Pool, the following expenditure authorities
are granted for the period of the Demonstration:

Effective October 1, 2019, expenditures for furnishing medical services described in section 1905(a)(1)
et seq. of the Act that are incurred by hospitals and other providers for uncompensated costs of medical
services provided to uninsured individuals as charity care, and to the extent that those costs exceed the
amounts paid to the hospitals pursuant to section 1923 of the Act. Such funds may be used by providers
to offset the uncompensated costs of treating the uninsured, but this expenditure authority does not make
uninsured patients eligible for any benefits under the demonstration.

6. EXPENDITURES RELATED TO THE DELIVERY SYSTEM REFORM INCENTIVE
PAYMENT (DSRIP) PROGRAM

The following expenditure authorities are granted for the 9™ and 10™ years of the Demonstration (FFY
2020 and FFY 2021):

Expenditures for incentive payments from DSRIP pool funds for the Delivery System Reform Incentive
Payment Program. This expenditure authority does not make uninsured patients eligible for any benefits
under the demonstration.

The following expenditure authorities are granted for the 11% and 12% years of the Demonstration (FFY
2022 and FFY 2023):

Incentive payments for prior periods of performance and administrative activities to close out the DSRIP
program.

Texas Healthcare Transformation and Quality Improvement Program
Demonstration Approval Period: January 15, 2021 through September 30, 2030
Technical Corrections: September 18, 2024

Page 4 of 84



7. EXPENDITURES RELATED TO COVID-19 RESPONSE

Additional inpatient hospital care during COVID-19 Public Health Emergency:
The following are temporary expenditure authorities that will expire 60 days after the conclusion of the
Secretary’s Public Health Emergency, and are effective March 1, 2020:

Expenditure authority for inpatient hospital stays related to COVID-19 (i.e. a stay for which the
COVID-19 diagnosis is listed anywhere on the claim but is not necessarily the primary diagnosis,
excluding presumptive positive cases), in order to extend the 30-day spell of illness limitation in
STAR+PLUS for an additional 30 days, allowing an individual to stay up to 60 days in a hospital.

Expenditure authority for inpatient hospital stays related to COVID-19 to extend the 30-day spell of
illness limitation described in the state plan for an additional 30 days to allow a Medicaid beneficiary to
stay up to 60 days in a hospital.

Expenditure authority to allow Medicaid beneficiaries to exceed the $200,000 inpatient hospital benefit
limitation for COVID-19 related stays.

8. EXPENDITURES RELATED TO THE PUBLIC HEALTH PROVIDERS CHARITY CARE
POOL

Subject to an overall cap on the Public Health Providers Charity Care Pool (PHP-CCP), the following
expenditure authorities are granted for the period of the Demonstration, effective October 1, 2021:

Through September 30, 2022, expenditures for furnishing services described in section 1905(a)(1) of the
Act that are incurred by publicly-owned and operated Community Centers, Local Mental Health
Authorities, or Local Behavioral Health Authorities providing behavioral health services under Chapter
533 or Chapter 534 of the Texas Health & Safety Code and publicly-owned and operated Local Health
Departments (LHDs) and Public Health Districts (PHDs) that are established under the Texas Health and
Safety Code, Title 2, Subtitle F, Chapter 121, not to exceed qualifying providers’ uncompensated costs
of furnishing services described in section 1905(a) of the Act to Medicaid eligible or uninsured
individuals. Effective October 1, 2022, expenditures for services described in section 1905(a) of the Act
that are incurred by publicly-owned and operated Community Centers, Local Mental Health Authorities,
or Local Behavioral Health Authorities providing behavioral health services under Chapter 533 or
Chapter 534 of the Texas Health & Safety Code and publicly-owned and operated Local Health
Departments (LHDs) and Public Health Districts (PHDs) that are established under the Texas Health and
Safety Code, Title 2, Subtitle F, Chapter 121, not to exceed qualifying providers’ uncompensated costs
of furnishing services described in section 1905(a) of the Act to uninsured individuals as charity care.

Such funds may be used by providers to offset the uncompensated costs of treating the uninsured, but
this expenditure authority does not make uninsured patients eligible for any benefits under the
demonstration.
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CENTERS FOR MEDICARE AND MEDICAID SERVICES SPECIAL TERMS AND CONDITIONS

(STCs)
NUMBER: 11-W-00278/6
TITLE: Texas Healthcare Transformation and Quality Improvement
Program
AWARDEE: Texas Health and Human Services Commission

DEMONSTRATION EXTENSION PERIOD: January 15, 2021 through September 30, 2030
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CENTERS FOR MEDICARE & MEDICAID SERVICES SPECIAL TERMS

AND CONDITIONS
NUMBER: Title XIX No. 11-W-00278/6
TITLE: Texas Healthcare Transformation and Quality Improvement
Program
AWARDEE: Texas Health and Human Services Commission

I. PREFACE

The following are the Special Terms and Conditions (STCs) for the Texas Healthcare Transformation and Quality
Improvement Program section 1115(a) Medicaid demonstration (hereinafter “demonstration”). The parties to this
agreement are the Texas Health and Human Services Commission (HHSC/state) and the Centers for Medicare &
Medicaid Services (CMS). The STCs set forth, in detail, the nature, character, and extent of Federal involvement
in the Demonstrations, and the state’s obligations to CMS during the life of the demonstration. This
Demonstration is effective the date of the approval letter through September 30, 2030, unless otherwise specified.

The STCs have been arranged into the following subject areas:
I. Preface
II. Objectives
1. General Program Requirements
IV. Demonstration Delivery Systems
A. Managed Care Delivery Systems
B. Assurances Related to the Ongoing Operation of Managed Care
C. Beneficiaries Served Through the Demonstration
D. STAR, STAR+PLUS (non-HCBS), and STAR Kids Enrollment, Benefits and Reporting
Requirements
E. Children’s Dental Program
F. STAR+PLUS Home and Community Based Services (HCBS) Enrollment, Benefits and Reporting
Requirements
G. Delivery System and Provider Payment Initiatives in Managed Care Contracts
V. Funding Pools Under the Demonstration
VL. Health IT
VII. General Financial Requirements
VIII. Monitoring Budget Neutrality for the Demonstration
IX. General Reporting Requirements
X. Evaluation of the Demonstration
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The following attachments have been included to provide supplemental information and guidance for specific
STCs. The following attachments are incorporated as part of this agreement.

Attachment A: Schedule of Deliverables

Attachment B: Quarterly and Annual Monitoring Report Template
Attachment C: HCBS Service Definitions

Attachment D: Evaluation Design

Attachment E: Reserved

Attachment F: HCBS Fair Hearing Procedures

Attachment G: HCBS Participant Safeguards

Attachment H: UC Claiming Protocol and Application

Attachment I: Regional Healthcare Partnership (RHP) Planning Protocol
Attachment J: Program and Funding Mechanics Protocol

Attachment K: Administrative Cost Claiming Protocol

Attachment L: Consumer Support System Plan

Attachment M: Historical Demonstration Information

Attachment N: Health IT Strategic Plan

Attachment O: Developing the Evaluation Design

Attachment P: Preparing the Evaluation Report

Attachment Q: DSRIP Transition Plan

Attachment R: Measure Bundle Protocol

Attachment S: Reserved

Attachment T: PHP-CCP Payment Protocol

Attachment U: Estimated Without Waiver Per Member Per Month Expenditures and PHP-CCP Amounts
Attachment V: COVID-19 Amendment Evaluation Design (Reserved)
Attachment W: Emergency Preparedness and Response Attachment K (1)
Attachment X: Emergency Preparedness and Response Attachment K (2)

II. OBJECTIVES

Through this demonstration, the state aims to:

Expand risk-based managed care to new populations and services;
Support the development and maintenance of a coordinated care delivery system;
Improve outcomes while containing cost growth; and

Transition to quality-based payment systems across managed care and providers.

lll. GENERAL PROGRAM REQUIREMENTS

1) Compliance with Federal Non-Discrimination Statutes. The state must comply with all applicable Federal
statutes relating to non-discrimination. These include, but are not limited to, the Americans with Disabilities
Act of 1990 (ADA), Title VI of the Civil Rights Act of 1964, section 504 of the Rehabilitation Act of 1973
(Section 504), the Age Discrimination Act of 1975, and section 1557 of the Patient Protection and Affordable
Care Act (Section 1557).
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2)

3)

4)

S)

6)

Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law, Regulation, and
Policy. All requirements of the Medicaid program and CHIP expressed in law, regulation, and policy
statement, not expressly waived or identified as not applicable in the waiver and expenditure authority
documents (of which these terms and conditions are part), apply to the demonstration.

Changes in Medicaid and CHIP Law, Regulation, and Policy. The state must, within the timeframes
specified in federal law, regulation, or written policy, come into compliance with any changes in law,
regulation, or policy affecting the Medicaid or CHIP programs that occur during this demonstration approval
period, unless the provision being changed is expressly waived or identified as not applicable. In addition,
CMS reserves the right to amend the STCs to reflect such changes and/or changes as needed without
requiring the state to submit an amendment to the demonstration under STC 7. CMS will notify the state 30
business days in advance of the expected approval date of the amended STCs to allow the state to provide
comment. Changes will be considered in force upon issuance of the approval letter by CMS. The state must
accept the changes in writing.

Impact on Demonstration of Changes in Federal Law, Regulation, and Policy Statements.

a) To the extent that a change in federal law, regulation, or policy requires either a reduction or an increase
in federal financial participation (FFP) for expenditures made under this demonstration, the state must
adopt, subject to CMS approval, a modified budget neutrality agreement as necessary to comply with
such change, as well as a modified allotment neutrality worksheet as necessary to comply with such
change. The trend rates for the budget neutrality agreement are not subject to change under this
subparagraph. Further, the state may seek an amendment to the demonstration (as per STC 7 of this
section) as a result of the change in FFP.

b) If mandated changes in the federal law require state legislation, unless otherwise prescribed by the terms
of the federal law, the changes must take effect on the earlier of the day such state legislation becomes
effective, or on the last day such legislation was required to be in effect under the law, whichever is
sooner.

State Plan Amendments. The state will not be required to submit title XIX or XXI state plan amendments
(SPAs) for changes affecting any populations made eligible solely through the demonstration. If a population
eligible through the Medicaid or CHIP state plan is affected by a change to the demonstration, a conforming
amendment to the appropriate state plan is required, except as otherwise noted in these STCs. In all such
cases, the Medicaid and CHIP state plans govern.

Changes Subject to the Amendment Process. Changes related to eligibility, enrollment, benefits,
beneficiary rights, delivery systems, cost sharing, sources of non-federal share of funding, budget neutrality,
and other comparable program elements must be submitted to CMS as amendments to the demonstration. All
amendment requests are subject to approval at the discretion of the Secretary in accordance with section 1115
of the Act. The state must not implement changes to these elements without prior approval by CMS either
through an approved amendment to the Medicaid or CHIP state plan or amendment to the demonstration.
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Amendments to the demonstration are not retroactive and no FFP of any kind, including for administrative or
medical assistance expenditures, will be available under changes to the demonstration that have not been
approved through the amendment process set forth in STC 7 below, except as provided in STC 3.

7) Amendment Process. Requests to amend the demonstration must be submitted to CMS for approval no later
than 120 days prior to the planned date of implementation of the change and may not be implemented until
approved. CMS reserves the right to deny or delay approval of a demonstration amendment based on non-
compliance with the STCs, including but not limited to failure by the state to submit required elements of a
complete amendment request as described in this STCs, reports or other deliverables required in the approved
STCs in a timely fashion according to the deadlines specified herein. Amendment requests must include, but
are not limited to, the following:

a) An explanation of the public process used by the state, consistent with the requirements of STC 12. Such
explanation must include a summary of any public feedback received and identification of how this
feedback was addressed by the state in the final amendment request submitted to CMS;

b) A detailed description of the amendment, including impact on beneficiaries, with sufficient supporting
documentation;

c) A data analysis which identifies the specific “with waiver” impact of the proposed amendment on the
current budget neutrality agreement. Such analysis must include current total computable “with waiver”
and “without waiver” status on both a summary and detailed level through the current approval period
using the most recent actual expenditures, as well as summary and detailed projections of the change in
the “with waiver” expenditure total as a result of the proposed amendment, which isolates (by Eligibility
Group) the impact of the amendment;

d) An up-to-date CHIP allotment worksheet, if necessary;

e) The state must provide updates to existing demonstration reporting and quality and evaluation plans. This
includes a description of how the Evaluation Design and annual progress reports will be modified to
incorporate the amendment provisions, as well as the oversight, monitoring and measurement of the
provisions.

8) Extension of the Demonstration. States that intend to request an extension of the demonstration must
submit an application to CMS from the Governor of the state in accordance with the requirements of 42 Code
of Federal Regulations (CFR) 431.412(c). States that do not intend to request an extension of the
demonstration beyond the period authorized in these STCs must submit a phase-out plan consistent with the
requirements of STC 9.

9) Demonstration Transition and Phase-Out. The state may only suspend or terminate this demonstration in
whole, or in part, consistent with the following requirements;
a) Notification of Suspension or Termination. The state must promptly notify CMS in writing of the
reason(s) for the suspension or termination, together with the effective date and a transition and phase-out
plan. The state must submit a notification letter and a draft transition and phase-out plan to CMS no less

than six months before the effective date of the demonstration’s suspension or termination. Prior to
submitting the draft transition and phase-out plan to CMS, the state must publish on its website the draft
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transition and phase-out plan for a 30-day public comment period. In addition, the state must conduct
tribal consultation in accordance with STC 12, if applicable. Once the 30-day public comment period has
ended, the state must provide a summary of the issues raised by the public during the comment period and
how the state considered the comments received when developing the revised transition and phase-out
plan.

b) Transition and Phase-out Plan Requirements. The state must include, at a minimum, in its phase-out plan
the process by which it will notify affected beneficiaries, the content of said notices (including

information on the beneficiary’s appeal rights), the process by which the state will redetermine Medicaid
or CHIP eligibility prior to the termination of the demonstration for the affected beneficiaries, and ensure
ongoing coverage for eligible beneficiaries, as well as any community outreach activities the state will
undertake to notify affected beneficiaries, including community resources that are available.

¢) Transition and Phase-out Plan Approval. The state must obtain CMS approval of the transition and

phase-out plan prior to the implementation of transition and phase-out activities. Implementation of
transition and phase-out activities must be no sooner than 14 calendar days after CMS approval of the
transition and phase-out plan.

d) Transition and Phase-out Procedures. The state must comply with all applicable notice requirements
found in 42 CFR, part 431 subpart E, including sections 431.206- 431.214. In addition, the state must
assure all applicable appeal and hearing rights are afforded to beneficiaries in the demonstration as
outlined in 42 CFR, part 431 subpart E, including sections 431.220 and 431.221. If a beneficiary in the
demonstration requests a hearing before the date of action, the state must maintain benefits as required in
42 CFR §431.230. In addition, the state must redetermine eligibility for all affected beneficiaries in order
to determine if they qualify for Medicaid eligibility under a different eligibility category prior to
termination, as required under 42 CFR 435.916(f)(1). For individuals determined ineligible for Medicaid
or CHIP, the state must determine potential eligibility for other insurance affordability programs and
comply with the procedures set forth in 42 CFR 435.1200(¢e) and 457.350.

e) Exemption from Public Notice Procedures 42 CFR Section 431.416(g). CMS may expedite the federal
and state public notice requirements under circumstances described in 42 CFR 431.416(g).

f) Enrollment Limitation during Demonstration Phase-Out. If the state elects to suspend, terminate, or not

extend this demonstration, during the last six months of the demonstration, enrollment of new individuals
into the demonstration must be suspended. The limitation of enrollment into the demonstration does not
impact the state’s obligation to determine Medicaid eligibility in accordance with the approved Medicaid
state plan.

g) Federal Financial Participation (FFP). If the project is terminated or any relevant waivers are suspended

by the state, FFP must be limited to normal closeout costs associated with the termination or expiration of
the demonstration including services, continued benefits as a result of beneficiaries’ appeals, and
administrative costs of disenrolling beneficiaries.

10) Withdrawal of Waiver or Expenditure Authority. CMS reserves the right to withdraw waivers and/or
expenditure authorities at any time it determines that continuing the waiver or expenditure authorities would
no longer be in the public interest or promote the objectives of title XIX and title XXI. CMS will promptly
notify the state in writing of the determination and the reasons for the withdrawal, together with the effective
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date, and afford the state an opportunity to request a hearing to challenge CMS’ determination prior to the
effective date. If a waiver or expenditure authority is withdrawn, FFP is limited to normal closeout costs
associated with terminating the waiver or expenditure authority, including services, continued benefits as a
result of beneficiary appeals, and administrative costs of disenrolling beneficiaries.

11) Adequacy of Infrastructure. The state will ensure the availability of adequate resources for implementation
and monitoring of the demonstration, including education, outreach, and enrollment; maintaining eligibility
systems; compliance with cost sharing requirements; and reporting on financial and other demonstration
components.

12) Public Notice, Tribal Consultation, and Consultation with Interested Parties. The state must comply
with the state notice procedures as required in 42 CFR section 431.408 prior to submitting an application to
extend the demonstration. For applications to amend the demonstration, the state must comply with the state
notice procedures set forth in 59 Fed. Reg. 49249 (September 27, 1994) prior to submitting such request. The
state must also comply with the Public Notice Procedures set forth in 42 CFR 447.205 for changes in
statewide methods and standards for setting payment rates.

The state must also comply with tribal and Indian Health Program/Urban Indian Organization consultation
requirements at section 1902(a)(73) of the Act, 42 CFR 431.408(b), State Medicaid Director Letter #01-024,
or as contained in the state’s approved Medicaid State Plan, when any program changes to the demonstration,
either through amendment as set out in STC 7 or extension, are proposed by the state.

13) Federal Financial Participation (FFP). No federal matching funds for expenditures for this demonstration,
including for administrative and medical assistance expenditures, will be available until the effective date
identified in the demonstration approval letter, or if later, as expressly stated within these STCs.

14) Administrative Authority. When there are multiple entities involved in the administration of the
demonstration, the Single State Medicaid Agency must maintain authority, accountability, and oversight of
the program. The State Medicaid Agency must exercise oversight of all delegated functions to operating
agencies, MCOs, and any other contracted entities. The Single State Medicaid Agency is responsible for the
content and oversight of the quality strategies for the demonstration.

15) Common Rule Exemption. The state must ensure that the only involvement of human subjects in research
activities that may be authorized and/or required by this demonstration is for projects which are conducted by
or subject to the approval of CMS, and that are designed to study, evaluate, or otherwise examine the
Medicaid or CHIP program — including public benefit or service programs, procedures for obtaining Medicaid
or CHIP benefits or services, possible changes in or alternatives to Medicaid or CHIP programs and
procedures, or possible changes in methods or levels of payment for Medicaid benefits or services. CMS has
determined that this demonstration as represented in these approved STCs meets the requirements for
exemption from the human subject research provisions of the Common Rule set forth in 45 CFR 46.104(b)(5).
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IV. DEMONSTRATION DELIVERY SYSTEMS

This section governs the state’s exercise of the following: waivers of the requirements for Statewideness (section
1902(a)(1)), Amount, Duration, and Scope of Services (section 1902(a)(10)(B)), Freedom of Choice (section
1902(a)(23)(A)), and Self-Direction of Care for HCBS Participants (section 1902(a)(32)), and Expenditure
Authorities 1 through 4, as well as waivers of the requirements of the federal regulations implementing these

statutory provisions.

A. MANAGED CARE DELIVERY SYSTEMS

16) Description of Managed Care Program. Under terms of this demonstration, the state provides managed
medical assistance through the following programs.

a)
b)
c)

d)

STAR. STAR is the primary managed care program providing acute care services to low-income
families, children, and pregnant women.

STAR+PLUS. STAR+PLUS provides acute and long-term service and supports to older adults and adults
with disabilities.

STAR Kids. The STAR Kids Program provides acute and long-term service and supports to children
with disabilities.

Delivery of Medically Dependent Children Program (MDCP) Services. The State will deliver services
authorized under the MDCP section 1915(c) waiver through the STAR Kids managed care model for
those individuals not in state conservatorship. Those children in state conservatorship who are eligible for
the MDCP section 1915(c) waiver will receive those services through the STAR Health managed care
program under the 1915(a) authority, rather than under the 1115 authority, and through contract with the
STAR Health managed care organization.

The state contracts with managed care organizations on a geographical basis, and for this purpose, the state is
divided in to service areas. Table 1 provides the definitions of the service areas.

Table 1. Service Areas and Delivery Systems

Service Area STAR, STAR+PLUS, and STAR Kids

Bexar Atascosa, Bandera, Bexar, Comal, Guadalupe, Kendall, Medina, Wilson

Dallas Collin, Dallas, Ellis, Hunt, Kaufman, Navarro, Rockwall

El Paso El Paso, Hudspeth

Harris Austin, Brazoria, Fort Bend, Galveston, Harris, Matagorda, Montgomery, Waller, Wharton

Hidalgo Cameron, Duval, Hidalgo, Jim Hogg, Maverick, McMullen, Starr, Webb, Willacy, Zapata

Jefferson Chambers, Hardin, Jasper, Jefferson, Liberty, Newton, Orange, Polk, San Jacinto, Tyler, Walker

Lubbock Carson, Crosby, Deaf Smith, Floyd, Garza, Hale, Hockley, Hutchinson, Lamb, Lubbock, Lynn,
Potter, Randall, Swisher, Terry

Nueces Aransas, Bee, Brooks, Calhoun, Goliad, Jim Wells, Karnes, Kenedy, Kleberg, Live Oak, Nueces,
Refugio, San Patricio, Victoria
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Service Area STAR, STAR+PLUS, and STAR Kids

Tarrant Denton, Hood, Johnson, Parker, Tarrant, Wise

Travis Bastrop, Burnet, Caldwell, Fayette, Hays, Lee, Travis, Williamson

Medicaid Rural Andrews, Archer, Armstrong, Bailey, Baylor, Borden, Brewster, Briscoe, Brown, Callahan, Castro,
Service Area: Childress, Clay, Cochran, Coke, Coleman, Collingsworth, Concho, Cottle, Crane, Crockett,

West Texas Culberson, Dallam, Dawson, Dickens, Dimmit, Donley, Eastland, Ector, Edwards, Fisher, Foard,
Frio, Gaines, Glasscock, Gray, Hall, Hansford, Hardeman, Hartley, Haskell, Hemphill, Howard,
Irion, Jack, Jeff Davis, Jones, Kent, Kerr, Kimble, King, Kinney, Knox, La Salle, Lipscomb, Loving,
Martin, Mason, McCulloch, Menard, Midland, Mitchell, Moore, Motley, Nolan, Ochiltree, Oldham,
Palo Pinto, Parmer, Pecos, Presidio, Reagan, Real, Reeves, Roberts, Runnels, Schleicher, Scurry,
Shackelford, Sherman, Stephens, Sterling, Stonewall, Sutton, Taylor, Terrell, Throckmorton, Tom
Green, Upton, Uvalde, Val Verde, Ward, Wheeler, Wichita, Wilbarger, Winkler, Yoakum, Young,
and Zavala

Medicaid Rural Bell, Blanco, Bosque, Brazos, Burleson, Colorado, Comanche, Coryell, DeWitt, Erath, Falls,

Service Area: Freestone, Gillespie, Gonzales, Grimes, Hamilton, Hill, Jackson, Lampasas, Lavaca, Leon,
Central Texas Limestone, Llano, Madison, McLennan, Milam, Mills, Robertson, San Saba, Somervell,
Washington
Medicaid Rural | Anderson, Angelina, Bowie, Camp, Cass, Cherokee, Cooke, Delta, Fannin, Franklin, Grayson,
Service Area: Gregg, Harrison, Henderson, Hopkins, Houston, Lamar, Marion, Montague, Morris, Nacogdoches,
Northeast Texas | Panola, Rains, Red River, Rusk, Sabine, San Augustine, Shelby, Smith, Titus, Trinity, Upshur, Van
Zandt, Wood

B. ASSURANCES RELATED TO THE ONGOING OPERATION OF MANAGED
CARE

17) Managed Care Requirements

a) General. The state must comply with the managed care regulations published at 42 CFR 438.

b) Medical Care Advisory Committee. The state will maintain a state Medical Care Advisory Committee,
per CFR §431.12, which is comprised of Medicaid recipients, Managed Care Organizations, providers,
community-based organizations and advocates serving or representing Medicaid recipients and other
interested parties as set forth in Tex. Gov’t Code sec. 533.041. The advisory committee will provide input
and recommendations to the Health and Human Services Commission regarding the statewide
implementation of Medicaid Managed Care, including input and recommendations regarding: 1) program
design and benefits, 2) systematic concerns from consumers and providers, 3) the efficiency and quality
of services delivered by Medicaid managed care organizations, 4) contract requirements for the Medicaid
managed care organizations, 5) Medicaid managed care network adequacy, and 6) trends in claims
processing. The advisory committee will also assist HHSC with issues relevant to Medicaid managed care
to improve the polices established for and programs operating under Medicaid managed care, including
early and periodic screening, diagnosis and treatment, provider and patient education issues, and patient
eligibility issues. The state will maintain minutes from these meetings and use them in monitoring
program operations and identifying necessary program changes. Copies of committee meeting minutes
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c)

d)

g)

h)

)

k)

D

will be made available to CMS upon request and the outcomes of the meetings may be discussed on the
demonstration monitoring calls.

MCO Participant Advisory Committees. The state shall require each MCO, through its contracts, to create
and maintain participant advisory committees through which the MCO can share information and capture
enrollee feedback. The MCOs will be required to support and facilitate participant involvement and

submit meeting minutes to the State. Copies of meeting minutes will be made available to CMS upon
request.
Independent Consumer Supports. To support the beneficiary’s experience receiving medical assistance

and long term services and supports in a managed care environment, the State shall create and maintain a
system of consumer supports independent from the managed care plans to assist enrollees in
understanding the coverage model and in the resolution of problems regarding services, coverage, access
and rights.

Core Elements of the Independent Consumer Support System.

Organizational Structure. The Independent Consumer Supports System shall operate independently from
any STAR+PLUS or STAR Kids MCO. The organizational structure of the support system shall facilitate
transparent and collaborative operation with beneficiaries, MCOs, and state government.

Accessibility. The services of the Independent Consumer Supports System will be available to all
Medicaid beneficiaries enrolled in STAR+PLUS or STAR Kids receiving Medicaid long-term services
and supports (institutional, residential and community based). The Independent Consumer Supports
system will be accessible through multiple entryways (e.g., phone, internet, office) and will have the

capacity to reach out to beneficiaries and/or authorized representatives through various means (mail,
phone, in person), as appropriate.

Functions. The Independent Consumer Supports system will be available to assist beneficiaries in
navigating and accessing covered health care services and supports. Where an individual is enrolling in a
new delivery system, the services of this system help individuals understand their choices and resolve
problems and concerns that may arise between the individual and a provider/payer. The following list
encompasses the system’s scope of activity.

The system will offer beneficiaries support in the pre-enrollment stage, such as unbiased health plan
choice counseling and general program- related information.

The system will serve as an access point for complaints and concerns about health plan enrollment, access
to services, and other related matters.

The system will be available to help enrollees understand the hearing, grievance, and appeal rights and
processes within the health plan as well as the fair hearing, grievance, and appeal rights and processes
available at the state level and assist them through the process if needed/requested.

Staffing and training. The Independent Consumer Supports system will include individuals who are
knowledgeable about the state’s Medicaid programs; beneficiary protections and rights under Medicaid
managed care arrangements; and the health and service needs of persons with complex needs, including
those with a chronic condition, disability, and cognitive or behavioral needs. In addition, the Independent
Consumer Supports System will ensure that its services are delivered in a culturally competent manner
and are accessible to individuals with limited English proficiency. The system ultimately developed by
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the state may draw upon existing staff within the chosen organizational structure and provide substantive
training to ensure core competencies and a consistent consumer experience.

m) Data Collection and Reporting. The Independent Consumer Supports System shall track the volume and
nature of beneficiary complaints and the resolution of such complaints on a schedule and manner
determined by the state, but no less frequently than quarterly. This information will inform the state of
any provider or contractor issues and support the reporting requirements to CMS.

n) Reporting under the Demonstration. The state will report on the activities of the Independent Consumer
Support System in the annual monitoring reports. The approved Independent Consumer Support System
Plan is shown in Attachment L. Changes to Attachment L must be submitted to CMS for review and
approval subject to STC 7. The state will monitor the impact of the Independent Consumer Support
Program in the demonstration.

C. BENEFICIARIES SERVED THROUGH THE DEMONSTRATION

18) Eligibility Groups Affected by the Demonstration. Mandatory and optional Medicaid state plan groups
described below are subject to all applicable Medicaid laws and regulations except as expressly waived under
authority granted by this Demonstration and as described in these STCs. Any Medicaid state plan
amendments to the eligibility standards and methodologies for these eligibility groups will apply to this
demonstration. These state plan eligible beneficiaries are required under the demonstration to enroll in
managed care to receive benefits and may have access to additional benefits not described in the state plan.

Table 2 below describes the state plan eligibility groups that are mandatory and voluntary enrollees into
managed care. A STAR+PLUS member who enters a nursing facility remains in STAR+PLUS and the
nursing facility services are paid through managed care.
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Table 2. State Plan Populations Affected by the Demonstration

A=STAR Start of Demo; B = STAR+PLUS Start of Demo; C = STAR March 2012; D = STAR March 2012 (MRSA); E = STAR+PLUS March 2012; F= STAR January
2014; G = STAR+PLUS September 2014; * = Effective through August 31, 2014 (part of STAR+PLUS effective September 1, 2014 — see “G”); H = STAR Kids
November 1, 2016, includes only individuals from birth through age 20; I = STAR+PLUS September 2017; J=STAR Kids September 2017; K= STAR September 2017.

STAR STAR+ (T)PLUS STAR Kids (S)
Medicaid Eligibility Description and Medicaid Eligibility Income Limit and
Group Group (MEG) Resource Standards Mandatory Voluntary Mandatory Voluntary Mandatory Voluntary
Low Income Families Parents and other caretaker relatives; 14% FPL (uses A, C,D
§1931 low income §1902(a)(10)(A)(1)(I); 42 CFR §435.110 MAGI converted
families MEG: THTQIP-Adults (parents and AFDC limits); No
caretaker relatives) resource test;
member meets
relationship
requirement
Earnings Transitional Individuals who lose eligibility under 185% FPL in second A,C,D
Twelve months TMA §1931 due to increased earnings or hours | extension period; No
from increase in of work §1902(a)(52); §1902(e)(1); resource test
earnings, combined §1925; §1931(c)(2)
increase in earnings and MEG: THTQIP-Adults (parents and
Alimony/Spousal caretaker relatives) OR THTQIP-Children
support (dependent children)
Alimony/ Spousal Individuals who lose eligibility under N/A; No resource test A,CD
Support Transitional §1931 due to Alimony/ Spousal support;
Four months post §1902(a)(10)(A)()(T); ); 42 CFR §435.115
Medicaid resulting from MEG: THTQIP-Adults (parents and
Alimony/ Spousal caretaker relatives) OR THTQIP-Children
support (dependent children)
Pregnant Women §1902(a)(10)(A)({)(IV), §1902(D)(1)(A); 198% FPL; No A,C,D
42 CFR §435.116 MEG: THTQIP-Adults resource test
Children Under 1 Poverty level infants; 198% FPL A,C,D
§1902(a)(10)(A)(I)(IV), §1902(1)(1)(B);
42 CFR §435.118 MEG: THTQIP-
Children
Newborn Children Deemed Newborn — mother was eligible | N/A; No resource test A,C,D
Children to age one for and received Medicaid for the birth;
born to Medicaid §1902(e)(4), 42 CFR §435.117
eligible mother MEG: THTQIP-Children
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Mandatory Voluntary Mandatory Voluntary Mandatory Voluntary

144% FPL A,C,D
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Medicaid Eligibility
Group

Description and Medicaid Eligibility
Group (MEG)

Income Limit and
Resource Standards

STAR

STAR+ (T)PLUS

STAR Kids (S)

Mandatory

Voluntary

Mandatory

Voluntary

Mandatory

Children Age 6-18

Poverty level children under 19;
§1902(a)(10)(A)(I)(VII), §1902(D(1)(D);
42 CFR §435.118 Note: All children at or
below 100 percent FPL in this eligibility
group are funded through title XIX. Title

XXI funding for children between 100-
133% FPL shall be claimed as outlined in

42 CFR § 433.11
MEG: If title XIX: THTQIP-Children
If title XXI: THTQIP-MCHIP Children

133% FPL

A,C,D,F

Former Foster Care
Children

Former foster care children
§1902(a)(10)(A)(i)(IX); 42 CFR §435.150
Mandatory managed care for 18- 26. Ages

18 through 20: Choice between STAR
Health or STAR. If receiving 1915(c)
services: choice between STAR Health or
STAR Kids. Ages 21 through 26: STAR-If
receiving 1915(c) IDD waiver services
(unless the individual is dually eligible):

STAR+PLUS
MEG: THTQIP-Children (if under age 21)
OR THTQIP-Adults (parents and

caretaker relatives, if age 21 or older)

N/A; No resource test

SSI Recipient 21 and
older with Medicare

(Dual)

Individuals receiving SSI cash benefits;
§1902(a)(10)(A)H)D)
§1902(a)(10)(A)(1)(I)(cc) Covers gap
month children within the waiver;
however, retroactive payments, including
payment for the gap month, are paid via
FFS MEG: THTQIP-AMR

74% FPL (SSI
Limit); $2,000
individual, $3,000
couple
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STAR STAR+ (T)PLUS STAR Kids (S)
Medicaid Eligibility Description and Medicaid Eligibility Income Limit and
Group Group (MEG) Resource Standards Mandatory Voluntary Mandatory Voluntary Mandatory Voluntary
SSI Recipient under Individuals receiving SSI cash benefits; 74% FPL (SSI B,E, G H
21 with Medicare §1902(a)(10)(A)({1)(11) Limit); $2,000
(Dual) §1902(a)(10)(A)(1)(I)(cc). Covers gap individual, $3,000
month children within the waiver; couple
however, retroactive payments, including
payment for the gap month, are paid via
FFS MEG: THTQIP-AMR
SSI Recipient without Individuals receiving SSI cash benefits; 74% FPL (SSI D* A* B,E,G
Medicare 21 and older | §1902(a)(10)(A)(i) (IT) §1902(a)(10)(A)(1) Limit); $2,000
(ID)(cc). Covers gap month children within | individual, $3,000
the waiver; however, retroactive couple
payments, including payment for the gap
month, are paid via FFS MEG: THTQIP-
Disabled
SSI Recipient without Individuals receiving SSI cash benefits; 74% FPL (SSI A* D* B,E,G H
Medicare under 21 §1902(a)(10)(A)()(1I) Limit); $2,000
§1902(a)(10)(A)(1)(ID)(cc) covers gap individual, $3,000
month children within the waiver; couple
however, retroactive payments, including
payment for the gap month, are paid via
FFS MEG: THTQIP-Disabled
Pickle Group 21 and Would be eligible for SST if title Il COLAs 74% FPL (SSI B,E,G
older, with Medicare deducted from income; 42 CFR Limit); $2,000
Includes pre-Pickle §§435.134,435.135 MEG: THTQIP-AMR | individual, $3,000
eligibility group couple
Pickle Group 21 and Would be eligible for SSI if title Il COLAs 74% FPL (SSI D* A* B,E,G
older without Medicare were deducted from income; 42 CFR Limit); $2,000
Includes pre-Pickle §435.134, 42 CFR §435.135 MEG: individual, $3,000
eligibility group THTQIP-Disabled couple
Pickle Group under 21 | Would be eligible for SSI if title Il COLAs 74% FPL (SSI B,E,G H
with Medicare deducted from income; 42 CFR §435.135 Limit); $2,000
MEG: THTQIP-AMR individual, $3,000
couple
Pickle Group under 21 | Would be eligible for SSI if title Il COLAs 74% FPL (SSI A* D* B,E, G H
without Medicare deducted from income; 42 CFR §435.135 Limit); $2,000
MEG: THTQIP-Disabled individual, $3,000
couple
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STAR STAR+ (T)PLUS STAR Kids (S)
Medicaid Eligibility Description and Medicaid Eligibility Income Limit and
Group Group (MEG) Resource Standards Mandatory Voluntary Mandatory Voluntary Mandatory Voluntary
Disabled Adult §1635(c); §1935 74% FPL (SSI B,E, G
Children (DAC) 21 or MEG: THTQIP-AMR Limit); $2,000
over with Medicare individual, $3,000
couple
Disabled Adult §1635(c); §1935 74% FPL (SSI D* A* B,E,G
Children (DAC) 21 or MEG: THTQIP-Disabled Limit); $2,000
over without Medicare individual, $3,000
couple
DAC under 21 with §1635(c); §1935 74% FPL (SSI B,E, G H
Medicare MEG: THTQIP-AMR Limit); $2,000
individual, $3,000
couple
DAC under 21 without 1635(c); §1935 74% FPL (SSI A* D* B,E, G H
Medicare MEG: THTQIP-Disabled Limit); $2,000
individual, $3,000
couple
Disabled Widow(er) Widows/Widowers, 1634(b); §1935 74% FPL (SSI D* A* B,E,G
MEG: THTQIP-Disabled Limit); $2,000
individual, $3,000
couple
Early Aged Widow(er) | Early Widows/ Widowers, 1634(d); §1935 74% FPL (SSI D* A* B,E, G
MEG: THTQIP-Disabled Limit); $2,000
individual, $3,000
couple
Medicaid Buy-In BBA Work Incentives Group; 250% FPL; $2,000 B,E,G H
(MBI) with Medicare §1902(a)(10)(ii)(XIII)
MEG: THTQIP-AMR
Medicaid Buy-In (MBI) BBA Work Incentives Group; 250% FPL; $2,000 D* A* B,E,G H
without Medicare §1902(a)(10)(ii)(XIII)
MEG: THTQIP-Disabled
Medicaid Buy-In for Family Opportunity Act (MBIC), 300% FPL; No B,E,G H
Children (under age 19) | §1902(a)(10)(A)(11)(XIX) MEG: THTQIP- | resource standard
with Medicare AMR
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STAR STAR+ (T)PLUS STAR Kids (S)
Medicaid Eligibility Description and Medicaid Eligibility Income Limit and
Group Group (MEG) Resource Standards Mandatory Voluntary Mandatory Voluntary Mandatory Voluntary
Medicaid Buy-In for Family Opportunity Act (MBIC), 300% FPL; A* D* B,E, G H
Children (under age 19) §1902(a)(10)(A)(11)(XIX) No resource standard
without Medicare MEG: THTQIP-Disabled
Nursing Facility age 21 Special income level group, in a medical | 300% SSI or Approx. BT, Et, G
and older institution for at least 30 consecutive days | 220% FPL; $2,000
with gross income that does not exceed individual/ $3,000
300% of the SSI income standard; couple
§1902(a)(10)(A)(ii) (V) MEG: THTQIP-
AMR (with Medicare) OR THTQIP-
Disabled (without Medicare)
217 Group without Institutional eligibility and post- eligibility | 300% SSI or Approx. D* G H
Medicare under 21 rules for individuals who are eligible as 220% FPL; $2,000
specified under 42 CFR 435.217, 435.236, individual/$3,000
and 435.726 and §1924 of the Act. MEG: | couple. Use spousal
THTQIP-Disabled (without Medicare) impoverishment
policy for eligibility,
and for post-
eligibility.
217 Group without Institutional eligibility and post- eligibility | 300% SSI or Approx. D* G

cancer early detection program and found
to need treatment for breast or cervical

cancer as specified in §1902 (aa) and 42
CFR 435.213. MEG: THTQIP-AMR

Medicare 21and older rules for individuals who are eligible as 220% FPL; $2,000

specified under 42 CFR 435.217, 435.236, individual/$3,000

and 435.726 and §1924 of the Act. MEG: | couple. Use spousal

THTQIP-Disabled (without Medicare) impoverishment
policy for eligibility,
and for post-
eligibility.

Medicaid for Breast and Individuals screened for breast and N/A; No resource 1
Cervical Cancer cervical cancer by the Centers for Disease test.
(MBCQ) Control and Prevention breast and cervical

Texas Healthcare Transformation and Quality Improvement Program

Demonstration Approval Period: January 15, 2021 through September 30, 2030

Technical Corrections: September 18, 2024

Page 22 of 84




§1902(a)(10)(A)(1)(I), SSA §473(b)(3),
and 42 CFR §435.145.

Children and young adults who are the
subject of a non-IV-E adoption assistance
agreement, as specified in SSA
§1902(a)(10)(A)(ii)(VII) and 42 CFR
§435.227.

Children and young adults for whom IV-E
guardianship assistance payments are
made, as specified in SSA
§1902(a)(10)(A)(i)(I), SSA §473(b)(3),
and 42 CFR §435.145.

Children and young adults in AAPCA who
meet any of the following criteria will
have a choice between STAR Health and
STAR Kids:

receiving Supplemental Security Income

(SSI),were receiving SSI before becoming

eligible for AAPCA enrolled in Medicare
enrolled in a 1915(c) Medicaid waiver

Children and young adults in AAPCA who
meet all of the following criteria are
mandatory for STAR: not receiving SSI,
not receiving SSI before becoming eligible
for AAPCA not enrolled in Medicare not
enrolled in a 1915(c) waiver Note:
AAPCA clients who reside out-of-state
will remain FFS.

MEG: THTQIP Children (if under age 21)
OR THTQIP-Adult (if age 21 or older)

STAR STAR+ (T)PLUS STAR Kids (S)
Medicaid Eligibility Description and Medicaid Eligibility Income Limit and
Group Group (MEG) Resource Standards Mandatory Voluntary Mandatory Voluntary Mandatory Voluntary
Adoption Assistance Children and young adults who are the N/A; No resource K J
and Permanency Care subject of a IV-E adoption assistance test.
Assistance (AAPCA) agreement, as specified in SSA
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(S): Note children and young adults who are members of federally-recognized tribes will still be able to opt to remain in traditional fee-for-service
Medicaid.(T): Note individuals who are members of federally-recognized tribes, and have Medicaid through the Medicaid for Breast and Cervical Cancer

Program, Adoption Assistance Program, Permanency Care Assistance Program or Former Foster Care Group will be able to voluntarily enroll in managed
care or opt to remain in traditional fee-for-service Medicaid.

19) Demonstration Expansion Population — STAR+PLUS 217-Like Eligibility Group. Table 3 below describes the demonstration expansion
populations that are mandatory and voluntary enrollees into managed care. Groups made eligible by virtue of the expenditure authorities expressly

granted in this demonstration are subject to Medicaid laws, regulations and policies, except as expressly identified as not applicable under expenditure
authority granted in this demonstration.

Table 3. Demonstration Expansion Populations Made Eligible by the Demonstration

A=STAR Start of Demo; B = STAR+PLUS Start of Demo; C = STAR March 2012; D = STAR March 2012 (MRSA); E = STAR+PLUS March 2012; F = STAR January 2014; G =
STAR+PLUS September 2014;

* = Effective through August 31, 2014 (part of STAR+PLUS effective September 1, 2014 — see “G”)

Medicaid Eligibility Group Description and Medicaid Eligibility Group Income Limit and Resource STAR STAR+PLUS
(MEG) Standards
Mandatory | Voluntary | Mandatory | Voluntary
217-Like Group Categorically Institutional eligibility and post-eligibility rules | 300% SSI or Approx. 220% FPL; B
needy individuals under the for individuals who would only be eligible in | $2,000 individual/$3,000 couple.
State plan receiving HCBS the same manner as specified under 42 CFR Use spousal impoverishment
services (of the kind listed in 435.217,435.236,435.726, and §1924 of the | policy for eligibility and for post-
Table 6) in the STAR+PLUS Act, if the State had not eliminated its 1915(c) eligibility
service areas. STAR+PLUS and CBA waivers.

MEG: THTQIP-AMR (with Medicare) OR
THTQIP-Disabled (without Medicare)
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20) Populations Not Affected by the Demonstration. The following populations receive Medicaid services
without regard to the demonstration.

a)
b)

c)
d)
¢)
f)

2
h)

Medically Needy;

STAR Health enrollees, transitioning foster care youth, independent foster care adolescents, and optional
categorically needy children eligible under 42 CFR 435.222;

Adults 21 or older who have Medicare Part A or B and who are receiving 1915(c) IDD waiver services
(HCS, TxHmL, CLASS and DBMD);

Residents of State Supported Living Centers;

Undocumented or Ineligible (5-year bar) Aliens only eligible for emergency medical services;
Individuals residing in a nursing facility who entered the nursing facility while enrolled in STAR,
beginning with the month after the State receives notification that they entered the nursing facility;
Individuals enrolled in the Program for All Inclusive Care for the Elderly (PACE) program; and
Individuals residing in a facility in the pediatric care facility class of nursing facilities (currently, the
Truman W. Smith Children Care Center), or any Veterans Land Board (VLB) Texas State Veterans
Homes.

. STAR, STAR+PLUS (non-HCBS), and STAR Kids ENROLLMENT, BENEFITS

AND REPORTING REQUIREMENTS

21) Enrollment.

a)

b)

Time to Choose a Plan. All beneficiaries who obtain Medicaid eligibility will have at least 15 days to
choose a managed care organization.

Auto-Assignment. If a potential beneficiary does not choose a managed care organization within the time
frames defined in (a), he or she may be auto-assigned to a managed care organization. When possible, the
auto-assignment algorithm shall take into consideration the beneficiary’s history with a primary care
provider, and when applicable, the beneficiary’s history with a managed care organization. If this is not
possible the state will equitably distribute beneficiaries among qualified MCOs.

Re-Enrollment. The State may automatically re-enroll a beneficiary in the same managed care
organization if there is a loss of Medicaid eligibility for six months or less.

22) Disenrollment or Transfer. Individuals should be informed of opportunities no less than annually for

disenrollment and ongoing plan choice opportunities, regularly and in a manner consistent with 42 CFR 438

and other requirements set forth in the Demonstration Special Terms and Conditions.

a)

b)

MCO Transfer at Request of Beneficiary. Beneficiaries may request transfer to another managed care
organization in the service area through the enrollment broker at any time.

Disenrollment at Request of Beneficiary. Recipients that are voluntarily enrolled in a managed care
programs may request disenrollment and return to traditional Medicaid. Mandatory recipients must
request disenrollment from managed care in writing to HHSC; however, HHSC considers disenrollment
from managed care only in rare situations, when sufficient medical documentation establishes that the
MCO cannot provide the needed services, or in any of the circumstances described in 42 CFR 438.56(c).
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An authorized HHSC representative reviews all disenrollment requests, and processes approved requests
for disenrollment from an MCO. The Enrollment Broker provides disenrollment education and offers
other options as appropriate.

c) Disenrollment at Request of MCO. A managed care organization has a limited right to request a
beneficiary be disenrolled from the managed care organization without the beneficiary’s consent pursuant
to 42 CFR 438.56(b).

23) Benefits. Table 4a specifies the scope of services that may be made available to STAR, STAR+PLUS, and
STAR Kids enrollees through the STAR, STAR+PLUS and STAR Kids managed care plans. The schedule of
services mirrors those provided in the Medicaid State plan, with the exception of 1915(b)(3)-like services as
described in this waiver. The individuals in these programs would still be able to receive all Texas state plan
services based on medical necessity that are not listed in this chart and delivered outside of managed care; e.g.
dental, ICF/IID. Should the state amend its State plan to provide additional optional services not listed below,
coverage for those services may also be provided through the STAR, STAR+PLUS, and STAR Kids MCOs.

Table 4a. State Plan Services! for STAR, STAR+PLUS, and STAR Kids Participants

Mandatory or
Optional State Plan
Adult/Child Service Services (*)

Adult/Child Inpatient Hospital Services '3 Mandatory
§1905(a)(1), 42 CFR
440.10

Adult/Child Outpatient Hospital Services Mandatory
§1905(a)(2), 42 CFR
440.20

Adult/Child Rural Health Clinic Services Mandatory
§1905(a)(2), 42 CFR
440.20

Adult/Child Federally Qualified Health Center Mandatory
(FQHC) Services §1905(a)(2)

Adult/Child Laboratory and x-ray services Mandatory
§1905(a)(3), 42 CFR
440.30

Adult/Child Diagnostic Services Optional §1905(a)(13),
42 CFR 440.130(a)

Child EPSDT Mandatory
§1905(a)(4),
1902(a)(43), 1905(r)

! Services are provided as detailed in Texas’ state plan.
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Mandatory or
Optional State Plan

Adult/Child Service Services (*)
Adult/Child Family Planning Mandatory
§1905(a)(4)
Adult/Child Tobacco cessation counseling services for pregnant women. Mandatory
§1905(a)(4)
Adult/Child Physician’s Services Mandatory
§1905(a)(5), 42 CFR
440.50(a)
Adult/Child Medical and Surgical Services Furnished by a Dentist Mandatory
§1905(a)(5), 42 CFR
440.50(b)
Adult/Child Podiatrists’ Services Optional §1905(a)(6),
42 CFR 440.60(a)
Adult/Child Optometrists’ Services Optional §1905(a)(6),
42 CFR 440.60(a)
Adult/Child Chiropractor services Optional §1905(a)(6),
42 CFR 440.60(b)
Adult/Child Other practitioner services: certified registered nurse anesthetists' services, | Optional §1905(a)(6),
other categories of advanced nurse practitioner services, licensed clinical 42 CFR 440.60
social worker (LCSW) services, licensed professional counselor (LPC)
services, licensed marriage and family therapist (LMFT) services,
psychologists services, services provided by physician assistants, and
licensed midwife services
Adult/Child Intermittent or part-time nursing services provided by a home health Mandatory
agency §1905(a)(7), 42 CFR
440.70
Adult/Child Home health aide services provided by a home health agency Mandatory
§1905(a)(7), 42 CFR
440.70
Adult/Child Medical supplies, equipment, and appliances Mandatory
§1905(a)(7), 42 CFR
440.70
Adult/Child Physical therapy, occupational therapy, speech pathology, and audiology | Optional §1905(a)(7)
provided by a home health agency 42 CFR 440.70
Adult/Child Clinic Services Optional §1905(a)(9),
42 CFR 440.90
Child Private Duty Nursing Services Optional §1905(a)(8),
42 CFR 440.80
Adult/Child Prescribed Drugs Optional §1905(a)(12),

§1902(a)(54)
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Mandatory or
Optional State Plan
Adult/Child Service Services (*)
Adult/Child Physical Therapy and related services Optional §1905(a)(11),
42 CFR 440.110(a)
Adult/Child Speech Therapy services Optional §1905(a)(11)
,42 CFR 440.110(c)
Adult/Child Non-prescription drugs Optional §1905(a)(12),
§1902(a)(54)
Adult/Child Prosthetic Devices Optional §1905(a)(12),
42 CFR 440.120(c)
Adult/Child Eyeglasses Optional §1905(a)(12),
42 CFR 440.120(d)
Adult/Child Preventive Services Optional §1905(a)(13),
42 CFR 440.130(c)
Adult Services for individuals over age 65 in IMDs — Inpatient, Not Nursing | Optional §1905(a)(14),
Facility 42 CFR 440.140(a)
Adult Nursing facility services (STAR+PLUS only) Mandatory
§1905(a)(4), 42 CFR
440.155(b)
Child Inpatient psychiatric facility services for individuals under age 21 Optional §1905(a)(16),
42 CFR 440.160
Adult Rehabilitative Services — Day Activity & Health Services Optional §1905(a)(13),
(STAR+PLUS/STAR , 42 CFR 440.130(d)
Kids)
Adult/Child Mental Health Rehabilitative Services Optional,
Rehabilitation Service,
1905(a)(13) and 42
CFR 440.130(d)
Adult/Child Targeted Case Management for Individuals with Chronic Mental Illness | Optional 1915(a)(19),
1915(g), 42 CFR
440.169(b)
Adult/Child Case Management for Children and Pregnant Women (CPW)* Optional §1915(g), 42
CFR 440.169, 42 CFR
441.18
Adult/Child Nurse-Midwife Services Mandatory
§1905(a)(17), 42 CFR
440.165
Adult/Child Extended services for pregnant women—Pregnancy-related and postpartum Mandatory
services for a 60-day period after the pregnancy ends and any remaining | §1902(e)(5), 42 CFR
days in the month in which the 60th day falls 440.250(p)
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Mandatory or

Optional State Plan
Adult/Child Service Services (*)
Adult/Child Extended services for pregnant women—Services for any other medical Mandatory
conditions that may complicate pregnancy. §1905(a)(1-5), (17),
(21), (28), 42 CFR
440.250(p)
Adult/Child Continuous postpartum coverage for the period beginning the first day Optional
after the end of the mandatory 60-day postpartum coverage period and §1902(e)(16)
ending the last day of the month in which the 12-month postpartum period
(beginning on the last day of pregnancy) ends.’
Adult/Child Certified pediatric or family nurse practitioners’ services Mandatory
§1905(a)(21), 42 CFR
440.166
Adult/Child Personal care services in the home® Optional §1905(a)(24)
42 CFR 440.167
Adult/Child Community First Choice® Optional §1915(k)
Adult/Child Ambulatory prenatal care for pregnant women furnished during a Optional §1920

presumptive eligibility period by a eligible provider (in accordance with
section 1920 of the Act).

Adult/Child Respiratory care services (in accordance with section 1902(e)(9)(A) Optional §1905(a)(20),
through (C) of the Act). 42 CFR 440.185
Adult/Child Services provided in Religious Nonmedical Health Care Institutions. Optional §1905(a)(31),
42 CFR 440.170(b),
440.170(c)
Adult/Child Emergency hospital services. Optional §1905(a)(31),
42 CFR 440.170(e)
Adult/Child Ambulatory Surgical Center Services Optional §1905(a)(31),
42 CFR 440.90
Adult/Child Birthing Center Facility Services Optional §1905(a)(28),
(€1Y)
Adult/Child Transportation Optional 1905(a)(31),

42 CFR 440.170(a)

!Substance use disorder treatment services are capitated services for STAR, STAR+PLUS, and STAR Kids, and MCOs may provide these services in a
chemical dependency treatment facility in lieu of the acute care inpatient hospital setting. Similarly, the MCOs will be responsible for providing acute
inpatient days for psychiatric conditions and may provide these services in a free-standing psychiatric hospital in lieu of acute care inpatient hospital settings.
The State does not include non-State plan services, such as room and board, in the STAR, STAR+PLUS, and STAR Kids capitation; however, the MCO is
not restricted to only the delivery of State plan services when alternative services are a cost-effective and medically appropriate response to the needs of the
member.

’The 30-day spell of illness limitation for hospital inpatient services described in the state plan does not apply to STAR enrollees, certain approved
transplants, children age 20 and younger, or to individuals with severe and persistent mental illness. In addition, for inpatient hospital stays related to
COVID-19 (i.e. a stay for which the COVID-19 diagnosis is listed anywhere on the claim but is not necessarily the primary diagnosis, excluding
presumptive positive cases), Texas will extend the 30-day spell of illness limitation described in the state plan for an additional 30 days to allow an
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individual to stay up to 60 days in a hospital for the period of the COVID19 Public Health Emergency (PHE).The state will also allow an individual to
exceed the $200,000 inpatient hospital benefit limitation for COVID-19 related stays during the PHE.

3The annual monetary benefit limitation on inpatient hospital services that is described in the state plan does not apply to STAR, STAR+PLUS, and STAR
Kids enrollees.

4An MCO must offer and provide service coordination as required by the contract and must not delay offering service coordination on the basis the member
is receiving CPW services from a provider. In accordance with 42 C.F.R. §441.18, an MCO must ensure reimbursement to providers for CPW covered
services does not duplicate payments the MCO receives from HHSC for the same purpose.

5 The extension of postpartum coverage was added to align with the approval of SPA 23-0028, which was effective 3/1/2024.
For STAR, personal care services and Community First Choice services are delivered through a fee-for-service delivery model.

(*) This column describes whether a services is a required state plan service or if a state can elect to cover the service under the Social Security Act. All
services listed here are covered in the Texas State plan.

+ The state plan prescription drug limitations for adults aged 21 and older do not apply to STAR or STAR+PLUS enrollees.

24) Self-Referral. Demonstration beneficiaries may self-refer for the following services:
a) In-network behavioral health services;
b) Obstetric and gynecological services, regardless of whether the provider is in the client’s MCO network;
c) In-network eye health care services, other than surgery, including optometry and ophthalmology;
d) Family planning services, regardless of whether the provider is in the client’s MCO network; and
e) Services from a provider with the Early Childhood Intervention program for children ages 0-3 years with
a developmental delay.

25) Federally Qualified Health Centers and Rural Health Centers. An enrollee is guaranteed the choice of at
least one MCO which has at least one FQHC as a participating provider. If the enrollee elects not to select an
MCO that includes a FQHC in the provider network, no FQHC services will be required to be furnished to the
enrollee while the enrollee is enrolled with that MCO. The same requirements apply to Rural Health Centers.

26) Early and Periodic Screening, Diagnosis, and Treatment (EPSDT). The MCOs will fulfill the state’s
responsibilities for coverage, outreach, and assistance with respect to EPSDT services that are described in the
requirements of sections 1905(a)(4)(b) (services), 1902(a)(43) (administrative requirements), and 1905(r)
(definitions).

E. CHILDREN’S DENTAL PROGRAM

27) Implementation of the Children’s Dental Program. Children’s primary and preventive Medicaid dental
services are delivered through a capitated statewide dental services program (the Children’s Dental Program).
Contracting dental maintenance organizations (DMOs) maintain networks of Main Dental Home providers,
consisting of general dentists and pediatric dentists. The dental home framework under this statewide program
is informed by the improved dental outcomes evidenced under the “First Dental Home Initiative” in the State.
Services provided through the Children’s Dental Program are separate from the medical services provided by
the STAR,STAR+PLUS, and STAR Kids managed care organizations, and are available to persons listed in
Table 2 who are under age 21, with the exception of the groups listed in (a) below. The Children’s Dental
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Program must conform to all applicable regulations governing prepaid ambulatory health plans (PAHPs), as

specified in 42 C.F.R. 438.

a) The following Medicaid recipients are excluded from the Children’s Dental Program, and will continue to
receive their Medicaid dental services outside of the Demonstration: Medicaid recipients age 21 and over;
all Medicaid recipients, regardless of age, residing in Medicaid-paid facilities such as nursing homes,
state supported living centers, or Intermediate Care Facilities for Individuals with an Intellectual
Disability or Related Conditions (ICF/ID); and STAR Health Program recipients.

b) The state will collect relevant data from each DMO to comply with CMS-416 reporting requirements.

F. STAR+PLUS HOME AND COMMUNITY BASED SERVICES (HCBS)
ENROLLMENT, BENEFITS AND REPORTING REQUIREMENTS

28) Operations of the STAR+PLUS HCBS Program

a) Compliance with Specified HCBS Requirements. All federal regulations that govern the provision of
HCBS under section 1915(c) waivers apply, to the HCBS program authorized under section 1115, and
provided through STAR+PLUS. The state includes a description of the steps taken to ensure compliance
with these regulations as part of the Annual Monitoring Report discussed in STC 74. HCBS, under the
demonstration, operates in accordance with these STCs and associated attachments. For services that
could have been authorized to individuals under a 1915(¢c) waiver, the state’s Quality Assessment and
Performance Improvement Plan must encompass LTSS specific measures set forth in the federal managed
care rule at 42 CFR 438.330 and should also reflect how the state will assess and improve performance to
demonstrate compliance with applicable federal waiver assurances set forth in 42 CFR 441.301 and
441.302 as follows:

(1) Administrative Authority: A performance measure should be developed and tracked for any
authority that the State Medicaid Agency (SMA) delegates to another agency, unless already
captured in another performance measure.

(2) Level of Care or Eligibility based on 1115 Requirements: Performance measures are required
for the following: applicants with a reasonable likelihood of needing services who receive a level
of care determination or an evaluation for HCBS eligibility, and the processes for determining
level of care or eligibility for HCBS are followed as documented. While a performance measure
for annual levels of care/eligibility is not required to be reported, the state is expected to be sure
that annual levels of care/eligibility are determined.

(3) Qualified Providers: The state must have performance measures that track that providers meet
licensure/certification standards, that non-certified providers are monitored to assure adherence to
demonstration requirements, and that the state verifies that training is given to providers in
accordance with the demonstration.

(4) Service Plan: The state must demonstrate it has designed and implemented an effective system
for reviewing the adequacy of service plans for HCBS participants. Performance measures are
required for choice of waiver services and providers, service plans address all assessed needs and
personal goals, and services are delivered in accordance with the service plan including the type,
scope, amount, duration, and frequency specified in the service plan.
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(5) Health and Welfare: The state must demonstrate it has designed and implemented an effective
system for assuring HCBS participants’ health and welfare. The state must have performance
measures that track that on an ongoing basis it identifies, addresses and seeks to prevent instances
of abuse, neglect, exploitation and unexplained death; that an incident management system is in
place that effectively resolves incidents and prevents further singular incidents to the extent
possible; that state policies and procedures for the use or prohibition of restrictive interventions
are followed; and, that the state establishes overall health care standards and monitors those
standards based on the responsibility of the service provider as stated in the approved
demonstration (See Attachment G).

(6) Financial Accountability: The state must demonstrate that it has designed and implemented an
adequate system for ensuring financial accountability of the HCBS program. The state must
demonstrate actuarial soundness on an annual basis pursuant to 42 CFR 438.

b) Determination of Benefits by Designation into a STAR+PLUS HCBS Group. The STAR+PLUS
HCBS Program provides long-term services and supports as identified in Table 5 to two groups of people,
as defined below:

1) STAR+PLUS 217-Like HCBS Group. This group consists of persons age 21 and older, who meet
the NF level of care (LOC), who qualify as members of the 217-Like HCBS Group, and who need
and are receiving HCBS as an alternative to NF care. The Demonstration population includes persons
who could have been eligible under 42 CFR 435.217 had the state continued its section 1915(¢c)
HCBS waiver for persons who are elderly and/or physically disabled. This group is subject to a
numeric enrollment limitation, as described below.

(1) Interest List for STAR+PLUS 217-LIKE HCBS Group. The state operates an interest list for
the STAR+PLUS 217-Like HCBS population in the demonstration who are not in the
STAR+PLUS mandatory eligibility categories. An interest list is a list that an individual is placed
on when they express interest in enrollment, to the state or local agency that determines eligibility
for STAR +PLUS. Individuals meeting all eligibility criteria are enrolled into this population on a
“first-come, first-served” basis from the interest list, except that persons entering the
demonstration through Money Follows the Person (MFP) are placed at the head of the interest
list. These lists are managed on a statewide basis using a standardized assessment tool, and in
accord with criteria established by the state. Interest list policies are based on objective criteria
and applied consistently in all geographic areas served.

(2) Unduplicated Participant Slots for the 217-Like HCBS Group. Table 5(a) below specifies the
unduplicated number of participants for the 217-Like Group.

(a) Column A reflects the following slots: (1) the number of unduplicated participant slots
transferred from the STAR+PLUS 1915(c) waiver, TX 0862; (2) unduplicated participant
slots transferred from the Community Based Alternatives (CBA) 1915(¢c) waiver, TX 0266;
(3) individuals released from the interest list; and (4) individuals discharged from institutional
care who are in the Money Follows the Person (MFP) Demonstration, in the areas of the state
where the managed care expansion occurred.

(b) Column B reflects the additional slots made available for the Nursing Facility Diversion
Group, created June 1, 2013. The Nursing Facility Diversion Group was created as a subset
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of the STAR+PLUS 217- Like HCBS Group. This group consists of persons age 65 and
older, and adults with physical disabilities age 21 and older, who meet the NF LOC as
defined by the state, who qualify as members of the 217- Like HCBS Group, and who are at
imminent risk of entering a nursing facility as a result of a catastrophic episode. Examples of
a catastrophic episode include: (1) an individual is significantly dependent on a caregiver to
remain in the community and the caregiver passes away or is suddenly no longer able to
provide care; (2) an individual has a community support system but must suddenly move
where there is no support system; (3) an individual has a sudden occurrence that would cause
imminent placement in a nursing facility because he can no longer care for himself; or (4) an
individual is identified by the Texas Department of Family and Protective Services as being
at imminent risk of nursing facility placement. The number of nursing facility diversion
group slots for each DY is listed in the chart below. Nursing Facility Diversion Group slots
may be encumbered only by individuals identified as belonging to the Nursing Facility
Diversion Group.

(¢c) Column C reflects the additional slots added September 1, 2015 and September 1, 2016 after
the 84" Legislature (Regular Session) of Texas appropriated additional funds to increase the
number of unduplicated participants for the STAR+PLUS 217-Like Group served by the
STAR+PLUS HCBS Program.

Table 5(a). Unduplicated Number of Participants for the STAR+PLUS 217-Like HCBS group

Demonstration Year Column A Column B Column C Total
DY7 23,001 100 1.235 24.336
DY3 23,090 100 1.235 24.425
DY?9 23.407 100 1.235 24,742
DY 10 23,793 100 1.235 25,128
DY 11 24,239 100 1.235 25574
DY 12 24,693 100 1.235 26,028
DY 13 25.156 100 1.235 26,491
DY 14 25,628 100 1.235 26.963
DY 15 26.109 100 1.235 27.444
DY 16 26.598 100 1.235 27.933
DY 17 27,097 100 1.235 28,432
DY 18 27,605 100 1.235 28.940
DY 19 28,123 100 1.235 29.458
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ii) SSI-Related Eligibles. Persons age 65 and older, and adults age 21 and older, with physical
disabilities that qualify as SSI eligibles and meet the NF LOC as defined by the state. Table 5(b)
below specifies the unduplicated number of participants for the SSI-Related Eligible HCBS Group.
(1) Column A reflects the following slots: (1) the number of unduplicated participants transferred

from the STAR+PLUS 1915(c) waiver, TX 0325; (2) the number of unduplicated participants
transferred from the CBA 1915(c) waiver; and (3) individuals released from the interest list; and
(4) individuals discharged from institutional care who are in the Money Follows the Person
(MFP) Demonstration, in the areas of the state where the managed care expansion occurred.

Table 5b. Unduplicated Number of Participants for the SSI-Related Eligible Group

Demonstration Year Column A
DY 7 44,249
DY 8 44,710
DY 9 45,562
DY 10 46,514
DY 11 47,563
DY 12 48,636
DY 13 49,734
DY 14 50,856
DY 15 52,003
DY 16 53,177
DY 17 54,376
DY 18 55,603
DY 19 56,858

¢) Eligibility for STAR+PLUS HCBS Benefits. Individuals can be eligible for HCBS under STAR+PLUS
depending upon their medical and / or functional needs, financial eligibility designation as a member of
the 217-Like STAR+PLUS HCBS Group or an SSI-related recipient, and the ability of the State to
provide them with safe, appropriate, and cost-effective LTC services.

i) Medical and / or functional needs are assessed according to LOC criteria published by the State in
State rules. These LOC criteria will be used in assessing eligibility for STAR+PLUS HCBS benefits
through the 217-Like or SSI-related eligibility pathways.

ii) For an individual, other than a member of the medically fragile group, to be eligible for HCBS
services under STAR+PLUS, the State must have determined that the cost to provide HCBS services
to the individual is equal to or less than 202 percent of the average cost of care the State would pay
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for the individual’s level of care in a nursing facility. This is the individual cost limit for the
STAR+PLUS HCBS program.

iii) The medically fragile group consists of individuals age 21 or older who are determined by HHSC,
pursuant to HHSC policy, to have a congenital or acquired physical impairment and/or a complex
debilitating illness or disability, along with substantial skilled nursing medical care needs over a
continuous 24-hour period that require the presence of a licensed nurse to provide frequent
evaluation. Although these individuals are assessed to have high medical needs that exceed the
individual cost limit for the STAR+PLUS HCBS program, they are not subject to the individual cost
limit and are eligible for HCBS services under STAR+PLUS. There is a limit of 150 slots per
demonstration year for the medically fragile group.

d) Freedom of Choice. The service coordinators employed by the managed care organizations must be
required to inform each applicant or member of any alternatives available, including the choice of
institutional care versus home and community based services, during the assessment process. The
Freedom of Choice Form must be incorporated into the Service Plan. The applicant or member must sign
this form to indicate that he or she freely choices waiver services over institutional care. The managed
care organization’s service coordinator also addresses living arrangements, choice of providers, and
available third party resources during the assessment.

e) The state, either directly or through its MCO contracts must ensure that participants’ engagement and
community participation is supported to the fullest extent desired by each participant.

f) Conflict of Interest: The state agrees that the entity that authorizes the services is external to the agency
or agencies that provide the HCB services. The state also agrees that appropriate separation of
assessment, treatment planning and service provision functions are incorporated into the state’s conflict of
interest policies.

g) HCBS Settings Requirements: The state must assure compliance with the characteristics of HCBS
settings as described in the 1915(¢) regulations