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Introduction

Welcome to your provider manual from Aetna Better Health of Texas! We are pleased you have decided to
participate with the Aetna Better Health STAR, STAR Kids, and the Children’s Health Insurance Program (CHIP).

Background

Aetna Better Health’'s STAR, CHIP and STAR Kids programs are dedicated to delivering the highest quality of care
to Members and ensuring access to services. We look forward to partnering with you to create a customer-
focused, innovative, and adaptable system of care.

This manual applies to any health care provider, including physicians, health care professionals, behavioral
health providers, hospitals, facilities, and ancillary providers, who contract with Aetna Better Health of Texas
directly or indirectly, except when indicated otherwise. As a participating provider you must comply with our
policies, many of which are described or linked within this manual. We may add, delete, or change policies,
including those described in this manual, at any time. Please read this manual carefully.

Visit Aetnabetterhealth.com/texas/providers or our provider portal at Availity.com to find additional policies
and other information, including reimbursement policies. Please note, you must register first to use our provider
portal at Availity.com. You'll find programs we offer that could benefit your Aetna patients and electronic
transaction tools that can help save you time. You'll also find information on how to get your claims paid and
how to request services for your Aetna patients. We want you to find what you need, quickly and efficiently. And
of course, you'll find our contact information, so you can reach us whenever you need to. Have questions?
Contact us via Aetnabetterhealth.com/texas/providers — we’re here to help.

STAR and CHIP

Tarrant service area Bexar service area Dallas service area
Denton Atascosa Dallas
Hood Bandera Collin
Johnson Bexar Ellis
Parker Comal Hunt
Tarrant Guadalupe Kaufman
Wise Kendall Navarro
Medina Rockwall
Wilson

Currently, we offer STAR and CHIP benefits to eligible recipients who live in the Bexar (San Antonio) and Tarrant
(Fort Worth) Service Areas. These Service Areas (SAs) encompass the following counties in Texas:

Tarrant service area Bexar service area
Denton Atascosa
Hood Bandera
Johnson Bexar
Parker Comal
Tarrant Guadalupe
Wise Kendall
Medina
Wilson



https://www.aetnabetterhealth.com/texas/providers/index.html
https://apps.availity.com/web/onboarding/availity-fr-ui/#/login
https://www.aetnabetterhealth.com/texas/providers/index.html
https://Availity.com

STARKIds

Currently, we offer STAR Kids benefits to eligible recipients who live in the Tarrant (Forth Worth) and Dallas
Service Areas. These Service Areas (SAs) encompass the following counties in Texas:

Tarrant service area Dallas service area
Denton Dallas
Hood Collin
Johnson Ellis
Parker Hunt
Tarrant Kaufman
Wise Navarro
Rockwall
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Quick reference phone list

Provider Hotline (Claims
Inquiries Claims Research)

STAR

Tarrant: 1-800-306-8612
Bexar: 1-800-248-7767
Fax: 1-866-510-3710

CHIP

Tarrant: 1-800-245-5380
Bexar: 1-866-818-0959
1-866-510-3710

STARKIids
1-844-787-5437

Medicaid Eligibility
Verification

1-800-925-9126 (AIS)

1-800-925-9126 (AIS)
1-800-647-6558

1-800-925-9126
(AIS)

Non-emergency Medical Transportation (NEMT) Services

IAccess to Care (A2C)
TTY
Where’s My Ride?

1-866-411-8920
711
1-866-411-8920

1-866-411-8920
711
1-866-411-8920

Behavioral Health Hotline
(24 hours aday, 7 days a
week)

Tarrant: 1-800-306-8612
Bexar: 1-800-248-7767

Tarrant: 1-800-245-5380
Bexar: 1-866-818-0959

1-844-787-5437

Superior Vision (Vision
benefits and eyeglasses)

1-800-879-6901

For general questions
regarding prescriptions:
/Aetna Better Health
1-800-306-8612

1-800-879-6901
1-800-245-5380 (Tarrant)
1-866-818-0959 (Bexar)

1-800-879-6901
1-844-787-5437

For questions for Rx providers

CVS Caremark Pharmacy
Help desk

Prior Authorization
Request Line

Fax

1-877-874-3317

1-855-656-0363

1-866-255-7534

1-877-874-3317

1-855-656-0363

1-866-255-7534

1-877-874-3317

1-844-787-5437

1-866-255-7534

For mail order prescriptions

1-800-875-0867

1-800-875-0867

1-800-875-0867

For dental questions or dentist info

United Healthcare Dental
DentaQuest
MCNA Dental

1-877-901-7321
1-800-516-0165
1-800-350-6262

1-877-901-7321
1-800-508-6775
1-800-350-6262

1-800-516-0165
1-800-350-6262

Availity provider portal 1-800-282-4548 https://www.availity.com/

ECHO 1-800-830-5831 Monday through Friday 9 AM to 7 PM (ET)
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Definitions

1915(i) Home and Community Based Services-Adult Mental Health (HCBS-AMH)

Home and Community Based Services-Adult Mental Health (HCBS-AMH) is a state-wide program that provides
home and community-based services to adults with serious mental iliness. The HCBS-AMH program provides an
array of services, appropriate to each Member's needs, to enable him or her to live and experience successful
tenure in their chosen community. Services are designed to support long term recovery from mental iliness.

Appeal
Arequest for Aetna Better Health of Texas to review a denial or a grievance again.
Community Living Assistance and Support Services (CLASS) waiver program

The Community Living Assistance and Support Services (CLASS) program provides home and community-
based services to people with related conditions as a cost-effective alternative to an intermediate care facility
for individuals with an intellectual disability or related conditions (ICF/1ID). A related condition is a disability,
other than an intellectual disability, that originated before age 22 that affects the ability to function in daily life.

Complaint
A grievance that you communicate to Aetna Better Health of Texas.
Copayment

A fixed amount (for example, $15) a Member pays for a covered health care service, usually when a Member
receives the service. The amount can vary by the type of covered health care service.

Deaf Blind with Multiple Disabilities (DBMD) waiver program

The Deaf Blind with Multiple Disabilities (DBMD) program provides home and community-based services to
people who are deaf blind and have another disability. This is a cost-effective alternative to an intermediate care
facility for individuals with an intellectual disability or related conditions (ICF/1ID). The DBMD program focuses on
increasing opportunities for consumers to communicate and interact with their environment.

Dual eligible
Medicaid recipients who are also eligible for Medicare
Durable medical equipment (DME)

Equipment ordered by a health care provider for everyday or extended use. Coverage for DME may include but
is not limited to oxygen equipment, wheelchairs, crutches, or diabetic supplies.

Emergency medical condition

Anillness, injury, symptom, or condition so serious that a reasonable person would seek care right away to
avoid harm.

Emergency medical transportation

Ground or air ambulance services for an emergency medical condition.
Emergency room care

Emergency services you get in an emergency room.

Emergency services

Evaluation of an emergency medical condition and treatment to keep the condition from getting worse.
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Excluded services

Health care services that Aetna Better Health of Texas does not pay for or cover.
Grievance

A complaint to Aetna Better Health of Texas.

Habilitation services and devices

Health care services such as physical or occupational therapy that help a person keep, learn, or improve skills
and functioning for daily living.

Health insurance
A contract that requires your health insurer to pay for covered health care costs in exchange for a premium.
Home and Community-based Services (HCS) waiver program

The Home and Community-based Services (HCS) program provides individualized services and supports to
people with intellectual disabilities who are living with their families, in their own homes or in other community
settings, such as small group homes where no more than four people live. The local authority provides service
coordination.

Home health care

Health care services a person receives in a home.

Hospice services

Services to provide comfort and support for persons in the last stages of a terminal iliness and their families.
Hospitalization

Care in a hospital that requires admission as an inpatient and usually requires an overnight stay.

Hospital outpatient care

Care in a hospital that usually doesn’t require an overnight stay.

Long-Term Services and Supports (LTSS)

LTSS means assistance with daily healthcare and living needs for individuals with a long-lasting illness or disability.
Medical Dependent Children Program (MDCP) waiver program

The Medically Dependent Children Program (MDCP) provides services to support families caring for children
who are medically dependent and encourages the transition of children in nursing homes back to the
community.

Medically necessary

Health care services or supplies needed to prevent, diagnose, or treat an iliness, injury, condition, disease, or its
symptoms and that meet accepted standards of medicine.

Network

The facilities, providers, and suppliers Aetna Better Health of Texas has contracted to provide health care
services.

Non-participating provider
A provider who doesn’t have a contract with your health insurer or plan to provide covered services to you. It may
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be more difficult to obtain authorization from your health insurer or plan to obtain services from a non-
participating provider instead of a participating provider. In limited cases, such as when there are no other
providers, your health insurer can contract to pay a non-participating provider.

Participating provider
A Provider who has a contract with Aetna Better Health of Texas to provide covered services to you.
Physician services

Health-care services a licensed medical physician (M.D. — Medical Doctor or D.O. — Doctor of Osteopathic
Medicine) provides or coordinates.

Plan
A benefit, like Medicaid, which provides and pays for health-care services.
Pre-authorization

A decision by Aetna Better Health of Texas that a health-care service, treatment plan, prescription drug, or
durable medical equipment that a Member or provider has requested, is medically necessary. This decision or
approval, sometimes called prior authorization, prior approval, or pre-certification, must be obtained prior to
receiving the requested service. Pre-authorization isn’t a promise your health insurance or plan will cover the
cost.

Prescription drug coverage

Health insurance or plan that helps pay for prescription drugs and medications.
Prescription drugs

Drugs and medications that by law require a prescription.

Primary care physician

A physician (M.D. -—Medical Doctor or D.O. — Doctor of Osteopathic Medicine) who directly provides or
coordinates a range of health-care services for a patient.

Primary care provider

A physician (M.D. — Medical Doctor or D.O. — Doctor of Osteopathic Medicine), nurse practitioner, clinical nurse
specialist, or physician assistant, as allowed under state law, who provides, coordinates, or helps a patient access
arange of health-care services.

Provider

A physician (M.D. — Medical Doctor or D.O. — Doctor of Osteopathic Medicine), health-care professional, or
health-care facility licensed, certified, or accredited as required by state law.

Rehabilitation services and devices

Health-care services such as physical or occupational therapy that help a person keep, get back or improve skills
and functioning for daily living that have been lost or impaired because a person was sick, hurt or disabled.

Skilled nursing care
Services from licensed nurses in your own home or in a nursing home.
Specialist

A physician specialist focuses on a specific area of medicine or a group of patients to diagnose, manage, prevent,
or treat certain types of symptoms and conditions.
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Texas Home Living (TxHmL) waiver program

The Texas Home Living (TxHmML) program provides selected essential services and supports to people with an
intellectual disability or a related condition who live in their own home or their family's home.

Urgent care

Care for anillness, injury, or condition serious enough that a reasonable person would seek care right away, but
not so severe as to require emergency room care.

Youth Empowerment Services (YES) waiver program

The Youth Empowerment Services (YES) waiver provides comprehensive home and community-based mental
health services to youth between the ages of 3 and 18, up to a youth's 19th birthday, who have a serious
emotional disturbance. The YES Waiver not only provides flexible supports and specialized services to children
and youth at risk of institutionalization and/or out-of-home placement due to their serious emotional disturbance,
but also strives to provide hope to families by offering services aimed at keeping children and youth in their
homes and communities.

Objectives of program

We have identified specific objectives to effectively manage and provide quality health care for the Aetna Better
Health Medicaid, CHIP and STAR Kids Members. The program objectives are to:

e Ensure network adequacy and timely access to care.
e Provide timely claim payment.
e Provide comprehensive behavioral health care.

e Address the diverse needs of our Members and provide disease management programs appropriate for the
populations we serve.

e Support the everyday and unique needs of Members with special health care needs through service
coordination.

Role of primary care provider/medical home
STAR and CHIP

The primary care provider (PCP) is the medical home for the Member. This provider delivers appropriate
preventive and other primary care services within the scope of their practice and oversees the continuity and
coordination of care among all health care practitioners involved in your care.

STAR Kids

We are committed to providing a consistent and integrated source of healthcare through a person-centered
Health Home. PCPs must administer valid screening and assessment instruments as required by Texas Health
Steps and as needed to identify Member needs and refer to the appropriate specialist. Primary Care Providers
are available and accessible 24 hours per Day, 7 Days per week. PCPs must maintain hospital access for their
Member through appropriate call coverage.

Our PCP network has complex care clinics, board-certified pediatricians, adolescent medicine specialists, and
other pediatric subspecialists with experience serving children and adolescents with special health care needs.
An internist who provides primary care to adults only is hot considered an age-appropriate PCP choice, and a
pediatrician is not considered an age-appropriate choice for a Member age 18 and over.

STAR Kids Dual Eligible Members are not required to have a PCP.
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Role of specialty care provider

The specialty care provider assists with treating conditions that require specialized skills or technology, or that
may require ongoing, intensive care. Members do not need primary care provider referrals for specialty care.
However, communication with the primary care provider is encouraged to promote coordination and continuity
of care and prevent duplication of services.

Role of Long-Term Services and Supports (LTSS) providers

LTSS providers provide critical services to support individuals living at home or in a community-based setting,
such as assistance with daily healthcare and living needs for individuals with a long-lasting illness or disability
(i.e., personal care services, private duty nursing, Day Activity and Health Services (DAHS), Community First
Choice (CFC) services, and STAR Kids MDCP services). LTSS providers are encouraged to coordinate care with
the Member’s PCP and our service coordination team.

Role of Aetna Better Health of Texas Service Coordinator

The purpose of a Service Coordinator is to maximize a Member's health, wellbeing, and independence. Service
Coordination will consider and address the Member’s situation, including his or her medical, behavioral, social,
and educational needs. The Service Coordinator will work with the Member’s PCP to coordinate all covered
services, non-capitated services, and non- covered services available through other sources.

STARKids

All STAR Kids Members are offered service coordination. Service coordinators are responsible for assessing a
Member's needs, goals, and preferences with respect to delivery of services using the STAR Kids Screening and
Assessment Instrument (SK-SA), developing an individual service plan (ISP) for every Member, and authorizing
services identified on the ISP at least once per year.

Role of Aetna Better Health of Texas transition specialist

Aetna Better Health of Texas transition specialists work with young adults, typically starting at age 15, to help
them navigate the transition to adulthood and ensure they receive appropriate services. This includes connecting
them with adult care providers, discussing guardianship and living options, and assessing needs for adaptive
equipment. The service coordinator and transition specialist work together to ensure a smooth transition, and the
transition specialist is responsible for conducting ongoing planning and assessments.

Role of CHIP Perinatal provider

A CHIP Perinatal provider can be an obstetrician/gynecologist (OB/GYN), a family practice doctor or another
qualified health care provider that provides prenatal care. CHIP Perinatal Providers are advised that sections of
this manual that refer to CHIP apply to CHIP Perinate Newborn Members unless noted otherwise. Provisions
specific to CHIP Perinate Members are also outlined in this manual.

Role of pharmacy

The pharmacy services benefit includes outpatient drugs and biologicals; including pharmacy-dispensed and
provider-administered outpatient drugs and biologicals; and drugs and biologicals provided in an inpatient setting.

Role of Main Dental Home

Dental plan Members may choose their Main Dental Homes. Dental plans will assign each Member to a Main
Dental Home if he/she does not timely choose one. Whether chosen or assigned, each Member who is 6 months
or older must have a designated Main Dental Home.

A Main Dental Home serves as the Member’s main dentist for all aspects of oral health care. The Main Dental
Home has an ongoing relationship with that Member, to provide comprehensive, continuously accessible,
coordinated, and family-centered care. The Main Dental Home provider also makes referrals to dental specialists
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when appropriate. Federally Qualified Health Centers and individuals who are general dentists and pediatric
dentists can serve as Main Dental Homes.

Network limitations

We have an open provider network for all Aetna Better Health Medicaid, CHIP and STAR Kids Members. When
appropriate, we allow an OB-GYN to serve as a PCP. We allow direct access to specialists without a referral. In
most cases, we require a prior authorization for a Member’s selection of a primary care provider or a referral to a
specialist who is not in the Aetna Better Health Medicaid, CHIP and STAR Kids networks.
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Covered services

Covered services are governed by the Health and Human Services Commission (HHSC), and include medical,
vision, behavioral health, and pharmacy. Aetna Better Health of Texas provides a benefit package that includes
Fee-for-Service (FFS) acute care and Long-Term Services and Supports (LTSS) services currently covered under
the Medicaid program. Please refer to the current Texas Medicaid Provider Procedures Manual for listing of
limitations and exclusions.

Benefits unique to STAR Kids: STAR Kids covered services include LTSS. MDCP services are covered for
individuals who qualify for and are approved to receive MDCP.

Texas Health Steps services

Texas Health Steps (THSteps), also known as Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
program, is specifically a children's program under Texas Medicaid which provides medical and dental
preventive care and treatment to Medicaid clients who are birth through 20 years of age. Aetna Better Health will
assist Members and their parents or guardians to:

¢ Find a qualified Texas Health Steps provider enrolled in Medicaid.

e Set up appointments to see a doctor or dentist.

¢ Coordinate with our plan’s non-emergency ambulance transport services.
e Answer questions about eligible services.

For more information about THSteps, please refer to the Texas Health Steps website at
www.txhealthsteps.com or the Texas Medicaid Provider Procedures Manual (TMPPM) at
https:.//www.tmhp.com/resources/provider-manuals/tmppm.

Please consult the Texas Medicaid Provider Procedures Manual for information regarding Texas Health Steps
and Comprehensive Care Program enrollment and training requirements, as well as covered services, including
private duty nursing, prescribed pediatric extended care centers, and therapies.

Documentation of completed Texas Health Steps components and elements

Each of the six components and their individual elements, according to the recommendations established by the
Texas Health Steps periodicity schedule for children as described in the Texas Medicaid Provider Procedures
Manual must be completed and documented in the medical record. Any component or element not completed
must be noted in the medical record.

Any component or element not completed must be noted in the medical record, along with the reason it was not
completed and the plan to complete the component or element. The medical record must contain
documentation on all screening tools used for TB, growth and development, autism, and mental health
screenings. The results of these screenings and any necessary referrals must be documented in the medical
record. THSteps checkups are subject to retrospective review and recoupment if the medical record does not
include all required documentation.

Providers must follow all billing and claims processing requirements, including the use of required procedure
codes, condition indicators, and referral status.

THSteps checkups are made up of six primary components. Many of the primary components include individual
elements. These are outlined on the Texas Health Steps Periodicity Schedule based on age and include:

1. Comprehensive health and developmental history which includes nutrition screening, developmental and
mental health screening, and TB screening.

¢ A complete history includes family and personal medical history along with developmental surveillance and
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screening, and behavioral, social, and emotional screening. The Texas Health Steps Tuberculosis
Questionnaire is required annually beginning at 12 months of age, with a skin test required if screening
indicates a risk of possible exposure.

Comprehensive unclothed physical examination which includes measurements; height or length, weight,
fronto-occipital circumference, BMI percentile, blood pressure, and vision and hearing screening

A complete exam includes the recording of measurements and percentiles to document growth and
development including fronto-occipital circumference (0-2 years), and blood pressure (3-20 years). Vision
and hearing screenings are also required components of the physical exam. It is important to document any
referrals based on findings from the vision and hearing screenings.

Immunizations, as established by the Advisory Committee on Immunization Practices, according to age and
health history, including influenza, pneumococcal, and HPV.

Immunization status must be screened at each medical checkup and necessary vaccines such as
pneumococcal, influenza and HPV must be administered at the time of the checkup and according to the
current ACIP “Recommended Childhood and Adolescent Immunization Schedule-United States,” unless
medically contraindicated or because of parental reasons of conscience including religious beliefs.

The screening provider is responsible for administration of the immunization and are not to refer children to
other immunizers, including Local Health Departments, to receive immunizations.

Providers are to include parental consent on the Vaccine Information Statement, in compliance with the
requirements of Chapter 161, Health and Safety Code, relating to the Texas Immunization Registry (ImmTrac).

Providers may enroll, as applicable, as Texas Vaccines for Children providers. For information, please visit
https://www.dshs.texas.gov/immunize/tvfc/.

Laboratory tests, as appropriate, which include newborn screening, blood lead level assessment
appropriate for age and risk factors, and anemia. All laboratory tests (with the exception of screening for
dyslipidemia, type 2 diabetes, syphilis, HIV, and point-of-care testing for blood lead level in the provider's
office) must be performed by the DSHS Laboratory. Laboratory services are provided by DSHS at no cost to
the provider.

Newborn Screening: Send all Texas Health Steps newborn screens to the DSHS Laboratory Services
Section in Austin. Providers must include detailed identifying information for all screened newborn Members
and the Member’s mother to allow DSHS to link the screens performed at the Hospital with screens
performed at the newborn follow up Texas Health Steps medical checkup.

Anemia screening at 12 months.

Dyslipidemia Screening at 9 to 12 years of age and again 18-20 years of age.
HIV screening at 16-18 years.

Risk-based screenings include:

o Dyslipidemia, diabetes, and sexually transmitted infections including HIV, syphilis, and
gonorrhea/chlamydia.

Health education (including anticipatory guidance) is a federally mandated component of the medical
checkup and is required in order to assist parents, caregivers, and clients in understanding what to expect in
terms of growth and development. Health education and counseling includes healthy lifestyle practices as
well as prevention of lead poisoning, accidents, and disease. Nutritional counseling and counseling for
physical activity are also required components.
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6. Dental referral every 6 months until the parent or caregiver reports a dental home is established. Clients
must be referred to establish a dental home beginning at 6 months of age or earlier if needed. Subsequent
referrals must be made until the parent or caregiver confirms that a dental home has been established. The
parent or caregiver may self-refer for dental care at any age.

Use of the THSteps Child Health Record Forms can assist with performing and documenting checkups
completely, including laboratory screening and immunization components. Their use is optional and
recommended. Each checkup form includes all checkup components, screenings that are required at the
checkup and suggested age-appropriate anticipatory guidance topics. They are available online in the resources
section at www.txhealthsteps.com.

Children of migrant farmworkers

Children of Migrant Farmworkers due for a Texas Health Steps medical checkup can receive their periodic
checkup on an accelerated basis prior to leaving the area. A checkup performed under this circumstance is an
accelerated service but should be billed as a checkup.

Performing a make-up exam for a late Texas Health Steps medical checkup previously missed under the
periodicity schedule is not considered an exception to periodicity nor an accelerated service. It is considered a
late checkup.

STAR covered services

The following details the Member benefit package available to Aetna Better Health Plan STAR Members. Please
refer to the current Texas Medicaid Provider Procedures Manual, found at www.tmhp.com for the listing of
limitations and exclusions.

Covered Services include Medically Necessary:
¢ Emergency and non-emergency ambulance services.
¢ Audiology services, including hearing aids, for adults and children.
¢ Behavioral Health Services, including:
o Inpatient mental health services for children (birth through age 20).
o Acute inpatient mental health services for adults.
o Outpatient mental health services.
o Psychiatry services.
o Mental Health Rehabilitative Services.
o Counseling services for adults (21 years of age and over).
o Collaborative Care Model services.
o Outpatient Substance Use Disorder treatment services including:
e Assessment.
¢ Detoxification services.
e Counseling treatment.
e Medication assisted therapy.
o Residential Substance Use Disorder treatment services including:

o Detoxification services.
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o Substance Use Disorder treatment.
Birthing services provided by a physician and certified nurse midwife (CNM) in a licensed birthing center.
Birthing services provided by a licensed birthing center.
Cancer screening, diagnostic, and treatment services.
Chiropractic services.
Dialysis.
Durable medical equipment and supplies.
Early Childhood Intervention (ECI) services.
Emergency Services.
Family planning services.
Home health care services provided in accordance with 42 C.F.R. 8 440.70, and as directed by HHSC.
Hospital services, including inpatient and outpatient.
Laboratory.
Mastectomy, breast reconstruction, and related follow-up procedures, including:

o Inpatient services: outpatient services provided at an outpatient hospital and ambulatory health care
center as clinically appropriate; and physician and professional services provided in an office, inpatient, or
outpatient setting for:

o All stages of reconstruction on the breast(s) on which medically necessary mastectomy procedure(s)
have been performed.

o Surgery and reconstruction on the other breast to produce symmetrical appearance.

o Treatment of physical complications from the mastectomy and treatment of lymphedemas.

o Prophylactic mastectomy to prevent the development of breast cancer.

o External breast prosthesis for the breast(s) on which medically necessary mastectomy procedure(s) have
been performed.

Medical checkups and Comprehensive Care Program (CCP) Services for children (birth through age 20)
through the Texas Health Steps Program, including private duty nursing, Prescribed Pediatric Extended Care
Center (PPECC) services, certified respiratory care practitioner services, and therapies (speech,
occupational, physical).

Nonemergency Medical Transportation Services, including:

o Demand response transportation services, including Nonmedical Transportation prearranged rides,
shared rides, and public transportation services.

o Mass transit.

o Individual transportation participant mileage reimbursement.

o Meals.

o Lodging.

o Advanced funds.

o Commercial airline transportation services, including out of state travel.

Oral evaluation and fluoride varnish in the Medical Home in conjunction with Texas Health Steps medical
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checkup for children 6 months through 35 months of age.

¢ Outpatient drugs and biologicals; including pharmacy-dispensed and provider administered outpatient
drugs and biologicals.

¢ Drugs and biologicals provided in an inpatient setting.
o Podiatry.
e Prenatal care.

¢ Prenatal care provided by a physician, certified nurse midwife (CNM), nurse practitioner (NP), clinical nurse
specialist (CNS), and physician assistant (PA) in a licensed birthing center.

e Primary care services.

e Preventive services including an annual adult well check for individuals 21 years of age and over.
e Radiology, imaging, and X-rays.

e Specialty physician services.

¢ Mental Health Targeted Case Management.

e Mental Health Rehabilitative Services.

e Therapies — physical, occupational and speech.

e Transplantation of organs and tissues.

¢ Vision (Includes optometry and glasses. Contact lenses are only covered if they are medically necessary for
vision correction that cannot be accomplished by glasses.).

e Telemonitoring, to the extent covered by Texas Government Code §531.01276.

e Telemedicine and Telehealth modalities for the delivery of covered services.
Attention Deficit Hyperactivity Disorder (ADHD)

Treatment services for children diagnosed with ADHD, including follow-up care for children who are prescribed
medications, are covered as outpatient mental health care. Please refer to TMPPM for additional information
about covered benefits.

Prescribed pediatric extended care centers and private duty nursing

A Member has a choice of PDN, PPECC, or a combination of both PDN and PPECC for ongoing skilled nursing.
PDN and PPECC are considered equivalent services and must be coordinated to prevent duplication. A Member
may receive both in the same day, but not simultaneously (e.g., PDN may be provided before or after PPECC
services are provided.) The combined total hours between PDN and PPECC services are not anticipated to
increase unless there is a change in the Member's medical condition, or the authorized hours are not
commensurate with the Member's medical needs. Per 1 Tex. Admin. Code §363.209 (c)(3), PPECC services are
intended to be a one-to-one replacement of PDN hours unless additional hours are medically necessary.

STAR Kids covered services

The following details the Member benefit package available to Aetna Better Health Plan STAR Kids Members.
Please refer to the current Texas Medicaid Provider Procedures Manual, found at www.tmhp.com for the listing
of limitations and exclusions.
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Covered Services include Medically Necessary:
¢ Emergency and non-emergency ambulance services.
e Audiology services, including hearing aids.
¢ Behavioral Health Services, including:
o Inpatient mental health services.

o Mental Health Rehabilitative Services and Mental Health Targeted Case Management for individuals who
are not dually eligible in Medicare and Medicaid.

o Outpatient mental health services.
o Psychiatry services.
o Collaborative Care Model services.
o Substance Use Disorder treatment services including:
o Outpatient services such as
e Assessment.
¢ Detoxification services.
¢ Counseling treatment.
¢ Medication assisted therapy.
o Residential services such as
o Detoxification services.
e Substance Use Disorder treatment.

o Prenatal care provided by a physician, certified nurse midwife (CNM), nurse practitioner (NP), clinical nurse
specialist (CNS), and physician assistant (PA) in a licensed birthing center.

e Birthing services provided by a physician and certified nurse midwife (CNM) in a licensed birthing center.
e Birthing services provided by alicensed birthing center.
e Cancer screening, diagnostic, and treatment services.

e Chiropractic services.

o Day Activity and Health Services (DAHS).

e Dialysis.

¢ Drugs and biologicals provided in an inpatient setting.

o Durable medical equipment and supplies.

e Early Childhood Intervention (ECI) services.

e Emergency Services.

o Family planning services.

¢ Financial Management Services.
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Home health care services provided in accordance with 42 C.F.R. § 440.70, and as directed by HHSC.
Hospital services, including inpatient and outpatient.

Laboratory.

Mastectomy, breast reconstruction, and related follow-up procedures, including:

o Inpatient services: outpatient services provided at an outpatient hospital and ambulatory health care
center as clinically appropriate; and physician and professional services provided in an office, inpatient, or
outpatient setting for:

o All stages of reconstruction on the breast(s) on which medically necessary mastectomy procedure(s)
have been performed.

o Surgery and reconstruction on the other breast to produce symmetrical appearance.
o Treatment of physical complications from the mastectomy and treatment of lymphedemas
o Prophylactic mastectomy to prevent the development of breast cancer.

o External breast prosthesis for the breast(s) on which medically necessary mastectomy procedure(s) have
been performed.

Medical checkups and Comprehensive Care Program (CCP) Services through the Texas Health Steps
Program (EPSDT), including private duty nursing, Prescribed Pediatric Extended Care Center (PPECC)
services, certified respiratory care practitioner services, and therapies (speech, occupational, physical).

Nonemergency Medical Transportation Services, including:

o Demand response transportation services, including Nonmedical Transportation prearranged rides,
shared rides, and public transportation services.

o Mass transit.

o Individual transportation participant mileage reimbursement.

o Meals.

o Lodging.

o Advanced funds.

o Commercial airline transportation services, including out of state travel.

Oral evaluation and fluoride varnish in the Medical Home in conjunction with Texas Health Steps medical
checkup for children 6 months through 35 months of age.

Optometry, glasses and contact lenses if medically necessary.

Outpatient drugs and biologicals; including pharmacy-dispensed and provider administered outpatient
drugs and biologicals.

Personal Care Services (PCS).

Podiatry.

Prescribed pediatric extended care center (PPECC) services.
Primary care services.

Private Duty Nursing (PDN) services.
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e Radiology, imaging, and X-rays.

e Specialty physician services.

e Therapies — physical, occupational and speech.
e Transplantation of organs and tissues.

e Vision services.

Services included for MDCP STAR Kids

Medically and functionally necessary services are covered for Members who meet the functional and financial
eligibility for MDCP STAR Kids.

e Respite Care.

e Supported Employment.

¢ Financial Management Services.

e Adaptive Aids.

e Employment Assistance.

o Flexible Family Support Services.

e Minor home modifications.

e Transition Assistance Services.

Adaptive aids (STAR Kids MDCP Members only)

Adaptive aids are devices necessary to treat, rehabilitate, prevent, or compensate for conditions resulting in
disability or loss of function and enable Members to:

e Perform activities of daily living (ADLS); or
e Control the environment in which they live.

A Member must exhaust any applicable Medicare, Medicaid or other third-party resources for durable medical
equipment and adaptive aids before adaptive aids available under the Medically Dependent Children Program
(MDCP) are authorized. A Member may take an adaptive aid to an out-of-home respite facility for use while
residing there. The service limit on all adaptive aids combined is $4,000 per annual individual service plan (ISP)
period. Items reimbursed with waiver funds are only accessible for items not covered under the state plan.

After any applicable benefits (e.g., durable medical equipment) are exhausted, adaptive aids, including repair
and maintenance not covered by warranty (i.e., batteries), covered through MDCP include, but are not limited to,
the following:

o Vanlifts.

¢ Vehicle modifications.

e Jump seats.

e Tumble form chairs.

o Feeder seats.

e Medically appropriate strollers.

e Barrier-free lifts.

e Stair lifts.

e Environmental control units.

o Alarm systems.
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e Supportrails.

e Electrical work related to use of authorized adaptive aids.
¢ Installation of authorized adaptive aids; and

¢ Repairs to adaptive aids.

This is not an exhaustive list. For adaptive aids not specifically listed above, Aetna Better Health of Texas must
determine the Member has an established assessed need and a compromised health status without the
requested equipment or supplies. Items must be prescribed by a physician and be determined to meet the
criteria. Bids for adaptive aids, such as vehicle modifications, are permitted. The cost of these bids does not count
against the Member's annual limit for adaptive aids. If the cost of a requested adaptive aid exceeds the service
limit, Aetna Better Health of Texas may approve the request only if the Member agrees to pay any costs that are
in excess of the service limit. On an individual basis, Aetna Better Health of Texas may choose to pay the excess
costs on a case-by-case basis with MCO funds. Documentation must include, at a minimum, a description of the
adaptive aid, rationale for exceeding the service limit, the cost incurred to the MCO, the cost incurred to the
Member, the Member's signature, the date of the Member's agreement, and signature of the provider.
Documentation must be on file prior to the MCO authorizing an adaptive aid that exceeds the service limit.

Case Management for Children and Pregnant Women (CPW)

Case Management for Children and Pregnant Women is a Medicaid benefit that assists eligible clients in gaining
access to the necessary medical, social, educational, and other service needs related to their health
condition/health risk or, for a pregnant woman, a high-risk condition. CPW providers must complete an initial
intake with the client, parent, or legal guardian to determine the Member's eligibility.

CPW Providers may include Registered Nurses, Social Workers, Community Health Workers, Doulas, or
Federally Qualified Health Centers. Qualifications of CPW Providers by role are outlined below:

Type Quialifications

All CPW Providers e Mustbe at least 18 years of age,

e Enrolledin Texas Medicaid,

e Approved by HHSC to deliver CPW services.
Providers must also

e Complete a preplanning process with HHSC.

e Complete the HHSC standardized case
management training provided by HHSC.

e Complete Health Insurance Portability and
Accountability Act (HIPAA) training

¢ Note: CPW Authorization to Disclose Protected
Health Information forms in English or Spanish,
located on the HHSC CPW website, must be
completed as necessary to help clients access
services.

¢ Receive an approval letter from HHSC to enroll as

a state Medicaid provider of CPW services.
Providers may be a group or an individual or perform
services under the guidance of an FQHC.

Registered nurse e Holds alicense under Texas Occupations Code
Chapter 301 AND
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Type Qualifications

¢ Hasan associate degree in nursing with at least
two years of cumulative paid full-time work
experience.

OR

Two years of supervised, full-time educational
internship/practicum experience in the past ten years
with children, up to age 21, and/or pregnant women.

Social worker Holds a license, other than a provisional or temporary
license, under Chapter 505, Occupations Code,
appropriate for the individual’s practice, including the
practice of independent social work in the State of

Texas.
Community health worker ¢ Asdefined by Section 48.001, Health, and Safety
Code (see below) AND
¢ Certified by the Department of State Health
Services.

Per Section 48.001 of the Texas Health and Safety
Code, "Promotora" or "community health worker"
means a person who, with or without compensation,
provides a liaison between health care providers and
patients through activities that may include activities
such as assisting in case conferences, providing
patient education, making referrals to health and
social services, conducting needs assessments,
distributing surveys to identify barriers to health care
delivery, making home visits, and providing bilingual
language services.

Doula The provider is a doula who is certified in alignment
with nationally recognized standards and as
determined by HHSC, has:

¢ Five years of experience within the last seven
years as a doula.

e Attendance at three births within the last seven
years.

e Atleastthree written professional letters of
recommendation.

OR

The provider is a doula who does not have five years
of experience but is certified in alignment with
nationally recognized standards and as determined
by HHSC, has:

e Attendance at three births.
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Type Qualifications

e Atleast three written professional letters of
recommendation.

e Training in core competencies that must include:
o Childbirth education.

o Lactation support [or proof of being a certified
lactation counselor (CLC) or International
Board-Certified Lactation Counselor (IBCLC)].

o Nonmedical comfort measures, prenatal
support, and labor support techniques.

o Chronic and acute health conditions during
the perinatal period.

Cultural competency.

Federally Qualified Health Center (FQHC) A federally qualified health center (FQHC) that has
obtained HHSC approval may be eligible to provide
CPW case management services. FQHCs must:

¢ Use the FQHC provider type, specialty code, and
taxonomy to deliver CPW services.

Use their own individual National Provider Identifier
(NPI) to deliver services.

Providers who cannot accept a referral based on approved limitations must redirect the referral to the Texas
Health Steps Hotline (877-847-8377). The approved limitations are as follows:

e The client resides outside the provider’s service area.

e The provider is not contracted with the MCO that is responsible for delivering services to the client.
e The provider has disenrolled as a CPW provider from TMHP.

e The provider cannot serve the individual’s needs.

Providers and their case managers must:

e Operate in accordance with the laws, rules, regulations, and standards of care relating to the practice of their
respective licenses or certifications.

e Provide services according to policies and procedures as published.

e Cease providing services and notify HHSC if the professional license or certification of a provider is
suspended or revoked.

e Provide services convenient to clients, either in their home, an office setting, or other place of the client’s
preference.

o Have knowledge of and coordinate services with providers of health and health-related services, noncovered
services, and other active community resources.

o Develop and maintain a quality management system for the provision of services.
e Submit claims for rendered case management services.

All case management activities must be documented and maintained in a client record. Providers must ensure
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that documentation for case management activities complies with the requirements of Case Management
for Children and Pregnant Women Rule, Medicaid Policy, HIPAA and all other applicable state and federal rules
and regulations.

Aetna Better Health of Texas does not require prior authorization for CPW services. However, CPW services
cannot duplicate services provided by Aetna Better Health of Texas or other services a Member receives prior to
the initiation of CPW services. Providers are encouraged to contact Aetna Better Health of Texas to identify if the
proposed services are a duplication and to facilitate coordination of care.

Community First Choice (CFC) services for STAR Kids Members who qualify for these services

e Personal Care Services — CFC - All qualified Members may receive medically and functionally necessary
Personal Assistance Services under CFC

¢ Habilitation, acquisition, maintenance, and enhancement of skills — All qualified Members may receive this
service to enable the Member to accomplish activities of daily living (ADLS), instrumental activities of daily
living (IADLs) and health related tasks.

¢ Financial Management Services - All Members receiving PAS or Habilitation through the CDS Option must
receive Financial Management Services

o Emergency Response Services — CFC — (Emergency call button) — All qualified Members may receive
necessary Emergency Response Services under CFC

e Support Management — All qualified Members may receive voluntary training on how to select, manage and
dismiss attendants.

Day Activity and Health Services (DAHS) (only for Members 18 of age and older)

Day Activity and Health Services (DAHS) is a Medicaid state plan service available to STAR Kids Members ages
18 and older who require the service because of a chronic medical condition and can benefit therapeutically from
the service. DAHS facilities provide services to individuals residing in the community to prevent premature or
unnecessarily prolonged placement in institutions. Services are designed to address the physical, mental,
medical, and social needs of individuals through the provision of rehabilitative/restorative nursing and social
services which improve or maintain a person's level of functioning. The individual is able to remain in a family
environment, thereby allowing the family a measure of normalcy for their daily activities.

Employment assistance

(Aetna Better Health of Texas responsible for STAR Kids MDCP Members only) Employment Assistance (EA) is
provided to an individual to help the individual locate paid employment in the community.

Financial management services
(Include Support Consultation for Consumer-Directed Service Option only)

Aservice that is provided to an individual participating in the consumer directed services (CDS) option. Assistance
provided to Members who manage funds associated with the services elected for self- direction. The service
includes initial orientation and ongoing training related to responsibilities of being an employer and adhering to legal
requirements for employers.

Flexible family support services (STAR Kids MDCP Members only)

Flexible family support services (FFSS) are individualized and disability-related services that support a Member to
participate in age-appropriate activities such as:

e Childcare.

¢ Independent living; and
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e Post-secondary education.

FFSS include personal care supports for basic activities of daily living and instrumental activities of daily living,
skilled task and delegated skilled task supports. FFSS promote community inclusion in typical child and youth
activities through the enhancement of natural supports and systems and through recognition that these supports
may vary by child, provider, setting and daily routine. Flexible family support services may be delivered by the
Home and Community Support Services Agency (HCSSA) and also may be delivered by attendants or nurses
employed through the Consumer Directed Services option. FFSS are documented on the individual service plan.

Flexible family support services (FFSS) may be used only when the primary caregiver is working, attending
school, or participating in job training, and are delivered in a setting where the delivery of similar supports is not
already required or included as part of the service. For this reason, Aetna Better Health of Texas will not authorize
FFSS during the same time period the individual receives personal care services (PCS) or Community First
Choice (CFC).

Minor home modifications (STAR Kids MDCP Members only)

A minor home modification is a physical modification to a Member's residence necessary to prevent
institutionalization or support de-institutionalization. Minor home modifications are necessary to ensure the
health, welfare, and safety of the Member or to enable the Member to function with greater independence in
their home. If a home modification is requested and the Member or their legally authorized representative (LAR)
does not own the home in which the modification will take place, the Member, LAR, or the service coordinator
must obtain written agreement from the homeowner before a modification is authorized.

The minor home modification lifetime limit is $7,500. The service coordinator may authorize up to $300 per the
individual service plan (ISP) period for maintenance or repairs of minor home modifications previously approved
and reimbursed with waiver funds. The service coordinator does not include $300 maintenance and repair limit
as part of the $7,500 lifetime limit. Bids for minor home modifications are permitted. The cost of these bids does
not count against the Member's lifetime limit.

Minor home modifications are limited to:

e Purchase and installation of permanent and portable ramps not covered by other sources.

e Widening of doorways.

¢ Modification of bathroom facilities; and

o Modifications related to the approved installation or modification of ramps, doorways, or bathroom facilities.
Minor home modifications must:

e Adhere to Americans with Disabilities Act (ADA) requirements.

o Meet Texas Accessibility Standards.

e Meetall applicable state and/or local building codes; and

e Have a minimum one-year warranty.

Minor home modifications do not include the use of deluxe materials, such as granite, marble, or high-end
fixtures. A minor home modification must not create a new structure or add square footage to the home. If the
cost of a requested minor home modification exceeds the service limit, Aetna Better Health of Texas may
approve the request only if the Member agrees to pay any costs that are in excess of the service limit.
Documentation must include, at a minimum, a description of the home modification, rationale for exceeding the
service limit, the cost incurred to the MCO, the cost incurred to the Member, the Member or LAR's signature, the
date of the Member's agreement, and signature of the Provider. Documentation must be on file prior to
authorizing a home modification that exceeds the service limit.
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Personal Care Services

Personal care services (PCS) is a benefit under the Early and Periodic Screening, Diagnosis, and Treatment
Comprehensive Care Program, known in Texas as the Texas Health Steps Comprehensive Care Program
(THSteps-CCP). PCS is available to STAR Kids Members from birth through 20.

PCSis considered medically necessary when:

¢ A Member requires help with activities of daily living (ADLs), instrumental activities of daily living (IADLs), or
health maintenance activities (HMAS).

e The physical, cognitive, or behavioral limitations are related to the Member's disability or chronic
health condition.

¢ The Member's disability or chronic health condition is substantiated by a practitioner statement of need (PSON).

¢ Asdefined by law, PCS includes a range of activities that healthy, nondisabled adults can perform for
themselves. Developing children gradually and sequentially acquire the ability to perform self-care tasks for
themselves. PCS does not include activities that a typically developing child of the same chronological age
would not be able to safely and independently perform without adult supervision. As required by law, a
Member's responsible adult must perform ADLs, IADLs and HMAs on behalf of the individual to the extent
that the need to do so would exist in a typically developing child of the same chronological age.

PCS includes:
e Assistance with ADLs and |IADLSs.

¢ Nurse-delegated tasks and HMAs within the scope of PCS, as permitted by program policy and 22 Texas
Administrative Code Chapter 225 (relating to RN Delegation to Unlicensed Personnel and Tasks not
Requiring Delegation in Independent Living Environments for Clients with Stable and Predictable Conditions).

¢ Hands-on assistance, cueing, redirecting, or intervening to accomplish the approved PCS task.

The amount and duration of PCS is determined by an assessment and is based on the intensity of need,
caregiver barriers, and the time periods when PCS tasks are required by the Member, as they occur over the
course of a 24-hour day and a seven-day week. PCS may be authorized to support a Member's primary
caregiver(s) but may not be authorized to supplant a Member's natural support, nor to provide a Member's total
care. PCS is limited to community settings and must not duplicate services that are the legal responsibility of the
school district. A Member may not be authorized to receive both PCS and Community First Choice (CFC)
services at the same time.

Members who receive services through the following 1915(c) waiver programs receive CFC services through
their waiver program and are not eligible to receive PCS through Aetna Better Health of Texas:

e Community Living Assistance and Support Services (CLASS).
e Deaf Blind with Multiple Disabilities (DBMD).
¢ Home and Community-based Services (HCS).

e Texas Home Living (TxHmL) Program.
Private Duty Nursing (PDN)

PDN services are a Texas Medicaid Texas Health Steps-Comprehensive Care Program (THSteps-CCP) benefit.
PDN services are nursing services, described by the Texas Nursing Practice Act and its implementing
regulations. These services are for clients who meet the medical necessity criteria and who require
individualized, continuous, skilled care beyond the level of skilled nursing (SN) visits normally authorized under
Texas Medicaid Home Health SN and Home Health Aide (HHA) services.
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Aetna Better Health of Texas follows all state rules and TMPPM policies governing PDN. These include but are
not limited to:

¢ Texas Administrative Code (TAQC) Title 1, Part 15, Chapter 363, Subchapter C, 1 TAC Sections 363.301(c),
363.303(6) and 363.311(b).

¢ Texas Medicaid's THSteps-CCP PDN policy in Section 4 of the TMPPM’s Home Health Nursing and
Private Duty Nursing Services Handbook.

Respite care (STAR Kids MDCP Members only)

Respite is a service that provides temporary relief from caregiving to the Member’s primary caregiver during the
times when the primary caregiver would normally provide care. The primary caregiver may be the Member's
parent(s), guardian, a family Member, or spouse, if married.

In-home respite may be delivered by an attendant, LVN, or RN through a home and community support services
agency (HCSSA), also called a home health agency, or through the Consumer Directed Services (CDS) option. In-
home respite is not limited to the individual’s place of residence. Respite may also be provided in other
community settings.

Respite must not be provided at the same time as a duplicative service, such as Community First Choice (CFC) or
private duty nursing (PDN). Duplication occurs when Medically Dependent Children Program (MDCP) respite
provided by a nurse is rendered at the same time as another in-home nursing service (such as PDN), or when
MDCP respite provided by an attendant is rendered at the same time as another attendant care service (such as
CFC). Because respite provides relief to the primary caregiver if the caregiver would normally be providing
services, respite may be authorized at the same time. For example, a nurse providing PDN is in the Member's
home for the purpose of such services as suctioning or monitoring vitals and an MDCP respite attendant is in the
home at the same time providing CFC to the Member to relieve the caregiver of tasks they would normally be
responsible for performing. Circumstances which require two personnel for a two-person transfer are not
considered a duplication of services. In that case, the private duty nurse and MDCP respite attendant could
collaborate to accomplish the transfer.

Note: Respite must not be authorized in place of PDN where PDN is most appropriate. Respite is intended to
provide relief to the primary caregiver and must only be authorized for that purpose.

Aetna Better Health of Texas determines the number of units of respite to authorize for an MDCP Member, based
on the Member or legally authorized representative's preferences, level of care, and the Member's approved cost
limit. Specialized nursing rates will be paid when a Member requires, as determined by a physician, daily skilled
nursing to cleanse, dress, and suction a tracheostomy or daily skilled nursing assistance with ventilator or
respirator care. Members may set aside funds within the individual service plan (ISP) and "bank" respite hours to
use at later point in the ISP year. Members have flexibility in the use of respite hours and may carry over respite
hours from week to week and month to month. A Member cannot carry respite hours over from an expiring ISP
to the new ISP.

Supported employment

(Aetna Better Health of Texas responsible for STAR Kids MDCP Members only) Supported Employment (SE)
services help an individual sustain competitive employment to an individual who, because of a disability, requires
intensive, ongoing support to be self-employed, work from home, or perform in a work setting at which
individuals without disabilities are employed.

Transition Assistance Services [TAS] (STAR Kids MDCP Members only)

TAS may be used if the individual needs assistance in setting up a household when relocating into the community
from a nursing facility. TAS may be used for those necessary expenses identified as barriers to the individual’'s
transition into the community to set up a household. TAS may include, but is not limited to, payment or purchases of:
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e Security deposits required to lease an apartment or house, or deposits required to establish utility services for
the home.

e Essential furnishings for the apartment or house.
¢ Moving expenses required to move into the house or apartment; and

e Site preparation services, such as pest eradication, allergen control or a one-time cleaning
before occupancy.

Aetna Better Health of Texas may require the individual or their legally authorized representative (LAR) to attest
that the items requested for TAS are the basic, essential needs required to move into the community, and they
agree the TAS agency selected is authorized to make the purchases for them. The service coordinator must
explain to the individual or their LAR that the service will not be authorized until the individual is determined
eligible for MDCP waiver services and notified in writing that they are eligible. The service coordinator must
contact the individual or their LAR before certification to verify they have made arrangements for relocating to
the community and has finalized a projected discharge date.

The service coordinator may authorize Transition Assistance Services (TAS) to pay deposits, which include
security deposits for residential leases and household utilities, including basic telephone service. Security
deposits or utility deposits must be in the individual’'s name.

Residential leases — A security deposit is a one-time expense, and the amount may be no more than the
equivalent of two months' rent. The service coordinator must not authorize TAS to pay rent. TAS may be
accessed to pay for pet deposits only if the pet is the individual's service animal.

Household utilities — TAS may be used to pay for utility deposits to establish accounts in the individual's name or to
pay for arrears on previous utilities if the account is in the individual’s name and they will not be able to get the utilities
unless the previous balance is paid. TAS cannot be used for payment toward utilities. TAS may be used to pay for a
telephone since it is a basic need but may not be used to purchase minutes or services for the telephone.

TAS funds can be used to pay for initial setup or reconnection fees for propane or butane service, including the
minimal supply of fuel if the utility company requires a minimal supply of fuel to be delivered during the initial or
reconnection service call.

Essential furnishings — TAS household items that, if absent, would pose a barrier to the individual’s transition into
the community. Essential furnishings purchased with TAS funds may include furniture, appliances, housewares,
and cleaning supplies.

Furniture — TAS can be used to purchase furniture such as a bed, recliner, or dinette if the individual’s place of
residence does not have the needed furniture and the absence of the item prevents the transition into the
community.

Appliances - TAS can be used to purchase appliances such as a refrigerator, stove, washer, dryer, microwave
oven, electric can opener, coffee pot or toaster if the individual identifies these appliances as needed items.

Housewares — TAS can be used to purchase basic housewares such as pots, pans, dishes, silverware, cooking
utensils, linens, towels, a clock, and other small items required to set up the household.

Cleaning supplies — TAS can be used to purchase basic cleaning supplies such as a mop, broom, vacuum,
brushes, soaps, and cleaning agents required for the household.

Other - TAS can be used to purchase any special request from the individual not included in the general list that
meets the criteria as a basic essential furnishing to transition into the community, if approved by Aetna Better
Health of Texas.

Transition Assistance Services (TAS) can be used to pay for moving expenses, which may include the cost of moving
the individual’s belongings from the nursing facility to the community residence, or delivery charges on approved
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TAS items. Moving expenses may include the cost of a designated mover or retail store to deliver or move furniture,
major appliances and other items approved as required for relocation to the community. Moving expenses do not
include the cost of transporting the individual from the nursing facility to their residence in the community.

Transition Assistance Services (TAS) can be used to pay for preparing the individual’s place of residence for
occupancy if the current condition of the residence prevents the individual’s transition from the nursing facility.
Site preparation purchased with TAS funds may include one-time expenses such as pest eradication, allergen
control and residential cleaning.

Pest eradication— TAS can be used if the residence has been unattended and needs some type of extermination.

Allergen control — TAS can be used if the residence has been unattended, or the individual is moving into a place
that poses a respiratory health problem.

One-time cleaning — TAS can be used if the individual’s residence has been unattended, or the individual is
moving into a private home or apartment where pre-move-in cleaning should not be expected. For example, a
family friend has an empty house available but cannot provide the cleaning.

The service limit on Transition Assistance Services (TAS) has a $2,500 lifetime limit per individual.
TAS may hot be used for:

e Monthly rent or mortgage expenses.

e Current or future use of utilities.

e Service upgrades.

¢ Food items; or any diversional or recreational items or services, including televisions, video players or
recorders, movies, games, computers, cable TV, satellite TV, exercise equipment, vehicles, or other modes
of transportation.

TAS does not include any items or services that may be accessed through other MDCP services, such as
adaptive aids or minor home modifications. TAS is only available to individuals who are discharged from a
nursing facility and require TAS to set up a household.

While Aetna Better Health of Texas makes every effort to confirm the Member has definite plans to leave the
facility, there may be situations in which the Member changes their mind or has a change in health making it
impossible for them to relocate to the community as planned. In this situation, Aetna Better Health of Texas
notifies the Transition Assistance Services (TAS) agency that the Member is no longer moving, and no further
items are to be purchased.

The TAS agency must attempt to return any item(s) purchased on behalf of the individual and collect a refund for
the purchase. The TAS agency also must attempt to recoup security, utility and other deposits paid on behalf of
the individual. Failure to leave a facility does not count against a Member's lifetime TAS limit.

o Ifthe TAS agency is unsuccessful in returning the item(s) for monies paid, or the deposits paid on behalf of
the individual cannot be recouped, the TAS agency is entitled to the cost of the item(s) and/or
reimbursement for deposits paid, not to exceed the authorized amount. The TAS agency sends Aetna Better
Health of Texas written notice stating the item(s) could not be returned or the deposits could not be
recouped. Aetna Better Health of Texas contacts a local charity to donate the items and makes
arrangements for pick up. The charity must serve individuals whose needs are similar to those of the
individual for whom the items were purchased or must be dedicated to assisting the individual to establish
ahome.

o Ifthe TAS agency is able to return the item(s) or receives the deposits back, the TAS agency is not entitled to
reimbursement. If the TAS agency recoups part of the monies paid, the TAS agency is entitled to the costs of
the item(s) or deposits less any monies recouped. Any claims that had been filed and paid for the item(s) or
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deposits would need to be adjusted by the TAS agency to pay the monies back to Aetna Better Health of Texas.

¢ Ifaservice has already been provided (for example, pest eradication), the TAS agency is entitled to the cost
of the service, not to exceed the authorized amount.

If the Member is only in the community for a few days and returns to the nursing facility, the Member keeps the
item(s) purchased through TAS.

Personal Care Services (Prescribed Pediatric Extended Care Centers and Private
Duty Nursing)

A Member has a choice of Private Duty Nursing (PDN), Prescribed Pediatric Extended Care Center (PPECC), ora
combination of both PDN and PPECC for ongoing skilled nursing. PDN and PPECC are considered equivalent
services and must be coordinated to prevent duplication. A Member may receive both in the same day, but not
simultaneously (e.g., PDN may be provided before or after PPECC services are provided.) The combined total
hours between PDN and PPECC services are not anticipated to increase unless there is a change in the
Member's medical condition, or the authorized hours are not commensurate with the Member's medical needs.
Per 1 Tex. Admin. Code 8363.209 (c)(3), PPECC services are intended to be a one-to-one replacement of PDN
hours unless additional hours are medically necessary.

Attention Deficit Hyperactivity Disorder (ADHD)

Treatment services for children diagnosed with ADHD, including follow-up care for children who are prescribed
medications, are covered as outpatient mental health care. Please refer to TMPPM for additional information
about covered benefits.

Support consultation

SC is an optional service component that offers practical skills training and assistance to enable a Member or his
legally authorized representative (LAR) to successfully direct those services the Member or the legally authorized
representative chooses for consumer-direction. This service is provided by a certified support advisor (SA) and
includes skills training related to recruiting, screening, and hiring workers, preparing job descriptions, verifying
employment eligibility and qualifications, completion of documents required to employ an individual, managing
workers, and development of effective back-up plans for services considered critical to the Member's health and
welfare in the absence of the regular provider or an emergency situation. Skill training involves such activities as
training and coaching the employer regarding how to write an advertisement, how to interview potential job
candidates, and role-play in preparation for interviewing potential employees.

In addition, the support advisor assists the Member or LAR to determine staff duties, to orient and instruct staff in
duties and to schedule staff. The SA also assists the Member or LAR with activities related to the supervision of
staff, the evaluation of the job performance of staff, and the discharge of staff when necessary. This service
provides enough information and assistance to ensure that Members and their representatives understand the
responsibilities involved with consumer direction. SC does not address budget, tax, or workforce policy issues.

The State defines SC activities as the types of support provided beyond that provided by the financial
management services provider. The scope and duration of SC will vary depending on a Member’s need. SC may
be provided by a certified SA associated with a consumer directed services agency selected by the Member or
by an independent certified SA hired by the Member. SC has a specific reimbursement rate and is a component
of the Member's service budget. In conjunction with the service planning team, the Member or LAR determines
the level of SC necessary for inclusion in each Member's service plan.

Non-emergency Ambulance Transport Services

Non-emergency transport is defined as ambulance transport provided for a Medicaid client to or from a
scheduled appointment, to or from a licensed facility for treatment, or to the client's home after discharge from a
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hospital when the client has a medical condition such that the use of an ambulance is the only appropriate
means of transportation (i.e. alternate means of transportation are medically contraindicated).

In this circumstance, contraindicated means that the client cannot be transported by any other means from the
origin to the destination without endangering the individual’s health.

A Medicaid-enrolled physician, nursing facility, health-care provider, or other responsible party is required to
obtain authorization before an ambulance is used to transport a client in circumstances not involving an
emergency. Requests can be faxed to 1-866-835-9589 or submitted via the provider website at Availity
https://apps.availity.com/availity/web/public.elegant.login or the Aetna Provider Web Portal which is found
at https://medicaid.aetna.com/MWP/landing/home. All requests require clinical information to support the
need for the Member to be transported by nonemergent ambulance transportation. The ambulance provider
may not submit the request. If requests for nonemergent ambulance transportation occur after business hours,
then a retrospective review will be conducted if the request is received the next business day.

Prior authorization is needed for non-emergent air transport and non-emergent ambulance services.
Non-Emergency Medical Transportation (NEMT) services

What are NEMT services?

Access2Care provides transportation to covered health care services for Medicaid Members who have no other
means of transportation. Such transportation includes rides to the doctor, dentist, hospital, pharmacy, and other
places an individual receives Medicaid services. Access2Care does NOT include ambulance trips.

What services are part of Access2Care?

e Passes or tickets for transportation such as mass transit within and between cities or states, including by rail
or bus.

o Commercial airline transportation services.

e Demand response transportation services, which is curb-to-curb service transportation in private buses,
vans, or sedans, including wheelchair-accessible vehicles, if necessary.

¢ Mileage reimbursement for an individual transportation participant (ITP) for a verified completed trip to a
covered health care service. The ITP can be the Member, the Member’s family Member, friend, or neighbor.

o Members 20 years old or younger may be eligible to receive the cost of meals associated with a long-
distance trip to obtain covered health care service. The daily rate for meals is $25 per day for the Member
and $25 per day for an approved attendant.

o Members 20 years old or younger may be eligible to receive the cost of lodging associated with a long-
distance trip to obtain a covered health care service. Lodging services are limited to the overnight stay and do
not include any amenities or incidentals, such as phone calls, room service, or laundry service.

e Members 20 years old or younger may be eligible to receive funds in advance of a trip to cover authorized
NEMT services.

If you have a Member needing assistance while traveling to and from his or her appointment with you,
Access2Care will cover the costs of an attendant. You may be asked to provide documentation of medical
necessity for transportation of the attendant to be approved. The attendant must remain at the location where
covered health care services are being provided but may remain in the waiting room during the Member’s
appointment.

Children 14 years old and younger must be accompanied by a parent, guardian, or other authorized adult.
Children 15-17 years of age must be accompanied by a parent, guardian, or other authorized adult or have
consent from a parent, guardian, or other authorized adult on file to travel alone. Parental consent is not required
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if the covered health care service is confidential in nature.

If you have a Member, you think would benefit from receiving NEMT services, please refer him or her to
Access2Care at 1-866-411-8920 for more information.

Timeframes

Call Access2Care at 1-866-411-8920, two business days before your appointment to schedule a ride. They are
open 24 hours a day, 7 days a week.

Exceptions to the 2-business day wait or urgent trips:

e Hospital discharges (no prior authorization needed, and discharges have a 3-hour window for Member
pick-up).

e Urgentfacility.

o Pharmacy services.

¢ Urgentdental.

e Urgent visit PCP.

Long distance trips

Medically necessary appointments with an in-network provider can be scheduled beyond 75 miles from the
Member’s home. This will require prior authorization. Trips should be scheduled at least five business days in
advance.

Emergency Ambulance Transportation

When the Member’s condition is life-threatening and trained attendants must use special equipment, life support
systems or close monitoring while enroute to the nearest appropriate facility, the ambulance transport is deemed
an emergency service.

Non-Emergency Ambulance Transportation

When a Member has a medical problem requiring treatment in another location and is so severely disabled that
the use of an ambulance is the only appropriate means of transfer, the ambulance service requires prior
authorization and coordination by Aetna Better Health of Texas.

Medical Transportation value-added service

Aetna Better Health of Texas offers Members and their caregivers non-emergent transportation assistance
through bus tokens or cab fare when needed to attend WIC offices, plan sponsored community events/classes,
or attend Member Advisory Group meetings for which Medicaid transportation program services are not
available. Our Member Services Department will coordinate based on transportation need.

Coordination with Non-Medicaid Managed Care covered services

In addition to Aetna Better Health of Texas coverage, STAR and STAR Kids Members are eligible for the services
described below. Aetna Better Health of Texas and our network providers are expected to refer to and
coordinate with these programs. These services are described in the Texas Medicaid Provider Procedures
Manual (TMPPM).

o Texas Health Steps dental (including orthodontia) administered by a dental managed care organization.
e Texas Health Steps environmental lead investigation (ELI).

e Early Childhood Intervention (ECI) targeted case management/service coordination.

e Early Childhood Intervention Specialized Skills Training.
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e Texas School Health and Related Services (SHARS).

e Department of Assistive and Rehabilitative Services (DARS) Blind Children’s Vocational Discovery and
Development Program.

o Tuberculosis services provided by DSHS-approved providers (directly observed therapy and contact
investigation).

e Health and Human Services Commission (HHSC) hospice services.
e Admissions to inpatient mental health facilities as a condition of probation.
e For STAR, Texas Health Steps Personal Care Services for Members birth through age 20.

o HHSC contracted providers of long-term services and supports (LTSS) for individuals who have intellectual or
developmental disabilities.

e HHSC contracted providers of case management or service coordination services for individuals who have
intellectual or developmental disabilities.

e HHSC or DSHS HCBS Waiver programs, including CLASS, DBMD, HCS, TxHmL, and YES.
¢ PASRR screenings, evaluations, and specialized services.
¢ Court-Ordered Commitments to inpatient mental health facilities as condition of probation.

CHIP covered services

Aetna Better Health provides CHIP services as outlined below. Please refer to the following pages for a listing of
limitations and exclusions for CHIP and CHIP Perinate Newborn Members; limitations and exclusions for CHIP
Perinate Unborn Child Members follow separately.

There is no lifetime maximum on benefits; however, 12-month period or lifetime limitations do apply to certain
services, as specified in the following chart. Co-pays:

o Apply for CHIP Members until a family reaches its specific cost-sharing maximum.
e Do not apply to CHIP Perinate Newborn Members.
e Do not apply to CHIP Perinate Unborn Child Members.

CHIP Perinate Newborns are eligible for 12-months continuous coverage, beginning with the month of
enrollment as a CHIP Perinate.

Covered services for CHIP Members must meet the CHIP definition of Medically Necessary covered services.
Medically necessary covered services mean:

1. Dental services and non-behavioral health services that are:

a. Reasonable and necessary to prevent illnesses or medical conditions, or provide early screening,
interventions, or treatments for conditions that cause suffering or pain, physical deformity, or limitations in
function, threaten to cause or worsen a disability, cause illness or infirmity of a Member, or endanger life.

b. Provided at appropriate facilities and at the appropriate levels of care for the treatment of a Member’s
Health conditions.

c. Consistent with health care practice guidelines and standards that are endorsed by professionally
recognized health care organizations or governmental agencies.

d. Consistent with the Member’s diagnoses.

e. No more intrusive or restrictive than necessary to provide a proper balance of safety, effectiveness,
and efficiency.
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f.

Not experimental or investigative; and

g. Not primarily for the convenience of the Member or provider.

2. Behavioral health services that:

h.

Are reasonable and necessary for the diagnosis or treatment of a mental health or chemical dependency

disorder, or to improve, maintain, or prevent deterioration of functioning resulting from such a disorder.

health care.

quality of care rendered.

. Are not experimental or investigative.

CHIP and CHIP Perinate newborn Members

covered benefits

Inpatient general acute and inpatient rehabilitation
hospital services

Hospital-provided Physician or Provider services.
Semi-private room and board (or private if
medically necessary as certified by attending).
General nursing care.

Special duty nursing when medically necessary.
ICU and services.

Patient meals and special diets.

Operating, recovery and other treatment rooms.
Anesthesia and administration (facility technical
component).

Surgical dressings, trays, casts, splints.

Drugs, medications, and biologicals.

Blood or blood products that are not provided
free-of-charge to the patient and their
administration.

X-rays, imaging, and other radiological tests
(facility technical component).

Laboratory and pathology services (facility
technical component).

Machine diagnostic tests (EEGs, EKGs, etc.).
Oxygen services and inhalation therapy.
Radiation and chemotherapy.

Access to DSHS-designated Level lll perinatal
centers or Hospitals meeting equivalent levels
of care.

Are the most appropriate level or supply of service that can be safely provided.

Are not primarily for the convenience of the Member or provider.

Limitations

Requires authorization for non-
emergency care and care
following stabilization of an
Emergency Condition.

Requires authorization for in-
network or out- of-network
facility and Physician services for
a mother and her newborn(s)
after 48 hours following an
uncomplicated vaginal delivery
and after 96 hours following an
uncomplicated delivery by
caesarian section. Exception:
Normal Newborn stays less than
5 days.

Are in accordance with professionally accepted clinical guidelines and standards of practice in behavioral

Are furnished in the most appropriate and least restrictive setting in which services can be safely provided.

Could not be omitted without adversely affecting the Member’s mental and/or physical health or the

Copayments for
CHIP Members

Co-payment per
admission.
$35-125 based on

Federal Poverty Level
(FPL).
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CHIP and CHIP Perinate newborn Members Limitations Copayments for

covered benefits CHIP Members

¢ In-network or out-of-network facility and
Physician services for a mother and her
newborn(s) for a minimum of 48 hours following
an uncomplicated vaginal delivery and 96
hours following an uncomplicated delivery by
caesarian section.

¢ Hospital, physician, and related medical services,
such as anesthesia, associated with dental care.

¢ Inpatient services associated with (a)miscarriage
or (b) a non-viable pregnancy (molar pregnancy,
ectopic pregnancy, or a fetus that expired
in utero.).

Inpatient services associated with miscarriage or non-

viable pregnancy include, but are not limited to:

¢ Dilation and curettage (D&C) procedures.

e Appropriate provider-administered medications.

e Ultrasounds.

¢ Histological examination of tissue samples.

e Pre-surgical or post-surgical orthodontic services
for medically necessary treatment of craniofacial
anomalies requiring surgical intervention and
delivered as part of a proposed and clearly
outlined treatment plan to treat:

o Cleftlip and/or palate.

o Severe traumatic, skeletal, and/or congenital
craniofacial deviations.

o Severe facial asymmetry secondary to skeletal
defects, congenital syndrome conditions
and/or tumor growth or its treatment.

o Surgical implants.

o Other artificial aids including surgical implants.
Inpatient services for a mastectomy and breast
reconstruction include:

o All stages of reconstruction on the affected breast.

¢ External breast prosthesis for the breast(s) on
which medically necessary mastectomy
procedures(s) have been performed.

e Surgery and reconstruction on the other breast to
produce symmetrical appearance.

e Treatment of physical complications from the
mastectomy and treatment of lymphedemas.
Implantable devices are covered under Inpatient and

Outpatient services and do not count towards the

DME 12-month period limit.
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CHIP and CHIP Perinate newborn Members
covered benefits

Limitations

Copayments for

CHIP Members

Skilled nursing facilities (includes rehabilitation

hospitals)

Services include, but are not limited to, the following:

e Semi-private room and board.

¢ Regular nursing services.

e Rehabilitation services.

e Medical supplies and use of appliances and
equipment furnished by the facility.

Requires prior authorization and
physician prescription.

None

Outpatient hospital, comprehensive outpatient

rehabilitation hospital, clinic (including health

center) and ambulatory health care center

Services include, but are not limited to, the following

services provided in a hospital clinic or emergency

room, a clinic or health center, hospital-based

emergency department or an ambulatory health care

setting:

e X-ray,imaging, and radiological tests (technical
component).

e Laboratory and pathology services (technical
component).

e Machine diagnostic tests.

e Ambulatory surgical facility services.

¢ Drugs, medications, and biologicals.

e Casts, splints, dressings.

¢ Preventive health services.

e Physical, occupational and speech therapy.

e Renal dialysis.

e Respiratory services.

e Radiation and chemotherapy.

¢ Blood or blood products that are not provided
free-of-charge to the patient and the
administration of these products.

¢ Facility and related medical services, such as
anesthesia, associated with dental care, when
provided in a licensed ambulatory surgical facility.

¢ QOutpatient services associated with (a)
miscarriage or (b) a non-viable pregnancy (molar
pregnancy, ectopic pregnancy, or a fetus that
expired in utero).

Outpatient services associated with miscarriage or

non-viable pregnancy include, but are not limited to:

¢ Dilation and curettage (D&C) procedures.

e Appropriate provider administered medications.

Ultrasounds.

Histological examination of tissue samples.

May require prior authorization
and physician prescription.

$0 -10 copayment
for generic drugs,
depending on FPL.

$5-35 copayment
for brand drugs,
dependingon FPL .

$5-25 copayment for
insulin, depending on
FPL.

Copays for insulin
cannot exceed $25
per prescription for a
30-day supply.
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CHIP and CHIP Perinate newborn Members
covered benefits

Limitations

Copayments for

CHIP Members

Pre-surgical or post-surgical orthodontic services for
medically necessary treatment of craniofacial
anomalies requiring surgical intervention and
delivered as part of a proposed and clearly outlined
treatment plan to treat:

e Cleftlip and/or palate.

e Severe traumatic, skeletal, and/or congenital
craniofacial deviations Severe facial asymmetry
secondary to skeletal defects, congenital
syndrome conditions and/or tumor growth or its
treatment.

e Surgical implants.

e Other artificial aids including surgical Implants.

Outpatient services provided at an outpatient hospital

and ambulatory health care center for a mastectomy

and breast reconstruction as clinically appropriate,
include:

¢ All stages of reconstruction on the affected breast

o External breast prosthesis for the breast(s) on
which medically necessary mastectomy
procedures(s) have been performed.

e Surgery and reconstruction on the other breast to
produce symmetrical appearance.

e Treatment of physical complications from the
mastectomy and treatment of lymphedemas.
Implantable devices are covered under inpatient and

outpatient services and do not count towards the

DME 12-month period limit.

External breast prosthesis for the breast(s) on which

medically necessary mastectomy procedures(s) have

been performed Surgery and reconstruction on the
other breast to produce symmetrical appearance.

Physician/physician extender professional

services

Services include, but are not limited to the following:

¢ American Academy of Pediatrics recommended
well-child exams and preventive health services
(including but not limited to vision and hearing
screening and immunizations).

e Physician office visits, in-patient, and
outpatient services.

e Laboratory, x-rays, imaging, and pathology
services, including technical component and/or
professional interpretation.

e Medications, biologicals, and materials
administered in physician’s office.

Requires prior authorization
for all out-of-network specialty
referrals.

$5-25 copayment for
non-preventative
office visit,
depending on FPL.
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CHIP and CHIP Perinate newborn Members Limitations Copayments for

covered benefits CHIP Members

e Allergy testing, serum, and injections.

Professional component (in/outpatient) of surgical

services, including:

e Surgeons and assistant surgeons for surgical
procedures including appropriate follow-up care.

e Administration of anesthesia by Physician (other
than surgeon) or CRNA.

e Second surgical opinions.

e Same-day surgery performed in a hospital without
an over-night stay.

¢ |nvasive diagnostic procedures such as
endoscopic examinations.

¢ Hospital-based Physician services (including

Physician-performed technical and interpretive

components).

e Physician and professional services for a
mastectomy and breast reconstruction include:

o All stages of reconstruction on the affected
breast.

o External breast prosthesis for the breast(s) on
which medically necessary mastectomy
procedures(s) have been performed.

o Surgery and reconstruction on the other
breast to produce symmetrical appearance.

o Treatment of physical complications from the
mastectomy and treatment of lymphedemas.

¢ In-network and out-of-network physician services
for a mother and her newborn(s) for a minimum of

48 hours following an uncomplicated vaginal

delivery and 96 hours following an uncomplicated

delivery by caesarian section.
¢ Physician services medically necessary to support

a dentist providing dental services to a CHIP

Member such as general anesthesia or

intravenous (IV) sedation.

¢ Physician services associated with (a) miscarriage
or (b) a non-viable pregnancy (molar pregnancy,
ectopic pregnancy, or a fetus that expired in
utero). Physician services associated with
miscarriage or non-viable pregnancy include, but
are not limited to:

o Dilation and curettage (D&C) procedures.

o Appropriate provider-administered
medications.

o Ultrasounds.

o Histological examination of tissue samples.
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CHIP and CHIP Perinate newborn Members
covered benefits

Limitations

Copayments for

CHIP Members

e Pre-surgical or post-surgical orthodontic services
for medically necessary treatment of craniofacial
anomalies requiring surgical intervention and
delivered as part of a proposed and clearly
outlined treatment plan to treat:

o Cleftlip and/or palate.

o Severe traumatic, skeletal, and/or congenital
craniofacial deviations.

o Severe facial asymmetry secondary to skeletal
defects, congenital syndrome conditions
and/or tumor growth or its treatment.

Prenatal Care and Pre-Pregnancy Family Services
and Supplies

Primary and preventive health
benefits do not include pre-

$5-25 copayment for
non-preventative

devices and disposable medical supplies

Covered services include DME (equipment that can
withstand repeated use and is primarily and
customarily used to serve a medical purpose,
generally is not useful to a person in the absence of
illness, injury, or disability, and is appropriate for use in
the home), including devices and supplies that are
medically necessary and necessary for one or more
activities of daily living and appropriate to assist in the
treatment of a medical condition, including:

e Orthotic braces and orthotics.

e Dental devices.

and physician prescription.

$20,000 per 12-month period
limit for DME, prosthetics,
devices, and disposable medical
supplies (implantable devices,
diabetic supplies and equipment
are not counted against this cap).

Covered, unlimited prenatal care and medically pregnancy family reproductive | office visit,
necessary care related to diseases, illness, or services and supplies, or depending on FPL
abnormalities related to the reproductive system, prescription medications

and limitations and exclusions to these services prescribed only for the purpose

are described under inpatient, outpatient, and of primary and preventive

physician services. reproductive health care.

Birthing center services Limited to facility services (e.g., None
Covers birthing services provided by a licensed labor and delivery) Coverage only

birthing center. applies to CHIP Members.

Services rendered by a Certified Nurse Midwife or None
physician in a licensed birthing center.

CHIP Members: Covers prenatal, birthing, and

postpartum services rendered in a licensed

birthing center.

CHIP Perinate Newborn Members: Covers

services rendered to a newbornimmediately

following delivery.

Durable medical equipment (DME), prosthetic May require prior authorization None
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CHIP and CHIP Perinate newborn Members
covered benefits

Limitations

Copayments for

CHIP Members

e Prosthetic devices such as artificial eyes, limbs,
braces, and external breast prostheses.

e Prosthetic eyeglasses and contact lenses for the
management of severe ophthalmologic disease.

e Hearing aids.

Diagnosis-specific disposable medical supplies,

including diagnosis-specific prescribed specialty

formula and dietary supplements.

Home and community health services

Services that are provided in the home and

community, including, but not limited to:

¢ Home infusion.

e Respiratory therapy.

e Visits for private duty nursing (R.N., L.V.N.).

e Skilled nursing visits as defined for home health
purposes (may include R.N. or L.V.N.).

e Home health aide when included as part of a plan
of care during a period that skilled visits have been
approved.

Speech, physical and occupational therapies.

Requires prior authorization and
physician prescription.

Services are not intended to
replace the CHILD'S caretaker or
to provide relief for the caretaker.

Skilled nursing visits are provided
on intermittent level and not
intended to provide 24-hour
skilled nursing services.

Services are not intended to
replace 24-hour inpatient or
skilled nursing facility services.

None

Inpatient mental health services
Mental health services, including for serious mental
illness, furnished in a free-standing psychiatric
hospital, psychiatric units of general acute care
hospitals and state operated facilities, including but
not limited to:
¢ Neuropsychological and psychological testing.
e Inpatient psychiatric services ordered:
o Under the provisions of the Texas Health and
Safety Code, Chapters 573 or 574, and the
Texas Code of Criminal Procedure,
Chapter 46B.
o Or as a condition of probation.

Requires prior authorization for
non-emergency services.

Does not require PCP referral.

$35-125 payment
per admission, based
onFPL.

Outpatient mental health services

Mental health services, including for serious mental

illness, provided on an outpatient basis, including, but

not limited to:

e The visits can be furnished in a variety of
community-based settings (including school and
home-based) or in a state operated facility.

e Neuropsychological and psychological testing.

e Medication management.

e Rehabilitative day treatments.

May require prior authorization.
Does not require PCP referral.

QMHP-CS is defined by the
Texas Department of State
Health Services (DSHS) in Title 25
T.A.C., Part |, Chapter 412,
Subchapter G, Division
1),8412.303(48).

QMHP-CSs work through a

None
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CHIP and CHIP Perinate newborn Members

covered benefits

Limitations

Copayments for
CHIP Members

e Residential treatment services.
e Sub-acute outpatient services (partial
hospitalization or rehabilitative day treatment).
e  Skills training (psycho-educational skill
development).
¢ Outpatient psychiatric services ordered:
o Byacourt of competent jurisdiction pursuant
to the Texas Health and Safety Code Chapters
573, Subchapters B and C, or 574,
Subchapters A through G, Texas Family Code
Chapter 55, Subchapter D.
o Asa condition of probation.

DSHS-contracted Local Mental
Health Authority or a separate
DSHS-contracted entity. QMHP-
CSs are supervised by a licensed
mental health professional or
physician and provide services in
accordance with DSHS
standards.

Inpatient and residential substance use Requires prior authorizationfor | None
treatment services non-emergency services.
Services _include, but_ are r_lot limited to: Does not require PCP referral.
¢ Inpatient and residential substance use treatment
services including detoxification and crisis Coverage requirements are not
stabilization, and 24-hour residential rehabilitation | @Pplicable when the patient is
programs. considered incarcerated, as
e Inpatient and residential substance use disorder | defined by UMCM Section
treatment services are required as a: 16.1.15.2.
o Court order, consistent with Chapter 462,
Subchapter D of the Texas Health, and
Safety Code.
o Condition of probation.
Outpatient substance use treatment services May require prior authorization. | None

Outpatient substance use treatment services include,

but are not limited to, the following:

¢ Prevention and intervention services that are
provided by physician and non-physician
providers, such as screening, assessment, and
referral for chemical dependency disorders.

¢ Intensive outpatient (IOP) services.

¢ Partial hospitalization.

o |OP services is defined as an organized
nonresidential service providing structured group
and individual therapy, educational services, and
life skills training that consists of at least 10 hours
per week for four to 12 weeks, but less than 24
hours per day.

e Outpatient treatment service is defined as
consisting of at least one to two hours per week
providing structured group and individual therapy,
educational services, and life skills training.

¢ Outpatient substance use disorder treatment
services are required as a:

Does not require PCP referral.
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CHIP and CHIP Perinate newborn Members
covered benefits

Limitations

Copayments for

CHIP Members

o Courtorder, consistent with Chapter 462,
Subchapter D of the Texas Health, and Safety
Code condition of probation.

Rehabilitation services

Habilitation (the process of supplying a child with the
means to reach age-appropriate developmental
milestones through therapy or treatment) and
rehabilitation services include, but are not limited to
the following:

¢ Physical, occupational and speech therapy.

e Developmental assessment.

Requires prior authorization and
physician prescription.

None

Hospice care services

Services include, but are not limited to:

o Palliative care, including medical and support
services, for those children who have six months
or less to live, to keep patients comfortable during
the last weeks and months before death.

e Treatment services, including treatment related to
the terminal iliness, are unaffected by electing
hospice care services.

Patients electing hospice services may cancel this

election at any time.

Services apply to the hospice diagnosis.

Requires prior authorization and
physician prescription.

Up to a maximum of 120 days
with a 6-month life expectancy.

None

Emergency services, including emergency

hospitals, physicians, and ambulance services

Covered services include but are not limited to the

following:

e Emergency services based on prudent layperson
definition of emergency health condition.

¢ Hospital emergency department room and
ancillary services and physician services 24 hours
aday, 7 days aweek, both by in-network and out-
of-network providers.

¢ Maedical screening examination.

e Stabilization services.

Access to DSHS designated Level | and Level |l

trauma centers or hospitals meeting equivalent levels

of care for emergency services.

¢ Emergency ground, air, and water transportation.

Emergency dental services, limited to fractured or

dislocated jaw, traumatic damage to teeth, removal of

cysts, and treatment relating to oral abscess of tooth

or gum origin.

Does not require authorization as
a condition for payment for
emergency conditions or labor
and delivery.

Does not require authorization for
post-stabilization service.

$5-75 copayment for
non- emergency ER,
depending on FPL.
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CHIP and CHIP Perinate newborn Members
covered benefits

Limitations

Copayments for

CHIP Members

Transplants

Covered services include:

¢ Using up-to-date FDA guidelines, all non-
experimental human organ and tissue transplants
and all forms of non-experimental corneal, bone
marrow and peripheral stem cell transplants,
including donor medical expenses.

Requires prior authorization.

None

Vision benefit

Covered services include:

¢ One examination of the eyes to determine the
need for and prescription for corrective lenses per
12-month period, without authorization.

One pair of non-prosthetic eyewear per 12-month

period.

The health plan may reasonably
limit the cost of the
frames/lenses.

Protective polycarbonate lenses
covered when medically
necessary as part of a treatment
plan for covered diseases of the
eye.

$5-25 copayment for
office visit,
depending on FPL.

Chiropractic services
Covered services do not require physician

$5-25 copayment for
non-preventative

prescription and are limited to spinal subluxation. office visit,
depending on FPL.
Tobacco cessation program Does not require authorization. None

Covered up to $100 for a 12-month period limit for a
plan-approved program.

Health Plan defines plan-
approved program.

May be subject to formulary
requirements.

Case management and care coordination services

These services include outreach,
informing, case management,
care coordination, and
community referral.

Drug benefits

Services include, but are not limited to the following:

e Outpatient drugs and biologicals, including
pharmacy-dispensed and provider-administered
outpatient drugs and biologicals.

¢ Drugs and biologicals provided in an inpatient
setting.

May require prior authorization.

$0 -10 copayment
for generic drugs,
depending on FPL.

$5-35 copayment
for brand drugs,
depending on FPL.

$5-25 copayment for
insulin, depending on
FPL.

Copays for insulin
cannot exceed $25
per prescription for a
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CHIP and CHIP Perinate newborn Members Limitations Copayments for

covered benefits CHIP Members

30-day supply.

Vision benefit The health plan may reasonably | $5-25 copayment for
Covered services include: limit the cost of the office visit,
e One examination of the eyes to determine the frames/lenses. depending on FPL.

need for and prescription for corrective lenses per
12-month period, without authorization.
One pair of non-prosthetic eyewear per 12-month
period.

Protective polycarbonate lenses
covered when medically
necessary as part of a treatment
plan for covered diseases of the
eye.

CHIP Perinate Unborn Child covered benefits Limitations (Copayments do not apply to CHIP
Perinate Unborn Child Members)

Inpatient general acute and inpatient rehabilitation For CHIP Perinate Members in families with

hospital services incomes at or below 185% of the Federal

Services include: Poverty Level, the facility charges are not a

covered benefit; however professional
services charges associated with labor with
delivery are a covered benefit.

For CHIP Perinate Members in families with
incomes above 185% up to and including
200% of the Federal Poverty Level, benefits
are limited to professional service charges and
facility charges associated with labor with
delivery until birth.

e Covered medically necessary hospital- provided services.

e Operating, recovery and other treatment rooms.

¢ Anesthesia and administration (facility technical
component).

e Medically necessary surgical services are limited to
services that directly relate to the delivery of the unborn
child and services related to miscarriage or non-viable
pregnancy (molar pregnancy, ectopic pregnancy, or a
fetus that expired in utero).

¢ Inpatient services associated with (a) miscarriage or (b) a
non-viable pregnancy (molar pregnancy, ectopic
pregnancy, or a fetus that expired in utero.) Inpatient
services associated with miscarriage or non-viable
pregnancy include, but are not limited to:

e Dilation and curettage(D&C) procedures,

e Appropriate provider- administered medications,

e Ultrasounds.

e Histological examination of tissue samples.
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CHIP Perinate Unborn Child covered benefits

Limitations (Copayments do not apply to CHIP

Outpatient hospital, comprehensive outpatient hospital,
clinic (including health center) and ambulatory health care
center

Includes the following services provided in a hospital clinic or

emergency room, a clinic or health center, hospital- based

emergency department or an ambulatory health care setting:

e X-ray,imaging, and radiological tests (technical
component).

¢ Laboratory and pathology services (technical
component).

e Machine diagnostic tests.

¢ Drugs, medications, and biologicals that are medically
necessary prescription and injection drugs.

e Outpatient services associated with (a) miscarriage or (b)
a non-viable pregnancy (molar pregnancy, ectopic
pregnancy, or a fetus that expired in utero.) Outpatient
services associated with miscarriage or non-viable
pregnancy include, but are not limited to:

o Dilation and curettage (D&C) procedures.

o Appropriate provider-administered medications .
o Ultrasounds.
O

Histological examination of tissue samples.

Perinate Unborn Child Members)

May require prior authorization and physician
prescription.

Laboratory and radiological services are
limited to services that directly relate to
antepartum care and/or the delivery of the
covered CHIP Perinate until birth.

Ultrasound of the pregnant uterus is a covered
benefit of the CHIP Perinatal Program when
medically indicated.

Ultrasound may be indicated for suspected
genetic defects, high-risk pregnancy, fetal
growth retardation, gestational age
confirmation, or miscarriage or non-viable
pregnancy.

Amniocentesis, Cordocentesis, Fetal
Intrauterine Transfusion (FIUT) and Ultrasonic
Guidance for Cordocentesis, FIUT are covered
benefits of the CHIP Perinatal Program with an
appropriate diagnosis.

Laboratory tests for the CHIP Perinatal
Program are limited to: non-stress testing,
contraction stress testing, hemoglobin or
hematocrit repeated one a trimester and at
32-36 weeks of pregnancy; or complete blood
count (CBC), urinalysis for protein and glucose
every visit, blood type and RH antibody
screen; repeat antibody screen for Rh
negative women at 28 weeks followed by RHO
immune globulin administration if indicated,;
rubella antibody titer, serology for syphilis,
hepatitis B surface antigen, cervical cytology,
pregnancy test, gonorrhea test, urine culture,
sickle cell test, tuberculosis (TB) test, human
immunodeficiency virus (HIV) antibody
screen, Chlamydia test, other laboratory tests
not specified but deemed medically
necessary, and multiple marker screens for
neural tube defects (if the client initiates care
between 16 and 20 weeks); screen for
gestational diabetes at 24-28 weeks of
pregnancy; other lab tests as indicated by
medical condition of client.

Surgical services associated with (a)
miscarriage or (b) a nonviable pregnancy (molar
pregnancy, ectopic pregnancy or a fetus that
expired in utero) are a covered benefit.
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CHIP Perinate Unborn Child covered benefits

Limitations (Copayments do not apply to CHIP

Physician/physician extender professional services

Services include, but are not limited to the following:

e Medically necessary physician services are limited to
prenatal and postpartum care and/or the delivery of the
covered unborn child until birth.

¢ Physician office visits, inpatient, and outpatient services.

o Laboratory, x-rays, imaging, and pathology services,
including technical component and/or professional
interpretation.

¢ Medically necessary medications, biologicals and
materials administered in physician’s office.

Professional component (in/outpatient) of surgical services,

including:

e Surgeons and assistant surgeons for surgical procedures
directly related to the labor with delivery of the covered
unborn child until birth.

¢ Administration of anesthesia by physician (other than
surgeon) or CRNA.

¢ Invasive diagnostic procedures directly related to the
labor with delivery of the unborn child.

e Surgical services associated with (a) miscarriage or (b) a
non-viable pregnancy (molar pregnancy, ectopic
pregnancy, or a fetus that expired in utero).

¢ Hospital-based physician services (including physician-
performed technical and interpretive components).

e Professional component associated with (a) miscarriage
or (b) a non- viable pregnancy (molar pregnancy, ectopic
pregnancy, or a fetus that expired in utero.).

Professional services associated with miscarriage or non-

viable pregnancy include, but are not limited to:

¢ Dilation and curettage (D&C) procedures,

e Appropriate provider- administered medications.

e Ultrasounds.

e Histological examination of tissue samples.

Perinate Unborn Child Members)

May require authorization for specialty referral
from a PCP to an in-network specialist.

Requires authorization for all out- of-network
specialty referrals.

Professional component of the ultrasound of
the pregnant uterus when medically indicated
for suspected genetic defects, high-risk
pregnancy, fetal growth retardation, or
gestational age confirmation.

Professional component of Amniocentesis,
Cordocentesis, Fetal Intrauterine Transfusion
(FIUT) and Ultrasonic Guidance for
Amniocentesis, Cordocentesis and FIUT.

Birthing center services

Covers birthing services provided by a licensed birthing
center.

Limited to facility services (e.g., labor and
delivery).

Applies only to CHIP Perinate Members
(unborn child) with incomes at 186% FPL to
200% FPL.

Services rendered by a Certified Nurse Midwife or physician
in a licensed birthing center.
Covers prenatal, birthing, and postpartum services rendered
in a licensed birthing center.

Prenatal services subject to the following
limitations: Services are limited to an initial visit
and subsequent prenatal (ante partum) care
visits that include:
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CHIP Perinate Unborn Child covered benefits

Limitations (Copayments do not apply to CHIP

Perinate Unborn Child Members)

e One (1) visit every four (4) weeks for the
first 28 weeks or pregnancy.

e One (1) visit every two (2) to three (3)
weeks from 28 to 36 weeks of pregnancy.

e One (1) visit per week from 36 weeks to
delivery.

More frequent visits are allowed as medically

necessary. Benefits are limited to:

e Limit of 20 prenatal visits and two (2)
postpartum visits (maximum within 60
days) without documentation of a
complication of pregnancy.

More frequent visits may be necessary for
high-risk pregnancies and can be approved
upon appeal with appropriate documentation.

High-risk prenatal visits more than 20 visits per
pregnancy must be appealed with
documentation supporting the medical
necessity.

Documentation supporting medical necessity
must be maintained and is subject to
retrospective review.

Visits after the initial visit must include:

e Interim history (problems, marital status,
fetal status).

¢ Physical examination (weight, blood
pressure, fundal height, fetal position and
size, fetal heart rate, extremities) and

e Laboratory tests (urinalysis for protein and
glucose every visit; hematocrit or
hemoglobin repeated once a trimester and
at 32-36 weeks of pregnancy; multiple
marker screen for fetal abnormalities
offered at 16-20 weeks of pregnancy;
repeat antibody screen for Rh negative
women at 28 weeks followed by Rho
immune globulin administration if
indicated; screen for gestational diabetes
at 24-28 weeks of pregnancy; and other
lab tests as indicated by medical condition
of client).
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CHIP Perinate Unborn Child covered benefits

Limitations (Copayments do not apply to CHIP

Prenatal care and pre-pregnancy family services and
supplies

Covered services are limited to an initial visit and subsequent
prenatal (ante partum) care visits that include One visit every
four weeks for the first 28 weeks or pregnancy; one visit
every two to three weeks from 28 to 36 weeks of pregnancy;
and one visit per week from 36 weeks to delivery. More
frequent visits are allowed as medically necessary.

Perinate Unborn Child Members)
Does not require prior authorization.

Limit of 20 prenatal visits and 2 postpartum
visits (maximum within 60 days) without
documentation of a complication of
pregnancy.

More frequent visits may be necessary for
high-risk pregnancies and can be approved
upon appeal with appropriate documentation.
High-risk prenatal visits more than 20 visits per
pregnancy must be appealed with
documentation supporting the medical
necessity.

Documentation supporting medical necessity
must be maintained in the physician’s files and
is subject to retrospective review.

Visits after the initial visit must include:

¢ interim history (problems, maternal
status, fetal status)

¢ physical examination (weight, blood
pressure, fundal height, fetal position and
size, fetal heart rate, extremities)

e laboratory tests (urinalysis for protein and
glucose every visit; hematocrit or
hemoglobin repeated once a trimester
and at 32-36 weeks of pregnancy;
multiple marker screen for fetal
abnormalities offered at 16-20 weeks of
pregnancy; repeat antibody screen for Rh
negative women at 28 weeks followed by
Rho immune globulin administration if
indicated; screen for gestational diabetes
at 24-28 weeks of pregnancy; and other
lab tests as indicated by medical
condition of client).

Emergency services, including emergency hospitals,

physicians, and ambulance services

Health Plan cannot require authorization as a condition for

payment for emergency conditions related to labor and

delivery.

Covered services are limited to those emergency services

that are directly related to the delivery of the covered unborn

child until birth.

o Emergency services based on prudent layperson
definition of emergency health condition.

e Medical screening examination to determine emergency

Post-delivery services or complications
resulting in the need for emergency services
for the mother of the CHIP Perinate are not a
covered benefit.

Services must be medically necessary for the
unborn child.
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CHIP Perinate Unborn Child covered benefits Limitations (Copayments do not apply to CHIP

Emergency services associated with (a) miscarriage or (b) a
non-viable pregnancy (molar pregnancy, ectopic pregnancy,
or a fetus that expired in utero.).

Perinate Unborn Child Members)

when directly related to the delivery of the covered
unborn child.

Stabilization services related to the labor and delivery of
the covered unborn child.

Emergency ground, air and water transportation for labor
and threatened labor is a covered benefit.

Service coordination

These services include outreach, informing, case
management, care coordination, and community referral.

Drug Benefits Services must be medically necessary for the
Services include, but are not limited to, the following: unborn child.

Outpatient drugs and biologicals; including pharmacy-
dispensed and provider-administered outpatient drugs
and biologicals.

Drugs and biologicals provided in an inpatient setting.

Exclusions from covered services for CHIP and CHIP Perinate Newborn Members

Inpatient and outpatient infertility treatments or reproductive services other than prenatal care, labor and
delivery, and care related to disease, illnesses, or abnormalities related to the reproductive system.

Contraceptive medications prescribed only for the purpose of primary and preventive reproductive health
care (i.e., cannot be prescribed for family planning).

Personal comfort items including but not limited to personal care kits provided on inpatient admission,
telephone, television, newborn infant photographs, meals for guests of patient, and other articles that are not
required for the specific treatment of sickness or injury.

Experimental and/or investigational medical, surgical, or other health care procedures or services that are
not generally employed or recognized within the medical community.

Treatment or evaluations required by third parties including, but not limited to, those for schools,
employment, flight clearance, camps, insurance or court other than a court of competent jurisdiction
pursuant to the Texas Health and Safety Code Chapters 573, Subchapters Band C, 574, Subchapter D or 462,
Subchapter D and Texas Family Code Chapter 55, Subchapter D.

Dental devices solely for cosmetic purposes.
Private duty nursing services when performed on an inpatient basis or in a skilled nursing facility.
Mechanical organ replacement devices including, but not limited to artificial heart.

Hospital services and supplies when confinement is solely for diagnostic testing purposes, unless otherwise
pre-authorized by Health Plan.

Prostate and mammaography screening.

Elective surgery to correct vision.
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Gastric procedures for weight loss.
Cosmetic surgery/services solely for cosmetic purposes.
Out-of-network services not authorized by the Health Plan except for:

o Emergency care and physician services for a mother and her newborn(s) for a minimum of 48 hours
following an uncomplicated vaginal delivery and 96 hours following an uncomplicated delivery by
caesarian section.

o Services provided by an FQHC.

Services, supplies, meal replacements or supplements provided for weight control or the treatment of
obesity, except for the services associated with the treatment for morbid obesity as part of a treatment plan
approved by the Health Plan.

Medications prescribed for weight loss or gain.
Acupuncture services, naturopathy, and hypnotherapy.
Immunizations solely for foreign travel.

Routine foot care such as hygienic care.

Diagnosis and treatment of weak, strained, or flat feet and the cutting or removal of corns, calluses, and
toenails (this does not apply to the removal of nail roots or surgical treatment of conditions underlying corns,
calluses, or ingrown toenails).

Replacement or repair of prosthetic devices and durable medical equipment due to misuse, abuse or loss
when confirmed by the Member or the vendor.

Corrective orthopedic shoes.

Convenience items.

Over-the-counter medications.

Orthotics primarily used for athletic or recreational purposes.

Custodial care (care that assists a child with the activities of daily living, such as assistance in walking, getting
in and out of bed, bathing, dressing, feeding, toileting, special diet preparation, and medication supervision
that is usually self- administered or provided by a parent. This care does not require the continuing attention
of trained medical or paramedical personnel.) This exclusion does not apply to hospice services.

Housekeeping.

Public facility services and care for conditions that federal, state, or local law requires be provided in a public
facility or care provided while in the custody of legal authorities.

Services or supplies received from a nurse, that do not require the skill and training of a nurse.
Vision training and vision therapy.

Reimbursement for school-based physical therapy, occupational therapy, or speech therapy services are not
covered except when ordered by a physician/PCP.

Donor non-medical expenses.
Charges incurred as a donor of an organ when the recipient is not covered under this health plan.

Coverage while traveling outside of the United States and U.S. Territories (including Puerto Rico, U.S. Virgin
Islands, Commonwealth of Northern Mariana Islands, Guam, and American Samoa).
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CHIP DME/supplies

Note: DME/supplies are not a covered benefit for CHIP Perinate Members (Unborn Child), with the exception of a
limited set of disposable medical supplies, when they are obtained from an authorized pharmacy provider.

Covered Excluded Comments/Member contract provisions
Ace bandages X Exception: If provided by and billed through the clinic or
home care agency it is covered as an incidental supply.
Alcohol, rubbing X Over-the-counter supply.
Alcohol, swabs X Over-the-counter supply not covered unless RX
(diabetic) provided at time of dispensing.
Alcohol, swabs X Covered only whenreceived with IV therapy or central

line kits/supplies.

Ana kit epinephrine X A self-injection kit used by patients highly allergic to
bee stings.

Arm sling X Dispensed as part of office visit.

Attends (diapers) X Coverage limited to children age 4 or over only when

prescribed by a physician and used to provide care
for a covered diagnosis as outlined in a treatment care

plan.

Bandages X

Basal thermometer X Over-the-counter supply.

Batteries — initial X For covered DME items.

Batteries - X For covered DME when replacement is necessary due

replacement to normal use.

Betadine X See IV therapy supplies.

Books X

Clinitest X For monitoring of diabetes.

Colostomy bags See Ostomy supplies.

Communication X

devices

Contraceptive jelly X Over-the-counter supply. Contraceptives are not
covered under the plan.

Cranial head mold X

Dental devices X Coverage limited to dental devices used for the
treatment of craniofacial anomalies, requiring surgical
intervention.
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Covered

Excluded

Comments/Member contract provisions

Diabetic supplies X Monitor calibrating solution, insulin syringes, needles,
lancets, lancet device, and glucose strips.

Diapers/incontinent (X Coverage limited to children ages 4 or over only when

briefs/chux prescribed by a physician and used to provide care for
a covered diagnosis as outlined in a treatment care
plan.

Diaphragm X Contraceptives are not covered under the plan.

Diastix X For monitoring diabetes.

Diet, special X

Distilled water X

Dressing X Syringes, needles, Tegaderm, alcohol swabs, Betadine

supplies/central line swabs or ointment, tape. Many times, these items are
dispensed in a kit when includes all necessary items for
one dressing site change.

Dressing X Eligible for coverage only if receiving covered home

supplies/decubitus care for wound care.

Dressing X Eligible for coverage only if receiving home IV therapy.

supplies/peripheral

IVtherapy

Dressing X

supplies/other

Dust mask X

Ear molds X Custom made, post inner or middle ear surgery.

Electrodes X Eligible for coverage when used with a covered DME.

Enema supplies X Over-the-counter supply.

Enteral nutrition X Necessary supplies (e.g., bags, tubing, connectors,

supplies catheters, etc.) are eligible for coverage. Enteral
nutrition products are not covered except for those
prescribed for hereditary metabolic disorders, a non-
function or disease of the structures that normally
permit food to reach the small bowel, or malabsorption
due to disease.

Eye patches X Covered for patients with amblyopia.

Formula X Exception: Eligible for coverage only for chronic

hereditary metabolic disorders a non-function or
disease of the structures that normally permit food to
reach the small bowel; or malabsorption due to disease
(expected to last longer than 60 days when prescribed
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Covered

Excluded

Comments/Member contract provisions

by the physician and authorized by plan.) Physician
documentation to justify prescription of formula
must include:

» |dentification of a metabolic disorder, dysphagia
that results in a medical need for a liquid diet,
presence of a gastrostomy, or disease resulting in
malabsorption that requires a medically
necessary nutritional product

Does not include formula;

e For Members who could be sustained on an age-
appropriate diet.

e Traditionally used for infant feeding

e In pudding form (except for clients with
documented oropharyngeal motor dysfunction
who receive greater than 50 percent of their daily
caloric intake from this product)

e [For the primary diagnosis of failure to thrive,
failure to gain weight, or lack of growth or for
infants less than twelve months of age unless
medical necessity is documented and other
criteria, listed above, are met.

Food thickeners, baby food, or other regular grocery
products that can be blenderized and used with an
enteral system that are not medically necessary, are not
covered, regardless of whether these regular food
products are taken orally or parenterally.

Gloves X Exception: Central line dressings or wound care
provided by home care agency.

Hydrogen peroxide X Over-the-counter supply.

Hygiene items X

Incontinent pads X Coverage limited to children ages 4 or over only when
prescribed by a physician and used to provide care for
a covered diagnosis as outlined in a treatment care
plan.

Insulin pump X Supplies (e.g., infusion sets, syringe reservoir and

(external) supplies dressing, etc.) are eligible for coverage if the pump is a
covered item.

Irrigation sets, wound |X Eligible for coverage when used during covered home

care care for wound care.

Irrigation sets, urinary |X Eligible for coverage for individual with an indwelling
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Covered Excluded Comments/Member contract provisions
urinary catheter.

IV therapy supplies X Tubing, filter, cassettes, IV pole, alcohol swabs, needles,
syringes, and any other related supplies necessary for
home IV therapy.

K-y jelly X Over-the-counter supply.

Lancet device X Limited to one device only.

Lancets X Eligible for individuals with diabetes.

Med ejector X

Needles and See Diabetic supplies.

Syringes/Diabetic

Needles and See |V Therapy and Dressing Supplies/Central Line.

Syringes/1V and

Central Line

Needles and X Eligible for coverage if a covered IM or SubQ

Syringes/Other medication is being administered at home.

Normal saline See Saline, Normal.

Novopen X

Ostomy supplies X Items eligible for coverage include belt, pouch, bags,
wafer, face plate, insert, barrier, filter, gasket, plug,
irrigation kit/sleeve, tape, skin prep, adhesives, drain
sets, adhesive remover, and pouch deodorant.

Items not eligible for coverage include scissors, room
deodorants, cleaners, rubber gloves, gauze, pouch
covers, soaps, and lotions.

Parenteral X Necessary supplies (e.g., tubing, filters, connectors,

nutrition/supplies etc.) are eligible for coverage when the Health Plan has
authorized the parenteral nutrition.

Saline, normal X Eligible for coverage:

* \When used to dilute medications for nebulizer
treatments.

e As part of covered home care for wound care.

e For indwelling urinary catheter irrigation.

Stump sleeve X

Stump socks X

Suction catheters X
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Covered Excluded Comments/Member contract provisions

Syringes See Needles/Syringes.

Tape See Dressing Supplies, Ostomy Supplies, IV Therapy
Supplies.

Tracheostomy X Cannulas, Tubes, Ties, Holders, Cleaning Kits, etc. are

supplies eligible for coverage.

Under pads See Diapers/Incontinent Briefs/Chux.

Unna boot X Eligible for coverage when part of wound care in the
home setting. Incidental charge when applied during
office visit.

Urinary, external X Exception: Covered when used by incontinent male

catheter & supplies where injury to the urethra prohibits use of an
indwelling catheter ordered by the PCP and approved
by the plan

Urinary, indwelling X Cover catheter, drainage bag with tubing, insertion tray,

catheter & supplies irrigation set and normal saline if needed.

Urinary, intermittent X Cover supplies needed for intermittent or straight
catherization.

Urine test kit X When determined to be medically necessary.

Urostomy supplies See Ostomy supplies.

CHIP Perinate (Unborn Child) covered services

Exclusions from Covered Services for CHIP Perinate Members

e For CHIP Perinate Members in families with incomes at or below 185% of the Federal Poverty Level, inpatient
facility charges are not a covered benefit if associated with the initial Perinatal Newborn admission. “Initial
Perinatal Newborn admission” means the hospitalization associated with the birth.

¢ Inpatient and outpatient treatments other than prenatal care, labor with delivery, and postpartum care
related to the covered unborn child until birth. Services related to preterm, false, or other labor not resulting in
delivery are excluded services.

¢ Inpatient mental health services.

¢ Outpatient mental health services.

e Durable medical equipment or other medically related remedial devices.

¢ Disposable medical supplies.

¢ Home and community-based health care services.

¢ Nursing care services.

o Dental services.

e Inpatient substance abuse treatment services and residential substance abuse treatment services.

¢ Outpatient substance abuse treatment services.
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Physical therapy, occupational therapy, and services for individuals with speech, hearing, and language
disorders.

Hospice care.

Skilled nursing facility and rehabilitation hospital services.

Emergency services other than those directly related to the delivery of the covered unborn child.
Transplant services.

Tobacco Cessation programs.

Chiropractic services.

Medical transportation not directly related to the labor or threatened labor and/or delivery of the covered
unborn child.

Personal comfort items including but not limited to personal care Kits provided on inpatient admission,
telephone, television, newborn infant photographs, meals for guests of patient, and other articles that are not
required for the specific treatment related to labor and delivery or post- partum care.

Experimental and/or investigational medical, surgical, or other health care procedures or services that are
not generally employed or recognized within the medical community. This exclusion is an adverse
determination and is eligible for review by an Independent Review Organization (as described in D, “External
Review by Independent Review Organization”).

Treatment or evaluations required by third parties including, but not limited to, those for schools,
employment, flight clearance, camps, insurance, or court.

Private duty nursing services when performed on an inpatient basis or in a skilled nursing facility.
Mechanical organ replacement devices including, but not limited to artificial heart.

Hospital services and supplies when confinement is solely for diagnostic testing purposes and not a part of
labor and delivery.

Prostate and mammaography screening.

Elective surgery to correct vision.

Gastric procedures for weight loss.

Cosmetic surgery/services solely for cosmetic purposes.
Dental devices solely for cosmetic purposes.

Out-of-network services not authorized by the Health Plan except for emergency care related to the labor
and delivery of the covered unborn child.

Services, supplies, meal replacements or supplements provided for weight control or the treatment
of obesity.

Medications prescribed for weight loss or gain.
Acupuncture services, naturopathy, and hypnotherapy.
Immunizations solely for foreign travel.

Routine foot care such as hygienic care (routine foot care does not include treatment of injury or
complications of diabetes).

Diagnosis and treatment of weak, strained, or flat feet and the cutting or removal of corns, calluses, and
toenails (this does not apply to the removal of nail roots or surgical treatment of conditions underlying corns,
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calluses, or ingrown toenails).
e Corrective orthopedic shoes.
e Convenience items.
e Over-the-counter medications.
¢ Orthotics primarily used for athletic or recreational purposes.

e Custodial care (care that assists with the activities of daily living, such as assistance in walking, getting in and
out of bed, bathing, dressing, feeding, toileting, special diet preparation, and medication supervision that is
usually self-administered or provided by a caregiver. This care does not require the continuing attention of
trained medical or paramedical personnel).

o Housekeeping.

e Public facility services and care for conditions that federal, state, or local law requires be provided in a public
facility or care provided while in the custody of legal authorities.

e Services or supplies received from a nurse that do not require the skill and training of a nurse.
¢ Vision training, vision therapy, or vision services.

¢ Reimbursement for school-based physical therapy, occupational therapy, or speech therapy services are
not covered.

¢ Donor non-medical expenses.
¢ Chargesincurred as a donor of an organ.

e Coverage while traveling outside of the United States and U.S. Territories (including Puerto Rico, U.S. Virgin
Islands, Commonwealth of Northern Mariana Islands, Guam, and American Samoa).

Coordination with non-CHIP covered services (non-capitated services)

Aetna Better Health of Texas will coordinate referrals to Texas agency administered programs and to essential
public health services.

Aetna will coordinate services with the Texas Department of Family and Protective Services (DFPS) for a Member
receiving family-based safety services or for a Member who is in DFPS conservatorship but not enrolled in the
STAR Health program. Family-based services are in-home services to help stabilize the family and reduce the
risk of future abuse or neglect.

The following are programs (non-capitated services) available to Medicaid managed care Members that are
administered through HHSC.

Texas agency administered programs and Case Management services

The following are services that are not a part of Aetna Better Health Program services; however, Aetna Better
Health Members may also qualify for:

e Early Childhood Intervention program (ECI). ECI can offer services in the home or in the community for
children, birth to three years old who are developmentally delayed. Some of the services for children include
screenings, physical, occupational, speech and language therapy, and activities to help children learn better.
Some ECI services are covered by Aetna Better Health of Texas. ECI non-capitated services that Aetna will
coordinate include case management and specialized skills training.

o DSHS Targeted Case Management programs. Non-capitated targeted case management services are
those billed with modifier HZ. DSHS can offer various mental health and intellectual disabilities programs,
such as psychiatric treatment, child and adolescent counseling, and crisis intervention.
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e Women, Infants, and Children (WIC) program. WIC can help infants and children under five years old, and
pregnant and breastfeeding women who qualify to get nutritious food, nutrition education, and counseling.
Nutritional products through WIC are non-capitated services.

Other carve-out services.

¢ County Indigent Health Care Program (CIHCP).

e Texas School Health and Related Services (SHARS).

¢ Elevated lead investigation services.

e DSHS tuberculosis providers.

¢ HHSC Blind Children’s Vocational Discovery and Development Program.
e (FOR STAR) Community First Choice services.

o (FOR STAR) Personal Care Services.

¢ Home and Community Based Services Adult Mental Health (HCBS-AMH).
Essential public health services

Aetna Better Health is required through its contractual relationship with HHSC to coordinate with public health
entities regarding essential public health services. Providers must assist Aetna Better Health in these efforts by:

¢ Complying with public health reporting requirements regarding communicable diseases and/or diseases
that are preventable by immunizations as defined by State law.

e Assisting in notifying or referring to the local public health entity, as defined by state law, any communicable
disease outbreaks involving Members.

o Referring TB cases to the local Public Health Entity for contact investigation and evaluation and preventive
treatment of persons whom the Member has come into contact.

e Referring STD/HIV cases to the local Public Health Entity for contact investigation and evaluation and
preventive treatment of persons with whom the Member has come into contact.

e Referring to Women, Infant and Children (WIC) services and information sharing.

o Referring lead screening tests to the DSHS Laboratory and assisting in the coordination and follow-up of
suspected or confirmed cases of childhood lead exposure.

¢ Reporting of immunizations provided to the statewide ImmTrac Registry, including parental consent to
share data.

¢ Working with Dental Contractors on coordination of care protocols as well as for reciprocal referral and
communication of data and clinical information regarding the Member’s Medically Necessary Dental
Covered Services.

e Cooperating with activities required of public health authorities to conduct the annual population and
community-based needs assessment.

Aetna Better Health provides case management services to assist public health providers and primary care
providers in effectively referring Members to appropriate public health providers, specialists, and health related
services.

Breast pump coverage in Medicaid and CHIP

Texas Medicaid and CHIP cover breast pumps and supplies when Medically Necessary after a baby is born. A
breast pump may be obtained under an eligible mother’s Medicaid or CHIP client number; however, if a mother
is no longer eligible for Texas Medicaid or CHIP and there is a need for a breast pump or parts, then breast pump
equipment must be obtained under the infant's Medicaid client number.
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Coveragein Coverageat Coveragefor Breastpump coverage & billing

prenatal period delivery newborn

STAR STAR STAR STAR covers breast pumps and supplies when
Medically Necessary for mothers or newborns. Breast
pumps and supplies may be billed under the mother’s
Medicaid ID or the newborn’s Medicaid ID.

CHIP Perinatal, with |Emergency |Medicaid Fee- |Medicaid FFS and STAR cover breast pumps and

income at or below |Medicaid For-Service supplies when Medically Necessary for newborns

198% of federal (FFS) or when the mother does not have coverage under CHIP.

poverty level (FPL)* STAR** Breast pumps and supplies must be billed under the
newborn’s Medicaid ID.

CHIP Perinatal, with |CHIP CHIP CHIP covers breast pumps and supplies when

. 0 : .

income above 198% Perinatal Perinatal Medically Necessary for QHIP Pennatgl newborns.

FPL Breast pumps and supplies must be billed under the

newborn’s CHIP Perinatal ID.

STARKids STARKids Medicaid FFS |Medicaid FFS, STAR, and STAR Health cover breast
STAR+PLUS STAR+PLUS |OF STAR** pumps and supplies when Medically Necessar;_/ for

STAR+PLUS mothers or newborns. Breast pumps and supplies may
STAR Health STAR Health be billed under the mother’s Medicaid ID or the

STARHealth  |newborn’s Medicaid ID.

None, withincome |Emergency |Medicaid FFS |Medicaid FFS and STAR cover breast pumps and

at or below 198% Medicaid or STAR** supplies when Medically Necessary for the newborn
FPL when the mother does not have coverage. Breast
pumps and supplies must be billed under the
newborn’s Medicaid ID.

*CHIP Perinatal Members with household incomes at or below 198% FPL must apply for Emergency Medicaid
coverage for labor and delivery services. HHSC mails the pregnant woman an Emergency Medicaid application
30 days before her reported due date. When Emergency Medicaid covers a birth, the newborn is certified for 12
months of Medicaid coverage, beginning on the date of birth.

**These newborns will be in FFS Medicaid until they are enrolled with a STAR MCO. Claims should be filed with
TMHP using the newborn’s Medicaid ID if the mother does not have coverage.

Service coordination services

Service Coordination is a special kind of case management service that is performed by a licensed, certified,
and/or experienced person called a service coordinator.

Role of the Service Coordinator

The purpose of a Service Coordinator is to maximize a Member's health, wellbeing, and independence. Service
Coordination should consider and address the Member’s situation, including his or her medical, behavioral,
social, and educational needs.

Service Coordination Services for STAR and CHIP
A Service Coordinator will:

¢ Identify Member needs and service through the screens and assessments.
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o Work with the Member’s PCP to coordinate all covered services, non-capitated services, and non-covered
services available through other sources.

e Work with Member, LAR, family, or community supports and other providers to develop an individualized
service plan that include actions and goals to meet Member’s needs.

¢ Help make sure Members receive services on time.

o Make sure Members have a choice of providers and access to covered services.

e Coordinate covered services with social and community support services.

To contact a service coordinator for STAR and CHIP:

e Bexar area: Call 1-800-248-7767 (TTY: 711)

e Tarrantarea: Call 1-800-306-8612 (TTY: 711)

Service Coordination Services for STAR Kids

A Service Coordinator will:

¢ Identify Member needs and service through the STAR Kids Screening and Assessment Process.

¢ Work with the Member’s PCP to coordinate all covered services, non-capitated services, and non-covered
services available through other sources.

e  Work with Member, LAR, family, or community supports and other providers to develop an individualized
service plan that include actions and goals to meet Member’s needs.

e Help make sure Members receive services ontime.
o Make sure Members have a choice of providers and access to covered services.
e Coordinate covered services with social and community support services.

Aetna Better Health of Texas wants our Members to be safe and healthy, to be involved in the service plan, and to
live where they choose. We will assign a service coordinator to anyone who asks for one. We also will provide a
service coordinator if a review of health and support needs show that a service coordinator might be able to help.

The service coordinator will work as a team with the Member, Legally Authorized Representative (LAR), primary
care provider and specialists to arrange all the services and supports that are needed. The Service Coordination
team is the primary point of contact for providers when there are issues or questions about a Member. As such,
providers should contact the Service Coordinator whenever there are changes in a Member’s health status.
When a Member's Service Coordinator changes as a result of staffing vacancy, Membership changes or as the
needs of Members evolve, Aetna Better Health of Texas provides notice to the Member within 5 business days of
the change. Aetna Better Health of Texas has administrative staff Members who assist the Service Coordinators
but however, they are not responsible for Service Coordination functions. Their roles are restricted to non-clinical,
administrative, and workflow tasks, such as telephone calls, correspondence, and record keeping.

Providers may obtain the name of any Member’s assigned Service Coordinator and reach the Aetna Better
Health of Texas STAR Kids Service Coordination Department at 1-844-STRKIDS (1-844-787-5437).

Authorization of Services may be obtained once a care plan is established by the Service Coordinator. The SC will
work closely with the Member’s PCP to obtain and/or authorize medically necessary services, including referrals
to Specialty Care Providers. Authorization for office visits to the PCP or in network Specialists is not required. Prior
to rendering additional services beyond routine office care, providers should contact the Service Coordinator to
ensure that services are authorized appropriately.

If a non-participating Specialty Care Provider will be delivering care on an on-going basis, a standing referral may
be established.
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At the Member’s discretion and with the Specialty Care Provider’s approval, a Specialty Care Provider may be
designated as the Member’s PCP.

Service coordination for STAR Kids Level 1, 2, and 3 Members

There are three levels of service coordination. Following the completion of the SAI, the service coordination
department will assign Members to the appropriate level based on findings from Member, Member’s LAR,
relevant service providers and based on the guidelines below.

Level 1 Members include the following Member types:
¢ MDCP STAR Kids Members.

¢ Members with Complex Needs or a history of development or behavioral health issues (multiple outpatient
visits, hospitalizations, or institutionalization within the past year).

¢ Members with SED or SPMI.
¢ Members at risk for institutionalization.

All Level 1 Members must receive a minimum of four face-to-face Service Coordination contacts annually, in
addition to monthly phone calls, unless otherwise requested by the Member or Member’s LAR.

Level 2 Members include the following Member types:

¢ Members who do not meet the requirements for Level 1 classification but receive Personal Care Services
(PCS), Community First Choice (CFC), or Nursing Services.

o Members of Aetna Better Health believes would benefit from a higher level of service coordination based on
results from the STAR Kids SAI and additional Aetna Better Health findings.

o Members with a history of substance abuse (multiple outpatient visits, hospitalization, or institutionalization
within the past year).

e Members without SED or SPMI, but who have another behavioral health condition that significantly
impairs function.

All Level 2 Members must receive a minimum of two face-to-face and six telephonic Service Coordination
contacts annually unless otherwise requested by the Member or Member’s LAR.

Level 3 Members include those who do not qualify as Level 1 or Level 2. All Level 3 Members must receive a
minimum of one face-to-face visit annually and make at least three telephonic service coordination outreach
contacts yearly.

Individual service plan for STAR Kids

The service coordinator will include findings from the STAR Kids Screening and Assessment Process to create
and regularly update a comprehensive person-centered individual service plan (ISP) for each STAR Kids
Member. The ISP will also include input from the Member, their family, and caretakers; providers; and any other
individual with knowledge and understanding of the Member's strengths and service needs who is identified by
the Member, the Member's LAR, or Aetna Better Health of Texas.

The purpose of the ISP is to articulate assessment findings, short and long-term goals, service needs, and
Member preferences. The ISP must be used to communicate and help align expectations between the Member,
their LAR, the service coordinator, and key service providers. The service coordinator will provide a copy of the
ISP to the Member's providers and other individuals specified by the Member or Member's LAR.

No less than once per calendar year, the service coordinator will re-administer the STAR Kids SAl and make
necessary adjustments to the Member's ISP. Aetna Better Health of Texas will ensure that the Member is
reassessed, and authorization determinations timed to prevent any lapse in service authorization or
program eligibility.

Page 71



Discharge planning

Aetna Better Health of Texas will provide discharge planning, transition care, and other education programs to
network providers regarding all available long-term care settings and options. Aetna Better Health of Texas will
assess the needs of Members discharged from a hospital or other care or treatment facility, including
inpatient psychiatric facilities and establish appropriate service authorizations. Aetna Better Health of Texas
will ensure that the Member, the Member’s family, and the Member’s PCP are well informed of all service
options available to meet the Member’s needs in the community.

Transition plan

Continuity of care transition plan

Aetna Better Health of Texas will ensure that the healthcare of newly enrolled Members is not disrupted,
compromised, or interrupted. Upon notification from a Member or provider of the existence of a prior
authorization, Aetna Better Health of Texas will continue to authorize services for acute care services (like
physical, occupational, or speech therapy) until the prior authorized treatment plan is completed, or until the
health plan conducts a new assessment. (2) Existing authorizations for long-term services and supports (like
private duty nursing and personal care services) will be honored until the prior authorized treatment plan is
completed or until the health plan conducts a new assessment. (3) Aetna will allow the Member to continue to
receive services with his or her existing in-state, Medicaid-enrolled provider and allow an Out-of-Network
authorization to ensure the Member’s condition remains stable and services are consistent to meet the
Member’s needs. The Out-of-Network authorization will continue until the authorized treatment plan is
completed or the MCO can provide comparable services to transition the Member to a Provider who will be able
to meet the Member’s complex needs.

Aetna Better Health of Texas will allow a STAR Kids Member who is receiving services for complex medical
needs to remain under the care of an in-state Texas Medicaid Enrolled Provider from whom the Member is
receiving care, even if that provider is out of network with Aetna Better Health of Texas, as long as there are
established Member/Provider relationships, existing treatment protocols and ongoing care plans in place.

Aetna Better Health of Texas’ obligation to reimburse the Member’s existing Out-of-Network Provider for
services provided to a pregnant Member past the 24+ week of pregnancy extends through delivery of the child,
immediate postpartum care, and the follow-up checkup within the first 6 weeks of delivery.

Adult transition planning

Aetna Better Health of Texas must help to assure that teens and young adult Members receive early and
comprehensive transition planning to help prepare them for service and benefit changes that will occur following
their 21st birthday. Aetna Better Health of Texas is responsible for conducting ongoing transition planning starting
when the Member turns 15 years old. Aetna Better Health of Texas must provide transition planning services as a
team approach through the named Service Coordinator if applicable and with a Transition Specialist within the
Member Services Division. Transition Specialists must be an employee of Aetna Better Health of Texas and
wholly dedicated to counseling and educating Members and others in their support network about
considerations and resources for transitioning out of STAR Kids. Transition Specialists must be trained on the
STAR+PLUS system and maintain current information on local and state resources to assist the Member in the
transition process. Transition planning must include the following activities:

1. Development of a continuity of care plan for transitioning Medicaid services and benefits from STAR Kids to
the STAR+PLUS Medicaid managed care model without a break in service.

2. Prior to the age of 10, the Aetna Better Health of Texas must inform the Member and the Member’s LAR
regarding LTSS programs offered through the Health and Human Services Commission (HHSC)and, if
applicable, provide assistance in completing the information needed to apply. HHSCLTSS programs include
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CLASS, DBMD, TxHmML and HCS.
3. Beginning at age 15, the Aetna Better Health of Texas must regularly update the ISP with transition goals.
Coordination with DARS to help identify future employment and employment training opportunities.

5. Ifdesired by the Member or the Member's LAR, coordination with the Member's school and Individual
Education Plan (IEP) to ensure consistency of goals.

Health and wellness education to assist the Member with self-management.

Identification of other resources to assist the Member, the Member's LAR, and others in the Member's
support system to anticipate barriers and opportunities that will impact the Member's transition to adulthood.

8. Assistance applying for community services and other supports under the STAR+PLUS program after the
Member's 21st birthday.

9. Assistance identifying adult health care providers.

Behavioral Health Services

Aetna Better Health of Texas (ABHT) provides a continuum of services to meet the behavioral health needs of our
Members. Behavioral Health Services (BH) includes the promotion of mental health, resilience, and wellbeing;
prevention of mental health and substance use problems; treatment and rehabilitation for persons with mental
and substance use disorders or disabilities; and support of Members in recovery from these conditions, along
with their families and communities. Our provider network includes inpatient behavioral health facilities,
community behavioral health centers, and outpatient behavioral health specialists who understand the needs of
our STAR, CHIP, and STAR Kids population.

Definition of behavioral health

Aetna Better Health of Texas provides a continuum of services to meet the behavioral health needs of our
Members. We provide screening and early intervention for Members at risk for behavioral health disorders and
comprehensive treatment services for Members with behavioral health diagnoses. Our provider network
includes inpatient treatment facilities, community mental health centers, and outpatient behavioral health
specialists who understand the needs of our STAR, CHIP, and STAR Kids population.

Behavioral health describes a system of services that includes promotion of emotional health and wellness;
prevention of mental health and substance use problems; treatment and services for mental health and
substance use disorders; recovery and support services.

Behavioral Health services include screening/assessment for mental health and substance use; inpatient and
outpatient treatment for mental health, substance use, behavioral disorders; care management and service
coordination; mental health rehabilitation services and mental health targeted case management.

Covered behavioral health services

Aetna Better Health Texas provides coverage of medically necessary BH services for the treatment of mental,
emotional, or substance use disorders. Aetna Better Health of Texas is responsible for authorized inpatient
Hospital services; this includes services provided in Freestanding Psychiatric Facilities.

Covered BH services are not subject to the quantitative treatment limitations that apply under traditional, Fee-
For-Service (FFS) Medicaid coverage. The services may be subject to the Aetna Better Health of Texas’ non-
quantitative treatment limitations, provided such limitations comply with the requirements of the Mental Health
Parity and Addiction Equity Act of 2008 behavioral health services, including but not limited to:

Medicaid-STAR and STAR Kids — covered BH services
¢ Inpatient mental health services including in freestanding psychiatric facilities for children.

¢ Outpatient mental health services.
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e Psychiatry services.
e Counseling services for adults (age 21 and older).
e Outpatient substance use disorder treatment services, including:
o Assessment.
o Detoxification services.
o Counseling treatment.
o Medication-assisted therapy.
¢ Residential substance uses disorder treatment services, including detoxification services.
e Substance use disorder treatment, including room and board.
¢ Mental health rehabilitative services.
e Targeted case management.
CHIP-covered BH services*
¢ Inpatient mental health.
e Qutpatient mental health.
¢ Inpatient substance abuse.
o QOutpatient substance abuse.
*These services are not covered for CHIP Perinates
In-Lieu-of Services (ILOS)

Aetna Better Health offers In-Lieu-Of Services (ILOS) to ensure a continuum of care for Members diagnosed with
mental health and/or substance use disorder.

Aetna Better Health offers Mental Health and Substance Use Disorder (SUD) Partial Hospitalization Program
(PHP) and Intensive Outpatient Program (IOP) services in lieu of inpatient psychiatric care. ILOS will be available
to Members twenty-one (21) years of age and older.

Itis not required for Members to use ILOS instead of a covered service or setting, but Members will be offered the
option of ILOS services when medically appropriate. The Member must agree to receive ILOS before the service
is provided.

Aetna Better Health will not offer PHP and IOP for Members who are at immediate risk of harming themselves or
others.

For Members ages twenty (20) and younger, PHP and IOP are covered under EPSDT benefits and are not
considered ILOS. The EPSDT program is known as “Texas Health Steps.” For Members with CHIP, PHP and IOP
are covered services (does not include CHIP Perinate). Providers should continue to follow their usual process for
requesting prior authorization.

The processes are based on requirements set forth in HHSC Uniform Managed Care Manual, Chapter 16.3. (In-
Lieu-of Covered Services and Settings (PDF) (texas.gov)

Aetna Better Health is responsible for authorized inpatient Hospital services, this includes services provided in
Freestanding Psychiatric Facilities for children in STAR and STAR Kids, and for adults in STAR+PLUS.

Health Home and Primary Care Provider requirements for behavioral health

Aetna Better Health Texas promotes early intervention and health screening to identify behavioral health
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problems and identify areas for patient education.

Members seen in the primary care setting may present with a behavioral health condition, which the Primary
Care Provider (PCP) must be prepared to recognize.

The PCP is expected to:

Screen, evaluate, and treat behavioral health conditions within the scope of their practice.
Refer Members to behavioral health providers for specialized care when appropriate.

Educate Members regarding how and where to obtain behavioral health services, including the self-referral
process.

Follow-up the status and recommendations of any referral.

Mental health screening

Effective July 1, 2018, Texas Health Steps allows clients 12 through 18 years of age to receive a mental health
screening using one or more of the validated, standardized mental health screening tools recognized by Texas
Health Steps, once per calendar year during a Texas Health Steps checkup.

Mental health screening is recommended annually for all clients who are 12 through 18 years of age. Validated,
standardized mental health screening tools include:

Pediatric Symptom Checklist (PSC-17).

Pediatric Symptom Checklist (PSC-35).

Pediatric Symptom Checklist for Youth (Y-PSC).

Patient Health Questionnaire (PHQ-9).

Patient Health Questionnaire Modified for Adolescents (PHQ-A Depression Screen).

Patient Health Questionnaire for Adolescents (PHQ-A anxiety, eating problems, mood problems and
substance abuse screen).

Car, Relax, Alone, Forget, Family, and Trouble Checklist (CRAFFT).
Rapid Assessment for Adolescent Preventive Services (RAAPS).

Additional validated Behavioral Health screening tools for the primary care setting include:

Edinburgh Postnatal Depression Scale (EPDS): The 10-question Edinburgh Postnatal Depression Scale
(EPDS) is a valuable and efficient way of identifying patients at risk for perinatal depression.

The Generalized Anxiety Disorder (GAD-7): This questionnaire is a seven-item, self- report anxiety
questionnaire. The GAD-7 measures the severity of various signs and symptoms of GAD. The tool is
appropriate for outpatient and primary care settings for persons age 12 and older.

The Primary Care PTSD Screen (PC-PTSD-5): This is a screening tool designed to identify persons with
probable PTSD. Persons with a positive screen should have further assessment with a structured interview
for PTSD, preferably performed by a mental health professional who has experience in diagnosing PTSD.

ASQ: The Ask Suicide-Screening Questions (ASQ) Toolkit can help nurses or physicians identify youth at risk
for suicide. The ASQ can be used in a variety of medical settings: primary care, emergency department,
inpatient medical and surgical units. The ASQ is a set of four screening questions that takes 20 seconds to
administer. The ASQ is available in 14 languages.

Columbia-Suicide Severity Rating Scale (C-SSRS): The Columbia-Suicide Severity Rating Scale (C-SSRS),
supports suicide risk assessment through a series of simple, plain- language questions that anyone can ask.
The Columbia Protocol is suitable for all ages and special populations in different settings and is available in
more than 100 languages.
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Behavioral health services

Member access to behavioral health services

Aetna Better Health of Texas will facilitate the referral of Members who screen positive for a mental health or
substance use concern to an appropriate Provider. Providers may contact us for referral assistance (see below.)
Providers may directly refer Members to an appropriate Provider and may wish to review our Provider search
tool at https://www.aetnabetterhealth.com/texas/find-provider.

Self-referral

Eligible Members may self-refer to any participating behavioral specialist or participating behavioral health
facility. Referral assistance is available 24 hours per day, 7 days per week by calling the Aetna Better Health of
Texas hotline. Members may also use the provider search tool on the Aetna Better Health of Texas website at
AetnaBetterHealth.com/Texas. Members do not need a referral from their PCP for mental health or substance
use disorder services.

Referral information

Members must obtain care from an Aetna Better Health participating provider to obtain behavioral health
services. Contact us online at AetnaBetterHealth.com/Texas or by phone at 1-800-306-8612 (Tarrant) or
1-800-248-7767 (Bexar).

Providers must use and document the most current Diagnostic and Statistical Manual of Mental Disorders (DSM)
and other assessment instruments, or outcome measures required by HHSC when assessing Member for
behavioral health services.

Members who may need access to intellectual and Developmental Disability (IDD) services and Home and
Community Based Services (HCBS) Waiver services will receive an appropriate evaluation and psychometric
testing by a qualified care provider. See more details in the Mental Health Rehabilitation Services and Case
Management section.

Attention Deficit Hyperactivity Disorder (ADHD)

Treatment services for children diagnosed with ADHD, including follow-up care for children who are prescribed
medications, are covered as outpatient mental health care. Please refer to TMPPM for additional information
about covered benefits.

Coordination between behavioral health and physical health services

Coordination of Care: Behavioral Health, Physical Health, Long Term Services & Supports

Aetna Better Health is committed to coordinating care for our Members across all domains and levels of care.
The Primary Care Provider (PCP), Behavioral Health Provider (BH) and Long-Term Services and Supports (LTSS)
providers are expected to share pertinent history and test results in a timely manner and document review of the
information received in the Member’s clinical record. With the Member’s consent, our care managers and
service coordinators can facilitate communication and collaboration between providers, promoting an integrated
plan of care for the Member.

Coordination of Care: Behavioral Health (BH) Provider

BH (mental health/substance use disorders) providers are expected to use the most current American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM), and other assessment
instruments or outcome measures required by HHSC when assessing the Member for behavioral health
services. BH providers must document DSM diagnoses and assessments in the Member’s medical record.

BH facilities and outpatient providers are expected to obtain a general health history upon admission to care,
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including current medical conditions, medications, and medical providers. BH providers will refer Members with
suspected or untreated physical health problems to their primary care provider (PCP) for evaluation and
treatment. BH providers may provide physical health care services within the scope of their practice.

With the Member’s consent:;

e BH providers are asked to communicate concerns regarding the Member’s health condition with the PCP
and collaborate on a plan of care.

¢ BH providers must send initial and quarterly reports on the Member’s behavioral health status and progress
to their PCP. Clinical information should include the Member’s diagnosis and DSM code and/or ICD 10 code.

o BH facilities are expected to notify the Member’s PCP and outpatient BH providers upon admission to care
and discharge.

Medical records standards

Medical records must reflect all aspects of patient care, including ancillary services. Participating providers and
other health care professionals agree to maintain medical records in a current, detailed, organized, and
comprehensive manner in accordance with customary medical practice, applicable laws, and accreditation
standards. Providers must use and document the most current Diagnostic and Statistical Manual of Mental
Disorders (DSM) and other assessment instruments, or outcome measures required by HHSC when assessing
Member for behavioral health services.

Consent for disclosure of information

Members are encouraged to share information about their other health care providers during their initial visit.
This will promote communication and collaboration between their health care providers, such as primary care,
behavioral health (mental health/substance use disorder), and long-term services and supports. The Member’s
consent is required to release verbal and/ or written information from their health record. Providers may use the
“Authorization to Release Protected Health Information Form,” which is available on the Aetna Better Health
Texas website and in the appendices.

Court-ordered commitments

Aetna Better Health of Texas covers inpatient and outpatient psychiatric services to STAR, STAR Kids and CHIP
Members, birth through age 20 and ages 65 and older, who have been ordered to receive the services by a court
of competent jurisdiction, including services ordered under the provisions of the Texas Health and Safety Code,
Chapters 573 or 574, and the Texas Code of Criminal Procedure, Chapter 46B, or as a condition of probation. We
also provide benefits for Medicaid-covered medically necessary substance use disorder treatment services
required as a condition of probation.

Aetna Better Health of Texas:

¢ Will not deny, reduce, or controvert the medical necessity of any court-ordered inpatient or outpatient
psychiatric service for Members age 20 and younger or ages 65 and older; any modification or termination of
services will be presented to the court with jurisdiction over the matter for determination.

¢ Will not allow Members ordered to receive treatment under the provisions of the Texas Health and Safety
Code to appeal the commitment through our complaint or appeals processes.

e Will comply with the utilization review of chemical dependency treatment; chemical dependency treatment
must conform to the standards set forth in the Texas administrative code.

Coordination with the Local Mental Health Authority

Aetna Better Health Texas will coordinate with the Local Mental Health Authority (LMHA) and support Member
access to Mental Health Rehabilitation, Targeted Case Management, SUD treatment, peer support services.
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Coordination of care will also include specialty populations, such as mental health — substance use disorder and
mental health — intellectual/developmental disability. Aetna Better Health Texas will coordinate with state
psychiatric facilities regarding projected length of stay, discharge planning, and transition to community care.

Assessment instruments for behavioral health

In addition to the Screening tools provided in the Texas Medicaid Provider Procedures Manual at
www.tmhp.com, additional tools are included as Appendix B to this manual.

Focus studies and utilization reporting requirements

Behavioral Health is a component of the Aetna Better Health Quality Assessment and Performance
Improvement Program (QAPI), which ensures a systematic and ongoing process to monitor, evaluate and
improve the quality of behavioral health services provided to Members.

The health plan quality management and BH department establish goals and monitors yearly outcomes on
BH Healthcare Effectiveness Data and Information Set (HEDIS) measures.

The health plan completes the annual assessment conducted by the Institute for Child Health Policy (ICHP),
which is required for the external quality review of Texas Medicaid Managed Care and the Children’s Health
Insurance Program.

Behavioral Health participates in Quality Management HHSC Performance Improvement Projects related to
mental health/substance use.

The health plan routinely monitors claims, encounters, referrals, and other data for patterns of potential
over/under utilization and identify opportunities to promote efficient and effective use of services.

At least annually, the health plan shares with BH and primary care providers performance and quality
metrics, which may include but are not limited to a. ADD (Follow up care for children prescribed ADHD
medication) b. AMM (Antidepressant medication management) c. APC (Use of multiple concurrent
antipsychotics in children and adolescents) d. APM (Metabolic monitoring for children and adolescents on
antipsychotics) APP (Use of first-line psychosocial care for children and adolescents on antipsychotics) f. FUA
(Follow up after emergency department visit for alcohol and other drug dependence) g. FUH (Follow up after
hospitalization for mental illness) h. FUM (Follow up after emergency department for mental iliness) i. IET
(Initiation and engagement of alcohol and other drug dependence treatment) j. MPT (Mental health
utilization) k. SAA (Adherence to antipsychotic medications for individuals with schizophrenia) |. SMD
(Diabetes monitoring for people with diabetes and schizophrenia) m. Potentially preventable event measures;

Procedures for follow-up on missed appointments.

Aetna Better Health providers will follow-up with Medicaid Members within 24 hours and attempt to reschedule
missed appointments. Providers should coordinate with Aetna Better Health Medical Management to ensure
that the appointment times are known and attended by the Member.

Member discharged from inpatient psychiatric facilities

All Members receiving inpatient psychiatric services must be scheduled for outpatient follow-up care and/or
continuing treatment prior to discharge. The outpatient treatment must occur within 7 days from date of
discharge. Aetna Better Health Texas providers will follow up with Members within 24 hours to reschedule due to
a missed appointment.

Value-added services

A $25 gift card is available for STAR and CHIP Members when they complete a 7-day outpatient follow-up
appointment after psychiatric hospitalization.
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Behavioral health emergency
Providers and Members can call our behavioral health hotline 24 hours a day, 7 days a week.
Call the numbers based on the plan and service Area. Then choose the option for crisis.

STAR
1-800-248-7767 (TTY: 711) (Bexar service area)
1-800-306-8612 (TTY: 711) (Tarrant service area)

STARKids
1-844-STRKIDS (1-844-787-5437) (TTY: 711) (Tarrant and Dallas service areas)

CHIP and CHIP Perinatal

1-866-818-0959 (TTY: 711) (Bexar service area)

1-800-245-5380 (TTY: 711) (Tarrant service area)

If emergency medical care is needed Members should call 911 or go to the nearest hospital.

Mental Health Rehabilitative (MHR) Services and Targeted Case Management (TCM)

Mental Health Rehabilitative (MHR) and Mental Health Targeted Case Management (TCM) services are available
for STAR and STAR Kids Members with SPMI or SED. The request for these services must be based on the
following standardized assessments and level of care guidelines:

1. The Adult Needs and Strengths Assessment (ANSA).
2. The Child and Adolescent Needs and Strengths Assessment (CANS).
3. Texas Resilience and Recovery Utilization Management Guidelines (TRRUMG).

Providers of MHR and TCM must provide all the services contained in all the levels of care. Employees must be
trained and certified to administer the ANSA for adults age 18 and older and the CANS for children/youth age 17
and under.

MHR Services include training and services that help the Member maintain independence in the home and
community, such as the following:

¢ Maedication training and support — curriculum-based training and guidance that serves as an initial orientation
for the Member in understanding the nature of his or her mental ilinesses or emotional disturbances and the
role of medications in ensuring symptom reduction and the increased tenure in the community.

e Psychosocial rehabilitative services — social, educational, vocational, behavioral, or cognitive interventions to
improve the Member’s potential for social relationships, occupational or educational achievement, and living
skills development.

e Skills training and development — skills training or supportive interventions that focus on the improvement of
communication skills, appropriate interpersonal behaviors, and other skills necessary for independent living
or, when age appropriate, functioning effectively with family, peers, and teachers.

e Crisis intervention — intensive community-based one-to-one service provided to Members who require
services in order to control acute symptoms that place the Member at immediate risk of hospitalization,
incarceration, or placement in a more restrictive treatment setting.

e Day program for acute needs - short-term, intensive, site-based treatment in a group modality to an
individual who requires multidisciplinary treatment in order to stabilize acute psychiatric symptoms or
prevent admission to a more restrictive setting or reduce the amount of time spent in the more
restrictive setting.

e Counseling services (Individual, Group and Family).
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TCM Services include:

¢ Case management for Members who have SED (age 3 through 17), which includes routine and intensive case
management services.

¢ Case Management for Members who have SPMI (adult, 18 and older).

A detailed description of MHR and TCM services, along with limitations, can be reviewed in the most current
Texas Medicaid Provider Procedures Manual (TMPPM) — Behavioral Health and Case Management Services
Handbook. Aetna Better Health of Texas will authorize MHR and TCM services per TRRUMG. Aetha Better Health
is not responsible for providing any service that is not a covered benefit or covering Criminal Justice Agency
funded procedure codes with modifier HZ because these services are excluded from the capitation.

Texas Resilience and Recovery Utilization Management Guidelines (TRRUMG) for Adult Mental Health and Child
and Adolescent Services can be found at; www.dshs.texas.gov/TRR/Utilization Management-(UM)-
Guidelines-and- Manual.aspx.

Texas Health Steps medical case management (Medicaid only)

Case management services are provided to assist Medicaid-eligible recipients under 21 years of age determined
to have special health care needs or are medically complex. Case Managers assist Members in gaining access to
necessary medical, social, educational, and other services to reduce morbidity and mortality among children, to
encourage the use of cost-effective health and health- related care, to make referrals to appropriate providers,
and to discourage over utilization or duplication of services. For more information on the THSteps case
management services or finding a case manager, please call toll-free 1-877-847-8377 (1-877-THSTEPS).

Definition of severe and persistent mental illness (SPMI)

SPMlincludes a diagnosis of bipolar disorder, major depression, schizophrenia, or other behavioral health
disorder for persons 18 and older, as defined by the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders, accompanied by:

1. Impaired functioning or limitations of daily living (including personal grooming, housework, basic home
maintenance, managing medications, shopping, or employment) due to the disorder, or

2. Impaired emotional or behavioral functioning that interferes substantially with the Member’s capacity to
remain in the community without supportive treatment or services.

Definition of severe emotional disturbance (SED)

SED describes psychiatric disorders in children and adolescents, up to age 18, which cause severe disturbances
in behavior, thinking and feeling. This includes a diagnosable mental, behavioral, or emotional disorder of
sufficient duration to meet diagnostic criteria specified within the latest edition of the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM) that resulted in functional impairment,
which substantially interferes with or limits the child's role or functioning in family, school, or community activities.

Substance Use Disorder (SUD)

SUD occurs when the recurrent use of alcohol and/or drugs causes clinically and functionally significant
impairment, such as health problems, disability, and failure to meet major responsibilities at work, school, or
home. A diagnosis of substance use disorder is based on evidence of impaired control, social impairment, risky
use, and pharmacological criteria.

Member access to and benefits of MHR Services and TCM

For Members with severe and persistent mental illness (SPMI) or severe emotional disturbance (SED), Mental
Health Rehabilitative (MHR) Services and Targeted Case Management (TCM) must be available to eligible STAR
and STAR+PLUS Members.
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Provider requirements

Providers must provide a behavioral health diagnosis based on the current edition of the American
Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders (DSM).

Providers of Mental Health Rehabilitation Services and Mental Health Targeted Case Management must
attest to Aetna Better Health of Texas that they have the ability to provide either directly or through contract,
the full array of services to Members.

Providers must comply with all Health and Human Service Commission (HHSC) procedures related to
qualification of mental health personnel and supervisory protocols.

Providers must have documentation that employees administering the assessment instruments (CANS,
ANSA) are currently certified.

Providers must follow the current Texas Resilience and Recovery Utilization Management Guidelines
(TRRUMG) for all behavioral health services requiring prior authorization and concurrent review.

CHIP Member prescriptions

CHIP Members are eligible to receive an unlimited number of prescriptions per month and may receive up to a
90-day supply of adrug.
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Quality management

What is quality?

The Institute for Healthcare Improvement (IHI) defines quality as “the endeavor of continuously, reliably, and
sustainably meeting customer needs and advocates for a Whole System of Quality approach. As such, Aetna
Better Health of Texas annually develops program and work plans that tailor to the unique needs of the
Membership, in terms of age groups, disease categories and special risk status with focus to STAR, CHIP and
STAR Kids programs. Further, Aetna Better Health of Texas complies with all State and Federal requirements
regarding Quality Improvement (Ql). The QAPI Program is overseen by the governing board and committees
whose Membership broadly represents the network of participating Providers and Members.

Overarching Quality Improvement Goals are one thatare:
e Safe-avoiding injuries to patients from the care that is intended to help them.

o Effective — providing services based on scientific knowledge to all who could benefit and refraining from
providing services to those not likely to benefit (avoiding overuse and underuse).

e Patient centered - providing care that is respectful of and responsive to individual patient preferences,
needs and values and ensuring that patient values guide all clinical decisions.

¢ Timely-ensuring access and availability to health care services
e Efficient-avoiding waste, including waste of equipment, supplies, ideas, and energy.

¢ Equitable —providing care that does not vary in quality because of personal characteristics such as gender,
ethnicity, geographic location, or socio-economic status.

Aetna Better Health of Texas achieves these goals by adhering to evidence-based practices, monitoring clinical
practice and preventive health guidelines, collaborating with clinicians, health care organizations, health
leaders, and through close collaborations with the HHSC Quality Division and the Institute of Child Health Policy.

There are scientific ways to measure health care quality. These tools are used by health professionals and
nationally recognized organizations such as but not limited to; The National Committee for Quality Assurance
(NCQA) NCQA and the Agency for Healthcare Research and Quality (AHRQ). Measures include but are not
limited to Healthcare Effectiveness Data and Information Set (HEDIS) and service delivery indicators. Fully
developed and tested measures are available for monitoring and available for download on the Aetna Better
Health Website: https://www.aetnabetterhealth.com/texas/providers/hedis.html.

The Chief Medical Officer (Medical Director) is directly responsible for the Quality Improvement Program. The
QAPI Program is directed by a multidisciplinary committee whose Members bring a diversity of knowledge and
skills to the design, oversight, and evaluation of the program.

The QI Committee and other QI sub-committees include input from Members, clinical practitioners and others
who are involved in the provision of care and service to Aetna Better Health of Texas Medicaid, CHIP and STAR
Kids Members.

All aspects of Member care and satisfaction are important to us. The monitoring and evaluation of clinical care
encompasses all components of the delivery system and the full range of services. The delivery system includes
both individual practitioners and institutional providers. The monitoring and evaluation of services includes
availability, accessibility, and acceptability of services delivered in the appropriate manner.

Satisfaction with the healthcare experience: Member surveys are conducted annually to further evaluate their
experiences with the delivery of care and services. Patient experience surveys focus on how patients
experienced or perceived key aspects of their care, not how satisfied they were with their care. Patient
experience surveys focus on asking patients whether or how often they experienced critical aspects of health
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care, including communication with their doctors, understanding their medication instructions, and the
coordination of their healthcare needs. A third party NCQA Certified vendor fields and reports Member
satisfaction via Consumer Assessment of Healthcare Providers & Systems (CAHPS). Focused groups and
Member Advisory Committee is another source of obtaining direct feedback on the experience of care and
service. A variety of techniques are used to gather suggestions from Members in order to identify and meet their
needs. These may include, but are not limited to:

e Satisfaction surveys.

¢ Focus groups.

e Member advisory councils.

¢ Complaints and Appeals.

o Member representation on QI Committees and selected QI Work Teams.

Annually, demographics and health risks of enrolled populations are accessed, and meaningful clinical issues are
chosen that reflect the health needs of significant groups within that population. High risk, high volume, problem
prone diagnoses, preventive health and acute and chronic conditions are monitored and evaluated.

Continuity and coordination of care is evaluated across health care settings and practitioners. Methods may
include medical record review for presence of advance directives, discharge plans and signing of abnormal test
results; evaluation of the referral process, case management interventions and systems for tracking and
notifying practitioners of abnormal lab/radiology results.

Mechanisms are also in place to identify patterns of under-and over-utilization. Methods may include physician
profiles, review of practitioner performance against practice guidelines, trending of complaint data, sentinel
events and adverse outcomes and number of Member encounters per Primary Care Provider. Access and
availability of care are monitored through appointment availability for preventive care, routine primary and urgent
care, 24-hour access, number and geographic distribution of primary care providers and high-volume
specialists, and telephone service standards. For more detailed access requirements, please see the Primary
Care Provider Responsibilities section of this manual.

STAR, CHIP and STAR Kids provider participation in Aetna Better Health of Texas and HHSC sponsored training
programs, as well as the identified issues, are carefully reviewed. We work in conjunction with physicians and
facilities to maintain a program of the highest quality standards. All Aetna Better Health of Texas STAR, CHIP and
STAR Kids network providers are required to comply with our QAPI program requirements.

Aetna Better Health of Texas strives to partner with our network providers, informing them of new initiatives and
results, and continuing re-evaluation in accordance with the Plan, Do, Study, and Act improvement cycle.

Physicians interested in participating with the Provider/Medical Advisory Committee should contact their
Provider Relations Representative and/or the Chief Medical Officer.

Practice Guidelines

Clinical Practice Guidelines summarize evidence-based management and treatment options for specific
diseases or conditions. Guidelines are based on clinical and expert consensus from nationally recognized
sources and organizations, national disease associations, and peer-reviewed, published literature.

Practice guidelines are reviewed nationally and adopted locally through Aetna Better Health of Texas Provider
Advisory Committee that includes practicing providers who participate in STAR, CHIP and STAR Kids. This
Committee also suggests topics for guidelines development, based on relevance to enrolled Membership, with
selection of high volume, high risk, problem prone conditions as the priority.

The Aetna Better Health of Texas Provider Advisory Committee reviews and approves clinical and preventive
care service guidelines annually and communicates the updates to providers via the Aetna Beter Health of Texas
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website (https://www.aetnabetterhealth.com/texas/providers/clinical-guidelines-policy-bulletins.html )
for all programs that includes STAR, CHIP and STAR Kids programs. The following provides an overview of
current Clinical Practice Guidelines and Preventive Health guidelines. Please visit Aetna Better Health of Texas
website for full access and links to guidelines at:
https://www.aetnabetterhealth.com/texas/providers/clinical-guidelines-policy-bulletins.html.

Clinical Practice Guidelines
e Asthma.

e Diabetes.

¢ Major Depressive Disorder.

e Hypertension.

Preventive Health Guidelines

e Immunization Schedules.

e Perinatal Screening.

e U.S. Preventive Services Task Force (USPSTF) Recommendations.
Shared decision-making tool aids are also available on our website at:

https://www.aetnabetterhealth.com/texas/providers/forms.html. These are communication tools used as
away for providers and patients to make informed health care decisions using evidence-based aids. Topics on
our website include asthma, depression and depression medication choice aids, diabetes, cardiovascular
primary prevention choice aids, statin choice decision aid, and flu prevention. out not limited to accessibility
availability, and continuity of care.

The quality department staff coordinates organizational participation in the assessment of quality of care,
identification of issues and strategies to mitigate as well as follow-up activities and documentation. Along with
the QAPI Program, Aetna Better Health of Texas develops annually a QM Work Plan to track and trend progress
throughout the year.

Performance Improvement Projects (focused studies) and Utilization Management Reporting
Requirements

ABHTX conducts Performance Improvement Projects (PIPs) and other focused studies in accordance with state
requirements. The goal is to design projects to improve performance in quality or service delivery provisions. PIP
topics are identified either from areas of importance or weakness, by regulators or by the health plan.
Examination of relevant clinical, survey, financial, demographic, and/or encounter data that relate to quality of
care, utilization management of services, or other factors that impact Membership, providers, or the larger
community.

ABHTX uses reliable proven statistical methodologies in designing and evaluating performance improvement
activities, taking significant efforts to provide accurate and reliable data. Evaluation and analysis of the data
source ensures it is appropriate to answer the study questions and is the most current available.

PIP topics and related monitoring activities reflect the needs or issues of ABHTX population in terms of age,
disease categories and special risk status. Indicators associated with studies and monitoring activities are
objective, measurable, and based on national benchmarks or historical data. The Chief Medical Officer reviews
results in the QM/UM Committee and QMOC. ABHTX practitioners receive results to encourage input for
continuous quality improvement strategies.

Aetna Better Health of Texas works collaboratively with ++Ad;G External Quality Review Organization (EQRO) to
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develop studies, surveys, or other analytical approaches that will be carried out by the EQRO. Mid- year
evaluations allow both the EQRO and the Health Plan to gauge progress with the Performance Improvement
Projects (PIP) and hear recommendations for improvement. The purpose of the health care PIPs is to assess and
improve processes, and thereby outcomes of care. For such projects to achieve real improvement in care, and
for interested parties to have confidence in the reported improvements, PIPs are designated, conducted, and
reported in a methodologically and systematically sound manner.
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Provider responsibilities

General responsibilities
Primary Care Provider (medical home) responsibilities

A medical home is an approach to providing comprehensive primary care and is defined as primary care that is
accessible, continuous, comprehensive, family centered, coordinated, compassionate, and culturally sensitive. In
amedical home, the Primary Care Provider works in partnership with the Member and the Member:G family to
assure that all the medical and non-medical needs of the Medical are met. Through this partnership, the Primary
Care Provider can help access and coordinate specialty care, educational services, out-of-home care, family
support, and other public and private community services that are important to the overall health of the Member.

Practitioners from any of the following practice areas may act as primary care providers for Aetna Better Health
Medicaid, CHIP and STAR Kids Members: general practice, family practice; internal medicine; pediatrics;
obstetrics/gynecology (Ob/Gyn); certified nurse midwives (CNM), pediatric and family advanced practice nurses
and physician assistants (PA) practicing under the supervision of a physician, Federally Qualified Health Centers
(FQHC), Rural Health Clinics (RHC) or similar community clinics; and, with approval by the Aetna Better Health
Medical Director, specialists who are willing to provide the primary care services for selected Members who are
chronically ill, medically complex or have other special health care needs.

The primary care provider has the following responsibilities:

e Provide for access to medical care 24 hours a day, 7 days a week.

e Provide all age-appropriate primary care covered services within the scope of the edGGiCiCe;G practice,
including appropriate health education and instructions to the Member, or if the Member is a child or other
dependent, to family Members or primary caregivers.

e For Members under the age of 21, the Primary Care Provider will provide well child health checkups in
accordance with the American Academy of Pediatric recommendations for CHIP Members and Texas
Health Steps checkups in accordance with the STAR Members.

¢ For Members under the age of 21, the Primary Care Provider must either be enrolled as a Texas Health Steps
provider or refer Members due for a Texas Health Steps checkup to a Texas Health Steps provider.

e For adult Members over the age of 21, the Primary Care Provider provides adult health care oversight and
appropriate care according to the U.S. Preventive Services Task Force.

e Provide or arrange for the provision of services to Members assigned to their panel. Covered services are
detailed in the current year Texas Medicaid Provider Procedures Manual at www.tmhp.com and
summarized under the =OEgDEDE ADEGICDG> in this manual.

o Refer to Aetna Better Health participating specialists and other providers when services are indicated.
e Seek prior authorization from Aetna Better Health when referring to nonparticipating providers.
¢ Initiate the request for authorization for services that require prior approval.

¢ Facilitate ongoing communication between the primary care provider and specialty care providers while the
Member is undergoing specialty care. Assure appropriate transfer of medical information between the
primary care providers, specialty care providers, and ancillary care providers.

¢ Recognize the role that the family Members have as primary caregivers for children and other dependents
and ensure their participation in decision making.

e Assure integration of Member:é medical home needs with home and community support services.

¢ Provide information concerning appropriate support services (for example, WIC, ECI, etc.) within the
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community. In the case of children with Texas Health Steps benefits, include coordination with existing State
agency approved providers and/or case managers within ECI, DARS, TCB, and the DSHS targeted case
management program for high-risk pregnant women and infants, where appropriate.

e Coordinate care for hospitalized Members.

e Assure that pre-admission planning occurs for the Member in all non-emergency hospital admissions.

e Assure that discharge planning is conducted for each admitted Member.

e Assure that the home and community arrangements are available prior to the hospital discharge of the Member.

e Assist in the development of alternatives to hospitalization when medically appropriate. Provide timely follow-
up after emergency care or hospitalization.

¢ Comply with requirements as outlined as the Primary Care Provider, you must provide telephone access to
Members 24 hours a day, 7 days a week. A Health Home is different from a primary care provider. A Health
Home takes a =whole person>approach to integrate and coordinate all primary, acute, behavioral health, and
long-term services and supports to treat the whole person. Health Homes provide support for high-need,
high-cost Medicaid populations.

Availability and accessibility

Primary Care Providers provide covered services in their offices during normal business hours and are available
and accessible to Members, including telephone access, 24 hours a day, 7 days a week, to advise Members
requiring urgent or emergency services. If the Primary Care Provider is unavailable after hours or due to vacation,
illness, or leave of absence, appropriate coverage with other participating physicians must be arranged. If a
Member is referred to another Primary Care Provider who is not on record as a covering provider, a referral must
be submitted to the Aetna Better Health Prior Authorization unit to prevent a delay in payment.

24-hour accessibility
You must provide telephone access to Members 24 hours a day, 7 days a week.
After-hours access

The following are acceptable and unacceptable phone 