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HEALTH AND HUMAN SERVICES COMMISSION

SELF-EVALUATION REPORT

. AGENCY CONTACT INFORMATION

Health and Human Services Commission
Exhibit 1: Agency Contacts
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Kelly Garcia
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Austin, TX
78751-2316
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Building
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IIl. KEY FUNCTIONS AND PERFORMANCE

A. Provide an overview of your agency’s mission, objectives, and key functions.

Mission

The Texas Health and Human Services (HHS) System includes five entities: Health and Human
Services Commission (HHSC); Department of Aging and Disability Services (DADS); Department
of Assistive and Rehabilitative Services (DARS); Department of Family and Protective Services
(DFPS); and Department of State Health Services (DSHS). Together these agencies administer
more than 200 programs, ranging from Medicaid and Child Protective Services, to regulatory
and licensing functions. Their collective mission is to develop and administer an accessible,
effective, and efficient health and human services delivery system that is beneficial and
responsive to the people of Texas.

Within this structure, HHSC provides System oversight and administers programs, primarily
focused on Medicaid and the Children’s Health Insurance Program (CHIP). As an agency,
HHSC’s mission is to maintain and improve the Health and Human Services System in Texas, and
to administer its programs in accordance with the highest standards of customer service and
accountability for the effective use of funds.

Objectives

HHSC has a broad range of objectives and goals related to HHS System oversight and delivery of
Medicaid, CHIP, and other programs, which are detailed in state and federal law. The agency’s
main objectives include the following.

e HHS Oversight and Policy. Improve the Health and Human Services System’s business
operations to maximize federal funds; improve efficiency in system operations; improve
accountability and coordination throughout the System; and ensure the timely and accurate
provision of eligibility determination services for all.

e HHS Consolidated System Support Services. Improve System operations through the
coordination and consolidation of administrative services.

e HHS Medicaid Support. Improve service quality by serving as the single state Medicaid
agency, coordinating Medicaid-related programs administered by other agencies and
determining program eligibility. Provide policy direction and management of the State’s
Medicaid program, maximizing use of federal dollars.

e Medicaid Health Services. Administer programs that provide medically necessary health
care in the most appropriate, accessible, and cost-effective setting.

e CHIP Services. Ensure health insurance coverage for eligible children in Texas.

e Special Services for Children. Address the specific health and dental needs of Texas’
children before associated problems become chronic and irreversible.

Il. Key Functions and Performance 3 HHSC



e Assistance Services. Provide appropriate support services that address the employment,
financial, and nutritional needs of eligible individuals.

e Other Support Services. Promote safety, self-sufficiency, and long-term independence for
those living with domestic violence or other adverse circumstances.

o Inspector General. Improve health and human services programs and operations by
protecting them against fraud, waste, and abuse.

Key Functions

As the lead agency in the HHS System, HHSC serves a dual role — providing System oversight and
support, and developing policies, determining eligibility, and implementing health and human
services programs. To fulfill these two main objectives, the agency performs the following key
functions.

HHS System Oversight

Unified Policy Decisions. To ensure a cohesive approach in maximizing federal funds and
enhancing client focus across the HHS System, the Executive Commissioner adopts all formal
policies and rules. The Executive Commissioner also provides strategic guidance across the HHS
System as well as oversees the day-to-day agency operations within HHSC. Under the Executive
Commissioner’s direction, HHSC provides budget and fiscal policies, such as rate setting and
forecasting across the HHS System.

In addition, HHSC coordinates policies, initiatives, and services across the HHS System for child
and youth programs, acquired brain injury, and elimination of health disparities.

HHSC also coordinates compliance and reporting requirements including policy, program, legal
requests for information, and budget activities across HHSC and within the HHS System for
cross-agency issues such as the Frew v. Janek lawsuit regarding Medicaid for clients age 20 and
younger.

Streamlined Business Operations. To ensure consistency and accountability across the HHS
System, HHSC coordinates human resource policies, contract procurement and management,
ombudsman complaints monitoring, legal and IT services, and initiatives such as e-health
opportunities across the HHS System.

Consolidated Support Services. To maximize System efficiencies, HHSC provides facilities
management.

Eligibility Determination

Within the framework of state and federal regulations, HHSC determines eligibility for health
and human services programs, including children’s and adult Medicaid programs, Supplemental
Nutritional Assistance Program (SNAP), Temporary Assistance for Needy Families (TANF), and
CHIP.

Il. Key Functions and Performance 4 HHSC



In addition to these main functions, HHSC also collaborates with DADS on the Medicaid
Eligibility for Elderly and People with Disabilities program. In this program, HHSC determines
the financial eligibility and DADS determines the physical need.

Medicaid Service Delivery

HHSC is the single state agency for Medicaid in Texas. To ensure clients receive efficient and
cost-effective medically necessary services, HHSC implements the federal-state Medicaid
program. Largely administered through contracts with multiple managed care organizations,
HHSC oversees this process and other delivery systems, such as fee-for-service.

Specific functions unique to this program area include: developing client benefits policies and
ways to maximize federal funds; maintaining the Medicaid State Plan, rules, and
communications with the Centers for Medicare & Medicaid Services; and coordinating
Medicaid long-term care services with DADS.

HHSC also operates the Texas Medicaid Medical Transportation Program, which provides free
transportation or travel reimbursement to Medicaid clients for medical and dental

appointments.

Other Social Services

Community-based Support

HHSC provides targeted services that enable clients to become more self-sufficient, healthier,
and fiscally responsible. Through contracts with faith and community based organizations,
HHSC provides services such as emergency shelter and support to victims of domestic violence,
marriage and relationship education to eligible clients, and medical assistance and social
services to eligible refugees.

Emergency Assistance

HHS System agencies work through the HHS System Emergency Council to respond to the
demands of a particular emergency or disaster. Given the size of the state and the complexity
of health and human service delivery, especially in a disaster situation, coordination ensures a
prompt and effective response.

HHSC works with the Texas Division of Emergency Management and the federal government to
determine emergency eligibility for SNAP, TANF, and Medicaid benefits to qualified clients.
HHSC works with the agencies inside the HHS System, as well as outside partners, such as the
Red Cross and Salvation Army, to coordinate essential supplies. HHSC also provides long-term,
case management services to eligible recipients impacted by natural disasters and participates
in post-disaster recovery plans with the Texas Division of Emergency Management.

Detect and Deter Fraud, Waste, and Abuse

Created by the Legislature in 2003, the Office of Inspector General (OIG) protects the integrity
of health and human services programs in Texas, as well as the health and welfare of program

Il. Key Functions and Performance 5 HHSC



clients. To accomplish this, OIG oversees health and human services activities, providers, and
clients through compliance and enforcement activities designed to identify and reduce fraud,
waste, or abuse and to improve the efficiency and effectiveness of programs throughout the
HHS System. OIG operates an online reporting system and toll-free hotline to receive reports of
fraud, waste and abuse from the public and state employees.

B. Do your key functions continue to serve a clear and ongoing objective? Explain why
each of these functions is still needed. What harm would come from no longer
performing these functions?

HHSC’s key functions continue to serve clear and ongoing objectives in providing System

oversight and fulfilling its designation as the state’s single Medicaid agency. HHSC has the

primary responsibility for:

e providing HHS System oversight, including strategic direction and consolidated
administrative support;

e delivering health and human service programs, including Medicaid, CHIP, TANF, SNAP,
disaster assistance and family violence support; and

e preventing fraud, waste, and abuse within the HHS System.

These key functions represent a comprehensive approach to overseeing the HHS System,
preventing duplication of efforts and cost inefficiencies, and providing a coordinated service
delivery system. Removing HHSC’s leadership, oversight, and coordination responsibilities
would likely result in wasted federal funds.

In addition, through its program delivery function, HHSC ensures that eligible clients receive
needed medical, nutritional, and financial assistance. The state must meet federal guidelines
for processing applications accurately and within specified timeframes. HHSC implements the
joint federal-state Medicaid program and no longer performing this function would result in
low-income Texans not receiving needed services.

Finally, through OIG, HHSC improves health and human services programs, ensuring sound use
of federal funds and safeguarding the state from risk. This function ensures accountability in
the health and human services programs, as well as the health and welfare of the recipients of
those programs, by identifying, communicating and correcting activities of waste, fraud or
abuse in Texas.

The Guide to Agency Programs section of this report contains additional detail relating to the
continuing need of each HHSC function.
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C. What evidence can your agency provide to show your overall effectiveness and
efficiency in meeting your objectives?

To ensure quality outcomes in all program areas, HHSC regularly reviews and evaluates its own
performance, addressing significant issues raised through the process. In addition to the
Legislative Budget Board (LBB) approved performance measures, the following are several ways
HHSC ensures efficient and effective System oversight and program delivery. Additional detail
explaining program- and division-specific methods for ensuring effectiveness and efficient
service delivery can also be found in the Guide to Agency Programs section of this report.

Stakeholder Feedback

HHSC actively surveys clients, employees, and stakeholders to evaluate effectiveness and
efficiencies. For example, HHSC conducts Medicaid and CHIP client surveys to measure overall
quality of care and access to care, as well as satisfaction with care, benefits, and health plans.
To assess issues internal to the agency, HHSC regularly surveys its employees to gauge
employee satisfaction and customer service.

Also, through regular open meetings the public has an ongoing outlet to comment on potential
changes in policy or rule, and to raise concerns with program delivery across the HHS System.
In addition, HHSC facilitates internal communication and improves agency operational
efficiency by convening work- and stakeholder groups to identify areas of change and suggest
solutions for leadership to consider and implement.

By continually involving stakeholders in the policy development process, the Executive
Commissioner and agency staff have a clear channel to hear outside concerns from a broad
spectrum of system participants. This process allows concerns to be heard, investigated, and
resolved, ensuring ongoing accountability.

Internal and External Program Evaluation

HHSC conducts legislatively required reports, including an Annual Report and Strategic Plan,
which evaluate specific programs and services and identify areas for improvement. In addition,
regular reporting to the Legislative Budget Board tracks the agency’s success meeting certain
performance measures.

Supplemental to the legislatively required reports, HHSC also contracts with external review
organizations to gauge program success and identify areas for improvement. HHSC uses
Business Process Reviews, an internal audit function, and OIG to identify inefficiencies in
meeting HHSC objectives. In addition, HHSC cooperates with external audits conducted by
state and federal agencies, such as the State Auditor’s Office, and the federal Department of
Health and Human Services and Centers for Medicare & Medicaid Services. These processes
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serve as an internal check and balance, apprising the Executive Commissioner and other senior-
level staff of programmatic inefficiencies and ensuring accountability.

Executive Management Briefing/Operational Planning

Separate from program evaluation, HHSC uses an Executive Management Briefing and
Operational Planning processes to ensure that the agency achieves its oversight and
programmatic responsibilities. Through these processes, each agency program identifies key
objectives to improve service delivery to clients and establishes measures to monitor each key
objective.

Comparison Studies

HHSC participates in federally required surveys and performance reports that allow HHSC to
place Texas’ performance in context of what other states achieve. These comparisons enable
HHSC to identify best practices and incorporate them into Texas programs. For example, the
Medicaid program participates in the Consumer Assessment of Healthcare Providers and
Systems, Healthcare Effectiveness Data and Information Set, and the Review of Contractor
Quality Assessment and Performance Improvement. Medicaid also has an independent
External Quality Review Organization, as required by federal law, to assess managed care
performance for beneficiaries.

Complaint Data Monitoring

The HHSC Office of the Ombudsman compiles complaint data for the HHS System and reports
such information to the Executive Commissioner monthly. Beyond addressing agency-specific
issues, this system-wide reporting process allows HHSC, in its leadership and oversight role, to
identify trends or systemic issues that may need to be addressed comprehensively across the
HHS System.

D. Does your agency’s enabling law continue to correctly reflect your mission, objectives,
and approach to performing your functions? Have you recommended changes to the
Legislature in the past to improve your agency’s operations? If so, explain. Were the
changes adopted?

The Legislature created HHSC in 1991 by H.B. 7, 72" Legislature, First Called Session, and its
enabling statutes were codified in Chapter 531 of the Government Code in 1995 by S.B. 959,
74%" Legislature, Regular Session. Section 531.002 charges HHSC with the primary responsibility
for ensuring the delivery of state health and human services in a manner that uses an
integrated system to determine client eligibility; maximizes the use of federal, state and local
funds; and emphasizes coordination, flexibility, and decision making at the local level. In
addition, Section 531.021 designates HHSC as the state agency to administer federal medical
assistance, or Medicaid, funds.

Il. Key Functions and Performance 8 HHSC



In 2003, in H.B. 2292, 78t Legislature, Regular Session, the Legislature consolidated 12 health
and human services agencies into the five agencies that make up today’s health and human
services system: HHSC, DADS, DARS, DFPS, and DSHS. The 2003 changes clarified HHSC's
operational responsibilities and expanded its oversight of the health and human services
system.

Since the consolidation of health and human services, HHSC has not recommended any changes
to its core responsibilities and operating principles.

The information below lists some of HHSC's recommendations to accomplish these goals.
Additional detail on past legislative initiatives, although not necessarily directed by the agency,
is contained in the Statutory Authority and Recent Legislation section of this report.

Abolishment of Certain Advisory Committees

While the health and human services agencies were reorganized from 12 to five agencies in
2003, a multitude of advisory committees connected to the legacy agencies remained. Agency
staff worked with legislators to determine a process by which the committees could be
assessed for continuing need and combined or eliminated. House Bill 2292 set forth
parameters by which certain advisory committees could continue and abolished all advisory
committees not meeting those guidelines. The Executive Commissioner was granted authority
to certify which advisory committees were exempt from abolition and the authority to appoint
advisory committees as needed was preserved.

Elimination of Obsolete or Redundant Required Reports

No process currently exists for HHSC to evaluate the ongoing usefulness and effectiveness of
reports required by health and human services agencies. As a result, reports that are
redundant, outdated, or no longer useful to policymakers remain in statute and agency staff
time and resources are ineffectively used to compile some of these reports. In response to this
issue, HHSC worked with members of the Legislature to attempt to pass a bill outlining a
process by which reports would be assessed for usefulness and recommended for deletion.

E. Do any of your agency’s functions overlap or duplicate those of another state or
federal agency? Explain if, and why, each of your key functions is most appropriately
placed within your agency. How do you ensure against duplication with other related
agencies?

House Bill 2292 reorganized the state health and human services system to consolidate
organizational structures and functions, eliminate duplicative administrative systems, and
streamline processes and procedures to maximize efficiencies across the agencies. The bill
realigned operations of the existing 12 health and human services agencies by consolidating
similar functions within five agencies.

Il. Key Functions and Performance 9 HHSC



As similar service populations and interdependent decision making exist across program areas,
coordination amongst the HHS System agencies is key. And, although further streamlining
across the HHS System is likely still needed to completely capture the intent of the H.B. 2292
consolidation efforts, duplication of efforts was largely eliminated.

House Bill 2292 transformed HHSC from an oversight and coordination agency without direct
authority into an agency with oversight and operations responsibility. Clearly defined in H.B.
2292, HHSC's functions do not duplicate the functions of other state and federal agencies, as is
detailed below.

HHS System Oversight

Unique to Texas’ health and human services delivery system, HHSC’s leadership and system
oversight function is not performed by other state or federal agencies. Through H.B. 2292, the
Legislature clarified HHSC's responsibility and authority for leading and overseeing the HHS
agencies to ensure that they function as a System. Additionally, the legislation mandated HHSC
to develop and implement consolidated support services for the HHS System. HHSC serves as
the central provider to the other health and human services agencies for support services,
including human resources, civil rights, procurement, strategic planning, complaint analysis,
and leasing and facilities management functions. In addition, IT and legal functions exist within
each agency; however, HHSC maintains system operational oversight of such key functions.

Eligibility Determination

HHSC is the sole agency responsible for determining health and human services program
eligibility. Eligibility determinations for certain programs require coordination with other state
and federal agencies, including HHS System agencies, namely DADS and DFPS, the Texas
Workforce Commission, and the federal Social Security Administration. For example, eligibility
for Medicaid for the Elderly and People with Disabilities is determined in two parts. HHSC
determines the financial eligibility and DADS determines the physical need. In order for clients
to receive services and for providers to receive payment from Medicaid, eligibility information
must be coordinated with both agencies. HHSC also coordinates Medicaid eligibility policies
and benefits with DFPS. DFPS places children and youth under age 21 in conservatorship, which
results in automatic Medicaid enrollment.

Medicaid Service Delivery

HHSC expanded responsibility for implementing the Medicaid and Children’s Health Insurance
Program. Certain aspects of implementing these federal healthcare programs require
coordination with other state agencies. HHSC serves as the state’s liaison with the federal
government and coordinates with other state health and human services agencies and Centers
for Medicare & Medicaid Services to develop and maintain the Medicaid State Plan and state
plan amendments. Additionally, HHSC has oversight over the Long-term Care Services and
Support programs administered by DADS.

Il. Key Functions and Performance 10 HHSC



Other Social Services

HHSC's efforts promoting self-sufficiency and safety functions do not overlap or duplicate the
functions performed by any other state agency. For certain services, HHSC may contract with
another state agency to directly provide that service. For example, HHSC contracts with the
DSHS to provide health screening services to eligible refugees.

None of the HHSC and HHS System disaster assistance functions duplicate those of another
state or federal agency. The Texas Division of Emergency Management (TDEM, formerly the
Governor’s Division of Emergency Management), with the Federal Emergency Management
Agency, determine which agencies participate in the delivery of services and public assistance
available to presidentially declared disasters. TDEM is charged with designing and
implementing a comprehensive emergency plan for the state and part of that plan is to ensure
roles and responsibilities are clearly understood and duplication of services does not occur.

The temporary assistance during disasters key function is most appropriately placed within
HHSC because, as the agency responsible for determining financial and medical assistance
eligibility on a regular basis, HHSC has the expertise to provide these services in demand
following a disaster in the expedited timeframe and in response to the dramatically increased
need for services.

Duplication of services does not occur because HHSC is the only agency that provides financial
and medical assistance services such as SNAP (formerly known as Food Stamps), TANF and
Medicaid. Following disasters, disseminating information to the populations affected and to
those concerned about loved ones, as well as to volunteers, is especially important and
duplication in this area is actually desired. However, the information must be accurate.
Contracted by HHSC, the 2-1-1 Information and Referral service operates throughout the year
and is well recognized for the broad information it provides, and utilization of 2-1-1 services
increases dramatically following a disaster.

Detect and Deter Fraud, Waste, and Abuse

House Bill 2292 created OIG and charged it with investigating, reviewing, and auditing fraud,
waste, or abuse within all health and human services programs. In doing so, OIG works closely
with all health and human services agencies and programs, and establishes protocols for the
system agencies to refer any information related to fraud, waste, and abuse to the OIG for
review and investigation. In addition, OIG works closely with the Office of the Attorney General
(OAG) Medicaid Fraud Control Unit, and regularly refers cases to OAG. OIG also coordinates
with local, state, and federal regulatory and law enforcement agencies in the course of
conducting provider, recipient, and other types of investigations. No such function exists
elsewhere within the HHS System.

Il. Key Functions and Performance 11 HHSC



F. Ingeneral, how do other states carry out similar functions?

While many of HHSC’s functions are similar to those performed by other state health and
human services agencies, its structure and role within Texas’ HHS System remain unique. The
following examples describe major differences in how other states provide health and human
services.

Consolidated Health and Human Services System

Texas is one of the only states with a consolidated health and human services system. In most
other states, each health and human services agency administers its own support services, such
as human resources and information technology. Texas is also one of the only states to
outsource some support services, such as HR.

Eligibility Determination

Whereas Texas determines program eligibility at the state level, through HHSC, some states
provide funding directly to counties, thus eligibility determination exists at the local level.

Medicaid Service Delivery

Medicaid healthcare delivery models vary from state to state. Texas primarily relies on a
managed care model, a system in which a single provider or organization oversees patient care.
Many state Medicaid programs include managed care components as a way to improve quality
and control costs.

However, other states deliver services through a direct fee-for-service plan under which
providers receive a payment for each unit of service they provide. Texas has multiple managed
care companies that contract with the state to provide health care to Medicaid clients. In
addition, Texas Star Health is a statewide program providing healthcare services to children in
foster care through one managed care organization - an approach that improves consistency
and coordination of care.

Other Social Services

Social service program delivery varies widely among states. Generally, some states directly
provide needed services, whereas Texas and others provide the services by contracting with
community based organizations. For example, HHSC contracts with the Texas Council on Family
Violence to provide training and technical assistance for the Family Violence Program.

Many states have a similar disaster assistance plan in place. Structurally, these plans rely on

the Governor to request the president to declare a disaster and have a comprehensive
emergency response plan that is directed by the Governor’s office or its designee. Respective
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state health and human service agencies have significant responsibilities in these state plans
due to their roles in protecting public health and providing human services in general and
specifically in response to disasters.

Detect and Deter Fraud, Waste, and Abuse

All states operate a program to detect and deter fraud, waste, and abuse in their health and
human services programs. However, the structure of such programs differs. For example,
some states may locate this function within the state Medicaid agency or the state Attorney
General’s office, or it may be an independent state agency. Additionally, some states focus this
effort specifically on the state Medicaid program, whereas the HHSC OIG is responsible for
detecting and deterring fraud, waste, and abuse across the HHS System.

G. What key obstacles impair your agency’s ability to achieve its objectives?

The Health and Human Services Commission faces a variety of obstacles that impair its ability to
most effectively and efficiently achieve its strategic objectives. These include the following.

Increased Need for Services

A number of changing societal dynamics impact service need. For example, the recent
economic downturn created an increased need for services including Medicaid, the SNAP, and
TANF. Natural disasters such as Hurricane lke, flooding, and tornadoes also provide
unpredictable caseload growth. And finally, the aging Baby Boom population will increasingly
place demands on the Medicaid system.

Additionally, although Texas is not participating in the federal healthcare reform's Medicaid
expansion, Medicaid caseloads may nonetheless increase as the federal “individual mandate’
causes currently uninsured individuals to seek out coverage.

Federal Restrictions

Changing federal mandates and complex federal regulations without clear implementation
guidance are and will continue to be a challenge for HHSC and the HHS System. Federal
legislation also imposes “maintenance of effort’ requirements that restrict the State’s ability to
adjust eligibility standards or to modify the Medicaid program to respond to evolving
populations and economic conditions.

Another ongoing issue is that the Centers for Medicare & Medicaid Services (CMS) focus
primarily on the fee-for-service delivery of Medicaid benefits. Texas, however, like many other
states, is increasingly using a managed care service delivery model, resulting in difficulty
addressing process differences. Delayed timelines in CMS’ process for approving State Plan
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Amendments and waivers and providing guidance to Texas also creates an obstacle, as new
regulations are often lengthy, resulting in implementation delays.

Technology

House Bill 1516, 79t Legislature, 2005, mandated the consolidation of 31 data centers
(including those used by the five HHS agencies) into one statewide data center. However, since
data center consolidation, numerous operational and billing issues have occurred, hindering the
HHS System’s ability to meet System-wide business needs through automation. In addition to
operational issues caused by the data center consolidation, the contracted vendor’s inability to
proceed with the transformation process has prevented HHS agencies from taking advantage of
technological advances to modernize the many systems currently in place. Such modernization
would increase interoperability, reduce maintenance costs, and streamline operations by
reducing data duplication. Until the vendor’s performance complies with the State’s
requirements and the data center consolidation is complete, the challenges to achieving IT
efficiencies within the HHS System will remain.

Technological limitations due to the normal obsolescence cycle of hardware and software in a
large state agency are also an obstacle to HHS and HHSC efficiencies and effectiveness. New
technology can be expensive to purchase and install in a timely manner that does not disrupt
productive work.

Each HHS System agency maintains confidential client information. Numerous laws and policies
govern the way that HHS is expected to protect this information during its use, transport,
processing, and storage. The HHS System has a large number of database and case
management systems, a majority of which have been in production for numerous years and
now have outdated security models. Similarly, foreign attacks to the HHS System remain a
challenge, as a successful security breach could compromise confidential data.

Resources

While staffing issues are ever-present across all agencies, inability to maintain or increasing
experienced personnel at levels to match caseload growth inhibits HHSC’s ability to deliver
benefits. Compounding this challenge, staff retention, high turnover rates, and a less tenured
eligibility workforce make it difficult to effectively respond to caseload increases and maintain
performance.

Shortage of healthcare professionals is not just an individual state crisis, but a national public
health crisis. The increased cost of medical education, comparatively few medical education
institutions, systemic incentives towards specialization and away from primary care, and legal
limits on other healthcare professionals’ roles join to create a national healthcare professional
shortage. In Texas, the shortage is especially acute due to the state’s size and rural geography:
it is difficult to recruit and retain healthcare professionals willing to live in small and isolated
communities that may not have access to the latest technology. Given the shortage of
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healthcare professionals in general, the specific need for healthcare professionals willing to
deliver services to Medicaid and other HHS clients is compounded by low reimbursement rates.
Although largely outside of HHSC’s control, the small populations of healthcare professionals
willing to treat clients on public insurance presents a significant challenge.

H. Discuss any changes that could impact your agency’s key functions in the near future
(e.g., changes in federal law or outstanding court cases).

Federal Healthcare Reform

The federal Patient Protection and Affordable Care Act and the Health Care and Education
Reconciliation Act became law in 2010. Referred to as federal healthcare reform, these laws:

e include a mandate for most individuals to have health insurance;

e expand Medicaid coverage of certain populations to 133 percent of FPL (subject to the U.S.
Supreme Court’s decision, below);

e establish state-based insurance exchanges for individuals and small employers;

e require streamlined eligibility determinations among Medicaid, CHIP, and insurance
exchanges;

e establish new community based options and programs; and

e provide flexibility for states to change provider reimbursement systems.

The scope and effect of federal healthcare reform has been limited by a decision of the United
States Supreme Court holding that the expansion of Medicaid coverage is optional, not
mandatory. Additionally, the federal government has delayed implementation of other parts of
federal healthcare reform, such as the employer mandate and insurance exchanges.

Texas is not implementing the Medicaid expansion and is not establishing a state-run insurance
exchange. However, the federal healthcare reform effort is expected to continue to cause the
State budgetary and regulatory challenges in the future.

Pending Litigation

Children’s Medicaid Services

In Alberto N. v. Janek, children with complex disabilities and chronic health conditions allege
they have been denied medically necessary in-home Medicaid services, including private duty
nursing, personal care services, and durable medical equipment. The parties entered into
partial settlements in 2002 and 2005 resulting in substantial changes to agency policy and
practice, but plaintiffs complained in 2009 that more changes are required. The parties are
attempting to resolve the contested issues informally.

In Frew v. Janek, a class consisting of “all present and future Texas Medicaid recipients who are

under the age of 21, and therefore eligible for [Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT)] services, but who have not received the entire range of EPSDT services to
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which they are entitled, except anyone who has knowingly and voluntarily refused EPSDT
services” alleges that Texas Medicaid does not satisfy the requirements of the federal EPSDT
program. A federal court entered a consent decree in 1996 that required specific systemic
changes to the Medicaid program for children under age 21. Following disputes about HHSC's
compliance with the consent decree, the agency is now operating under Corrective Action
Orders and their associated Corrective Action Plans in 10 functional areas. The agency is under
court supervision through at least 2015.

Women’s Health Services

In Planned Parenthood v. HHSC, Planned Parenthood challenges an HHSC administrative rule
that prohibits payments from the Medicaid Women’s Health Program (Medicaid WHP) to
providers that perform or promote elective abortions or that affiliate with entities that perform
or promote elective abortions (the affiliate rule). A state district court entered an injunction in
November 2012 prohibiting HHSC from enforcing the affiliate rule and from terminating the
Medicaid WHP as long as federal funding continued. The case is currently on appeal, but
federal funding — and the Medicaid WHP — terminated on December 31, 2012.

When the federal Centers for Medicare & Medicaid Services terminated federal funding for the
Medicaid WHP, the State established the Texas Women’s Health Program (Texas WHP), a
completely state-funded program. Planned Parenthood sued again in Balquinta and Planned
Parenthood v. DSHS and Janek, now challenging the administrative rules that prohibit payments
from the Texas WHP to providers that perform or promote elective abortions or that affiliate
with entities that perform or promote elective abortions. In January 2013, the state court
denied Planned Parenthood’s request for an injunction to prevent enforcement of the Texas
WHP rule, but also denied the State’s request to dismiss the case. The case is currently on
appeal.

Supplemental Nutrition Assistance Program

In Gonzalez v. Janek, applicants for SNAP benefits claim that HHSC fails to make eligibility
decisions within the time periods required by federal law and that the application process
discourages widespread distribution of benefits. A state court denied HHSC’s motion to dismiss
the case in January 2011, but that decision was reversed on appeal.

Managed Care Expansion and Pharmacy Carve-In

Four separate lawsuits challenged HHSC’s Medicaid Transformation Waiver and the expansion
of Medicaid managed care, but only two are still pending. In Southwest Pharmacy Solutions
d/b/a American Pharmacies v. THHSC and Suehs, pharmacy providers challenged HHSC’s waiver
application, complaining that the application was a rule and that HHSC failed to provide the
interested public with adequate notice and opportunity for comment. A state district court
dismissed the case in 2011 and an appellate court affirmed the dismissal in June 2013.

In Southwest Pharmacy Solutions d/b/a American Pharmacies v. HHSC and Suehs, a separate
case, pharmacy providers asked a state court to prevent HHSC from including pharmacy
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services in Medicaid managed care and to declare the reimbursement rates paid by pharmacy
benefit managers invalid. The court dismissed the case in 2012 and an appellate court affirmed
the dismissal in July 2013. The providers may appeal the case to the Texas Supreme Court.

Medical Transportation

In Advocates for Patient Access v. HHSC, providers challenge an HHSC administrative rule
requiring a child to be accompanied by a parent or guardian in order to receive transportation
services. A state court entered an injunction preventing enforcement of the rule in May 2012
and expanded the injunction in August 2012. The appellate court affirmed the injunction in
March 2013. HHSC is again seeking dismissal of the case and dissolution of the injunction, but
is currently prevented from implementing its administrative rules.

Medicaid Fraud and Abuse

In Harlingen Family Dentistry v. HHSC and OIG, a dental provider challenges the Office of
Inspector General’s authority to place Medicaid payments on hold during an investigation. The
lawsuit is in its initial stages.

HHS System Litigation

HHSC is sometimes included as a party to litigation involving the HHS System agencies and
programs operated under HHSC’s oversight. Although HHSC is a party to these cases, their
principal impact would be on another HHS System agency.

Pre-Admission Screening and Resident Review

In Steward v. Perry, individuals with intellectual or developmental disabilities who are living in
nursing facilities claim the State’s pre-admission screening and resident review process does
not satisfy federal requirements. The U.S. Department of Justice intervened in the case. An
interim settlement agreement was approved by S.C.R. 2, 83" Legislature, First Called Session,
2013.

Foster Care

In M.D. v. Perry, individual foster children allege that the Texas foster care system fails to
protect foster children from harm. There is a pending motion to certify the case as a class
action.

State Supported Living Centers

In G.G.E. v. Perry, adults who were placed in State Supported Living Centers as children now
claim they have been involuntarily institutionalized without any periodic judicial review of
whether they require institutionalization. A state court denied the State’s motion to dismiss
and the case is currently on appeal.

Finally, there are other lawsuits against the HHS System agencies that may have an impact on
those agencies’ key functions, but that do not include HHSC as a party. Those lawsuits are not
reported here; they will be included in the agencies’ Self-Evaluation Reports.
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I.  What are your agency’s biggest opportunities for improvement in the future?

The Health and Human Services Commission has many opportunities to improve stakeholder
relations, including the way in which it interacts with members of the public and elected
officials. Strengthening such relationships will provide needed direction in the long-term vision
of the HHS System.

Additional opportunities for improvement are directly related to the identified obstacles to
HHSC efficiency and effectiveness, some of which are discussed below. Finally, major
opportunities for improvement both within the HHS System and within HHSC are raised in the
Major Issues section of this Report.

Technology

Enhanced technology is a significant opportunity for improvement. In addition to ensuring the
HHS System’s technology is secure and able to prevent a security breach, enhanced technology
can increase the efficiency and effectiveness of delivering services to clients. Some examples
include:

e Implementation of a data warehouse system and other health information technologies
could help the agency measure and improve client health outcomes, measure programs,
and better forecast caseload and financial impacts.

e New technology to track contract deliverables and monitor contract requirements. These
changes would allow staff to increase their capabilities to monitor vendors more efficiently
and ensure that funds are expended properly and health outcomes are improving through
disease management.

e In its March 2010 report on SNAP, the State Auditor’s Office (SAO) made several
recommendations on how HHSC can improve its processing of SNAP applications through
technology enhancements. The recommendations included better utilization of e-mail or
the Internet to more effectively communicate with clients, including allowing clients to use
this technology to check the status of their applications. Additionally, the SAO
recommended creating electronic case files for the approximately 80 percent of SNAP cases
that are still maintained as paper files.

Resources

Improving staff retention and workforce stabilization will increase staff tenure, resulting in
greater accuracy and productivity. HHSC continues to make investments in its staff by soliciting
feedback through surveys such as the Organizational Excellence survey and recognizing
individuals and departments for exemplary work. In addition, each department is provided a
statistical analysis of its performance to identify strengths and weaknesses in its specific area,
and to benchmark against HHSC in its entirety. Other agency initiatives, such as the HHSC
Leadership Development Program, work to reward and further develop existing staff.
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The healthcare professional shortage is largely outside HHSC’s control. However, HHSC will
continue to conduct outreach and education programs about the importance of participating in
Medicaid, identify recruitment and retention policies, and recommend innovative programs
such as loan repayments for primary care physicians to attract healthcare professionals.

J. In the following chart, provide information regarding your agency’s key performance
measures included in your appropriations bill pattern, including outcome, input,
efficiency, and explanatory measures.

Health and Human Services Commission
Exhibit 2: Key Performance Measures — Fiscal Year 2012

0,
Actual % of
Target Annual
Key Performance Measures Performance
FY 2012 FY 2012 Target
FY 2012
Average Medicaid and CHIP Children o
Recipient Months Per Month 3,166,648 3,239,521 102.30%
A Monthly Number of Eligibilit
verage Vionthly RUmber ot Hlglbiity 891,406 861,069 |  96.60%

Determinations

Average Cost Per Eligibility Determination $47.64 $44.16 92.70%

Percent Poverty Met by TANF, SNAP, and

[s) 0, [s)
Medicaid Benefits 87.61% 75.50% 86.18%

Total Value of SNAP Distributed $5,561,000,000 | $6,035,619,417 108.53%

Average Medicaid Acute Care (Includes

STAR+PLUS) Recipient Months Per Month 3,620,829 3,649,469 100.75%
Residents Recipient Months Per Month 83,812 16420 | 19.59%
e el | swar som| s
B e
Recipiont Months Per Months SYARYPLUS 132,224 182,980 | 138.39%
ﬁ:fﬁiig::sg?fs jﬁ%? lind Recipient Months 131,072 155,922 |  118.96%
R B B
Average Number of Non-citizens Recipient 10,051 9.797 97.47%

Months Per Month
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Total Medicaid Prescriptions Incurred 34,682,808 35,096,145 101.19%
Average Number of Texas Health Steps
(EPSDT) Comprehensive Care Program

4,92 478,37 .209
Recipient Month per Month (Fee-for-Service 554,929 8,376 86.20%
only)
Medicaid Acute Care Recipient Months Per 2 705,372 2,893,407 106.95%
Month: Managed Care
Average CHIP Programs Recipient Months Per

4,161 1 103.889
Month (Includes All CHIP Programs) >84,16 606,813 03.88%
Average CHIP Programs Benefit Cost with
Prescription Benefit Per Recipient Month $122.61 $157.94 128.81%
(Includes All CHIP Programs)
Average Perinate Recipient Months Per 36,981 37,104 100.33%
Month
Total Number of CHIP Prescriptions (Includes 2 490,354 2,434,693 97 76%
All CHIP Programs)
Average Cost Per CHIP Prescription (Includes $63.18 $73.46 116.27%
All CHIP Programs)
Average Number of TANF Recipients Per 118,829 103,196 86.84%
Month
Average Number of State Two-Parent Cash

402 4,22 78.129

Assistance Program Recipients Per Month >/40 220 8.12%
Average Monthly Grant: TANF S71.24 $70.02 98.29%
Average‘Montth Grant: State Two-Parent $68.49 $66.87 97 63%
Cash Assistance Program
Number of Refugees receiving Contracted
Social Services, Financial Assistance, and 20,000 15,211 76.06%
Medical Assistance
Number of Persons Served by Family Violence 80,940 79,053 97 67%
Programs/Shelters
Health and Human Services Average Cost Per
Person Receiving Emergency Services through $811.10 $785.37 96.83%
the Family Violence Program
Number of Persons Receiving Pregnancy
Support Services as an Alternative to 16,000 21,608 135.05%
Abortion
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lll. HISTORY AND MAJOR EVENTS

Provide a timeline of your agency’s history and key events, including:

the date your agency was established;

the original purpose and responsibilities of your agency;

major changes in responsibilities or statutory authority;

changes to your policymaking body’s name or composition;

significant changes in state/federal legislation, mandates, or funding;

significant state/federal litigation that specifically affects your agency’s

operations; and

e key changes in your agency’s organization (e.g., a major reorganization of the
agency's divisions or program areas).

Historical Overview

Congress established the Medicaid program under Title XIX of the Social Security Act of 1965 to
pay medical bills for low-income individuals who have no other way to pay for care. Medicaid
program expenses and the number of Americans served have grown beyond initial
expectations. Congress transformed Medicaid from a narrowly defined program for persons
eligible for cash assistance into a large insurance program with complex eligibility rules. Today,
the Health and Human Services Commission (HHSC) serves as the State’s designated agency for
delivering the federally mandated Medicaid program.

In addition, HHSC oversees the Health and Human Services System by coordinating delivery of

other health-related programs administered by four departments. Outlined below are the

major events in HHSC'’s history, as well as major events in the programs (mainly Medicaid)

administered by HHSC. Events relating to the establishment of today’s Health and Human

Services (HHS) System are highlighted in bold.

1961 The Legislature creates the Medical Assistance Program.

1964 The federal government creates the food stamp program.

1967 Texas begins participation in the Medicaid program.

1972 Federal law establishes the Supplemental Security Insurance program, which provides
federally funded cash assistance to low-income people age 65 and older and those with

disabilities.

1973 Texas implements the food stamp program statewide.
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1983

1990

1991

1993

1995

The Legislature creates the Texas Health and Human Services Coordinating Council to
manage HHS agencies and assist in developing a more effective service delivery system.
Ex Officio in nature, the Council has no formal policymaking authority.

Texas’ initial managed care program, State of Texas Access Reform (STAR), begins,
benefitting low-income families, non-disability-related children, and pregnant women.

The Legislature abolishes the Health and Human Services Coordinating Council and
creates the Texas Health and Human Services Commission (HHSC) to oversee the
State’s major health and human services agencies:

o Texas Department on Aging;

e Commission on Alcohol and Drug Abuse;

Commiission for the Blind;

Commission for the Deaf and Hearing Impaired;

Interagency Council on Early Childhood Intervention;

Department of Health, Department of Human Services;

Juvenile Probation Commission;

e TDMHMR;

e Department of Protective and Regulatory Services;

¢ Texas Rehabilitation Commission; and

e Texas Youth Commission.

Separate governing boards for each of the agencies remain, while HHSC provides
general System oversight.

The Legislature authorizes the first Medicaid managed care pilot program.
HHSC becomes the single state agency for the Medicaid program.

The Legislature removes the Texas Youth Commission from the list of health and human
services agencies.

Texas implements a Medicaid managed care pilot project, known as LoneSTAR, in Travis
County for acute care services; the program is later known as STAR.

Texas implements the Medicaid Primary Care Case Management (PCCM) pilot for acute
care services in Chambers, Jefferson, and Galveston Counties.

The Legislature authorizes HHSC to expand Medicaid managed care to most urban areas
across the state.
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1996

1997

1998

1999

2000

2002

2003

Congress enacts the Personal Responsibility and Work Opportunity Act of 1996,
separating cash assistance and Medicaid. If households need Temporary Aid for Needy
Families (TANF) cash assistance and Medicaid, they must apply for both.

The Legislature requires HHSC to investigate fraud, waste, and abuse in the Health and
Human Services System, creating the Office of Inspector General.

The federal government establishes a state Children’s Health Insurance Program
(SCHIP), under Title XXI of the Social Security Act.

Texas implements Phase | of SCHIP, providing Medicaid to children ages 15 to 18 under
100 percent of the federal poverty level (FPL). This phase of the program operates from
July 1998 through September 2002.

Texas implements the STAR+PLUS pilot in the Harris service area. The nationally
recognized model integrates acute care and long-term care services and support.

Texas implements the Medicaid NorthSTAR behavioral health pilot in the Dallas service
area.

The Legislature authorizes Phase Il of SCHIP Program for children in families with
incomes up to 200 percent of the FPL. This program is referred to as the Children’s
Health Insurance Program (CHIP).

Coverage under Phase Il of SCHIP program begins on May 1, 2000.

The number of children enrolled in Medicaid grows sharply due to simpler Medicaid
applications and six-month eligibility.

The Legislature consolidates the 12 major health and human service agencies into four
new departments under the leadership of the Texas Health and Human Services
Commission:

e Department of Aging and Rehabilitation Services;

e Department of Assistive and Rehabilitative Services;

e Department of Family and Protective Services; and

o Department of State Health Services.

An Executive Commissioner replaces stand-alone boards and has rulemaking and
policymaking authority over the entire HHS System.

TANF approvals begin to decline due to sanctions against adults not complying with the
Personal 2-2 Responsibility Agreement, required for a child’s parent or relative also
approved for TANF.
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2005

2006

2007

2008

2010

2011

The Legislature directs HHSC to establish a five-year Medicaid demonstration project to
expand access to women’s preventive healthcare services. After federal approval, HHSC
establishes the Medicaid Women’s Health Program on January 1, 2007.

The Legislature directs the implementation of the Medicaid Buy-In Program for Working
Persons with Disabilities, which allows workers who have a disability to receive
Medicaid by paying a monthly premium, based on income and other factors.

By December 2006, PCCM is included only in the Southeast region: lJefferson,
Chambers, Orange, Hardin, and Liberty Counties.

Texas expands STAR+PLUS from Harris service area to the following service areas: Bexar,
Harris Expansion, Nueces, and Travis.

Texas implements and HHSC administers the statewide Medicaid STAR Health model for
children in state conservatorship.

Congress renames the food stamp program the Supplemental Nutrition Assistance
Program (SNAP) effective Oct. 1, 2008.

Congress enacts the Patient Protection and Affordable Care Act and the Health Care and
Education Reconciliation Act of 2010, and together they are called the Affordable Care
Act (ACA). ACA makes significant changes to state healthcare programs and to the
health insurance market, including mandating that all individuals have health insurance
coverage. It provides individuals who earn up to and including 400 percent of the FPL to
use subsidies to purchase health insurance coverage. ACA also expands Medicaid
eligibility up to and including 133 percent of the FPL for individuals under age 65.
Children ages 6 to 18 in families with income between 100 and 133 percent of the FPL
shift from CHIP to Medicaid.

The United States Supreme Court (SCOTUS) considers the constitutionality of two major
provisions of ACA. Texas is among the 26 states represented in the lawsuit. On June 28,
2012, SCOTUS issues a decision on ACA provisions under consideration, ruling the ACA is
constitutional.

On February 1, Texas expands STAR+PLUS to two new services areas: Dallas and
Tarrant.

On September 1, Texas adds new counties to these service areas:
e STAR: Bexar, Harris, Jefferson, Lubbock, Nueces, Travis, and El Paso;

e STAR+PLUS: Bexar, Harris, Jefferson, Nueces, and Travis.
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2012 On March 1, Texas expands STAR statewide and STAR+PLUS to all areas of the state,
except the Medicaid rural service areas (MRSA).

e STAR: creates two new regions, the Hidalgo service area and the MRSA. PCCM
ends.

e STAR+PLUS: expands into the El Paso, Lubbock, and Hidalgo service areas.

e This expansion includes prescription drugs benefits into STAR and STAR+PLUS, and
inpatient hospital benefits into STAR+PLUS.

2014 September 1, 2014, Texas plans to expand STAR+PLUS to 164 counties in the STAR
MRSA service area — Central, North East and West service areas.

ACA implementation begins.
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IV. POLICYMAKING STRUCTURE

A. Complete the following chart providing information on your policymaking body
The Health and Human Services Commission
Exhibit 3: Policymaking Body
Term/ Qualification
Appointment Dates/ (e.g., public member, City
Member Name Appointed by industry
(e.g., Governor, Lt. representative)
Governor, Speaker)
Board-certified
Appointed on September 1, | anesthesiologist.
Kyle L. Janek, M.D. 2012, by Governor Perry. Former State Senator
Executive Commissioner Term expires February 1, and former member of Austin
2015. the Texas House of
Representatives.
Health and Human Service Council
Appointed on June 30,
) ) 2009, by Governor Perry. ) o
Jerry Kane, Council Chair . Public Member Corpus Christi
Term expires February 1,
2015.
Appointed on May 4, 2011,
i by Governor Perry.
Marya'nn'Chm, MD Y ) Y Public Member Georgetown
Council Vice Chair Term expires February 1,
2017.
Appointed on May 4, 2011,
by Governor Perry. ) )
Kathleen Angel . Public Member Austin
Term expires February 1,
2017.
Appointed on April 24,
. ) 2013, by Governor Perry. )
James “Richard” Barajas . Public Member Fort Worth
Term expires February 1,
2019.
Appointed on June 30,
2009, by Governor Perry. )
Manson B. Johnson . Public Member Houston
Term expires February 1,
2015.
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Appointed on April 24,

2013, by Governor Perry. )
Leon J. Leach, Ph.D. . Public Member Houston
Term expires February 1,

2019.

Appointed on April 24,

) 2013, by Governor Perry. )
Thomas Craig Wheat . Public Member Dallas
Term expires February 1,

2019.

Appointed on June 30,

) . 2009, by Governor Perry. ) ]
Teresa Durkin Wilkinson ] Public Member Midland
Term expires February 1,

2015.

Vacant

Appointed by the Governor, with the advice and consent of the Senate, the nine Health and
Human Services (HHS) Council members serve staggered six-year terms, with the terms of three
members expiring February 1 of each odd-numbered year. While HHS Council members
represent the general public, individuals eligible for appointment must demonstrate an interest
in and knowledge of financial and medical aid programs administered by the Health and Human
Service system agencies, as detailed in Chapters 31 and 32 of the Human Resources Code.

B. Describe the primary role and responsibilities of your policymaking body.

Appointed by the Governor, with the advice and consent of the Senate, the Executive
Commissioner is the rulemaking and policymaking authority for the entire Health and Human
Services (HHS) system. The following five HHS System agency councils assist the Executive
Commissioner in this system oversight role:

e Health and Human Services Council,

Aging and Disability Services Council,
Assistive and Rehabilitative Services Council,
Family and Protective Services Council, and
State Health Services Council.

Statutorily created by the 78" Legislature as part of the H.B. 2292 reorganization, the Health
and Human Services Council supports the Executive Commissioner in developing policy and in
rulemaking decisions specific to the functions of the Health and Human Services Commission
(HHSC), including policies and rules governing Medicaid and the Children’s Health Insurance
Program (CHIP).
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The Executive Commissioner provides briefings to the HHS Council at each quarterly meeting
and works with the HHS Council Chair to call subcommittee meetings as needed. These
meetings provide an effective forum for public input into HHSC-specific rules, policies, and
budget priorities.

Rules and policies affecting service delivery and programs housed elsewhere in the HHS system
originate within the respective department. Once drafted, the department’s commissioner vets
the change, seeking guidance from the related policy council; forwarding final
recommendations to the HHSC policy advisor for review and final recommendation to the
Executive Commissioner. The Executive Commissioner may make changes to the draft policy or
rule and ultimately adopts the final product. Additional information, including membership and
terms of the remaining four policy councils, can be found in the corresponding department’s
Self-Evaluation Report.

C. How is the chair selected?

The Governor appoints a member of the Council as the presiding officer (Council Chair), who
serves at the pleasure of the Governor, as set forth in Section 531.407 of the Government
Code. Agency policy requires the Council to elect a Vice Chair and also allows Council members
to elect any other necessary officers. Dr. Choi currently serves as the Council’s Vice Chair. The
Council also established a subcommittee that focuses on eligibility issues, which is chaired by
Kathleen Angel.

D. List any special circumstances or unique features about your policymaking body or its
responsibilities.

The Executive Commissioner serves as the ultimate rule and policymaking authority for the
entire HHS system. However, as previously discussed, five advisory councils support this
decision-making process. This structure — a single Commissioner overseeing an enterprise of
five system agencies — is unique in Texas government. Furthermore, the approach of having
standing advisory councils that represent each agency’s functions is also unique.

E. In general, how often does your policymaking body meet? How many times did it
meet in FY 2012? In FY 2013?

The Health and Human Services Council must meet at least quarterly, per Section 531.407 of
the Government Code. The Health and Human Services Council met five times in 2012, and is
scheduled to meet five times in 2013. In addition to these regular meetings, the Council’s
eligibility subcommittee met once that year, the chairs of each council met twice, and members
from all five councils attended an annual coordination meeting.
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Although advisory in nature, the HHS Council is subject to the Open Meetings Act, and the
presence of a majority of members constitutes a quorum.

F. What type of training do members of your agency’s policymaking body receive?

Statute, Government Code, Section 531.404, requires Health and Human Services Council
members to complete training before participating as an official Council member. The training
program consists of information on the following subjects:

e enabling legislation for the Health and Human Services Commission and the Health and
Human Services Council;

e roles and functions of the Health and Human Services Commission and the Health and
Human Services Council, including its advisory responsibilities;

e division of responsibility between the Executive Commissioner and the other HHS system
agencies; and

e agency programs, rules, budget, and audit findings.

In addition to agency-specific subject matter training, each Council member completes ethics
training, as well as a review of procedures relating to the Open Meeting Act, Public Information
Act, and the Administrative Procedures Act.

G. Does your agency have policies that describe the respective roles of the policymaking
body and agency staff in running the agency? If so, describe these policies.

The Legislature created the Health and Human Services Council to assist the Executive
Commissioner in developing rules and policies for the Health and Human Services Commission,
including policies and rules governing the delivery of services and the rights and duties of
individuals served by the Health and Human Services Commission. Purely advisory in nature,
and unlike the boards that oversaw the legacy agencies before system consolidation in H.B.
2292, the Council does not have a direct role in agency operations. To ensure Council members
understand this unique role, training covers guiding principles, operating procedures, as well as
roles and responsibilities.

H. What information is regularly presented to your policymaking body to keep them
informed of your agency’s performance?

During each quarterly meeting, any called meetings, and any subcommittee hearings, the
Executive Commissioner and senior agency staff brief the Health and Human Services Council
on a variety of subjects, including the agency’s performance, current priorities, and ongoing
projects. Agency staff also apprises the Council of changes in federal law that affect service and
program delivery at the state level. These briefings include items presented for Council action
and items intended strictly to inform the Council.
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The Council also reviews and recommends the agency’s annual operating budget and audit
plans developed by the Internal Audit division. Council members also receive, as needed,
monthly newsletters, which detail agency activities, and email notifications regarding system
changes or legislative updates.

I. How does your policymaking body obtain input from the public regarding issues under
the jurisdiction of the agency? How is this input incorporated into the operations of
your agency?

Negotiated Rulemaking and Stakeholder Groups. All rulemaking initiatives include a comment
period during which the agency receives comments on proposed draft rules or rule revisions.
As a part of this process, the agency often establishes a stakeholder working group to obtain
input before drafting rules and initiating the formal public comment period. Before
implementing a major new initiative, staff may conduct stakeholder meetings across the state
to gain additional feedback. For example, during the fall of 2012, staff from the Medical
Transportation Program held public meetings before adopting a new delivery model. Also, the
agency formally responds to all comments submitted.

Open Council Meetings. Seeking public input and stakeholder feedback is a key function for the
Health and Human Services Council. ldeas presented to the Council better inform members as
they make policy recommendations to the Executive Commissioner. The Health and Human
Services Council’s guiding principles include a focus on hearing the concerns and interests of
consumers and constituents.

To ensure stakeholder input is included in all Health and Human Services Council functions,
open public testimony, including written testimony, is a standing agenda item.

Advisory Committees and Task Forces. A number of advisory committees exist, most statutorily
required, to assist in developing policy and rules. A listing of all advisory committees follows in
Section J.
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J.  If your policymaking body uses subcommittees or advisory committees to carry out its
duties, fill in the following chart.

Health and Human Services Commission

Exhibit 4: Subcommittees and Advisory Committees

Name of Legal Basis
Subcommittee | Size/Composition/How are members . E
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
Behavioral No required membership size, but Seeks input on Government
Health members must include individuals implementation of S.B. 58 Code
Integration with behavioral health conditions (83R) and issues formal 533.00255(e)
Advisory who receive publically funded recommendations to HHSC
Committee services and representatives of regarding bill (Statute
managed care organizations that implementation. .
. . expires
offer behavioral health services. The
. o 9/1/2017)
Executive Commissioner (EC)
appoints all members.
Children and 14 members representing the Collaborates and leverages Government
Families, following areas: resources in the pursuit of Code
Council on + the EC; efficient delivery of services | 531.801
° the commissioners of the to Ch”dren, youth, and their
Department of Aging and Disability | families. Subject to
Services (DADS), Department of Sunset
Assistive and Rehabilitative review in
Services (DARS), Department of 2019.

Family and Protective Services
(DFPS), and Department of State
Health Services (DSHS);

¢ the Commissioner of Education;

* the executive director of the
Juvenile Justice Department;

* the executive director of the Texas
Workforce Commission (TWC);

* the director of the Texas
Correctional Office on Offenders
with Medical or Mental
Impairments (TCOOMMI);

* two public representatives who are
parents of children who have
received services from an agency
represented on the council,
appointed by the EC; and

* two representatives who are young
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Exhibit 4: Subcommittees and Advisory Committees

hELIIC) Legal Basis
Subcommittee | Size/Composition/How are members ] g
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
adults or adolescents who have
received services from an agency
represented on the council,
appointed by the EC.
Children with 18 members, including: Develops recommendations | Health and
Special Needs, « the Commissioner, the executive to improve the Safety Code
Interagency director or director, or a deputy or | coordination, quality, and 115.001

Task Force for

assistant commissioner of:
o HHSC, designated by the EC;

efficiency of services for
children with special needs.

(Sunset date

o DADS, designated by the DADS 9/1/2015)
Commissioner;

o DARS, designated by the DARS
Commissioner;

o the division of early childhood
intervention services,
designated by the DARS
Commissioner;

o DFPS, designated by the
Commissioner of DFPS;

o DSHS, designated by the
Commissioner of DSHS;

o Texas Education Agency (TEA),
designated by the Education
Commissioner;

o the Texas Youth Commission,
designated by the executive
Commissioner of the Texas
Youth Commission;

o the Texas Juvenile Probation
Commission, designated by the
executive director of that
agency;

o TCOOMI, designated by the
director of that office; and

a representative of a local mental

health authority or a local mental

retardation authority, appointed
by the Governor;

two members of the house of

representatives, appointed by the
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Health and Human Services Commission

Exhibit 4: Subcommittees and Advisory Committees

Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members

appointed?

Purpose/Duties

Legal Basis
for
Committee

speaker of the house of
representatives;

two senators, appointed by the
Lieutenant Governor; and

three parents or consumer
advocates, one each appointed by
HHSC, TEA, and the Texas Youth
Commission.

Children’s Policy
Council

17 members, appointed by the EC,
including:

a person who is younger than 22
years of age and is a consumer of
long-term care and health
programs for children;

relatives of consumers of long-
term care and health programs for
children;

a representative from an
organization that is an advocate for
consumers of long-term care and
health programs for children;

a representative from a state
agency that provides long-term
care and health programs for
children;

a person from a private entity that
provides long-term care and health
programs for children;

a person from a public entity that
provides long-term care and health
programs for children;

a person with expertise in the
availability of funding and the
application of funding formulas for
children’s long-term care and
health services;

a representative from a faith-based
organization;

a representative from a
nonspecialized community services

Assists health and human
services agencies in
developing, implementing,
and administering family
support policies and related
long-term care and health
programs for children.

Human
Resources
Code 22.035
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Exhibit 4: Subcommittees and Advisory Committees

Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members
appointed?

Purpose/Duties

Legal Basis
for
Committee

organization; and

* arepresentative from a business
that is not related to providing
services to persons with
disabilities.

Consumer
Direction Work
Group

26 members, appointed by the EC
and agency heads, and including:

* representatives of the following
agencies appointed by the chief
executive officer of the agency:

o HHSC;
o DADS;
o DARS;
o DSHS;

* consumers or potential consumers
of the array of services provided
through consumer direction under
Section 531.051, jointly appointed
by EC and the Commissioner of the
health and human services agency
that administers the program
providing the service;

 advocates for elderly persons who
are consumers of the array of
services provided to elderly
persons through consumer
direction, appointed by the EC;

* advocates for persons with
disabilities who are consumers of
the array of services provided to
persons with disabilities through
consumer direction, appointed by
the EC;

* providers of services to be
provided through consumer
direction, appointed by the EC;

* representatives of TWC, appointed
by the executive director;

* representatives of any other state
agency as considered necessary by

Advises HHSC about the
delivery of services through
consumer direction in all
programs offering long-term
services and support.

Government
Code
531.052
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Exhibit 4: Subcommittees and Advisory Committees

Name of

Subcommittee | Size/Composition/How are members ] MRl EHE
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
the EC, appointed by the governing
body of their respective agency;
* representatives of any other state
agency ,as recommended by the
work group and approved by the
EC, appointed by the governing
body of the respective agency; and
* any other public representative
appointed by the EC.
Domestic 25 members to be appointed by the Develops recommendations | Health and
Violence, Task EC. relating to the coordination | Safety Code
Force on of healthcare services for 32.062
young children and
pregnant and post.pa.rtum (Statute
women who are victims of .
o . . expires
domestic V|oIe.nce, including 1/1/2016)
recommendations for
improving early screening
and detection and public
awareness efforts.
Drug Utilization | 10 members, five practicing Promotes appropriate use of | 42 USC
Review Board physicians and five practicing pharmaceuticals in the 1396r-
pharmacists, appointed by the EC. Medicaid/CHIP Vendor Drug | 8(g)(3)(A)

Program through education
of practitioners.

(Agency rule

sets review
date as
8/31/2016)
Electronic 16 members appointed by the EC, Advises HHSC regarding the | Government
Health representing the following areas: development and Code
Information « Medicaid providers; implementation of an 531.904
Exchange « child health plan program electronic health
System Advisory providers; |nformat|o'n exchange (Agency rule
Committee . fee-for-service providers; systgm to improve thg ' indicates
« at least one representative of the | quality, safety and' efficiency | [ ittee
Texas Health Services Authority of he'althcare services will be
established under Chapter 182, provided through Medicaid | _ ... o =
Health and Safety Code; and CHIP. 8/31/2013)
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Exhibit 4: Subcommittees and Advisory Committees

Name of Legal Basis
Subcommittee | Size/Composition/How are members ]
or Advisory appointed? Purpose/Duties for_
. Committee
Committee
* atleast one representative of each
health and human services agency;
 atleast one representative of a
major provider association;
 atleast one representative of a
healthcare facility;
* atleast one representative of a
managed care organization;
 at least one representative of the
pharmaceutical industry;
 at least one representative of
Medicaid recipients and child
health plan enrollees;
 at least one representative of a
local or regional health information
exchange; and
 at least one representative who is
skilled in pediatric medical
informatics.
Executive 21 members, appointed by the EC. Provides HHSC with EC-created
Waiver feedback on the hospital
Committee finance component of the
waiver in order to
understand the potential
impact of changes to
hospital funding anticipated
by the waiver and to provide
input on the feasibility of
different implementation
approaches for hospital
funding under the waiver.
Faith- and 25 members, designated in statute, Works across state agencies | Government
Community- including a member representing the | and with the OneStar Code
based following: Foundation to facilitate the | 535.053
Initiatives, « the Texas Department of Rural removal of unnecessary
Interagency Affairs; interagency barriers to
Coordinating « the Texas Commission on partnerships between
Group for Environmental Quality; agencies and faith- and
+ the Texas Department of Criminal | cOmmunity-based
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Exhibit 4: Subcommittees and Advisory Committees

Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members
appointed?

Purpose/Duties

Legal Basis
for
Committee

Justice;

* the Texas Department of Housing
and Community Affairs;

o TEA;

« the Texas Juvenile Probation
Commission;

* the Texas Veterans Commission;

* TWC;

* the Texas Youth Commission;

* the office of the Governor;

* the Department of Public Safety;

* the Texas Department of Insurance
(TD1);

* the Public Utility Commission of
Texas;

* the office of the Attorney General;

* the Department of Agriculture;

* the office of the Comptroller;

* the Department of Information
Resources;

 the Office of State-Federal
Relations;

* the office of the Secretary of State;
and

» other state agencies as determined
by the Governor.

organizations.

Guardianship
Advisory Board

15 members, composed of one
representative from each of the
health and human services regions,
as defined by HHSC; three public
representatives; and one
representative of DARS.

The representatives of the health and
human services regions are
appointed by a majority vote of the
judges of the statutory probate
courts in each region. If a health and
human services region does not
contain a statutory probate court, the
representative is appointed by a

Advises HHSC and DADS
with respect to a statewide
guardianship program and
develops a proposal for a
statewide guardianship
program.

Government
Code
531.121
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Exhibit 4: Subcommittees and Advisory Committees

Name of Legal Basis
Subcommittee | Size/Composition/How are members ]
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
majority vote of the judges of the
statutory probate courts in the state.
The public representatives are
appointed by the EC and the
representative of DARS is appointed
by the Commissioner of aging and
disability services.
HHS Enterprise Comprised of the Chief Operating Provides oversight of HHS HHS Circular
Contract Council | Officers, or their designees, and system contract C-003
selected agency representatives from | management and
each HHS agency. administration functions
while maintaining
accountable standards,
consistency, and flexibility
to establish a framework for
accountability, best value,
and desired outcomes
related to enterprise-wide
contract management.
HHSC Council Nine public members, appointed by Assists the EC in developing | Government
the Governor. rules and policies for the Code
Commission. 531.401
HIV and 14 members, including a Assists with communication | Health and
Hepatitis, representative from each of the and coordination among the | Safety Code
Interagency following agencies appointed by the member agencies 81.010
Coordinating executive director or Commissioner concerning programs for
Council for of each agency: prevention and services
« HHSC; related to HIV, AIDS, and
+ DADS; hepatitis.
* DARS;
* DFPS;
* DSHS;
* Texas Juvenile Justice Department;
¢ the Texas Medical Board;
* the Texas Board of Nursing;
* the State Board of Dental
Examiners;
« TWC; and
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Health and Human Services Commission

Exhibit 4: Subcommittees and Advisory Committees

Name of Legal Basis
Subcommittee | Size/Composition/How are members . g
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
* the Texas Higher Education
Coordinating Board.
Hospital 11 members to be appointed by the Develops recommendations | Human
Payment EC. to ensure reasonable, Resources
Advisory adequate, and equitable Code
Committee payments to hospital 32.022(e)
providers and to address the
essential role of rural
hospital (Agency rule
ospitals. indicates
committee
will be
abolished
8/31/2016)
Information Six members, designated by the EC, Reviews and make Government
Resources representing: recommendations within Code
Advisory « information resources managers HHS relating to the 531.0273(d)
Committee for state agencies and for private consolidation and improved
employers; and efficiency of information
* the directors, executive directors, resou'rces management
and commissioners of HHS System | functions.
agencies.
Institute of 15 Governor-appointed board of Studies and develops Health and
Health Care directors, and the following ex-officio | recommendations to Safety Code
Quality and members: improve healthcare quality, | 1002.052
Efficiency Board | « the Commissioner of DSHS; accountability, education,
of Directors, + the EC; and cost c.ontamment by (Subject to
Texas + the Commissioner of Insurance; encouraging health.care Sunset
+ the executive director of the provu:!er collaboration, ‘ review 2017)
Employees Retirement System of effective healthcare delivery
Texas; models, and coordination of
* the executive director of the healthcare services. The
Teacher Retirement System of Institute Board of Directors
Texas; consists of 15 Governor
* the state Medicaid director of appointed members who
HHSC; are healthcare experts,
« the executive director of the Texas | including physicians, nurses,
Medical Board; hospital administrators,
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Exhibit 4: Subcommittees and Advisory Committees

hELIIC) Legal Basis
Subcommittee | Size/Composition/How are members .
or Advisory appointed? Purpose/Duties for_
. Committee
Committee
* the Commissioner of DARS; attorneys, researchers, and
* the executive director of TWC; health plan administrators.
* the Commissioner of the Texas
Higher Education Coordinating
Board; and
* arepresentative from each state
agency or system of higher
education that purchases or
provides healthcare services, as
determined by the Governor.
Intellectual and | Members not yet appointed. Advises HHSC and DADS on | Government
Developmental implementation of the acute | Code
Disability care services and long-term | 534.053
System services and supports
Red.esign system redesign. (Statute
Advisory .

) expires
Committee 9/1/2024)
Internal Audit Nine members, appointed by the EC. | Provides guidance and EC-created
Oversight oversight of HHS system
Committee internal audit functions.

Local Members not yet appointed. Advises HHSC with respect Government
Governmental to establishing flexible and Code
Entities, responsive strategies for 531.0249
Advisory blending federal, state, and
Committee for other available funding

sources to meet local

program needs and service

priorities.
Medicaid and Nine members, appointed by the EC, | Advises HHSC on efforts to Government
CHIP Program representing: eliminate the disparities in Code
Rate and « the spectrum of geographic areas | Payments for Medicaid and | 531.0223
Expenditure included in the Texas-Mexico CHIP services between the
Disparities border region; Texas-Mexico border region (Statute
Between the « persons who are knowledgeable and other areas of the state. expires
Texas—MexiFo regarding the Medicaid program, 9/1/2015)
Border Region including Medicaid managed care,
and Other Areas and the child health plan program;
of the State, and
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Exhibit 4: Subcommittees and Advisory Committees

Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members
appointed?

Purpose/Duties

Legal Basis
for
Committee

Advisory
Committee on

* the interests of physicians,
hospitals, patients, managed care
organizations, state agencies
involved in the management and
delivery of medical resources of
any kind, affected communities,
and other areas of the state.

Medicaid and
CHIP Regional
Advisory
Committees

195 total members appointed by the
EC. Each committee consists of
representatives from entities and
communities in the region as
considered necessary by HHSC to
ensure representation of interested
persons, including representatives of:

* hospitals;

* managed care organizations;

* primary care providers;

» state agencies;

e consumer advocates;

* recipients;

* rural providers;

* long-term care providers;

* specialty care providers, including
pediatric providers; and

* political subdivisions with a
constitutional or statutory
obligation to provide health care to
indigent patients.

Provides recommendations
to HHSC on the
improvement of Medicaid

managed care in the region.

Government
Code
533.021

(Agency rule
indicates
committees
will be
abolished
8/31/2016)

Medicaid
Managed Care
Advisory
Committee,
State

Members not yet appointed, but will
represent the following:

* hospitals;

* managed care organizations;

* primary care providers;

» state agencies;

* consumer advocates representing
low-income recipients;

* consumer advocates representing
recipients with a disability;

* parents of children who are

Provides recommendations
and ongoing input to HHSC
on the statewide
implementation and
operation of Medicaid
managed care.

Government
Code
533.041
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hELIIC) Legal Basis
Subcommittee | Size/Composition/How are members .
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
recipients;
* rural providers;
* advocates for children with special
healthcare needs;
* pediatric healthcare providers,
including specialty providers;
* long-term care providers, including
nursing home providers;
* obstetrical care providers;
* community-based organizations
serving low-income children and
their families; and
* community-based organizations
engaged in perinatal services and
outreach.
The advisory committee must include
a member of each regional Medicaid
managed care advisory committee.
Medical Care 18 members appointed by the EC. Reviews and makes Human
Advisory recommendations to the Resources
Committee state Medicaid director on Code 32.022
proposed rules that involve | and 42 CFR
Medicaid policy or affect 431.12
Medicaid-funded programs.
(Agency rule
sets review
date as
8/31/2016)
Neonatal 16 members appointed by the EC. Develops recommendations | HB 2636
Intensive Care to HHSC on NICU standards | (82R)
Unit Council and reimbursement through
the Medicaid program. (Bill text
expires
6/1/2013)
Nonprofit 12 members, appointed by the EC, Assists and directs the Government
Council, Texas representing the following: Interagency Coordinating Code
« a statewide nonprofit organization; | Group for Faith-and 535.055
* local governments; Community-Based Initiatives
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Exhibit 4: Subcommittees and Advisory Committees

hELIIC) Legal Basis
Subcommittee | Size/Composition/How are members .
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
* faith-based groups; in carrying out its duties
* community-based groups; related to the removal of (Statute
* consultants to nonprofit unnecessary interagency expires
corporations; barriers to partnerships 9/1/2019)
* experts in grant writing; and between agencies and faith-
* astatewide association of and community-based
nonprofit organizations. organizations.
PARIS Four members appointed by the EC. Coordinates the use of data | SB 1 (83R)
Workgroup from the federal Public Art IX Sec
Assistance Reporting 17.04
Information System (PARIS);
investigates and analyzes
this data ; and develops
new strategies based on
data to generate savings for
the state.
Perinatal 17 members appointed by the EC. Develops and recommends Health and
Advisory Council a process and criteria for Safety Code
designating levels of 241.187
neonatal and maternal care,
respectively, and to make (Statute
recommendations related to .
. . expires
improving neonatal and 9/1/2025)
maternal outcomes.
Pharmaceutical | 11 Governor-appointed members, Develops recommendations | Government
and including: for the Preferred Drug Lists | Code
Therapeutics « six licensed physicians participating | @dopted by HHSC, 531.074
Committee in the Medicaid program, at least considering the clinical
one of whom is a licensed efficacy, safety, and cost-
physician actively engaged in effectiveness, and any
mental health providing care and program benefit associated
treatment to persons with severe | With a product.
mental illness, and who has
practice experience in the state
Medicaid plan; and
* five licensed pharmacists
participating in the Medicaid
vendor drug program.
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hELIIC) Legal Basis
Subcommittee | Size/Composition/How are members .
or Advisory appointed? Purpose/Duties for_
. Committee
Committee
Physician 19 members appointed by the EC. Advises MCAC and HHSC Human
Payment about technical issues Resources
Advisory regarding physician Code
Committee payment policies. 32.022(d)
(Agency rule
indicates
committee
will be
abolished on
8/31/2017)
Public Nine members, appointed by the EC, | Reviews and provides Government
Assistance representing healthcare providers recommendations to HHSC Code
Health Benefits | participating in the Medicaid program | regarding health benefits 531.067
Review and or the child health plan program, or and coverages provided
Design both. The committee membership under the state Medicaid
Committee must include at least three program, CHIP, and any
representatives from each program. other income-based
healthcare program
administered by HHSC or an
HHS agency.
Qualifications 12 members, appointed by the EC, Develops strategies for Government
for Health Care | which must include the following: implementing applicable Code
Translatorsand | « one member who represents a regulations and 531.701
Interpreters, professional translators and qualifications for healthcare
Adviso'ry interpreters association; interpreters and translators. (Subject to
Committee on |« one member who is a healthcare Sunset
interpreter working with people review in
who have limited English 2021)
proficiency;
* one member who is a healthcare
interpreter working with people
who are deaf or hard of hearing;
* one member who is a
representative of a mental health
services provider;
* one member who is a
representative of a hospital;
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Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members
appointed?

Purpose/Duties

Legal Basis
for
Committee

* one member who represents the
insurance industry;

* one member who represents a
business entity that provides
translators and interpreters to
healthcare practitioners;

* one member who represents an
organization that provides services
to immigrants and refugees;

* one member who is a
representative of an institution of
higher education;

* atleast one healthcare
practitioner; and

« additional members, as
determined by the EC, who
represent the interests of
consumers.

Medicaid/CHIP
Quiality Based
Payment
Advisory
Committee

13 members, appointed by the EC,

including:

* at least one member whois a
physician with clinical practice
experience in obstetrics and
gynecology;

* at least one member who is a
physician with clinical practice
experience in pediatrics;

* at least one member who is a
physician with clinical practice
experience in internal medicine or
family medicine;

* atleast one member who is a
physician with clinical practice
experience in geriatric medicine;

* atleast one member who is or
who represents a healthcare
provider that primarily provides
long-term care services;

* at least one member who is a
consumer representative; and

Advises HHSC on programs
and reimbursement policies
that encourage high-quality,
cost-effective healthcare
delivery models that
increase appropriate
provider collaboration,
promote wellness and
prevention, and improve
health outcomes.

Government
Code
536.002

(Subject to
Sunset
review in
2021)
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Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members
appointed?

Purpose/Duties

Legal Basis
for
Committee

* atleast one member who is a
member of the Advisory Panel on
Health Care-Associated Infections
and Preventable Adverse Events
and who meets the qualifications
prescribed by Section 98.052(a)(4),
Health and Safety Code.

Quality Based
Payment
Workgroup

10 members, appointed by the EC,
including the following:

* a physician from an urban area
who has clinical practice expertise
and who may be a pediatrician;

* a physician from a rural area who
has clinical practice expertise and
who may be a pediatrician;

* anurse practitioner;

* arepresentative of a general acute
care hospital;

* arepresentative of a children’s
hospital;

* arepresentative from a care
management organization; and

* arepresentative of healthcare
consumers.

EC-created

Raising Texas
Steering
Committee

Nine members, appointed by the EC,

including:

* one member from each HHS
agency ; and

¢ a member from TEA, Texas
Workforce Commission, Office of
the Attorney General, and the
State Center for Early Childhood
Development.

Provides oversight to the
implementation of the Texas

Early Childhood

Comprehensive Systems

Plan.

EC-created

Renewing Our
Communities
Account
Advisory
Committee

Nine members, appointed by the EC,
representative of the religious,
cultural, geographic diversity of this
state, and the diversity of
organization types and sizes in this
state.

Develops recommendations
for the EC regarding the
powers and duties with
respect to the Renewing Our

Communities account.

Government
Code
535.108
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Name of

Legal Basi
Subcommittee | Size/Composition/How are members ] ega’ basis
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
STAR Kids Members not yet appointed. Advises HHSC on Government
Managed Care establishment and Code
Advisory implementation of the STAR | 533.00254
Committee Kids managed care program.
(Statute
expires
9/1/2016)
STAR+PLUS 15 members appointed by the Advises HHSC on Government
Nursing Facility | Governor, Lt. Governor, and Speaker. | implementation of and Code
Advisory other activities related to 533.00252
Committee the provision of Medicaid
ber.1ef|t.s to reIC|p|ent.s.v§/ho (Statute
reside in nursing facilities .
through the STAR+PLUS expires
9/1/2016)
managed care program.
STAR+PLUS Members not yet appointed. Advises HHSC on Government
Quality Council development of policy Code
recommendations to ensure | 533.00285
eligible recipients receive
quality, pers.on-centered, (Statute
consumer-directed acute .
i d long-term expires
care'serwces an g _ 1/1/2017)
services and supportsin an
integrated setting under the
STAR + PLUS Medicaid
managed care program.
System of Care | 12 members, appointed by the EC, Provides oversight to state Government
Consortium, including representatives from: efforts to expand to Code
Texas DSHS, DFPS, TEA, TJID, and Texas additional communities the | 531.251
Commission on Alcohol and Drug network of community-
Abuse and an equal number of family | based services and supports
advocates. that are organized to meet
the challenges of children
and youth with serious
mental health needs and
their families.
Tele-medicine 14 members, appointed by the EC, Assists HHSC in evaluating Government
and Tele-health tele-medicine, tele-health, Code
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ey Legal Basis
Subcommittee | Size/Composition/How are members ] g
. . Purpose/Duties for
or Advisory appointed? .
X Committee
Committee
Advisory including: and home tele-monitoring 531.02172
Committee policies, and ensures the

* representatives of health and
human services agencies and other
state agencies concerned with the
use of tele-medical and tele-health
consultations and home tele-
monitoring services in the
Medicaid program and the state
child health plan program,
including representatives of:

o HHSC;

o DSHS;

o the Texas Department of Rural
Affairs;

o TDI;

the Texas Medical Board;

o the Texas Board of Nursing;
and

o the Texas State Board of
Pharmacy;

* representatives of health science
centers in this state;

* experts on tele-medicine, tele-
medical consultation, and
telemedicine medical services or
tele-health services;

* representatives of consumers of
health services provided through
tele-medical consultations and
telemedicine medical services or
tele-health services; and

* representatives of tele-medicine
medical services, tele-health
services, and home tele-monitoring
services.

O

efficient and consistent
development and use of
tele-medicine, tele-health
and home tele-monitoring
services reimbursed under
government-funded health
programs.

(Agency rule
indicates
committee
will be
abolished on
8/31/2016)

Traumatic Brain
Injury Advisory
Council, Texas

22 members, as follows:

* eight public consumer members
appointed by EC, at least three of
whom must be individuals related
to persons with a traumatic brain

Recommends policies and
practices to state leadership
to meet the needs of people
with brain injuries and their
families.

Health and
Safety Code
92.051
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Health and Human Services Commission

Exhibit 4: Subcommittees and Advisory Committees

Name of
Subcommittee
or Advisory
Committee

Size/Composition/How are members
appointed?

Purpose/Duties

Legal Basis
for
Committee

injury and at least three of whom

must be persons with a brain

injury;

* six professional members
appointed by the EC, each of
whom must have special training
and interest in the care, treatment,
or rehabilitation of persons with a
traumatic brain injury, with one
representative each from:

o acute hospital trauma units;

o the National Institute for
Disability Rehabilitation
Research Traumatic Brain
Injury Model System in this
state;

o acute or post-acute
rehabilitation facilities;

o community-based services;

o faculties of institutions of
higher education; and

o providers in the areas of
physical therapy, occupational
therapy, or cognitive
rehabilitation; and

* eight state agency members, with
one representative from each of
the following agencies appointed
by the chief executive officer of the
agency:

o HHSC;

o DSHS;

o Texas Education Agency;

o Texas Planning Council for
Developmental Disabilities;
and

o Texas Department of
Insurance.

Uncompensated
Hospital Care,

14 members, appointed by the EC,
including representatives from the

Assists HHSC in developing a
standard methodology and

Government
Code
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Health and Human Services Commission
Exhibit 4: Subcommittees and Advisory Committees
Name of Legal Basis
Subcommittee | Size/Composition/How are members ] g
. . Purpose/Duties for
or Advisory appointed? .
. Committee
Committee
Work Group on | office of the Office of the Attorney procedure for calculating 531.552
General and the hospital industry. and reporting
uncompensated hospital
care costs.
HHSC
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V. FUNDING

A. Provide a brief description of your agency’s funding.

The following pie chart illustrates the Health and Human Services Commission’s (HHSC) funding,
totaling $22.4 billion in fiscal year 2012.

Fiscal Year 2012 HHSC Method of Finance
S in billions

Federal
$13.1
(58%)

ther Funds
$0.4
(2%)

Federal Funds — $13.1 billion

Almost 58 percent of the agency’s revenue comes from the federal government. Of this
amount, 99.5 percent funds four programs: Medicaid, the Children’s Health Insurance Program
(CHIP), Supplemental Nutrition Assistance Program (SNAP) Administrative Match, and
Temporary Assistance for Needy Families (TANF) represent of all the agency’s federal funds. In
FY 2012, HHSC expended 26 federal grants.

State Funds — $8.9 billion

State funds comprise General Revenue, tobacco settlement receipts, earned federal funds, and
Medicaid- and CHIP-generated revenues, such as drug rebates, client cost sharing, and
experience rebates from managed care organizations. All but 0.5 percent of the agency’s
General Revenue (GR) appropriation is used as either federal match or to meet federal
maintenance of effort requirements for the Medicaid, CHIP, TANF, SNAP, and Federal
Emergency Management Agency (FEMA) Disaster assistance programs.
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Other Funds — $0.4 billion:

Almost 97 percent of Other Funds can be categorized in two areas — Interagency Contracts and
Other Non-GR Revenue Match for Medicaid. Interagency Contract funding represents 63
percent of Other Funds and is received primarily from the other four HHS agencies to reimburse
HHSC for the provision of oversight and consolidated support services (e.g. Human Resources
and Regional Administration for leases and utilities). Subrogation receipts and Appropriated
Receipts (intergovernmental transfers from state and local hospitals) are non-GR revenue
sources used to match federal Medicaid and represent 34 percent of Other Funds. The
remaining 3 percent includes funds from local hospitals for supporting out-stationed, hospital-
based eligibility workers and foundation grant funding.

The share of State and federal funding for administrative and program support functions is
determined according to an annual federally approved cost allocation methodology called a
Public Assistance Cost Allocation Plan (PACAP). HHSC does not charge administrative federal
funds through a flat indirect rate but through a plan in which factors are updated either
monthly or quarterly (according to the PACAP). Each program area in which more than one
federal fund can be charged has a specific cost allocation factor or combination of factors that
determines the State share and federal share billed to each HHSC revenue source as well as any
of the other four HHS agencies benefiting from the program’s services. Billing allows the other
HHS agencies to claim federal funding.

HHSC’s PACAP includes more than 60 cost allocation factors. Most of the agency’s general

administrative functions are charged on the following two factors:

e oversight factor, which is determined by the share of each HHS agency’s salary expenditures
as a percentage of total HHS salary expenses; and/or

e indirect program administration factor, which is determined by the share of HHSC
employees that are supporting enterprise operations and the share that are supporting
HHSC programs and operations.

In addition to appropriated funding, HHSC also processes supplemental Medicaid payments
(51.5 billion annually) to hospitals under the Hospital Disproportionate Share Program. Fiscal
year 2012 is the last year of the Upper Payment Limit (UPL) Program, which made supplemental
payments to certain hospitals and providers to offset the difference between what Medicaid
actually paid for Medicaid services and what Medicare would have paid for the same services.
The Medicaid 1115 Healthcare Transformation Waiver replaced funding available under the
UPL former program with supplemental payments for Uncompensated Care (UC) and Delivery
System Reform Incentive Payments (DSRIP). These supplemental payments generally are not
reflected in the agency’s appropriation, because the State share historically has been provided
as intergovernmental transfers from local and State Hospitals. Federally funded SNAP benefits
also are not appropriated directly to HHSC.
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B. List all riders that significantly impact your agency’s budget.

The 2014-15 General Appropriations Act contains 87 riders that affect HHSC. Below are brief
summaries of 35 riders from the HHSC bill pattern that significantly impact the agency as well
as 11 Article 1l Special Provisions and five Article IX General Provisions.

Funding Limitations and Transfer Authority Riders

Rider 7. Appropriation Transfers Between Fiscal Years. Authorizes HHSC to transfer funds from
FY 2015 to FY 2014 to cover Medicaid and CHIP costs with Governor and Legislative Budget
Board (LBB) prior approval,

Rider 12. Transfers: Authority and Limitations. Requires that transfers of funding to manage
expenditures and cash flow from Medicaid strategies (Goal B) or CHIP strategies (Goal C) to
other goals receive Governor and LBB approval. The transfer of funds between appropriation
items in Goals A, D, E, F, and G do not require Governor and LBB prior approval, unless the
transfer amount exceeds 25 percent of the originating appropriation item’s amount.

Rider 15. CHIP Unexpended Balances and Allocation of Funds. Authorizes any unexpended
balances in the CHIP Program for the fiscal years ending August 31, 2013, and August 31, 2014,
to be appropriated for the next fiscal year with Governor and LBB prior approval. No
unexpended balance is anticipated at the end of FY 2013 or FY 2014. The Comptroller is
authorized to use GR in lieu of Tobacco Settlement Receipts for CHIP cash flow purposes, if
tobacco settlement payments do not meet the anticipated appropriation amounts to CHIP of
$315.2 million in FY 2014 and $234.5 million in FY 2015.

Rider 22. Temporary Assistance for Needy Families (TANF) Maintenance of Effort. Authorizes
expenditures, should TANF caseloads decline or shift, of the agency’s share of the State-funded
maintenance of effort requirement for the federal TANF grant, which is $62.9 million annually,
in strategy A.1.2, Integrated Eligibility and Enrollment, upon prior notification to the Governor
and LBB.

Rider 34. Unexpended Balance Authority for Eligibility Determination Services. Appropriates
any unexpended balances in Strategy A.1.2, Integrated Eligibility and Enrollment, for FY 2014, to
HHSC for FY 2015 with Governor and LBB prior approval.

Rider 67. Information Technology Funding. Authorizes HHSC, during the 2014-15 biennium, to
transfer up to $20 million GR for funding of certain IT capital projects with Governor and LBB
approval.

Special Provisions, Sec. 7. Federal Match Assumptions and Limitations on Use of Available
General Revenue Funds. Authorizes HHSC to expend General Revenue that becomes available
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if the federal match rate in federal FY 2015 for Medicaid is more than 58 percent and for CHIP is
more than 70.60 percent upon Governor and LBB approval.

Special Provisions, Sec. 10. Limitations on Transfer Authority. Authorizes HHSC to transfer
funds, staff, and capital authority within Article Il agencies with written notification to the
Governor and LBB. Funding transfers of more than $1 million GR, 10 FTEs, or $0.1 million
capital authority also require Governor and LBB approval. No single transfer may exceed 20
percent of the originating strategy’s appropriation for funding or FTEs for the fiscal year.

Special Provisions, Sec. 36. Limitation on Unexpended Balances: General Revenue for Medicaid.
Appropriates unexpended balances appropriated for Medicaid to HHSC, Department of Aging
and Disability Services (DADS), or the Department of State Health Services (DSHS) for FY 2014 to
the same agencies for FY 2015, with Governor and LBB prior approval. The initial request to use
these unexpended funds must be sent by April 1, 2014, with a revised estimate required by
October 1, 2014, if the amount varied more than 5 percent.

Special Provisions, Sec. 42. HHS Office Consolidation and Co-Location. Requires HHSC conduct
an evaluation of any space to be vacated due to consolidation or co-location efforts and to
notify the Governor, Texas Facilities Commission, and LBB, 270 days before the lease
cancellation. Authorizes HHSC to use any unencumbered funding to modernize offices and
business processes, with prior approval from Governor and LBB.

Special Provisions, Sec. 54. Transfer Authority Related to STAR+PLUS Managed Care Expansion
Medicaid. Authorizes the Executive Commissioner to transfer funding and staff from DADS to
HHSC during the fiscal 2014-15 biennium in support of expanding STAR+PLUS statewide.

Special Provisions, Sec. 62. Medicaid Unexpended Balances between Biennia. Appropriates any
unexpended balances appropriated to HHSC for the Medicaid Program as of August 31, 2013,
estimated to be $218.3 million GR, to the agency for the fiscal year beginning September 1,
2013. The agency must submit an explanation of any variance from that amount by October 1,
2013.

General Provisions, Sec. 14.04. Disaster Related Transfer Authority. Authorizes HHSC to
transfer funds for responding to a disaster, with Governor and LBB prior notification.

Revenue-Related Authority Riders

Rider 5. Vendor Drug Rebates - Medicaid and CHIP. Appropriates HHSC $712.3 million in FY
2014 and $797.2 million in FY 2015, as the State share of Medicaid and CHIP drug rebates for
expenditure as State match in their respective drug programs. The agency is also authorized to
expend rebate revenues collected in excess of appropriated amounts.

Rider 6. Medicaid Subrogation Receipts (State Share). Appropriates $80 million each year of the
biennium as subrogation receipts, or tort settlements, for expenditure as Statematch in the
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Medicaid program. The agency is also authorized to expend subrogation receipts collected in
excess of appropriated amounts.

Rider 13. Use of Additional Medicaid Program Income. Appropriates $50 million each year of
the biennium as Medicaid program income for expenditure as Statematch in the Medicaid
program. Examples of this revenue are rebates and refunds from the claims administrator and
managed care organizations and interest earnings. The agency is also authorized to expend
program income collected in excess of appropriated amounts.

Rider 14. Use of Additional CHIP Experience Rebates. Appropriates $4 million in FY 2014 and
$3.0 million in FY 2015 as CHIP experience rebates for expenditure as Statematch in the CHIP
program. Examples of this revenue are rebates and refunds from managed care organizations
and interest earnings. The agency is also authorized to expend CHIP experience rebates
collected in excess of appropriated amounts.

Rider 62. CHIP Premium Co-Pays. Appropriates approximately $5 million in CHIP cost-share
revenues each year of the biennium for expenditure as Statematch in the CHIP program.
Families participating in CHIP pay cost sharing based upon family income. The agency is also
authorized to expend CHIP cost sharing revenues collected in excess of appropriated amounts.

Rider 64. Federal Provider Enrollment and Screening Fee. Authorizes HHSC to collect and
expend the federal Medicaid and CHIP provider enrollment and screening fee to support
provider enrollment and to fund certain employee benefits. Unused fee balances must be
returned to the federal government.

Special Provisions, Sec. 47. Contingent Revenue, Appropriation of Cost. Contingent upon the
Attorney General reporting Medicaid fraud-related judgments and settlements in excess of
$124.6 million GR for the biennium, the agency is appropriated up to $25 million per year for
funding the Medicaid program and reimbursing the agency for costs incurred in support of the
judgment or settlement.

Federal Funds and Other Appropriation Authority Riders

Rider 3. Budget Authority for Estimated Pass-through Funds. The agency has estimated budget
authority for the pass through of non-General Revenue funds.

Rider 9. Authorization to Receive, Administer, and Disburse Federal Funds. Authorizes HHSC to
receive and disburse all federal funds with the exception of TANF and Social Services Block
Grant (SSBG).

Rider 10. Accounting of Support Costs. Authorizes HHSC to create cost pool accounts from
which to pay aggregated support costs and is required to quarterly allocate these support costs
to the original strategies.
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Rider 11. Disposition of Appropriation Transfers from State-owned Hospitals. The agency must
obtain matching federal Medicaid funds for funds transferred from state-owned hospitals
under the Disproportionate Share Program and Uncompensated Care Program.

Rider 16. Cash Basis Expenditures Authorization. Authorizes the agency to process certain
Medicaid expenditures in a fiscal year without regard to the date of service.

Rider 18. Supplemental Nutritional Assistance Program Funds Appropriated. Authorizes HHSC
to administer benefits under the federal SNAP program.

Rider 21. High Performance Bonus for Administration of the Supplemental Nutritional
Assistance Program (SNAP). Authorizes HHSC to expend a performance bonus, if received from
by the U.S. Department of Agriculture, and is required to expend the award on activities that
improve low-income consumers’ access to nutrition and healthy foods and performance
bonuses for staff contributing to Texas’ qualification for the award.

Rider 31. CHIP Enrollment. In the event CHIP funding is insufficient to sustain enrollment,
Authorizes HHSC to use transfer authority prior to establishing a wait list or suspending
enrollment.

Rider 40. Graduate Medical Education. Authorizes HHSC to obtain matching federal Medicaid
funds for funds transferred from state-owned teaching hospitals for Medicaid Graduate
Medical Education payments.

Rider 42. FTE Authority during Federally-Declared Disasters. Authorizes HHSC to increase
staffing levels to provide services for a federally-declared disaster upon notification to Governor
and LBB.

Rider 79. Primary Care Access Funding for Health Related Institutions. The agency may obtain
matching federal funds with funding from Health Related Institutions (HRIs) and the Higher
Education Coordinating Board for per-member, per-month and primary care incentive
payments to HRIs providing Medicaid and CHIP primary care services.

Rider 81. Receipt of Transfers for Participation in the Healthcare Transformation and Quality
Improvement program. Authorizes HHSC to receive intergovernmental transfers from
institutions of higher education in Strategy B.2.6, Transformation Payments, as the Statematch
for Uncompensated Care (UC) and Delivery System Reform Incentive Payments (DSRIP).

Rider 86. Transitional Medicaid Disproportionate Share Hospital (DSH) and Related Payments.
Authorizes the agency, with Governor and LBB approval, to expend $160 million GR in FY 2014
and $140 million GR in FY 2015 to stabilize hospital payments, including as the State match for a
portion of DSH hospital payments and/or rate adjustments designed to reward quality. The
agency also is to develop a plan to stabilize and improve hospital payments for Medicaid
services and for uncompensated care.
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Special Provisions, Sec. 41. Appropriation Authority for Intergovernmental Transfers.
Authorizes the agency to maximize federal Medicaid funding using intergovernmental transfers
(IGTs) as State match with Governor and LBB approval.

Budget Requirement and Reporting Riders

Rider 28. Other Reporting Requirements. Requires HHSC to notify, submit, or report on
changes in certain federal funding sources, monthly agency expenditures, and monthly
enrollment levels.

Rider 43. Local Reporting on DSH, Uncompensated Care, Delivery System Reform Incentive
Payment and Indigent Care Expenditures. Requires the agency to report annually on local
expenditures on DSH, UC, DSRIP, and the Indigent Care Program.

Rider 44. Women's Health Services Demonstration Project: Savings and Performance Reporting.
The agency reports biannually on enrollment, expenditures, outreach, and providers associated
with the Texas Women’s Health Program.

Rider 47. Unexpended Balances: Social Services Block Grant Funds. The agency reports annually
on SSBG expenditures and balances of all state agencies appropriated this federal funding
source.

Rider 49. Capitated Managed Care Model of Dental Services Reporting. The agency shall
evaluate access, quality, and cost outcomes of capitated Medicaid dental services and submit a
report by March 1, 2015.

Rider 55. Supplemental Payments. The agency reports annually audit findings associated with
Medicaid supplemental payments.

Rider 63. Reporting Fiscal Impact of the Federal Eligibility Modernization Program on the Texas
Integrated eligibility Redesign System. The agency shall report on the fiscal impact of the
federal Eligibility Modernization program for fiscal years 2012-2015 to the Quality Assurance
Team.

Special Provisions, Sec. 13. Caseload and Expenditure Reporting Requirements. The agency
shall report quarterly caseload forecasts on Medicaid, CHIP, TANF, foster care, adoption and
permanency care assistance, and Early Childhood Intervention to the Governor and LBB and
provide monthly data on caseloads and expenditures.

Special Provisions, Sec. 40. Enterprise Support Services. The agency shall report annually on the
estimated assessment to the HHS agencies and actual expenditures for supporting oversight
and consolidated functions at HHSC. Increases in excess of $1 million require Governor and LBB
notification.
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Special Provisions, Sec. 44. Rate Limitations and Reporting Requirements. The agency shall
report on changes to managed care rates to the LBB, Governor, and State Auditor. Rates that
exceed appropriated levels require Governor and LBB prior approval.

Appropriation and Reduction Riders

Rider 46. Use of PARIS Data and Appropriation of Savings to the Texas Veterans Commission
Realized from the Use of PARIS Data. The agency must transfer $50,000 annually to the Texas
Veterans Commission to facilitate claims identified using federal PARIS data for veterans
receiving Medicaid and other public benefits. Ten percent of the GR savings identified as a
result of obtaining the PARIS data is appropriated to the Veterans’ Assistance Fund.

Rider 51. Medicaid Funding Reduction and Cost Containment. The agency appropriations are
reduced by $400 million GR for the biennium to achieve targeted savings and cost containment
in the Medicaid program.

Rider 66. Contingency for STAR+Plus Utilization Review. The agency is appropriated $S0.4
million GR in FY 2014 and $0.4 million GR in FY 2015 to implement a utilization review process
for STAR+PLUS.

General Provisions, Sec. 17.08. Technical Adjustments for Data Center Services. Agency
appropriations for costs paid to the Department of Information Resources (DIR) for supported
services from the Data Center are increased $0.6 million GR and $1.5 million All Funds for the
biennium.

General Provisions, Sec. 17.14. Eligible Expenses in the Medicaid Program. The agency
Medicaid appropriations are reduced $160 million GR in FY 2014 and $140 million GR in FY
2015, which are offset by a corresponding appropriation increase with Account 5111 Trauma
Facility funds contracted from DSHS.

General Provisions, Sec 18.32. Contingency for SB 8. The Office of Inspector General and the
Medicaid programs are appropriated $0.5 million GR in FY 2014 and $0.8 million GR in FY 2015
with matching federal funds relating to the prevention of fraud, waste, and abuse in the
Medicaid program, including the Medical Transportation Program.

General Provisions, Sec. 18.58. Contingency for SB 1803. The Office of Inspector General is
appropriated $0.3 million GR in FY 2014 and $0.5 million GR in FY 2015 with matching federal
funds relating to the investigation of and payment holds relating to allegations of fraud and
abuse, and investigations and hearings on overpayments in the Medicaid program.

V. Funding 60 HHSC



C. Show your agency’s expenditures by strategy.
Health and Human Services Commission
Exhibit 5: Expenditures by Strategy — Fiscal Year 2012 (Actual)
Contract
. Percent of | Expenditures
Goal | Strategy Description Amount Spent Total included in
Total Amount
A |A11 ngi :/p”se Oversight and $46,913,320 021% |  $8,717,047
A |A12 'E”;rej[::::f“g'b'“ty and 705,628,436 3.15% | 226,355,842
A |A21 gs;gz'r'fated System 105,303,359 047% | 50,835,338
Subtotal $857,845,115 3.84% | $285,908,227
B B.1.1 Aged and Medicare Related $1,531,351,917 6.85%
B B.1.2 Disability Related 4,306,800,565 19.26%
B B.1.3 Pregnant Women 999,469,588 4.47%
B B.1.4 Other Adults 542,657,399 2.43%
B B.1.5 Children 5,682,761,798 25.41%
B B.2.1 Non-full Benefit Payments 645,887,175 2.89%
B B.2.2 Medicaid Prescription Drugs 2,767,361,356 12.37%
B B.2.3 Medical Transportation 183,650,485 0.82%
B B.2.4 Health Steps (EPSDT) Dental 1,475,680,862 6.60%
B B.2.5 Medicare Payments 1,128,943,002 5.05%
B B.2.6 Transformation Payments 5,983,724 0.03%
5 B.2.7 Transitional DSH and Related 0.00%
Payments
B 31 | Medicaid Contracts and 661,034,171 2.96% | 338,370,052
Administration
Subtotal $19,931,582,042 89.12% | $338,370,052
C c11 Children’s Health Insurance $809,722,571 3.62%
Program (CHIP)
C C.1.2 CHIP Perinatal Services 207,867,772 0.93%
C C.13 CHIP Prescription Drugs 134,129,000 0.60%
C Cl4 CHIP Contracts and 16,260,488 0.07% 13,147,575
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Administration
Subtotal $1,167,979,831 5.22% | $13,147,575
D |pa11 | Temporary Assistance for $95,853,661 0.43%

Needy Families Grants
D D.1.2 Refugee Assistance 30,110,900 0.13% 71,014
D D.1.3 Disaster Assistance 7,924,971 0.04% 13,410
D D.2.1 Family Violence Services 25,090,267 0.11% 1,243,527
D D.2.2 Alternatives to Abortion 4,150,000 0.02% 4,150,000

D.2.3 Texas Women’s Health 0.00%

Program
Subtotal $163,129,799 0.73% $5,477,951
E E.1.1 Central Program Support $14,958,129 0.07% $2,705,782
E F.1.2 Information Technology 13,621,558 0.06% 6,806,777

Program Support
E E.1.4 Regional Program Support 112,399,222 0.50% 520,805
Subtotal $140,978,909 0.63% | $10,033,364
F ‘ F.1.1 TIERS $60,745,908 0.27% | $15,292,675
Subtotal $60,745,908 0.27% | $15,292,675
G ‘ G.1.1 Office of Inspector General $43,640,698 0.20% $631,746
Subtotal $43,640,698 0.20% $631,746
Grand Total $22,365,902,302 100.00% | $668,861,590

D. Show your agency’s sources of revenue.

collected by the agency, including taxes and fines.

Include all local, state, and federal
appropriations, all professional and operating fees, and all other sources of revenue

Health and Human Services Commission

Exhibit 6: Sources of Revenue — Fiscal Year 2012 (Actual)

Source Amount
Appropriated Receipts - Hospital Based Workers $9,319,878
Appropriated Receipts - Match for Medicaid $18,632,556

Medicaid Subrogation Receipts - Third-Party
Reimbursements

$100,080,789

Appropriated Receipts - Other

$207,722

Interagency Contracts

$222,819,712

General Revenue

$8,295,059,800
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Health and Human Services Commission
Exhibit 6: Sources of Revenue — Fiscal Year 2012 (Actual)

Source Amount
General Revenue-Dedicated $4,581,626
Earned Federal Funds - Food Stamps $6,243,012
Federal Funds $13,082,935,729
Medicaid Cost sharing Medicaid Buy-In $101,911
Medicaid Program Income - Premium Credits Medicaid $51,423,156
Vendor Drug Rebates - Medicaid $515,658,169
Vendor Drug Rebates - Medicaid Supplemental $41,265,025
CHIP Premium Co-Pay $1,443,218
CHIP Experience Rebates $8,791,225
Vendor Drug Rebates - CHIP $7,338,774
TOTAL $22,365,902,302

E. If you receive funds from multiple federal programs, show the types of federal funding

sources.
Health and Human Services Commission
Exhibit 7: Federal Funds — Fiscal Year 2012 (Actual)
State/Federal .
Type of Fund Match Ratio State Share Federal Share Total Funding
Food Stamp $6,070 $6,070

State Admin Matching
Grants for Food Stamp mostly 50/50 $174,746,230 $171,197,237

Program

$345,943,467

Food Stamp

. $182,038 $182,038
Participation Program
TX Healthy Marriage $62,496 $62,496
Grant
Comprehensive
Community Health $336,461 $336,461
Services
Maternal and Child $108,798 $108,798
Health
Traumatic Brain Injury $172,952 $172,952
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Health and Human Services Commission
Exhibit 7: Federal Funds — Fiscal Year 2012 (Actual)

State/Federal .
Type of Fund Match Ratio State Share Federal Share Total Funding
Healthcare Access -
671,420 671,420
Uninsured 2671, 2671,
Improve Minority 121,721 $121.721
Health
ACAH Visiti
ome Vistting $3,478,270 $3,478,270
Program
Med Incent Prevent $1,470,571 $1,470,571
Chronic Disease
T Assi
emporary Assistance MOE $62,880,168 58835171 |  $121,715,339
for Needy Families
TANF to Title XX $9,502,113 $9,502,113
Refugee and Entrant
Assistance - State $24,967,389 $24,967,389
Admin
Refugee and Entrant
Assistance - $2,022,126 $2,022,126
Discretionary Grants
Refugee and Entrant
Assistance - Targeted $3,791,784 $3,791,784
Assist
Children’s Justice $8 787 $8 787
Grants
ial i Block
Social Services Bloc 47727643 47,727,643
Grant
Family Violence
. $5,240,823 S5,240,823
Prevention
ARRA - State Grants to
Promote Health Info $10,640,847 $10,640,847
Tech
State Children’s Health
Insurance Program 28/72 $351,660,930 $890,462,691 $1,242,123,621
(CHIP)
Medical Assist
edical Assistance Varies $8,105,633,236 | $11,881,281,526 | $19,986,914,762
Program
Money Follows the $7.919,760 47,919,760
Person Demo
State Survey and 75/25 $142,381 $423,492 $565,873
Certification
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Health and Human Services Commission
Exhibit 7: Federal Funds — Fiscal Year 2012 (Actual)

State/Federal .
Type of Fund Match Ratio State Share Federal Share Total Funding
Presidential Declared 75/25 $681,210 $2,123,543 $2,804,753
Disaster Assistance
State Homeland $180,000 $180,000
Security
TOTAL $8,695,744,155 | $13,082,935,729 | $21,778,679,884

F. If applicable, provide detailed information on fees collected by your agency.

Health and Human Services Commission
Exhibit 8: Fee Revenue — Fiscal Year 2012

_ Current Number of Where Fee Revenue is
Fee Description/ .
Fee/ persons or Fee Deposited
Program/ .
. Statutory entities Revenue (e.g., General Revenue
Statutory Citation . .
maximum | paying fee Fund)
Federal Provider $523/ - - General Revenue
Screening and Enrollment | + Annual
Fee on Medicare, CPI
Medicaid and CHIP
Institutional Providers -
Human Resources Code
Sec. 32.0322 and
Affordable Care Act
Section 6401
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VI. ORGANIZATION

A. Provide an organizational chart that includes major programs and divisions, and shows
the number of FTEs in each program or division. Detail should include, if possible,
Department Heads with subordinates, and actual FTEs with budgeted FTEs in
parenthesis.

The following chart shows the Health and Human Services System organization.

( Gover )

HEALTH AND HUMAN SERVICES COMMISSION
Kyle Janek, M.D.
Executive Commissioner

Community Services and
Supports

Nursing Facility and Hospice
Payments

Intermediate Care Facilities—
Intellectual Disability

State Supported Living Centers
Services

Regulation, Certification, and
Outreach

VI. Organization

Disease Control and Prevention
Family and Community Health
Services

Behavioral Health Services and
Hospitals

Health Licensing and
Regulation

67

Adult Protective Services

Child Care Licensing

[ i ffi fl
Health and Human HHS Rate Setting . CHIP o |ceG(;ner:2;I1ector
Services Council ®  Vendor Drug Program [ TANF
®  Eligibility Determination ° HHS Ombudsman
®  Medicaid 3 Interagency Initiatives
® SNAP [ Consolidated System Support Services
®  Family Violence Services
I
Aging and Disability Services State Family Assistive and Rehabilitative
Council Health Services Council and Protective Services Council Services Council
Department of Aging and Disability D t t of Assisti d
. Department of State Health : : epartment of Assistive an
Services Services Department of Fan}lly and Protective Rehabilitative Services
Services
Jon Weizenbaum
. Veronda Durden
Commissioner David L. Lakey, M.D. John J. Specia, Jr. Commissioner
Commissioner Commissioner
®  Access, Intake, and Eligibility . . @  Rehabilitation Services
Services ®  Public Health Services ®  Child Protective Services

®  Blind Early Childhood
Intervention Services

®  Disability Determination
Services

®  Deaf and Hard of Hearing
Services

HHSC



The following chart depicts the Health and Human Services Commission’s organizational
structure, including the number of filled full-time equivalents as of June 1, 2013 in parenthesis.
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If applicable, fill in the chart below listing field or regional offices.

VI

Health and Human Services Commission

Exhibit 9: FTEs by Location — Fiscal Year 2012

Headquarters, Region, or

Co-Located?

Budgeted FTEs,

Actual FTEs as

Field Office Location Yes/No FY 2013 of June 1, 2013
Headquarters
State Office Austin Mixed 2,603.9 2,271.4
Region 1 - High Plains
High Plains Amarillo Mixed 108.0 104.0
High Plains Borger Mixed 9.0 9.0
High Plains Brownfield Mixed 8.0 8.0
High Plains Childress Yes 2.0 2.0
High Plains Dalhart Yes 1.0 1.0
High Plains Dimmitt Yes 2.0 2.0
High Plains Dumas Mixed 9.0 8.0
High Plains Hereford Yes 7.0 7.0
High Plains Levelland Yes 8.0 7.0
High Plains Littlefield Yes 7.0 7.0
High Plains Lubbock Mixed 155.0 150.0
High Plains Pampa Yes 13.0 13.0
High Plains Perryton No 20 20
High Plains Plainview Mixed 18.0 18.0
High Plains Post No 2.0 2.0
High Plains Tulia Yes 3.0 3.0
Region 2 - Northwest Texas
Northwest Texas Abilene Mixed 95.0 92.0
Northwest Texas Anson Yes 7.0 7.0
Northwest Texas Ballinger Yes 4.0 4.0
Northwest Texas Bowie Yes 8.0 8.0
Northwest Texas Breckenridge Yes 4.0 4.0
Northwest Texas Brownwood Mixed 18.0 18.0
Northwest Texas Coleman Yes 5.0 5.0
Northwest Texas Eastland Yes 5.0 5.0
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Northwest Texas Graham Yes 2.0 2.0
Northwest Texas Haskell Yes 7.0 7.0
Northwest Texas Olney No 3.0 3.0
Northwest Texas Seymour Yes 7.0 7.0
Northwest Texas Snyder Yes 8.0 8.0
Northwest Texas Sweetwater Yes 9.0 9.0
Northwest Texas Vernon Yes 8.0 8.0
Northwest Texas Wichita Falls Mixed 57.0 55.0
Region 3 - Metroplex

Metroplex Allen No 1.0 1.0
Metroplex Arlington Mixed 107.0 104.0
Metroplex Bedford No 1.0 1.0
Metroplex Bonham Mixed 8.0 8.0
Metroplex Cleburne Mixed 34.0 34.0
Metroplex Corsicana Mixed 15.0 15.0
Metroplex Dallas Mixed 473.0 459.0
Metroplex Decatur Mixed 10.0 10.0
Metroplex Denton Mixed 69.0 65.0
Metroplex Duncanville Yes 32.0 32.0
Metroplex Ennis Mixed 9.0 8.0
Metroplex Fort Worth Mixed 389.0 381.0
Metroplex Gainesville Yes 8.0 8.0
Metroplex Garland Yes 3.0 3.0
Metroplex Granbury Mixed 8.0 8.0
Metroplex Grand Prairie Mixed 264.0 255.0
Metroplex Grapevine No 2.0 2.0
Metroplex Greenville Mixed 22.0 20.0
Metroplex Hurst Yes 1.0 1.0
Metroplex Irving No 42.0 42.0
Metroplex Kaufman Yes 22.0 22.0
Metroplex Lancaster No 1.0 1.0
Metroplex Lewisville Yes 2.0 2.0
Metroplex McKinney Mixed 37.0 35.0
Metroplex Mesquite Mixed 55.0 49.0
Metroplex Mineral Wells Mixed 12.0 12.0
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Metroplex N. Richland Hills Yes 2.0 2.0
Metroplex Plano Mixed 5.0 5.0
Metroplex Quinlan Yes 6.0 6.0
Metroplex Richardson Yes 70.0 70.0
Metroplex Rockwall Mixed 9.0 9.0
Metroplex Sherman Yes 30.0 30.0
Metroplex Stephenville Mixed 7.0 7.0
Metroplex Waxahachie Mixed 21.0 19.0
Metroplex Weatherford Mixed 14.0 14.0
Region 4 - Upper East Texas

Upper East Texas Athens Yes 124.0 124.0
Upper East Texas Atlanta Yes 5.0 5.0
Upper East Texas Canton Yes 13.0 13.0
Upper East Texas Carthage Mixed 7.0 7.0
Upper East Texas Clarksville Yes 3.0 3.0
Upper East Texas Daingerfield Yes 4.0 4.0
Upper East Texas Gilmer Yes 11.0 10.0
Upper East Texas Henderson Mixed 16.0 16.0
Upper East Texas Jacksonville Mixed 22.0 21.0
Upper East Texas Kilgore No 1.0 1.0
Upper East Texas Linden Yes 5.0 5.0
Upper East Texas Longview Mixed 50.0 49.0
Upper East Texas Marshall Mixed 33.0 31.0
Upper East Texas Mineola Yes 5.0 4.0
Upper East Texas Mount Vernon Yes 3.0 3.0
Upper East Texas Mt Pleasant Mixed 12.0 12.0
Upper East Texas New Boston Yes 6.0 6.0
Upper East Texas Palestine Mixed 20.0 20.0
Upper East Texas Paris Mixed 31.0 30.0
Upper East Texas Pittsburg Yes 4.0 4.0
Upper East Texas Quitman Yes 3.0 3.0
Upper East Texas Rusk Yes 11.0 11.0
Upper East Texas Sulphur Springs Mixed 25.0 25.0
Upper East Texas Texarkana Mixed 21.0 21.0
Upper East Texas Tyler Mixed 125.0 123.0
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Region 5 - Southeast Texas

Southeast Texas Beaumont Mixed 126.0 120.0
Southeast Texas Buna Yes 4.0 3.0
Southeast Texas Center Yes 10.0 10.0
Southeast Texas Coldsprings Yes 5.0 5.0
Southeast Texas Crockett Mixed 22.0 22.0
Southeast Texas Hemphill Yes 5.0 5.0
Southeast Texas Jasper Mixed 19.0 19.0
Southeast Texas Kirbyville Yes 6.0 6.0
Southeast Texas Livingston Mixed 17.0 17.0
Southeast Texas Lufkin Mixed 40.0 38.0
Southeast Texas Nacogdoches Mixed 36.0 35.0
Southeast Texas Orange Mixed 25.0 25.0
Southeast Texas Port Arthur Mixed 42.0 42.0
Southeast Texas Silsbee Yes 17.0 16.0
Southeast Texas Trinity Yes 4.0 4.0
Southeast Texas Woodville Yes 4.0 4.0
Region 6 - Gulf Coast

Gulf Coast Alvin Yes 22.0 22.0
Gulf Coast Anahuac Yes 3.0 3.0
Gulf Coast Bay City Mixed 13.0 13.0
Gulf Coast Baytown Yes 26.0 26.0
Gulf Coast Bellville Yes 7.0 5.0
Gulf Coast Cleveland Yes 15.0 14.0
Gulf Coast Clute Yes 20.0 18.0
Gulf Coast Columbus Yes 7.0 7.0
Gulf Coast Conroe Mixed 66.0 61.0
Gulf Coast Crosby Yes 7.0 7.0
Gulf Coast Dickinson No 23.0 23.0
Gulf Coast Freeport No 1.0 1.0
Gulf Coast Galveston Mixed 21.0 19.0
Gulf Coast Hempstead No 9.0 9.0
Gulf Coast Houston Mixed 1,292.0 1,244.0
Gulf Coast Humble Yes 2.0 2.0
Gulf Coast Huntsville Yes 13.0 11.0
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Gulf Coast Katy Yes 3.0 3.0
Gulf Coast Kingwood No 1.0 1.0
Gulf Coast Lake Jackson Yes 1.0 1.0
Gulf Coast Liberty Yes 13.0 13.0
Gulf Coast Pasadena Yes 47.0 47.0
Gulf Coast Pearland Yes 1.0 1.0
Gulf Coast Richmond No 6.0 5.0
Gulf Coast Rosenberg Yes 65.0 64.0
Gulf Coast SUGAR LAND No 2.0 2.0
Gulf Coast Texas City Mixed 18.0 18.0
Gulf Coast The Woodlands No 1.0 1.0
Gulf Coast Tomball Yes 17.0 17.0
Gulf Coast Webster No 1.0 1.0
Gulf Coast Wharton Yes 14.0 14.0
Region 7 - Central Texas

Central Texas Austin Mixed 527.0 500.0
Central Texas Bastrop Yes 15.0 14.0
Central Texas Bellmead No 1.0 1.0
Central Texas Brenham Yes 16.0 15.0
Central Texas Bryan Mixed 64.0 63.0
Central Texas Caldwell Yes 3.0 2.0
Central Texas Cameron Yes 10.0 10.0
Central Texas Centerville Yes 5.0 5.0
Central Texas College Station Yes 2.0 2.0
Central Texas Copperas Cove Yes 11.0 11.0
Central Texas Elgin Yes 4.0 4.0
Central Texas Gatesville Yes 4.0 4.0
Central Texas Georgetown Yes 13.0 12.0
Central Texas Giddings No 11.0 10.0
Central Texas Hamilton Mixed 7.0 7.0
Central Texas Hearne Yes 5.0 5.0
Central Texas Hillsboro Yes 12.0 11.0
Central Texas Killeen Yes 46.0 46.0
Central Texas La Grange Yes 11.0 11.0
Central Texas Lampasas Yes 13.0 13.0
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Central Texas Llano Yes 3.0 3.0
Central Texas Lockhart Mixed 19.0 18.0
Central Texas Madisonville Yes 4.0 4.0
Central Texas Marble Falls Yes 9.0 9.0
Central Texas Marlin Yes 8.0 8.0
Central Texas McGregor No 1.0 1.0
Central Texas Meridian Yes 10.0 10.0
Central Texas Mexia Yes 32.0 29.0
Central Texas Navasota Yes 7.0 7.0
Central Texas Round Rock Mixed 47.0 46.0
Central Texas San Marcos Mixed 31.0 31.0
Central Texas San Saba No 2.0 2.0
Central Texas Taylor Yes 14.0 13.0
Central Texas Temple Mixed 59.0 55.0
Central Texas Waco Mixed 108.0 105.0
Region 8 - Upper South Texas

Upper South Texas Bandera Yes 4.0 3.0
Upper South Texas Boerne Yes 3.0 3.0
Upper South Texas Carrizo Springs Mixed 9.0 9.0
Upper South Texas Crystal City Mixed 10.0 10.0
Upper South Texas Cuero Yes 7.0 7.0
Upper South Texas Del Rio Mixed 22.0 22.0
Upper South Texas Eagle Pass Mixed 39.0 39.0
Upper South Texas Edna Mixed 1.0 1.0
Upper South Texas Floresville Yes 11.0 11.0
Upper South Texas Fredericksburg Yes 9.0 7.0
Upper South Texas Gonzales Mixed 10.0 9.0
Upper South Texas Hallettsville Yes 8.0 8.0
Upper South Texas Hondo Yes 17.0 16.0
Upper South Texas Jourdanton Mixed 15.0 15.0
Upper South Texas Karnes City Yes 8.0 8.0
Upper South Texas Kerrville Yes 20.0 18.0
Upper South Texas New Braunfels Mixed 4.0 14.0
Upper South Texas Pearsall Mixed 12.0 11.0
Upper South Texas Port Lavaca No 5.0 4.0
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Upper South Texas San Antonio Mixed 1,172.0 1,074.0
Upper South Texas Schertz Yes 18.0 17.0
Upper South Texas Seguin Mixed 17.0 17.0
Upper South Texas Uvalde Mixed 14.0 12.0
Upper South Texas Victoria Mixed 41.0 39.0
Region 9 - West Texas

West Texas Andrews Yes 4.0 4.0
West Texas Big Spring Yes 13.0 13.0
West Texas Brady Yes 4.0 4.0
West Texas Fort Stockton Yes 3.0 3.0
West Texas Lamesa Yes 4.0 4.0
West Texas Midland Mixed 158.0 155.0
West Texas Monahans Yes 7.0 7.0
West Texas Odessa Mixed 57.0 57.0
West Texas Pecos Yes 6.0 6.0
West Texas San Angelo Mixed 55.0 53.0
West Texas Seminole Yes 4.0 4.0
Region 10 - Upper Rio Grande

Upper Rio Grande Alpine Yes 4.0 4.0
Upper Rio Grande Canutillo No 14.0 14.0
Upper Rio Grande El Paso Mixed 596.0 581.0
Upper Rio Grande Fabens No 6.0 6.0
Upper Rio Grande Marfa Yes 3.0 3.0
Upper Rio Grande Presidio Yes 3.0 3.0
Upper Rio Grande Socorro Yes 38.0 37.0
Upper Rio Grande Van Horn Yes 2.0 2.0
Region 11 - Lower South Texas

Lower South Texas Alamo Yes 69.0 66.0
Lower South Texas Alice Mixed 38.0 37.0
Lower South Texas Aransas Pass Yes 18.0 18.0
Lower South Texas Beeville Mixed 17.0 17.0
Lower South Texas Brownsville Mixed 158.0 155.0
Lower South Texas Corpus Christi Mixed 177.0 169.0
Lower South Texas Edinburg Mixed 162.0 157.0
Lower South Texas Elsa Yes 27.0 26.0
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Lower South Texas Falfurrias Yes 8.0 7.0
Lower South Texas Harlingen Mixed 79.0 78.0
Lower South Texas Hebbronville Yes 3.0 3.0
Lower South Texas Kingsville Yes 13.0 12.0
Lower South Texas Laredo Mixed 161.0 158.0
Lower South Texas McAllen Mixed 126.0 120.0
Lower South Texas Mercedes Yes 34.0 32.0
Lower South Texas Mission Mixed 87.0 87.0
Lower South Texas Pharr Yes 70.0 69.0
Lower South Texas Raymondville Mixed 10.0 10.0
Lower South Texas Refugio No 1.0 1.0
Lower South Texas Rio Grande City Mixed 113.0 108.0
Lower South Texas Robstown Yes 19.0 18.0
Lower South Texas Roma Yes 12.0 12.0
Lower South Texas San Benito Yes 42.0 42.0
Lower South Texas San Juan No 1.0 1.0
Lower South Texas Sinton Yes 7.0 7.0
Lower South Texas Weslaco Mixed 42.0 42.0
Lower South Texas Zapata Yes 5.0 5.0
TOTAL (excluding contractor FTEs) 12,774.9 12,069.4

C. What are your agency’s FTE caps for fiscal years 2012-2015?

2012 -12,383.2
2013 -12,366.7
2014 -12,536.9
2015 -12,561.7

D. How many temporary or contract employees did your agency have as of August 31,
2012?

As of August 31, 2012, HHSC employed 149.6 contract employees.
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E. List each of your agency’s key programs or functions, along with expenditures and FTEs

by program.

Health and Human Services Commission
Exhibit 10: List of Program FTEs and Expenditures — Fiscal Year 2012

Program Budgeted FTEs as of Actl_xal
FTEs, FY 2012 August 31, 2012 Expenditures
System Support 2,031.9 1,832.7 $547,979,606
Policy/EC 36.0 31.0 $2,329,253
Enterprise Support Services 675.8 627.0 $227,456,642
Deputy for Enterprise Support Services 9.0 9.0 $696,055
Business & Regional Services 3.0 3.0 $167,597,362
- Regional Administrative Services 265.0 246.0 $10,936,239
- Facility Management & Leasing 63 58.0 $2,921,531
_ Egjsgfrise Risk Management & 70 50 $255,073
- Emergency Services Program 4.0 4.0 $8,159,813
- Facility Support Services 143.3 136.0 $11,955,391
;:Egtsirsgzrrili:zination of Disproportionality 4.0 220 $1.451,383
gz\zz;ngpl;e:z:rces/ﬁaining & Organizational 63.5 64.0 $19,376,157
Civil Rights 65.0 59.0 $3,040,612
HHSC Operations and Program Support 24.0 21.0 $1,067,026
Financial Services 262.4 238.4 $53,336,498
Deputy for Financial Services 4.0 4.0 $311,783
Systems Forecasting 17.0 15.0 $1,035,466
Fiscal Policy 8.0 7.0 $685,916
Rate Analysis 57.0 53.0 $40,122,597
Actuarial Analysis 4.0 4.0 $1,259,171
Strategic Decision Support 37.6 32.6 $2,225,640
Financial Management 134.8 122.8 $7,695,925
Chief Counsel 140.0 125.0 $8,545,3886
System Coordination 21.0 17.0 $2,605,616
HHSC General Counsel 25.0 23.0 $1,710,845
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Appeals 74.0 68.0 $3,270,795
Regional Legal Services 20.0 17.0 $958,630
Internal Audit 27.0 26.0 $2,879,320
Procurement & Contracting Services 132.5 113.0 $5,721,451
Ombudsman 68.0 52.0 $2,424,796
Information Technology 690.3 620.3 $245,285,761
Social Services 9,312.3 8,963.3 $718,004,996
0SS Intro 59.0 48.0 $170,842,184
TANF 0 0 $95,853,660
Eligibility Operations 9,179.3 8,852.3 $362,899,305
Community Access & Services 74.0 63.0 $88,409,846
Health Program Services 320.5 270.5 $19,854,148,125
Deputy for Health Program Services 24.0 16.0 $707,565
Medicaid 296.5 254.5 $19,853,440,560
Overview $19,476,457,237
'grsgf;‘z;r::tion Waiver Policy and 10.0 6.0 $518,580
w;iii\;fgigfsiisg,lftrogram Development, and 805 735 $6,620,599
Cost Containment 2.0 2.0 $140,000
Health Information Technology 7.0 6.0 $267,994,693
Vendor Drug Program 66.0 51.0 $3,382,840
U:rg];agr:r:epnirations and Contract 21.0 19.0 $92.191,700
Oversight 101.0 91.0 $4,562,458
Project Management 5.0 3.0 $1,372,196
Operations Coordination 4.0 3.0 $200,257
CHIP
Overview $1,157,542,965
Medical Transport Program 348.0 300.0 $12,831,894
FREW 21.0 19.0 $8,418,397
Health Policy & Clinical Services 67.6 56.6 $30,567,348
Deputy for Health Policy and Clinical Services 13.0 9.0 $4,865,653
Office of Acquired Brain Injury 1.0 1.0 $172,953
Informal Dispute Resolution 14.0 11.0 $565,873
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Office of E-Health Coordination 3.0 3.0 $10,784,149
Office for Program Coordination & Youth 11.0 11.0 $12,833,113
Office of the Medical Director 15.6 14.6 $1,108,409
Health.car(_e Quality Analytics Research & 8.0 6.0 $204,962
Coordination Support
Te).(a_s Institute for Health Care Quality & 20 1.0 $32,236
Efficiency
olG 648.0 586.0 $36,080,657
Sanctions/Chief Counsel 21.0 20.0 $1,172,282
Enforcement 256.0 230.0 $12,403,292
Compliance 218.0 195.0 $11,508,608
Internal Affairs 66.0 63.0 $3,220,955
Operations 87.0 78.0 $7,775,520
Texas Office for tl.1e Prt?v.entlon of 4.0 2.0 $328,314
Developmental Disabilities
Grand Total 12,753.3 12,030.0 $22,365,902,302
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VIl. GUIDE TO AGENCY PROGRAMS

Introduction

The passage of H.B. 2292 in 2003 established a clear directive for a unified health and human
services system. With that charge, the bill transformed the Health and Human Services
Commission (HHSC) from a small oversight and coordination agency, with little direct system
control, to a large, complex agency with three distinct areas of responsibility.

First, HHSC provides leadership and oversight to the health and human services agencies - the
Department of Aging and Disability Services (DADS), the Department of Assistive and
Rehabilitative Services (DARS), the Department of Family and Protective Services (DFPS), and
the Department of State Health Services (DSHS) - and ensures they function as a unified
system. Similarly, HHSC oversees all support services for the Health and Human Services (HHS)
System.

Finally, HHSC determines eligibility and provides client services for a number of health and
human service programs, including the Supplemental Nutritional Assistance Program (SNAP),
Medicaid, the Children’s Health Insurance Program (CHIP), Temporary Assistance for Needy
Families (TANF), family violence services, refugee services, and women’s health and early
childhood program coordination. In addition, HHSC houses the Office of the Inspector General
(O1G), responsible for preventing and investigating system fraud, and the Texas Office for the
Prevention of Developmental Disabilities (TOPDD).

As the integrated System matures, HHSC’s oversight role has also evolved, becoming stronger
with time. For example, the Executive Commissioner recently consolidated contract
procurement oversight within HHSC, providing system coordination and an additional level of
oversight to the thousands of contracts within the System. As such, the following overview of
agency operations includes narrative descriptions of support systems within the agency that
also play a significant role in HHS System oversight and coordination. While standard to all
agencies, these divisions within HHSC often wear two hats, supporting both the agency’s
program operations and providing strategic support to the entire System.

Following the narrative descriptions of the HHS System Support functions are full descriptions
of HHSC’s other health and human services programs, as well as OIG, TOPDD, and the Task
Force for Children with Special Needs, which has a separate Sunset date.
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Health and Human Services System Support

Office of the Executive Commissioner — Dr. Kyle Janek; 31 FTEs

A full-time Commissioner, appointed by the Governor with the advice and consent of the
Senate, oversees operations of both the Health and Human Services System and the Health and
Human Services Commission. Responsible for all rulemaking and policy decisions throughout
the System, the Executive Commissioner relies on input from the Health and Human Services
Commission Council — a nine-member, Governor-appointed advisory council established to
guide decisions relating to HHSC’s programs. Similarly, the other System agency councils and
their respective commissioners make recommendations on rule and policy changes related to
their agency operations and programs.

Associated with the Executive Commissioner’s office, the Chief of Staff oversees day-to-day
agency operations and advises the Executive Commissioner. Also reporting to the Chief of Staff,
the External Relations and Communications divisions work with external stakeholders, including
elected officials and clients, to serve as points-of-contact for questions and ensure proper
notice of system changes.

Chief Deputy Commissioner — Chris Traylor; 3 FTES

Created in 2012, the Office of Chief Deputy Commissioner oversees several major program
areas, including the Medical Transportation and Veterans’ Services programs. The State
Medicaid Director also reports to the Chief Deputy Commissioner.
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System Support Services (SSS) — Rolando Garza; 628 FTEs

House Bill 2292 mandated HHSC manage administrative functions for the entire HHS System.
Created with efficiency and cost savings in mind, the Office of System Support Services (SSS)
provides a wide array of critical services, from managing more than 600 regional HHS facilities
to delivering food to the State Supported Living Centers (SSLCs) and State Hospitals. SSS has
the following key functions.

Deputy Executive Commissioner’s (DEC) Office — 8 FTEs

Responsible for general management of System Support Services, the DEC oversees eight
system-wide functions and one HHSC support function. The DEC office houses the Chief
Learning Officer, director of the HHS Leadership Academy, a staff support and contracting
specialist, and special projects. The DEC is the executive sponsor of the HHS Leadership
Academy. The DEC also sponsors, with HHSC IT, the HHS Electronic Information Resources (EIR)
Committee responsible for ensuring electronic and information resources are available to
people with disabilities.

Business and Regional Services — 457 FTEs

The Associate Commissioner for Business and Regional Services is responsible for the provision
of system-wide administrative services to all HHS agencies in five key areas.

Regional Administrative Services (RAS)

RAS manages more than six million square feet of office space located in approximately 600
regional HHS offices and monitors performance of all administrative contracts and services that
support those facilities, including security, janitorial, supplies, document processing, utilities,
and postage.

In addition, RAS has significant emergency response and recovery responsibilities, including
assessing the nature and extent of threats to staff and property, and responding to ensure the
safety and security of staff. Typical responses might include setting up temporary, alternate
sites for intake and other service delivery needs or providing on-the-ground logistics for the
distribution of water and ice to first responders. RAS also supports DSHS emergency response
functions, including courier services for lab samples and meds, logistics for receipt and
distribution of Strategic National Stockpile shipments, and financial operations and support for
mass care incidents.

Facility Management and Leasing (FML)
FML provides office support services that include:

e facility lease procurement and management;

e facility management for assigned State-owned and leased buildings in Austin;
e HHS mail services;

e space management, design and move coordination;

e warehousing and distribution services; and
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e contracting for services in support of facility operations.

Enterprise Risk Management and Safety (ERM)

ERM develops, implements, coordinates and continually evaluates risk management, safety,
insurance, fire safety, workers’ compensation, and facility inspection programs designed to
mitigate and manage losses incurred by HHS agencies. ERM also has oversight of risk
management and safety for DADS SSLCs and DSHS State Hospitals.

Emergency Services Program (ESP)

ESP coordinates with the Texas Division of Emergency Management in state planning for
preparedness, response, and recovery, and it administers three critical response and recovery
programs:

e Other Needs Assistance Program, which provides federally funded grants to people who
have serious needs and necessary expenses associated with presidentially declared
disasters;

o federally funded Disaster Case Management program, which provides individual recovery
plans for families; and

e Repatriation Plan, which coordinates non-emergency repatriation of unaccompanied
children and individuals with medical or mental health issues and emergency repatriation of
non-combatant U.S. citizens and their dependents in foreign countries.

Facility Support Services (FSS)

This unit provides support services oversight for the DADS SSLCs and DSHS State Hospitals. The
division provides both direct services, such as food delivery and centralized food buying, and
indirect services, such as technical assistance and consultation. FSS develops best practices for
the maintenance and operations of the buildings, grounds, and mechanical equipment, and it
oversees the infrastructure of 24 facility complexes, comprised of 1,422 buildings with
approximately 10.5 million square feet located on 5,342.6 total acres. The oldest of the
buildings was originally built in 1857.

Eight units comprise the division:

e Supply Services,

Fleet Operations,

Risk Management,

Maintenance and Construction,
Competency, Training and Development,
Computer Assisted Facility Management,
Nutrition and Food Services, and

Real Estate Management.

The division also manages the online e-training system for all HHS agencies.
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Center for Elimination of Disproportionality and Disparities (CEDD) — 22 FTEs

The statutorily mandated Center provides leadership to state and federal agencies, universities,
private groups, communities, foundations, and offices of minority health to decrease and
eliminate health and health access disparities among racial, multicultural, disadvantaged,
ethnic, and regional populations. The Center provides data and research, curriculum
development and training, technical assistance, strategic planning, and operation and
implementation of specific tools and practices that inform and guide work to improve equity in
systems for all populations.

The Center leads the legislatively established Interagency Council for Addressing
Disproportionality to review state agency outcomes for children and make recommendations.
The Council collected and examined data from the Texas Juvenile Justice Department, the Texas
Education Agency, DFPS, DSHS, and DARS and issued its report to the Legislature in December
2012. The Texas data shows that disproportionality and disparities exist for the same
populations in multiple systems, such as child welfare, juvenile justice, education, criminal
justice, and health.

Human Resources (HR) — 60 FTEs

The HR Office provides policy and workforce planning, records management, employee
relations, and training and organizational development services to HHS staff. A private-sector
contractor manages an electronic HR self-service portal, the Centralized Accounting and
Payroll/Personnel System (CAPPS, which was previously known as AccessHR).

Three years ago, the Texas State Comptroller of Public Accounts (CPA) initiated Project One —
the Legislature’s requirement to have all Texas agencies use the same accounting, payroll, and
human resources software. The Comptroller selected HHS’ AccessHR as the basis for CAPPS,
which is intended to be the HR portal for all state agencies.

Civil Rights Office (CRO) — 60 FTEs

CRO is responsible for matters related to equal employment opportunity, accessibility, program
compliance, and service delivery. The CRO investigates discrimination complaints from
employees, clients, and customers; processes reasonable accommodation requests; provides
conflict resolution and mediation services; conducts Management Initiated Investigations; and
provides guidance and technical assistance to HHS management, executive staff, and
employees on civil rights-related issues.

HHSC Operations and Program Support — 21 FTEs

Responsible for HHSC administrative business operations, the division provides administrative
contract management, asset management, business continuity planning, records management,
and centralized supply services. The division coordinates the Wellness program, Internship
program, Volunteer program, Employee Assistance Program, and the Survey of Employee
Excellence. The division also manages HHSC's Employee Advisory Committee and provides
telework/mobile work coordination.
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Financial Services — Greta Rymal; 239 FTEs

The Financial Services division is responsible for the overall financial management of HHSC and
oversight of the HHS System. The major functions of the division are listed below.

Financial Management — 122 FTEs

Financial Management is responsible for supporting and maintaining HHSC’s financial viability
and coordinating with staff throughout HHSC as well as federal and state parties (including the
Legislative Budget Board (LBB), Governor’s office, and the Comptroller’s office) outside the
agency to address HHSC financial issues. The responsibilities and functions are divided between
Budget Management and Fiscal Management.

Budget Management
Budget Management is responsible for the following:

e Manages HHSC's program and administrative budget, including providing analysis and
recommendations to executive management of decisions impacting HHSC budgets;

e Prepares the biennial legislative appropriations request and the itemized operating budget;

e Compiles and reports on performance measures, FTEs, and contractors;

e Prepares the billing invoices for HHSC consolidated services, submits other required federal
and state budget reports, such as monthly financial reports, and prepares cost estimates on
proposed legislation and rules; and

e Reviews Advance Planning Documents, primarily those required by the Centers for Medicare
& Medicaid Services (CMS) and Food and Nutrition Service (FNS).

Fiscal Management

Fiscal Management manages the agency’s finances, ensuring the integrity of accounting
records, and maintaining adequate internal controls. Fiscal Management has four major
operational areas: Accounting Operations; Fund Accounting; Accounts Receivable Tracking
(ART) for HHSC; and Payroll, Time Labor, and Leave functions supporting the HHS System
agencies.

e Accounting Operations is responsible for administrative and program expenditure
payments, including both manual and interfaced vouchers; vendor/traveler maintenance,
distribution of vendor and payroll warrants; and the management of digital imaging of all
payment documents.

e Fund Accounting is responsible for the maintenance of the agency’s financial system, cash
management and expenditure reporting of federal programs, the agency Annual Financial
Report (AFR), and various financial reconciliations.

e The ART staff is responsible for managing and collecting claims, revenues and refunds of
expenditure; initiating benefit reductions (recoupment); and billing clients and handling
delinquencies.

e HHS Payroll, Time Labor and Leave is responsible for pay and timekeeping services for over
54,000 employees across the HHS System and the interpretation and implementation of
payroll policies.
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HHS System Rate Analysis — 52 FTEs

HHS System Rate Analysis develops reimbursement rates for health and human services
programs, which are approved by the Executive Commissioner. Rate Analysis develops more
than 200,000 different rates, primarily for the Medicaid program, and coordinates with the five
HHS agencies to establish these rates. Rate analysis includes various methodologies, such as
cost report-based systems, cost reimbursement services, and fee schedules/payment codes
established by governmental or other professional fee entities. Rates are prospective, cost-
reimbursed, or based on a percentage of Medicare or American Dental Association fees, while
vendor drug fees use market-based cost information.

Acute Care rates are reviewed at least once every two years through a quarterly system that
reviews rates of a similar type. In addition to the quarterly reviews, staff also analyzes new
rates for new procedure codes to conform to the federal Healthcare Common Procedure
Coding System (HCPCS) and conducts special rate reviews such as to support new benefits, to
implement appropriation rate changes, and to address access to care issues. Hospital rates are
reviewed upon rebasing, and Long Term Services and Supports rates are reviewed biennially.

This division also determines supplemental payments under the Medicaid disproportionate
share hospital (DSH) and uncompensated care (UC) programs and processes payments for the
1115 Texas Healthcare Transformation and Quality Improvement Program Waiver delivery
system reform incentive payments (DSRIP).

Strategic Decision Support - 33 FTEs

Strategic Decision Support (SDS) provides research and analytic support to the HHS System.
Broadly, SDS staff conducts quantitative analysis of health and human services program data;
compiles, analyzes, and reports relevant third-party data (e.g., Census Bureau, Labor Statistics,
CDC programs); collects, analyzes, and reports survey data; conducts program evaluation
studies; and conducts innovative research studies on various topics of interest to executive
management staff. SDS is functionally organized into five sections (Research, Planning and
Evaluation, Data Quality and Dissemination, Data Management, and the Enterprise Data
Warehouse Business Intelligence Competency Center).

Research

The research section conducts specialized research projects on healthcare-related issues
(examples include an analysis of the migration for services from Galveston County in the
aftermath of Hurricane lke and the impact of the 2008 Frew provider rate increase in provider
participation and client utilization). This section is also responsible for oversight activities for
the Texas Medicaid and Healthcare Partnership (TMHP) on fiscal analyses of potential benefit
changes; conducting or monitoring research activities for the Frew consent decree; special
reports (examples include the Medicaid Opt-Out paper and HHSC’s Fact Book). This section is
also responsible for the development of fiscal estimates for program policy initiatives and for
legislative fiscal notes.
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Planning and Evaluation

The Planning and Evaluation section develops the biennial HHS Strategic Plan. This section is
also responsible for conducting program evaluation projects as requested by program staff or
funding entities (e.g.,, CMS waivers). This group also coordinates and monitors external
evaluation entities to ensure that the proper evaluation methods are being used. This section,
in collaboration with Texas A&M University, is conducting the federally required evaluation of
the Texas Healthcare Transformation and Quality Improvement Program 1115 waiver.

Data Quality and Dissemination

The Data Quality and Dissemination section primarily is responsible for providing data analysis
support and technical consultation to HHSC and HHS agency staff for various research and
evaluation projects; coordinating with HHSC agencies and contractors to ensure data quality
and integrity before disseminating analysis to internal and external customers; generating
monthly program statistics reports that contain data and information regarding program
performance and participation; and responding to data requests regarding client eligibility,
utilization, costs, and provider information. Requests for data originate from Federal and State
agencies, State legislators, media, internal staff, and the public.

Data Management

The Data Management section is responsible for designing and implementing database systems
to meet the information needs of the SDS staff and other areas within HHSC; analyzing current
and future hardware and data management/analysis software requirements for SDS;
maintaining existing database systems; implementing strategies for the acquisition,
standardization and consolidation of data from multiple sources; and establishing protocols for
the exchange of information in electronic form between agencies and other entities, as well as
preparing information for public release.

Enterprise Data Warehouse Business Intelligence Competency Center (BICC)

The BICC is a newly formed, cross-functional team that will be responsible for supporting and
promoting the effective use of the Enterprise Data Warehouse (EDW) and business intelligence
tools across the HHS System. The BICC coordinates the activities and resources to ensure that a
fact-based approach to decision making is systematically implemented throughout an
organization. This division has responsibility for the governance structure for business
intelligence and analytical programs, projects, practices, software, and architecture.

HHS System Forecasting — 16 FTEs

HHS System Forecasting is responsible for the caseload and cost forecasting functions for many
health and human services programs, including Medicaid, the Children’s Health Insurance
Program, Early Childhood Intervention, and Protective Services programs such as Foster Care
and Adult Protective Services. As such, the division is responsible for communicating the
dynamic workings of caseloads and costs to the HHSC Executive Commissioner and the
legislative committees overseeing HHS policies and appropriations.
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The range of activities included as part of projecting and communicating the overall caseload
and cost dynamic include:

e impact analyses, simulations, and fiscal notes for proposed policy changes, rate changes,
and eligibility changes;

e support to HHS budget areas during the legislative appropriations process, including
detailing crosswalks between specific client services and appropriations strategies;

e monthly and quarterly reporting to the Legislative Budget Board;

e analytical support for the managed care rate-setting process, managed care expansions,
and procurements; and

e analytical support and budget neutrality exhibits for federal waiver programs, including the
Texas 1115 Transformation Waiver.

Forecasters may specialize in certain topics (e.g., Medicaid managed care or Child Protective
Services) but are cross-trained to fill other areas as needed.

System forecasting provides some information specific to HHSC agency-level functions (e.g.,
data for cost allocation) but more often focuses on the broad HHS System functions.

HHS System Budget and Fiscal Policy — 8 FTEs

HHS System Budget and Fiscal Policy provides oversight of financial issues affecting all five
health and human services agencies. Working in conjunction with agency Chief Financial
Officers (CFOs), the division, also referred to as “Enterprise Budget and Fiscal Policy,” acts as
the primary source of information for the Executive Commissioner, Deputy Executive
Commissioners, and other HHS staff on budget matters across the HHS System.

This responsibility encompasses a broad range of functions, including, but not limited to the
following.

e I|dentifying and resolving cross-agency financial issues in collaboration with agency CFOs and
budget offices.

o Assisting in the development and prioritization of Legislative Appropriations Requests
(LARs).

e Coordinating with legislative offices, the Comptroller of Public Accounts, and other state
and federal officials to address significant budget issues in the HHS System.

e Managing the financial elements of major HHSC procurement and contract amendments.

e Monitoring and assessing the impact of federal actions on the fiscal affairs of the HHS
agencies.

e Performing cost estimates and analysis on bills filed during the legislative session.

e Preparing, submitting, and negotiating approval of the HHSC Public Assistance Cost
Allocation Plan with the federal Division of Cost Allocation.

e Providing guidance and coordination on federal cost allocation to all HHS System agencies.

e Developing, maintaining, and tracking cost containment initiatives across the HHS System.
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Actuarial Analysis — 4 FTEs

Actuarial Analysis calculates the capitated premium rates paid to the Medicaid and CHIP
managed care organizations (MCOs). HHSC uses an external actuary to certify these rates as
meeting the actuarial soundness guidelines established by the Centers for Medicare & Medicaid
Services (CMS). HHSC contracts with Rudd and Wisdom to certify the rates, with oversight and
direction by the Chief Actuary. Additionally, the division calculates capitated premium rates for
the Program for All-Inclusive Care for the Elderly (PACE).

Actuarial Analysis is involved with benefit and rate changes, program expansions, and legislative
mandates that affect MCOs. The division also completes portions of the required federal
waiver filings with CMS for 1915(b) waivers, including the Texas Medicaid Wellness Program,
NorthSTAR, and Non-emergency Medical Transportation (NEMT). In addition, Actuarial Analysis
provides actuarial support services for other HHSC initiatives; examples include Medicare
Advantage Special Needs Plans (SNPs), the 1115 Texas Healthcare Transformation and Quality
Improvement Program Waiver, the Affordable Care Act (ACA) primary care physician increases,
and the Dual Eligible Demonstration Project.
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Chief Counsel — Steve Aragodn; 126.5 FTEs

Through H.B. 2292, the Legislature directed HHSC to implement an efficient and effective
centralized system of administrative support services, including legal services, for the HHS
System agencies. To implement this statutory directive, the Executive Commissioner
determined that each HHS agency would retain a legal division to support the day-to-day
administration of the agency and created the Office of Chief Counsel at HHSC to ensure that the
agencies’ legal positions are coordinated and consistent with HHS System policies and
objectives.

The Office of Chief Counsel has three divisions: System Coordination, General Counsel, and
System Support Services. Under the direction of the Chief Counsel, staff provide legal advice
and assistance to HHSC in the agency’s day-to-day operations, provision of centralized services,
and oversight of the HHS System. Staff also provide advice and support to the other HHS
System agencies directly, consistent with HHSC’s oversight role and statutory mandate.

System Coordination — 19.5 FTEs

Staff assigned to System Coordination work directly with HHSC and the other HHS System
agencies and are responsible for identifying legal issues that impact the HHS System, assessing
risk, evaluating the agencies’ positions relative to HHS System policy, advising the agencies,
and, through the Chief Counsel, making recommendations to the Executive Commissioner to
ensure the HHS System’s interests are protected. Staff support HHSC and the HHS System
agencies in the following areas.

e System Services - Advise and support staff on legal issues involving the HHS System’s
consolidated support, compliance, and policymaking functions and advise the Executive
Commissioner of problem areas, recurring issues, and potential or actual conflicts of
interest between the HHS System agencies.

e Project Management - Provide oversight and assistance for executive management
assignments, legal services projects, cross-agency issues, and system-wide coordination.

e Litigation - Identify and coordinate major litigation involving HHS System agencies,
participate in strategic decision-making with agency staff and the Office of the Attorney
General (OAG), and inform the Executive Commissioner of issues and potential liabilities.

e Contracts — Support high value contracts, review proposed system-wide procurement or
contracting policy, coordinate information and resources to support HHS System
contracting activities, and provide direct assistance to HHS System agencies on specialized
legal issues relating to IT, outsourcing, or other complex contracts.

e Research and Practice Support - Provide research and related drafting support on policy and
legal issues for HHSC and the other HHS System agencies.

e Legislative Activities - Review and analyze proposed legislation, advise agency staff during
the legislative session, and provide ongoing research and support to staff on legislative
issues affecting the HHS System.

e Consumer Privacy and Protection — Advise the HHS System agencies on compliance with
state and federal laws governing information privacy and security, support risk assessments
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and other compliance activities, coordinate agency responses to actual and possible
breaches of confidentiality and security, and advise on reporting obligations.

e Frew Litigation - Advise the HHS System agencies on compliance with the consent decree
and corrective action plans in Frew v. Janek, a class action lawsuit impacting millions of
Texas Medicaid clients under age 21, and support the Office of the Attorney General (OAG)
in the ongoing litigation of the case, including identifying witnesses and other resources,
responding to discovery, formulating arguments, and drafting pleadings.

e Collections - Pursue Medicaid third party recovery for HHSC and refer cases as necessary to
the OAG, work with the Medicaid estate recovery program at DADS, and coordinate with
HHSC Regional Legal Services on collections relating to the DADS-operated State Supported
Living Centers and the DSHS-operated State Hospitals.

e Emergency/Crisis Management - Assist HHSC and HHS agencies at the direction of
Executive Commissioner with legal support related to declared public emergencies and HHS
agency administrative and regulatory actions that have significant public impact.

General Counsel — 23 FTEs

Staff assigned to the General Counsel support HHSC’s day-to-day operations and its
administrative or operational needs. Their responsibilities include the following.

e Research and Legal Support — Monitor legislative, regulatory, and judicial developments
relevant to HHSC; conduct research and provide legal counsel to HHSC staff; issue legal
opinions; and inform executive management of potential risks or liabilities.

e Personnel Management - Provide legal support for specific personnel and human resources
actions by HHSC.

e Legislative Implementation — Review and analyze legislation that may affect HHSC programs
or operations, advise staff on legislative requirements, and participate in implementation
through the rulemaking and contract processes.

e Open Records - Coordinate HHSC's responses to public information requests, identify
responsive materials, advise on the applicability of exceptions to disclosure, draft requests
for a ruling by OAG on exceptions, and train HHSC staff on open records issues.

e Open Meetings — Support HHSC’s Council and advisory councils, advise on open meeting
requirements, post public notices and agendas, assist in the development of procedural
rules, and participate in training on open meeting issues.

e Subpoenas - Coordinate the agency’s responses to subpoenas in third party litigation,
including demands from state and federal law enforcement entities.

In addition to these general responsibilities, staff provide specialized legal support to HHSC staff
in three practice areas: policy, contracts, and litigation.
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Policy

The Policy group supports HHSC management and program staff in the development and
implementation of agency policy and administrative rules. Their responsibilities include the
following

e Policymaking - Support the development of strategies and programs to implement
legislative, programmatic, and policy initiatives.

e Administrative Rules — Advise staff on the development of administrative rules for HHSC
programs, draft or review administrative rules and related documents, and support staff
throughout the rulemaking process. In fiscal year 2012, the Policy group completed 171
reviews of rules developed, proposed, or adopted by the agency.

e State-Federal Public Assistance Program Support and Coordination - Advise HHSC staff on
the development of State Plan amendments, waiver applications, audit responses,
regulatory compliance materials, and related documents for Medicaid, CHIP, SNAP
(formerly the Food Stamp Program), TANF, and other programs that are administered by
HHSC. In fiscal year 2012, the Policy group completed 62 assignments related to Medicaid
state plan amendments, 145 assignments related to Medicaid waiver programs, and more
than 30 assignments related to other HHSC programs.

e Deferrals and Disallowances - Assist staff responding to decisions to defer or disallow
federal funds and, where appropriate, represent HHSC's interests in federal administrative
appeals of adverse actions taken by federal agencies.

Contracts

The Contracts group supports HHSC management and programs in all aspects of the
procurement and contracting process. In fiscal year 2012, staff facilitated approximately 700
contract projects, including HHSC operational contracts, amendments, interagency agreements,
inter-local agreements, data use agreements, business associate agreements, memoranda of
understanding, service and commodity contracts, and solicitation documents. The Contracts
group supports the following agency activities.

e Contract Planning — Support HHSC staff throughout the procurement and contract process,
advise on compliance with state and federal laws and regulations related to the
procurement and contracting process, and ensure compliance with the Agency
Procurement Policy Development Guidelines.

e Procurements and Solicitations — Draft, review, and approve the procurement solicitation,
including evaluation criteria. Review and draft responses to vendor questions associated
with the procurement. Conduct vendor conferences for procurements.

e Contract Negotiation and Development - Represent HHSC in all aspects of contract
negotiations with potential and contracted vendors and draft the terms and conditions of
new contracts and contract amendments.

e Contract Management - Advise and provide ongoing support for HHSC staff on contract
management issues. Draft and administer the Managed Care Manual to ensure consistency
with the relevant contracts.

e Grant Administration — Advise and support staff administering HHSC grants.
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Litigation
The Litigation group is responsible for representing and advocating HHSC’s interests in
administrative, civil, and criminal litigation. The Litigation group’s responsibilities include the
following.

e Litigation Risk Management — Monitor external litigation and legal issues relevant to HHSC
programs, identify litigation risks and advise HHSC staff on mitigation strategies, and
negotiate with parties threatening litigation.

e Defense Litigation — Support the OAG in the defense of HHSC’s interests in state and federal
court, including applying litigation holds to preserve evidence, responding to discovery
requests, identifying and preparing witnesses for deposition and trial, researching
arguments, and drafting pleadings for filing with the court. As of August 1, 2013, the
Litigation group is responding to 86 lawsuits against HHSC and its interests.

e Civil Medicaid Fraud Litigation — Assist the OAG’s Civil Medicaid Fraud Division with
investigation and litigation of Medicaid fraud cases. According to OAG, these efforts have
resulted in recoveries of more than $400 million on behalf of the State since 2002, with
total recoveries for the state and federal governments of more than $1 billion.

e Administrative Hearings — Represent HHSC in administrative hearings before the Appeals
section, discussed below, and the State Office of Administrative Hearings (SOAH). HHSC'’s
Medicaid claims administrator estimates that representation in 48 Medicaid Fair Hearings
between September 2010 and July 2013 has resulted in direct cost savings of more than
$1.2 million.

e Bankruptcy and Collections — Monitor provider bankruptcies, file proofs of claim, refer cases
to the OAG, as appropriate, and assist with research and resolution of old accounts
receivable. Advise HHSC staff on collections issues and procedures.

e Criminal history reviews - Participate in the review of criminal history information during
the enrollment process for Vendor Drug Program providers.

e Expunctions — Assist the Office of Inspector General with processing expunction orders and
confirm the agency’s compliance.

System Support Services — 84 FTEs

Staff assigned to System Support Services provide specialized services to HHSC and the other
HHS System agencies and are responsible for ensuring the consistent application of HHS System
policy in the provision of those services.

Appeals

The Appeals Division manages certain appeals functions for the HHS System agencies, including
administrative and contested case appeals authorized by law, employee grievance hearings for
the HHS System agencies, and client fraud and fair hearings regarding eligibility. The Appeals
Division comprises personnel formerly assigned to the Hearings Department of the Texas
Department of Human Services (DHS). Upon the consolidation of HHS agencies in 2004, its role
was expanded to provide services to all HHS agencies. The Appeals Division is divided into two
sections: Contested Cases and Fraud and Fair Hearings.
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Contested Cases — Three attorney administrative law judges are responsible for conducting
administrative appeals and issuing final orders on behalf of the HHS System agencies in
contested cases and adversarial proceedings brought under the Texas Administrative
Procedure Act, other state laws, and HHS System policy. These proceedings include:
appeals of adverse actions by HHSC; appeals of adverse personnel actions by any of the HHS
System agencies; appeals involving programs of the former Department of Mental Health
and Mental Retardation now administered by DADS and DSHS; appeals by individuals
seeking to avoid placement on the Texas Employee Misconduct Registry; and appeals of
agency action in certain DADS programs. In addition, at DADS’ request, staff provide pre-
hearing support for appeals involving certain DADS programs before those matters are
transferred to SOAH. The Contested Case section processed approximately 958 appeal
requests during fiscal year 2012.

Fraud and Fair Hearings - Lay hearing officers conduct fair hearings — appeals by
disappointed clients and applicants to any of the HHS System’s assistance programs — and
issue the agency’s final decision on client benefits. This section also hears client fraud
appeals — also known as disqualification hearings — in which the appellant is an applicant for
or recipient of SNAP, TANF, or Medicaid benefits and is determined by HHSC to have
committed an intentional program violation. In fiscal year 2012, the Fraud and Fair
Hearings section received 40,138 fair hearing requests and 1,464 client fraud appeal
requests.

Regional Legal Services

HHSC regional legal services staff are located in seven HHSC regional headquarters offices and
provide local, onsite assistance to HHS agency regional staff. Regional Legal Services
responsibilities include the following activities.

Policy, Contract, and Litigation Support - Review financial and property documents and
advise on their impact on Medicaid eligibility (reviews have increased from an average of
207 per month in fiscal year 2012 to 452 per month in fiscal year 2013); issue legal opinions
on eligibility for various HHS System programs; respond to questions from regional staff on
eligibility policy and legal requirements; review revisions to the eligibility policy manuals;
review memoranda of understanding and intergovernmental lease agreements involving
regional resources; and, in conjunction with the General Counsel, assist the OAG in litigation
involving HHSC’s regional staff.

Hearings — Represent the agency in grievance hearings conducted by the Appeals Division
and in appeals filed with the Texas Workforce Commission; support the Appeals Division by
acting as Administrative Law Judges as needed in grievance hearings and Employee
Misconduct Registry cases defended by DFPS legal personnel; and testify as needed in fair
hearings conducted by the Appeals Division.

Administrative Reviews — Conduct statutorily-required administrative reviews of fair hearing
decisions and administrative disqualification hearings. Regional Legal Staff performed 287
administrative reviews in fiscal year 2012 and have averaged 25 reviews per month in fiscal
year 2013.
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e Collections — Work with System Coordination staff on third party recovery and subrogation
cases and collections relating to the DADS-operated State Supported Living Centers and the
DSHS-operated State Hospitals.

e Subpoenas and Open Records — Support regional responses to subpoenas and public
information requests, including identifying responsive materials and advising on the
applicability of exceptions to disclosure and the assertion of privileges.

e Personnel Actions - Advise and support regional supervisory staff in personnel and other
human resources actions.

e Regional Coordination - Participate in the HHS System agencies’ Regional Administrative
Council and the regional Incident Management Team.

e Training — Provide training to regional staff on basic job skills, subpoenas, open records,
disciplinary actions, documents, hearings, safety, and confidentiality. Provide training to
Appeals Division hearing officers.
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Internal Audit — David Griffith; 25 FTEs

The Internal Audit Division provides objective assurance and advisory services that provide
timely and relevant information for use in managing risks and achieving efficient and effective
operations. Audit responsibility includes coverage of both HHSC and the HHS System. Audit
coverage consists of programs, processes, and systems under the operational oversight of HHSC
and those programs, processes, and systems under the oversight of HHSC deputy executive
commissioners or that involve two or more HHS agencies. Internal Audit may audit any HHS
agency at the request of executive management.

When presenting the results of operational and information technology audits, management
advisory projects, and special projects it performs, Internal Audit offers recommendations to
reduce risk and increase the ability of HHSC business areas to meet their goals and objectives.
Internal Audit completes eight to ten assessments of HHSC and HHS enterprise programs,
processes, and systems each year.

Internal Audit provides external audit coordination services, including serving as liaison with all
external federal and state audit entities who perform audits of HHSC. When audits are
completed, Internal Audit assists management in coordinating management responses to
external audit recommendations and periodically tracks the status of management’s actions to
address issues identified in external audits. At any point in time, there are typically over 25
external audits of HHSC in progress.

Internal Audit also serves as Texas’ single point of contact with the Centers for Medicare &
Medicaid Services for payment error rate measurement (PERM) reviews and Medicaid Integrity
Group audits.
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Procurement and Contracting Services — Wayne Wilson; FTEs 112.5

The Office of Procurement and Contracting Services (PCS) is responsible for the procurement
and contracting functions and oversight policy and procedures for the five Health and Human
Services agencies. In 1997, the Legislature directed HHSC to adopt rules that govern the
purchase of goods and services by all HHS agencies; develop a single, statewide risk analysis
procedure for contracts; and publish a contract management handbook that establishes
consistent contracting policies and practices to be followed by HHS agencies. In 2003, H.B.
2292 further amended statute to centralize the administrative functions for procurement and
contracting for the five HHS agencies within HHSC. Most recently, in February 2013, the
Executive Commissioner fully consolidated oversight for all HHS procurement and contracting
activities within HHSC.

During fiscal year 2012, HHS reported 33,800 administrative and client services contracts
totaling $21.3 billion. The division maintains a Procurement Manual, available to all staff, that
outlines state and federal procurement requirements, the HHS procurement rules, and other
state oversight entities, including The Comptroller of Public Accounts, Texas Procurement and
Support Services. The HHS Procurement Manual includes authorized methods of procurement,
evaluation and selection of the awarded vendor, federal and state debarment and suspension
requirements, and requires purchasers to screen vendors.

PCS also establishes the HHS System’s Historically Underutilized Business (HUB) goals and
ensures a good faith effort to use HUBs in contracts for goods and services. The division is
responsible for HUB administration, coordination, and reporting for all five HHS agencies.
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Office of the Ombudsman — Elisa Hendricks; 49 FTEs

Created by the 78" Legislature, the Office of the Ombudsman (00) assists the public when the
agencies’ normal complaint process cannot or does not satisfactorily resolve the issue. The OO
serves the entire HHS System. It is the mission of the OO to serve consumers through prompt,
professional, and courteous service as a neutral resource for resolution of HHS-related inquiries
and complaints. Inquiries and complaints relate to all five HHS agencies.

The Ombudsman assists and addresses concerns of clients, providers, public officials, other
stakeholders, and the general public regarding the delivery of services. The OQ’s primary
functions are the following.

e Coordinate the resolution of consumer complaints regarding HHS-related programs and
services.

e Conduct independent reviews of complaints concerning agency policies or practices.

e Ensure policies and procedures are consistent with agency goals.

e Make referrals to other agencies as appropriate.

e Serve as the sponsoring office for the HHS Enterprise Administrative Reporting and Tracking
(HEART) system, a centralized system designed to support enterprise agencies in the
gathering and tracking of stakeholder complaints and inquiries,

e Serve as the central point of contact for the Center for Consumer and External Affairs
(CCEA) for each HHS agency.

e Compile and analyze inquiry and complaints data to prepare ad hoc and routine reports for
internal and external use, and to identify serious, systemic and emerging issues.

During fiscal years 2011 and 2012, the OO handled an average of 193,500 complaints and
inquiries. The office has three primary units to assist consumers in resolving complaints. Below
is the description of the functions for each unit.

Hotline Unit

The Hotline Unit responds to contacts from members of the public, clients, and providers who
have questions or complaints relating to HHS programs. The Hotline team:

e serves as an intake team, receiving, screening, documenting, and tracking issues and
complaints received from three toll-free lines, online-submission forms, fax, email, and mail;

e provides interpretation of rules, regulations, and policies related to HHS programs and
services;

e makes appropriate referrals to internal and external departments such as DADS, DARS,
DFPS, DSHS, OIG and OAG;

e promotes awareness of programs and services available through the HHS enterprise as well
as private sector resources;

e prepares and reviews periodic customer service surveys;

e coordinates with the Centralized Benefit Services office and Voluntary Agency (VolAgs) to
resolve refugee-related complaints and inquiries; and
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e assists in establishing, developing, and meeting the OO program goals, objectives, and
guidelines.

The Hotline staff escalates all complex inquiries and complaints to the Special Services Unit.

Special Services Unit

The Special Services Unit performs complex complaint resolution assisting consumers with HHS-
related complaints and issues. This team initiates resolution for consumers who have not been
able to achieve satisfaction with divisions or agencies. The Special Services team:

e handles consumer complaints or requests for information received by phone, mail, e-mail,

or fax;

e provides interpretation of rules, regulations, and policies related to HHS programs and
services;

e performs in-depth research to determine the required level of contact necessary to resolve
an issue;

e handles high-priority and urgent issues, such as assignments from the Executive
Commissioner’s Office and legislative offices as well as other issues that require immediate
resolution;

e establishes and maintains contact with departments and agencies while resolving inquiries
and complaints, preparing related correspondence, and escalating issues that require
mediation;

e receives, documents, and tracks issues and complaints received from a dedicated legislative
line for public officials;

e assists the External Relations Division with legislative requests for assistance with
constituent concerns;

e serves as liaisons to internal stakeholders; and

e assists in establishing, developing, and meeting the OO program goals, objectives, and
guidelines.

Medicaid Managed Care Helpline (MMCH)

The Medical Managed Care Helpline is a statewide bilingual toll-free line designed for
consumers encountering problems with Medicaid managed care. The unit and existing staff
merged with OO on September 1, 2007, from an external non-profit entity. The toll-free line
and services provided are mandated by S.B. 601, 74 Legislature, Regular Session, 1995. The
primary purpose of the helpline is to educate and assist Medicaid managed care clients who
may be experiencing barriers to healthcare. The staff members, known as Advocates, perform
complex complaint and inquiry intake and resolution of issues. The MMCH team:

e |ogs and handles calls received through the toll-free line, responding to statewide inquiries
and complaints related to barriers to accessing healthcare services;

e manages and resolves complex Medicaid benefits issues in accordance with policy;

e intervenes with the state Medicaid office, managed care organizations, providers and other
agencies;
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educates clients so they understand concepts of managed care, their rights, and can
advocate for themselves;

provides guidance on how to access services.;

provides referrals to other offices or helplines, when appropriate;

resolves complex issues by coordinating with state agency staff as well staff of entities
contracted with HHSC, such as Medicaid managed care organizations;

tracks and follows-up on inquiries and complaints; and

assists in establishing, developing, and meeting the OO program goals, objectives, and
guidelines.

Operations and Reporting Unit

The Operations and Reporting Unit provides administrative support, analyzes inquiry and
complaint data to develop internal and external reports, including critical high-level reports for
senior and executive level review, and provides systems management and quality assurance. In
addition, the Operations and Reporting Unit:

manages and analyzes contacts data to identify serious, systemic, and emerging issues,
trends, and themes arising from inquiries and complaints.

informs program/service delivery areas and agency leadership for further consideration,
including resolution and changes as necessary;

submits monthly, quarterly, and annual reports related to consumer contacts and
workloads. Develop regular and ad hoc reporting for program areas, such as the Office of
Social Services, the Medicaid/CHIP Division, and others, indicating the number and type of
complaints and inquiries received related to their respective programs;

serves as the central point of contact for development and submittal of the monthly
enterprise complaints reports from HHSC and CCEA organizations;

manages the Ombudsman’s complaint management and tracking system and workforce
system;

assesses the Ombudsman’s processes and procedures to determine necessary modifications
and changes, and devises implementation strategies;

evaluates Ombudsman program activities to ensure efficiency and promote excellent
customer service;

undertake outreach, education, and liaison and other activities to ensure awareness and
accessibility to the Ombudsman’s office; and

assists in establishing, developing, and meeting the OO program goals, objectives, and
guidelines.
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Information Technology — Bowden Hight; 662 FTEs

House Bill 2292 directed a consolidated approach to Information Technology, including a
consolidated help desk and HHS-wide license agreements for technology goods and services.
The Office of Information Technology partners with Texas oversight agencies, agency program
management, information resource management, administration, and stakeholders to deliver
optimal value, cost-effective, customer-focused IT services that help both HHSC and the HHS
agencies serve their clients.

To better manage information technology services and help align HHSC information technology
with its core business, the Chief Information Officer established a governance structure
comprised of five portfolios. Each portfolio — Administrative Systems Portfolio, Infrastructure
and Shared Services Portfolio, Client Systems Portfolio, Eligibility Systems Portfolio, and Health
Services Portfolio - represents a customer area and has its own governing body.

In addition to the 662 state FTEs, HHSC IT employs more than 140 contractor resources who
perform short-term work or work that requires specialized skills. HHSC IT has an active
Contractor to State Staff Transition Plan that converts contractors to State staff when the skill
requirement will be long-term. These conversions achieve cost savings and do not increase the
overall FTE count. In addition to State and contractor staff, where appropriate, HHSC IT uses
contracts to acquire “managed services” for work such as seat management, data loss
prevention, and applications development. Resources under “managed services” contracts do
not count toward the division’s FTE totals.

The Office of Information Technology oversees HHS IT projects and systems through six major
functions.

Applications

IT Applications develops and manages applications and databases that support both HHSC and
HHS cross-agency system-level operations and is standing up a Software Engineering Process
Group to standardize enterprise application development.

HHSC IT Applications facilitates investigations, evaluations, and documentation of business
processes and system requirements, and strategically aligns applications with business vision,
goals, and objectives. Examples of systems developed and maintained include the Texas
Integrated Eligibility Redesign System (TIERS) and Health and Human Services Administrative
System (HHSAS) Financials system.

In addition, Applications coordinates with the Office of Social Services and the Medicaid/CHIP
Division to provide IT oversight to major HHS contracts with technology components, including
the Electronic Benefits Transfer system (Lone Star Card), Medicaid Management Information
Systems, Enrollment Broker, and managed care organizations.
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Infrastructure and Operations (1&0)

IT Infrastructure and Operations (1&0) manages core IT infrastructure services and assets in
support of HHSC and the HHS system. These services include internal and external data center
operations (including statewide consolidated data center services), wide area networking,
access provisioning, enterprise telecommunications, and enterprise messaging and
collaboration services. Major functions include the day-to-day management and operations of
TIERS and other systems production data center services and assets. Examples include
activities in support of three data centers housed within the Winters building complex
comprised of approximately 550 servers, as well as oversight of the statewide consolidated
data center services for HHSC.

Infrastructure and Operations manages and supports the statewide Local Area Network (LAN)
for HHSC and the Wide Area Network (WAN) infrastructure for the enterprise, manages email
and other messaging tools and services for the enterprise, as well the telephony infrastructure
for over 27,000 telephones in the enterprise. 1&0 also provides user access permissions to
various applications, systems, and tools.

Chief Information Security Officer (CISO)

IT Customer Service provides help desk support, desk-side support, seat management, end user
computing management and support, mobile computing management and support, account
provisioning, telephone/smart phone provisioning and support, asset tracking, request
fulfillment, office move coordination, IT procurement oversight, and contract oversight.

IT Customer Service Help Desk provides a variety of support services to HHSC, DADS, State
Supported Living Centers, State Hospitals, DFPS, private providers, and community centers.
These services include initial intake via phone and email, documenting problems, password
resets, change request tickets, managing HHSC and DADS broadcast notifications, as well as,
providing basic troubleshooting and problem resolution. In addition, the IT Customer Service
Help Desk works with each agency to collect and report on enterprise-wide call center metrics.

Chief Technology Officer (CTO)

The office of the CTO is responsible for developing the HHSC and the HHS System technology
vision, architecture, and technology strategic plans and evaluating current and emerging
technology solutions that enable and facilitate business improvement and future growth across
the HHS System.

The Office of the CTO coordinates the HHS cross-agency IT Standards Workgroup, which
establishes common HHS-wide IT standards, and chairs the Technology Architecture Review
Board (TARB), which helps steer the HHS System IT architectural direction in such areas as
Cloud Computing and Telework.
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Customer Service

Customer Service provides for state office and regional desk-side support, end user computing
support and provisioning, and telephone/smart phone provisioning.

IT Customer Service provides Help Desk support to HHSC, DADS, State Supported Living
Centers, State Hospitals, DFPS, private providers, and community centers. These Help Desk
services include taking calls, documenting problems, password resets, and change request
tickets, as well as, providing basic troubleshooting and problem resolution.

IT Customer Service has established an enterprise-wide Help Desk Workgroup and collects and
reports on enterprise-wide call center metrics.

IT Business Services (ITBS)

ITBS provides HHSC IT with contract management, audit support, communications, oversight
and standards, financial management, project/program/portfolio management, external and
internal reporting, software asset management, service catalog management, and
administrative support. ITBS coordinates IT project planning for the HHS enterprise and
provides assistance to the HHS agencies with development of Advanced Planning Documents
(APDs) and Quality Assurance Team (QAT) deliverables.
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Vil. GUIDE TO AGENCY PROGRAMS - CONTINUED
The Office of Social Services — Stephanie Muth; 9,007 FTEs

Introduction

The Office of Social Services (OSS) connects Texans to services by determining social service
program eligibility, including cash (Temporary Assistance for Needy Families), medical
(Medicaid and the Children’s Health Insurance Program), and food assistance (Supplemental
Nutrition Assistance Program). In addition, OSS contracts and collaborates with community
organizations to provide social services including, but not limited to, family violence services, 2-
1-1 information and referral, and refugee services.

Organizational Structure

The Office of Social Services focuses on improving service quality and efficiency in the following
ways.

Empowering clients to manage their case through self-service options.

e Features are being added to enhance YourTexasBenefits.com functionality including various
ways to promote usage.

Giving Texans application decisions quickly.
e A business process redesign effort is underway to reduce determination days and improve
operation efficiencies.

Providing staff the tools and technology necessary for success.
e Enhancements are being made to the automated system that supports eligibility

determination.

Strengthening program integrity and accuracy.
e Expanding the use of third party data sources.

Promoting a culture of excellence.
e Targeted internal communication strategies are being employed including intranet page
redesign and regular video messages from leadership on key topics.

Within the Office of Social Services, exist six main divisions, as described below.

Office of the Deputy Executive Commissioner

The Deputy Executive Commissioner, hired by the Executive Commissioner, manages day-to-
day operations of the Office of Social Services. Major responsibilities include: directing the
operations of over 9,000 employees in 269 statewide offices, developing and implementing
eligibility policy directed by the Legislature, the federal government, and the Executive
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Commissioner, and identifying and implementing business process changes to increase
operational efficiencies. The Office of the Deputy serves as a coordination point for rules and
memos from the Department of Assistive and Rehabilitative Services and the Department of
Family and Protective Services to the Executive Commissioner.

To efficiently and effectively serve Texans eligible for social services, OSS must be a flexible and
dynamic organization with a culture of continuous improvement. In 2012, OSS underwent an
organizational redesign to support the need for a dynamic culture. OSS consists of five divisions
under the oversight of the deputy executive commissioner. The divisions include: Eligibility
Operations, Community Access and Services, Program Innovation, Policy Strategy, Analysis, and
Development, and Business and Operations Support.

Eligibility Operations

Eligibility Operations connects Texans to services by determining eligibility for food, medical
care, and cash assistance.

Community Access and Services

Community Access and Services connects Texans to local resources and services that promote
self-sufficiency and enhance safety and well-being through partnerships with faith and
community based organizations.

Program Innovation

Program Innovation identifies and facilitates more efficient ways to do business through
technology, business process changes, communication tools, and improved project
management procedures. Program Innovation was created in 2012 to drive a culture of
continuous improvement and change management. The major initiative underway in this area
is a review of local office business processes to identify how efficiencies can be gained and how
the eligibility determination days can be reduced.

Policy, Strategy, Analysis, and Development

Policy Strategy, Analysis, and Development (PSAD) researches and recommends best practices
and policy innovations, analyzes state and federal policy impacts, and works strategically with
partners to develop policies that achieve OSS goals. PSAD is responsible for developing
eligibility policies including the Medicaid eligibility policy changes under the Affordable Care
Act.

Business and Operations Support

Business Operations Support provides contract management and monitoring for the eligibility
vendor contracts and OSS financial management.

In fiscal year 2012, the Office operated with a total budget of $170,842,185, comprised of the

following sources of revenue.
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General Revenue: $80,485,656
Federal: $89,831,381
Other: $525,148

General Revenue sources are primarily state-match funding for the Medicaid (50 percent),
SNAP (50 percent), and CHIP (28 percent) programs, with corresponding federal funds and the
addition of federal TANF and Refugee funds. Several different cost allocation factors using
primarily HHSC program client counts and random moment time studies determine the share of
federal and state charges. Other funds represent interagency contract funding from cost
allocation billings based on the oversight factor.

The following sections provide additional detail for the programs administered by Social
Services.
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VIl. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Supplemental Nutrition Assistance Program

N fP Functi
ame of Program or Function (SNAP) Client Benefits

4900 N. Lamar Blvd., Austin, Texas
Location/Division Brown-Heatly Building/Policy Strategy, Analysis,
and Development/Office of Social Services

Contact Name Stephanie Stephens, Director

Actual Expenditures, FY 2012 See Section VII: Eligibility Operations

Number of Actual FTEs as of June 1, 2013 | See Section VII: Eligibility Operations

e Code of Federal Regulations, Title 7, Chapter
2, Part 273, Food Stamps

e Texas Human Resources Code, Chapter 33
Nutritional Assistance Programs

Statutory Citation for Program

B. What is the objective of this program or function? Describe the major activities
performed under this program.

Supplemental Nutrition Assistance Program (SNAP), formerly known as the food stamp
program, provides nutrition assistance to eligible low-income individuals and families by
providing a monthly benefit that can be used to purchase food. The stated purpose of the
program is “to permit low-income households to obtain a more nutritious diet by increasing
their purchasing power” (Food and Nutrition Act of 2008). SNAP is an entitlement program and
is available to all individuals who meet the eligibility guidelines established by Congress. In
general, eligible recipients include low-income children, adults, families, people who are age 65
and older and those who have disabilities.

The federal government defines allowable food items that can be purchased with SNAP
benefits. Allowable food items include breads, cereals, fruits, vegetables, meats, fish, poultry,
and dairy products. Seeds and plants which produce food for the household to eat can also be
purchased. SNAP benefits cannot be used to purchase non-food items, vitamins, medicines,
hot foods, alcohol, or tobacco products.

HHSC staff in the Eligibility Operations division determines SNAP eligibility, through an
integrated eligibility system that also includes Temporary Assistance for Needy families (TANF)
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cash assistance and Medicaid for children and families. (For a detailed description of eligibility
functions, please see Section VII: Eligibility Operations — Program Management).

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

Performance Measure Statistics
Fiscal Year 2012
Annual Number of Active Cases - Unduplicated 2,252,793
Monthly Average of Number of Active Cases 1,489,718
Annual Number of Individuals Served - Unduplicated 5,281,104
Monthly Average of Individuals Served 3,612,648
Percent of Eligible Population Receiving SNAP Benefits 56.7%
Monthly Average of Applications Processed 174,536
Monthly Average Renewal Determinations 150,807
Annual Statewide Average of Recipients Age 60 or Older 299,190
Annual Statewide Percentage of Recipients Age 60 or
8.3%
Older
Annual Statewide Average Recipients Who are Children 1,984,188
Under Age 18
Annual Statewide Percentage of Recipients Who are 54.9%
Children Under Age 18 e
Annual Amount SNAP Benefits Issued (100% federal) $5,220,344,498
Monthly Average of SNAP Benefits Issued (100% federal) $435,028,708
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D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

1964

1974

1977

1995

1996

2002

2008

Congress establishes the food stamp program with the dual purpose of strengthening
the agricultural economy and providing improved levels of nutrition among low-income
households. This program requires households to purchase food stamps, paying an
amount consistent with their normal expenditures for food and receiving an amount of
food stamps representing a nutritionally adequate diet.

The program operates nationwide. By this time, uniform national standards of eligibility
are in place; the federal government pays 50 percent of all states’ costs for
administering the program, and establishes a requirement for efficient and effective
state administration.

Federal legislation eliminates the purchase requirement of food stamps, established
several eligibility rules, and added several program access provisions. Access provisions
include telephone interviews, bilingual materials, 30-day processing standards,
expedited service, and disaster plans. Enhanced funding for anti-fraud activities and
financial incentives for low error rates are also introduced.

The Texas Department of Human Services replaces the paper system of delivering food
stamp benefits with an electronic funds transfer and modern technologies known as
Lone Star Electronic Benefit Transfer (EBT) system.

Congress passes The Personal Responsibility and Work Opportunities Reconciliation Act
of 1996, which places time limits on food stamp benefits for able-bodied adults without
dependents (ABAWDs), provides additional Employment and Training funds targeted
toward providing work program opportunities for ABAWDs, and allows states to exempt
up to 15 percent of the estimated number of ABAWDs who would otherwise be
ineligible.

Congress passes the Farm Bill of 2002 to reauthorize and simplify the food stamp
program, as well as increase program access.

The federal Food, Conservation, and Energy Act of 2008 changes the name of the food
stamp program to SNAP effective Oct. 1, 2008. The Act formally reauthorizes the
nutrition program and strengthens integrity, simplifies administration, maintains state
flexibility, improves health through nutrition education, and improves access.
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E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

While households receiving SNAP benefits range from families with young children to older
adults receiving Social Security Income (SSl), all are low-income individuals and families using
SNAP to purchase food.

Texas SNAP households have an average of 2.5 recipients.

3.2 percent of the SNAP caseload receives TANF.

19.4 percent of the SNAP caseload receives SSI.

More than half of SNAP recipients are children under the age of 18.

The average SNAP household in Texas receives slightly more than $S300 per month to
purchase food.

e 42.6 percent of SNAP households have earned income and 83.3 percent of SNAP
households have some type of income from a job, child support, or federal benefits.

Qualifications or Eligibility Requirements

SNAP Eligibility is based on financial and non-financial factors. HHSC must verify each of the

following eligibility criteria:

e Texas residency;

U.S. citizenship or eligible alien status;

resources (described below);

income and allowable deductions;

work requirements and time limited participation for able-bodied individuals, age 18-49,

without dependent children;

e ineligibility due to student status, or living in an institution that offers more than half of
monthly meals;

e compliance with SNAP employment and training services; and

e Social Security Number (SSN), or that the applicant is applying for one.

HHSC staff must also verify the following factors which would disqualify an individual:

e ineligible undocumented immigrants;

e Able-Bodied Adults Without Dependents (ABAWD) time limits established by the program;

e individuals who are fugitives or have felony drug convictions for offenses committed after
8/22/1996;

e individuals determined to have committed an intentional program violation (fraud); and

e Individuals who failed to comply with work requirements, SSN requirements, or the quality
control review process.
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Resources

HHSC excludes resources of households in which everyone receives TANF cash assistance or
Social Security’s Supplemental Security Income (SSI) program. HHSC determines eligibility for
other households using the resource criteria below.

e The household must have $5,000 or less in countable liquid resources combined with excess
vehicle value.

e Exempt up to $15,000 of the fair market value (FMV) for the highest valued countable
vehicle. Count the excess over $15,000 FMV toward the combined resource limit.

e Exempt up to $4,650 FMV for all other countable vehicles. Count the excess over $4,650
FMV toward the combined resource limit.

e The household is not eligible if countable resources exceed the $5,000 resource limit.

Income

SNAP has gross and net income limits. Gross income includes a household’s total, non-excluded
income, before any deductions have been made. Net income equals gross income minus
allowable deductions.

Gross income

All households, except those that include a person who is age 60 or older or has a disability,
must meet a gross income test of 165 percent of the federal poverty income limit (FPIL) to be
eligible for SNAP. For a household of four, 165 percent of FPIL is $3,170 a month (see chart
below for additional examples). Households who pass the $5,000 resource test and have gross
income less than or equal to 165 percent FPIL are categorically eligible for SNAP, unless a
member is disqualified for an intentional program violation.

Net income

All households who are not categorically eligible must pass a net income test of 100 percent
FPIL. The household is not eligible if its net income is more than the net income limit for that
size household. The maximum gross income limits, adjusted annually to reflect current federal
poverty guidelines, are based on the number of persons in the household and are as follows:

Household Gross (165%)* Gross (130%) Net (100%)
Size

1 $1,536 $1,211 $931

2 $2,081 $1,640 $1,261
3 $2,625 $2,069 $1,591
4 $3,170 $2,498 $1,921
5 $3,714 $2,927 $2,251
6 $4,259 $3,356 $2,581
7 54,803 $3,785 $2,911
8 S$5,348 S4,214 $3,241
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9 $5,893 $4,643 $3,571

10 $6,438 $5,072 $3,901
For each
additional +$545 +$429 +$330

person, add:

*The figures in the 165 percent column are used to determine if an elderly or
person with a disability living with others may claim separate household status
even though he purchases or prepares food with the others. The figures in this
column are also the income limits for categorically eligible households.

Deductions are allowed as follows:

a 20 percent earned income deduction;

e astandard deduction of $149 for household sizes of 1 to 3 people and $160 for a household
size of four (higher for some larger households);

e adependent care deduction when needed for work, training, or education;

o medical expenses for household members who are elderly or have a disability that exceed
$35 for the month, and are not paid by insurance or someone else;

e |egally owed child support payments;

e aset deduction of $143 for homeless households; and

e excess shelter costs that are more than half of the household’s income after the other

deductions. Allowable costs include the cost of fuel to heat and cook, electricity, water, the

basic fee for one telephone, rent or mortgage payments, and taxes on the home.

Texas allows a set amount for utility costs instead of actual costs. For federal fiscal year 2013,
the standard utility deduction is $308. The amount of the shelter deduction cannot be more
than $459 unless one person in the household is elderly or has a disability.

Work Requirements

Generally, able-bodied adults who do not have dependent children or other dependents
between the ages of 18 and 50, who do not work or participate in a workfare or employment
and training program (other than job search) can get SNAP benefits for only three months in a
36-month period. This time limit is waived in counties with unemployment rates exceeding 10
percent.

With some exceptions, able-bodied adults between 16 and 60 must register for work, accept
suitable employment, and take part in an employment and training program to which they are
referred by the local office. Failure to comply with these requirements can result in
disqualification from the program.
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Statistical Breakdown of Persons or Entities Affected

Number Number of | Recipients | Recipients | Recipients | Recipients | Recipients
of Cases Recipients | Ages<5 Ages 5-17 | Ages 18-59 | Ages 60-64 | Ages 65+
FY 2013
Monthly | 1,477,032 | 3,550,700 635,692 1,314,295 | 1,291,595 86,361 222,756
Average

Maximum Monthly SNAP Allotment*
Maximum
Family Size Benefit
1 $200
2 $367
3 $526
4 $668
5 $793
6 $952
7 $1,052
8 $1,202
For each additional
person, add: 2150

*Benefit amounts are revised annually by Food and Nutrition Service. These
amounts are effective October 1, 2012, through September 30, 2013.

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

Federal and state governments share in the cost of administering the SNAP program. The
federal government funds SNAP benefits and the state and the federal government pay equal
shares of the administrative costs.

The U.S. Department of Agriculture’s (USDA) Food and Nutrition Service (FNS) administers the
SNAP program. Congress establishes eligibility guidelines, while FNS publishes federal
regulations establishing basic eligibility and certification policies. Federal regulations allow
Texas some options, and HHSC is authorized to administer those options subject to Texas
statute requirements.

FNS is responsible for enrolling retailers into the SNAP program and for regulation of retailers.
Congress, in the Food and Nutrition Act of 2008, defines eligible food items.
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HHSC administers program policy, delivers client benefits through the Electronic Benefit
Transfer card, and determines eligibility. (For a detailed description of eligibility functions,
please see Section VII: Eligibility Operations — Program Management.)

The Texas Workforce Commission (TWC) coordinates the Employment and Training Program.
Individuals who are determined eligible and are subject to work requirements are referred to
TWC for employment and training services.

G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

SNAP

HHSC does not receive direct appropriations for SNAP benefits. SNAP benefits are 100 percent
federal and are processed directly on the Lone Star card (the State’s electronic benefit card).
The benefit dollars are paid directly by the federal government and are not reflected in HHSC
Appropriations. The value of SNAP benefits distributed in FY 2012 was $6,035,319,417.

Federal Funds and Other Appropriation Authority Riders

e HHSC Rider 18 authorizes SNAP appropriations at HHSC for administrative costs related to
the program. Funding information relating to that authority is provided in Section VIiI:
Eligibility Operations — Program Management.

Federal Funds and Other Appropriation Authority Riders

e HHSC Rider 21 authorizes federal SNAP performance bonus funds if Texas qualifies.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

The Special Supplemental Nutrition Program for Women, Infants and Children (WIC) provides
Federal grants to states for:

e supplemental foods;

e healthcare referrals and nutrition education for low-income, pregnant, breastfeeding and
non-breastfeeding postpartum women; and

e infants and children up to age five found to be at nutritional risk.

The Department of State Health Services administers this program.
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I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

The Women, Infants, and Children (WIC) nutritional program is handled through a distinct
application process and has unique eligibility requirements. Some families may qualify for both
programs under federal guidelines.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

HHSC has a Memorandum of Understanding and works with TWC to coordinate the SNAP
Employment and Training program. HHSC and TWC exchange data related to SNAP recipients
required to participate in the Employment and Training program. TWC works with SNAP
recipients to help them obtain employment, education, or training.

Since SNAP is a federal program, HHSC works closely with FNS on program administration and
to obtain approvals for state plans, waivers, contracts, and advanced planning documents for
technology systems. Additionally, FNS certifies retailers that accept SNAP benefits in Texas.

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

HHSC contracts with vendors to provide eligibility determination support services. These
contracts are described in Section VII: Eligibility Operations — Program Management.

L. Provide information on any grants awarded by the program.

N/A
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M. What statutory changes could be made to assist this program in performing its
functions? Explain.

Currently, federal regulations (Code of Federal Regulations, Title 7, Chapter 273.2) require
states to accept an application as valid if it contains at least a name, address, and signature
whether submitted via an online process or paper process (in person, mail, or fax). States may
not require applicants to provide any additional information to establish the file date for the
application. Regulations also require verification of identity for all households that apply for
SNAP, which must be provided as follow-up if the applicant submits the minimally required
information at application.

Many states, including Texas, developed robust third-party electronic verification systems that
are used to verify applicant information (including identity), which results in improved program
integrity. HHSC asked the USDA FNS to allow Texas the ability to only accept an online
application if the applicant is authenticated through an integrated online verification process.
FNS has indicated this change would require Congressional action. An amendment to the Farm
Bill could allow states the ability to accept online applications with at least a name, address,
and signature only if the signature can be authenticated through an automated process.

As HHSC encourages more online business and less face to face interaction with clients, new
ways to prevent and detect fraud are necessary. Applicants currently provide an electronic
signature for applications filed online. With federal authorization, HHSC’s proposed new
process would generate authentication questions for the applicant and identify attempts to
submit fraudulent applications as part of the signature process.

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

N/A

O. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

[ J
[ J
[ J
e procedures for handling consumer/public complaints against regulated entities.

N/A. The U.S. Department of Agriculture’s (USDA) Food and Nutrition Service certifies SNAP
retailers.
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P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VIl. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Temporary Assistance for Needy Families (TANF)

Name of Program or Function . .
& Client Benefits

4900 N. Lamar Blvd., Austin, Texas
Location/Division Brown-Heatly Building/Policy Strategy, Analysis,
and Development/Office of Social Services

Contact Name Stephanie Stephens, Director

Actual Expenditures, FY 2012 $95,853,660

Number of Actual FTEs as of June 1, 2013 | See Section VII: Eligibility Operations

e Code of Federal Regulations, Title 45, Subtitle
B: Regulation Relating to Public Welfare,

Chapter Il - Office of Family Assistance
(Assistance Programs), Administration for
Statutory Citation for Program Children and Families, Department of Health

and Human Services

e Texas Human Resources Code, Title 2,
Chapter 31 - Financial Assistance And Service
Programs

B. What is the objective of this program or function? Describe the major activities
performed under this program.

Temporary Assistance for Needy Families (TANF) cash assistance provides temporary financial
assistance to needy families. The receipt of TANF cash assistance is time-limited. The
temporary nature of the TANF program is designed to help move recipients into work and self-
sufficiency.

States receive a TANF block grant from the federal government which funds the cash assistance
program and other services in Texas. Under the federal program, the four purposes of the
TANF block grant are:

e assisting needy families allowing children to be cared for in their own homes;

e reducing the dependency of needy parents by promoting job preparation, work and
marriage;

e preventing out-of-wedlock pregnancies; and
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e encouraging the formation and maintenance of two-parent families.

Eligibility for the TANF cash assistance program is performed by HHSC staff in Eligibility
Operations. Eligibility is integrated with eligibility for SNAP and Medicaid for children and
families. For a detailed description of eligibility functions, please see Section VII: Eligibility
Operations — Program Management.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

Key statistics and performance measures that reflect the effectiveness and efficiency of TANF
Client Benefits are shown in the table below.

Performance Measure Statistics
FY 2012
Annual Number of Active Cases 79'688
(unduplicated)
Annual Number of Individuals Served 182'?41
(unduplicated)
Amount and Percent of Recipients — Age 1,094
60 or older (0.6%)
Amount and Percent of Recipients — 139,989
Children 18 and under (76.77%)
Monthly Average of TANF Issued »166 pe;ar::nth per
Annual TANF Monthly Benefits Issued $7,157,745
Monthly Average of Clients Served 102,613
Monthly Average of Active Cases 43,243

D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

1935 Congress passes the Social Security Act, creating the TANF predecessor, Aid to Families
with Dependent Children (AFDC), which provided federal funds under Title IV to match
state funds.

1995 The 74" Legislature, Regular Session, 1995, passes H.B. 1863, a comprehensive welfare
reform bill. The Department of Human Services (DHS) receives federal waivers to
operate under the state’s requirements for financial assistance. The waiver includes
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eligibility changes, benefit time limits, personal responsibility agreements, cooperation
with child support collection, participation in work programs, immunization of children,
and abstinence from abuse of drugs or alcohol.

1996 Congress passes the Personal Responsibility and Work Opportunities Reconciliation Act
of 1996 (PRWORA), which merges AFDC, JOBS (work-related training), and the
Emergency Assistance program into one block grant called the TANF program. TANF
replaces AFDC as part of an overall initiative to change welfare administration.
Individual states receive TANF in the form of a block grant and each state determines
how to use the funding within certain federal requirements. Eligible families must
comply with a number of requirements designed to help them gain independence from
government assistance.

E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

TANF provides financial help for children and their parents or relatives living with them.
Monthly cash payments help pay for food, clothing, housing, utilities, furniture, transportation,
telephone, laundry, household equipment, medical supplies not paid for by Medicaid, and
other basic needs.

Texas has the following TANF cash assistance programs:

e TANF Basic Program — one-parent and child only cases;

e TANF State Program - two-parent cases;

e TANF One-Time Program - cash-only alternative to Basic or State Program available to
qualifying families once a year; and

e TANF Grandparent Program - cash-only supplement to Basic or State Program benefits is
available to grandparents responsible for raising their qualifying grandchild or
grandchildren.

TANF Cash Assistance — State and Basic Program

To receive TANF, a family must be below established program income and resource limits.
TANF eligibility criteria include residence, citizenship, age, relationship and domicile, resources
and income, and social security number verification. Adults with a felony drug conviction are
ineligible for TANF cash assistance.

To determine eligibility, HHSC reviews at a family’s income and compares it with the amount
the family pays for basic needs such as rent, utilities, child care, and work-related expenses.
Resources such as cash on hand, money in the bank, and vehicle values are also considered.
States set their own income eligibility guidelines for TANF. Texas’ income cap for a mother with
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two children is $188 per month with an asset limit of $1,000. Vehicles worth less than $4,650
are exempt from the asset limit.

To receive and maintain TANF cash assistance, recipients must sign and cooperate with a
Personal Responsibility Agreement (PRA) that requires recipients to:

e cooperate with child support requirements;

e participate in the Choices work program, unless exempt;

e agree not to voluntarily quit employment;

e refrain from abusing alcohol or drugs;

e attend parenting skills classes, if referred;

e obtain medical screenings for their children; and

e ensure their children are immunized and are attending school.

Failure to cooperate with these requirements results in a loss of benefits. The family loses cash
assistance for one month or until PRA cooperation occurs, whichever is longer. If they fail to
cooperate for two consecutive months, the TANF case is denied and the family must reapply
and demonstrate 30 days of cooperation before receiving cash assistance. Adult members who
fail to cooperate with work or child support requirements also lose Medicaid coverage for one
month or until cooperation, whichever is longer.

Demographics of TANF Cash Assistance Recipients

Eighty-five percent of TANF recipients are children. The average case size has 2.4 recipients.
The median age of children receiving TANF benefits is 7 years and the care taker is 28 years old.
Approximately 95 percent of the caretakers are female with the majority having less than a high
school education.

In June 2013 there were 34,748 TANF Basic cases and 1,056 TANF State cases. The average
payment for each Basic case was $168 and the average payment for State cases was $261.

TANF Cash Assistance Time Limits

Federal law prohibits an adult and the adult’s household from receiving TANF cash assistance
for more than five years. Federal time limits do not apply to cases where there is no adult in
the household. States have the option to establish TANF time limits less than the five-year
federal time limit. Texas has adopted 12, 24, and 36 months tiered TANF time limits based on
education level and work experience.

TANF One-time Payment
There are two types of one-time payments available to families who meet certain criteria —

one-time TANF and grandparent payments.

One-time TANF provides $1,000 in cash for families in crisis. It can be given only once in a 12-
month period. To qualify for a one-time TANF payment, families must meet the same income
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and resource limits required for the regular TANF program. Additionally, a household must
have experienced a recent loss of employment or financial support from a spouse. Those
families who are receiving ongoing monthly TANF payments are not eligible for a one-time
TANF payment. InJune 2013, 172 one-time TANF payments were made.

The purpose of one-time TANF is to help with a short-term crisis such as:

e |oss of a job or a home;

e |oss of financial support for a child, such as child support or help paying living expenses
(rent, utilities, and food);

e inability to find a job after graduating from a university, college, junior college, or technical
training school;

e inability to get a job because vehicle is not working; or

e medical emergency.

The one-time TANF grandparent payment is $1,000 cash assistance given to a grandparent who
cares for a child receiving TANF. In June 2013, 35 grandparent payments were made. To
receive this assistance, a grandparent must meet certain criteria:

e 45 years old or older and meets income and resource limits;
e gross family income of less than or equal to 200 percent of the federal poverty limit; and
e resources less than $1,000.

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

At the federal level, the U.S. Department of Health and Human Services (DHHS), Administration
for Children and Families (ACF) regulates the program and administers the TANF block grant.
States have broad discretion to determine who is eligible for TANF funded benefits and
services.

In Texas, administration of the cash assistance program is shared between HHSC and TWC.
HHSC is responsible for TANF eligibility determination, eligibility-related policies, and making
cash assistance payments. TWC is responsible for work-related policies and for delivering
employment services through local workforce development boards. HHSC is designated as the
single state TANF agency and is responsible for federal reporting requirements. TWC
coordinates with HHSC in submitting information and requests to the federal government.

For a detailed description of eligibility functions, please see Section VII: Eligibility Operations —
Program Management.
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G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

The following represent funding for TANF client benefits provided through the cash assistance
and state programs. Administrative funding is discussed in Section VII: Eligibility Operations —
Program Management.

Temporary Assistance for Needy Families

General Revenue: $66,335,246

Federal: $29,518,415

General

Revenue Federal Other
Strategy D.1.1 TANF Cash Assistance $66,335,246 $29,518,415 0

General Revenue funding includes HHSC’s portion of the State’s federal MOE requirement for
the TANF program as well as 100 percent General Revenue for TANF-State Program. This
strategy and the eligibility strategy are the only places where HHSC can expend the TANF MOE
funding. Federal funding sources are TANF.

Federal Funds and Other Appropriation Authority Riders

e HHSC Rider 22 requires expenditure of the TANF Maintenance of Effort funding.
e Art. IX Section 13.03 relates to use of TANF and related funds.

Budget Requirement and Reporting Riders

e HHSC Rider 28 requires submission of TANF-related reports, waivers, petitions, and plan
amendments.

e Art. Il Section 13 requires the submission of TANF quarterly forecasts and monthly data.

e Art. Il Section 44 relates to rate limitations and reporting requirements, including TANF
federal funds.

Programmatic Riders

e HHSC Rider 20 authorizes the payment of a one-time emergency assistance TANF grant to
individuals likely to be unemployed within a short period of time.
e HHSC Rider 23 requires an earned income disregard for TANF cash assistance.
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e HHSC Rider 25 requires the TANF family poverty level at 17 percent and the annual
payment of a one-time grant of $30 for each TANF child on August 1.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

HHSC also oversees the Refugee Cash Assistance (RCA) Program, which provides cash grants to
eligible refugees for eight months after their arrival to the United States. Applicants must have
a qualifying immigration status and show they have been denied for TANF cash assistance to
qualify for RCA. As with TANF, RCA recipients must also agree to participate in work programs.
Eligibility policies for RCA are set by HHSC, but eligibility is determined through contracted
entities that provide refugee services.

I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

The RCA is handled through a distinct application process and has unique eligibility
requirements to ensure duplicate benefits are not issued through RCA and TANF.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

HHSC has an Interagency Agreement and works with TWC to coordinate TANF work
participation requirements. HHSC and TWC exchange data related to TANF recipients including
referrals for services and notice of noncompliance with work requirements that can result in
sanctions and program disqualification. TWC works with TANF recipients to help them obtain
employment, education, or training.

HHSC also has an Interagency Agreement with the Office of Attorney General (OAG) that
permits data exchanges relating to child support payments. HHSC verifies child support
payments/income with OAG. OAG then notifies HHSC of TANF recipients’ noncompliance with
child support orders.

ACF is responsible for overall administration of federal programs that promote the economic
and social well-being of families, children, individuals, and communities, including the TANF
program. HHSC’s TANF state plan must be approved by ACF, and the agency is required to
submit regular reports that include Texas TANF recipient data.
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K. If contracted expenditures are made through this program please provide:

a short summary of the general purpose of those contracts overall;

the amount of those expenditures in fiscal year 2012;

the number of contracts accounting for those expenditures;

top five contracts by dollar amount, including contractor and purpose;

the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

HHSC contracts with vendors to provide eligibility determination support services. These
contracts are described in Section VII: Eligibility Operations — Program Management.

L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

N/A

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

N/A

O. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,

describe:
e why the regulation is needed;
e the scope of, and procedures for, inspections or audits of regulated entities;
o follow-up activities conducted when non-compliance is identified;
e sanctions available to the agency to ensure compliance; and
e procedures for handling consumer/public complaints against regulated entities.
N/A
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P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A

VII. Guide to Agency Programs— 127 HHSC
Office of Social Services



VIl. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Medicaid and Children’s Health Insurance

Name of Program or Function . .
g Program Client Benefits

4900 N. Lamar Blvd., Austin, Texas

Brown-Heatly Building
Location/Division
Policy Strategy, Analysis, and

Development/Office of Social Services

Contact Name Stephanie Stephens, Director

Actual Expenditures, FY 2012 See Section VII: Medicaid/CHIP

Number of Actual FTEs as of June 1, 2013 | See Section VII: Eligibility Operations

e Code of Federal Regulations, Title 42,
Chapter IV, Part 435, Medicaid

e Code of Federal Regulations, Title 42,
Chapter IV, Part 457, State Children’s Health
Insurance Program

e Texas Human Resources Code, Chapter 32,
Medical Assistance Programs

e Texas Health and Safety Code, Chapter 62,
Child Health Plan for Certain Low-income
Children

Statutory Citation for Program

B. What is the objective of this program or function? Describe the major activities
performed under this program.

Congress created the Medicaid and the Children’s Health Insurance Program (CHIP) programs to
provide medical assistance to low-income Americans.

Medicaid is an entitlement program, which means the federal government does not, and the
state cannot, limit the number of eligible people who can enroll. Eligibility can be based on
income, age, and resources/assets. In general, eligible recipients include children, adults with
dependent children, pregnant women, and people who are age 65 and older and those who
have disabilities or chronic illnesses. Adults who have no dependent children, do not have a
disability, or are not age 65 and older are not eligible for Texas Medicaid.
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CHIP is not an entitlement program. Therefore, the state can establish age and income
eligibility requirements and cap enrollment. Federal funding for CHIP is limited and based on a
federal allocation to each state. In Texas, uninsured children under the age of 19 may qualify
for CHIP if they meet citizenship, income, and resource criteria.

HHSC administers the Medicaid and CHIP programs through two divisions. The Office of Social
Services oversees eligibility policies and eligibility determinations for Medicaid and CHIP via
staff in the Eligibility Operations Division. Eligibility is integrated for Supplemental Nutrition
Assistance Program (SNAP) and Temporary Assistance for Needy Families (TANF) cash
assistance. The Medicaid/CHIP Division is responsible for client benefits delivery and health
plan management.

HHSC performs many functions necessary to determine Medicaid and CHIP eligibility. Those
functions are discussed in Section VII: Eligibility Operations — Program Management. Benefit
delivery for the Medicaid and CHIOP programs is described in Section VIl: Medicaid/CHIP
Division Overview.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

The tables below include performance measures showing the latest enrollment figures for
Medicaid and CHIP in Texas.

Medicaid Enrollment
July 2013 Preliminary Point-in-Time Data

Performance Measure

Aged 237,935
Disabled and Blind 528,688
TANF Adults 102,263
Pregnant Women 106,755
Medically Needy 1
Children’s Medicaid (total of below) 2,402,002
TANF Children 376,792
Foster Care Children 31,898
Newborns 189,396
Children Age 1-5 713,573
Children Age 6-18 1,090,343
Total - All Medicaid Enrollment 3,377,644
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CHIP Enrollment, Renewal, and Disenrollment
July 2013

Performance Measure

New Enrollment 39,348
Renewals 18,386
Completed Renewals Deemed Ineligible 7,606
Total Disenrollment 36,570
Actual Renewal Rate 56.8%
Attempted Renewal Rate 65%
Total Disenrollment Rate 6%
Total CHIP Enrollment 605,824

D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

1965 — 1967 Congress establishes the Medicaid program under Title XIX of the Social Security

1993

2007

2013

2014

Act of 1965 to pay medical bills for low-income persons who have no other way to pay
for care. Texas begins participating in the Medicaid program in September 1967.

Federal Medicaid regulations require each state to designate a single state agency
responsible for the state’s Medicaid program. State statute designates HHSC as the
single state agency for the Texas Medicaid program, effective January 1993.

Title XXI of the Social Security Act, enacted in 1997 by the Balanced Budget Act,
authorizes federal grants to states for provision of child health assistance to uninsured,
low-income children. Texas begins covering uninsured children from birth through 18
years of age in CHIP in May 2000. The CHIP Perinatal program begins in January 2007,
operated by the Medicaid and CHIP Division within HHSC.

In October 2013, HHSC will begin using a single, streamlined application form for
Medicaid, CHIP, and the federal Marketplace in preparation for implementation of the
Affordable Care Act (ACA).

Effective January 1, 2014, the ACA mandates changes to Medicaid and CHIP eligibility
requirements. States will begin determining financial eligibility for most individuals
based on the modified adjusted gross income (MAGI), which uses federal income tax
rules for determining income and household composition. Additionally, Medicaid will
expand to cover former foster youth through age 25 and children ages 6 to 18 above
100 percent of the Federal Poverty Level (FPL) and up to and including 133 percent of
the FPL.
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E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

Federal and/or state law defines the Medicaid client population. The target population includes
individuals eligible for either full or limited benefits.

Full Benefits

There are three primary categories of Medicaid clients eligible for full benefits.

Families and Children

This group comprises the majority of eligible clients for full Medicaid benefits. Eligibility
requirements include age, family income, resources, or pregnancy. Eligible groups also include
newborns born to Medicaid certified mothers, children in foster care who are either under age
18, “age out” of the foster care system at age 18, or who are adopted from the foster care
system.

Cash Assistance Recipients

These individuals receive state/federal financial assistance through TANF or Supplemental
Security Income (SSI). TANF eligibility guidelines are established by the state, which in Texas is
currently set at an asset limit of $1,000. SSI eligibility is for individuals with disabilities who
have a monthly income limit of $710 with an asset limit of $2,000.

Elderly and People with Disabilities

The elderly and persons with disabilities who do not receive SSI may qualify for Medicaid
services while receiving care in a nursing facility, intermediate care facility for persons with
intellectual and developmental disabilities (IDD), State Supported Living Center or state mental
health facility. They may also qualify under a Medicaid waiver program if their income status
changes. Within this group are individuals who qualify for full or partial Medicare benefits and
full or partial Medicaid assistance and are referred to as “dual eligibles.” Eligibility for this
population is both financial and functional. HHSC determines the financial eligibility, and the
Department of Aging and Disability Services (DADS) oversees the functional assessment.

Limited Benefits

There are two primary categories of Medicaid recipients who qualify for limited benefits.

Medicare Beneficiaries

Based on income level and age, certain Medicare beneficiaries qualify for partial Medicaid
benefits.
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Non-Citizens

Legal permanent residents and undocumented persons who are not eligible for Medicaid based
on citizenship status may receive emergency services — full Medicaid benefits, but only for the

emergent period of time.

provide a hospital payment source for hospitals that provide emergency care services.

Medicaid Qualifications or Eligibility Requirements

Emergency services do not include ongoing client services, but

Individuals that receive TANF or SSI are categorically eligible for Medicaid. For others, Medicaid
eligibility is financial and categorical. Eligibility requirements include:

e family income and resources;
e age;
e residence;
e citizenship status;
e Social Security Number;
e third-party resources/private health insurance;
e medical necessity or level of care for those in an institution; and
e other factors such as being pregnant or disabled.
Medicaid Eligibility in Texas, 2012
Maximum Monthly Countable Income* Limit
(family of three unless otherwise specified)
Medically| ¢,5
Needy
Long-term Care at up to 300% of the SSI federal benefit 62,094
rate (FBR) (individual) I
, Age isable
up to 100% SSI FBR | $698
(individual)
Pregnant Women at up to 185% FPL (Eligible through 2nd month after $2,043
delivery) ’
Newborns up to age 1 at up to 185% FPL $2,943
Children ages 1-5 at up to 133% FPL 52,116
Children ages 6-18 at 100% FPL $1,591
TANF| $188
$0 $500 $1,000 $1,500 $2,000 $2,500 $3,000
*“Countable income” is gross income adjusted for allowable deductions, typically work related.
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The following tables provide a statistical breakdown of persons or entities affected by
Medicaid.

Texas Medicaid Recipients by Gender

FY 2012
Male 1,624,446 / 44%
Female 2,027,450 / 56%
Unknown 593 /0%
Total Enroliment 3,652,489

Texas Medicaid Recipients by Age

FY 2012
0-5 1,120,514 / 31%
6-14 1,115,983 /31%
15-20 387,225/ 11%
21-64 686,359 / 19%
65+ 342,408 / 9%

Texas Medicaid Recipients by Ethnicity

FY 2012
African-American 602,289 / 16%
Caucasian 763,123/ 21%
Hispanic 1,877,295/ 51%
Other/Unknown 409,782 / 11%

Qualifications or Eligibility Requirements for CHIP

To qualify for CHIP, a child must be:

e age 18 or younger;

a Texas resident;

a U.S. citizen or legal permanent resident;

uninsured for at least 90 daysl;

living in a family whose income is at or below 200 percent of Federal Poverty Level (FPL);
and

e living in a family that passes an assets test if family income is above 150 percent of the FPL.

The following tables provide a statistical breakdown of persons or entities affected by CHIP.

! There are exemptions to the 90-day waiting period for families who lose their health insurance or for whom
available health insurance costs 10 percent or more of the family’s net income. A complete list of the exemptions
can be found at http://www.chipmedicaid.org/english/qualify.asp.
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CHIP Enrollment by Income Group

July 2013

Number by FPL< 101%

35,656 / 5.9%

Number by FPL 101%-150% 347,938 / 57.4%

Number by FPL 151%-185% 184,008 / 30.4%

Number by FPL 186%-200% 38,222 /6.3%
Total Enroliment 605,824

Average Monthly CHIP Enrollment by Gender,

FY 2012

Male

291,725 / 51.2%

Female

277,962 / 48.8%

Average Monthly CHIP Enrollment by Age

FY 2012
<1 823/0.1%
1-5 94,492 / 16.6%
6-14 346,678 / 60.9%
15-18 127,716 / 22.4%

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

Congress and the Centers for Medicare & Medicaid Services (CMS) established the general rules
under which Medicaid and CHIP operate. Each state covers the required services and eligibility
groups, but develops a unique program by determining which optional services and eligibility

groups receive benefits.

In Texas, HHSC’s OSS determines eligibility for individuals seeking Medicaid and CHIP benefits.
This process is detailed in Section VII — Eligibility Operations.

Policies for the programs are included in the Medicaid State Plan, which is managed by HHSC's
Medicaid and CHIP division (See Section VII — Medicaid/CHIP Division - Policy Analysis,
Program Development, and Waiver Oversight for more information.).

grants and pass-through monies.
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

G. Identify all funding sources and amounts for the program or function, including federal

Describe any funding formulas or funding
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See Section VII: Medicaid/CHIP Division Section for Medicaid and CHIP funding.
Administrative funding related to eligibility determination is discussed in Section VII: Eligibility
Operations — Program Management.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

The County Indigent Health Care Program (CIHCP), administered by the Department of State
Health Services, provides healthcare services to eligible residents through counties, hospital
districts, and public hospitals in Texas. There is no duplication of services with Medicaid
because individuals who qualify for Medicaid are ineligible for CIHCP services.

In Texas, the Department of Assistive and Rehabilitative Services is contracted by the Social
Security Administration (SSA) to perform SSI disability determinations. Since individuals
receiving SSI are categorically eligible for Medicaid benefits, HHSC receives SSI eligibility
information via a SSA electronic file. For individuals who apply and have not yet been
determined to have a disability by SSA, HHSC will determine if they are eligible for other
Medicaid programs or will await SSA’s determination.

I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

HHSC determines eligibility for the programs. This information is maintained in a single system
of record, the Texas Integrated Eligibility Redesign System (TIERS) (see Section VII — Eligibility
Operations). TIERS interfaces with multiple data systems to provide benefits that are delivered
effectively.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

CMS is the federal agency responsible for the administration of Medicaid and CHIP programs.
CMS establishes coverage groups and levels of coverage that must be provided by states.
States develop their own eligibility policies and define which optional groups will be covered.
These policies must be approved by CMS as part of the Medicaid State Plan. OSS provides input
to support waiver and state plan amendment development regarding eligibility policies and
operations in conjunction with the Medicaid and CHIP Division.
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Once an individual has been determined eligible for Medicaid or CHIP, the process of selecting a
health plan and paying enrollment fees (if required) begins. HHSC's eligibility system updates
other systems managed by the Medicaid and CHIP Division, and enrollment packets are mailed
to eligible households. Administration of enrollment fees, benefits, health plans, and providers
is managed by the Medicaid and CHIP Division.

HHSC also coordinates eligibility determinations for the Elderly and People with Disabilities with
the Department of Aging and Disability Services (DADS). HHSC staff determines financial
eligibility of applicants and DADS is responsible for overseeing the functional assessment of
individuals applying for certain types of Medicaid coverage. Beginning in Fall 2013, certain
Medicaid programs managed by DADS will begin to be carved into managed care. As those
programs convert to managed care, the health plans overseen by HHSC will be responsible for
the functional assessments (see Section VII: Medicaid/CHIP Division - Programs Operations
and Contract Management Oversight).

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

HHSC contracts with vendors to provide eligibility determination support services. These
contracts are described in Section VII: Eligibility Operations — Program Management.

HHSC contracts with vendors to support the delivery of health services through Medicaid and
CHIP. These contracts are described in Section VII: Medicaid/CHIP Division Section.

L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

N/A
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N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

ACA makes the following changes to Medicaid and CHIP eligibility standards effective January 1,
2014.

Modified Adjusted Gross Income (MAGI)

e requires the use of MAGI for most Medicaid and CHIP financial eligibility determinations;

e requires the use of tax filing status to determine household composition. Individuals in
each household may have different household sizes;

e prohibits assets and resource tests and most income disregards;

e requires a 5 percentage point income disregard for all MAGI groups;

e certain Medicaid groups are exempt from using MAGI methodologies for determining
eligibility, such as individuals who qualify for Medicaid on the basis of being blind or
disabled; or individuals eligible for Medicaid on a basis that does not require a
determination of income by the Medicaid agency (e.g., Supplemental Security Income,
Medicaid for Breast and Cervical Cancer, etc.); and

e requires states to convert current income eligibility limits to MAGI-equivalent limits. The
one-time income conversion establishes the maximum income eligibility limits for MAGI
groups. States are required to submit an income conversion plan for federal approval.

Verifications

e requires use of electronic verifications to the extent possible;

e requires the federal government to establish an electronic service (known as the federal
data hub) to facilitate electronic verifications with data from the Internal Revenue Service,
Social Security Administration, and the Department of Homeland Security;

e allows self-attestation of all information for Medicaid and CHIP (except for citizenship and
immigration status), such as household composition, non-financial eligibility status, and
residency; and

e requires states to accept self-attestation of pregnancy in Medicaid and CHIP.

Applications & Renewals

e requires a single streamlined application for Medicaid, CHIP, and the Insurance Exchange.
States may use the federal application or a state application with federal approval;

e allows states to use supplemental forms or an alternative application for non-MAGI groups;

e requires eligibility must be re-determined once every twelve months and no more
frequently unless a change in circumstance is received that may affect eligibility;

e requires passive or administrative renewals for both MAGI and non-MAGI groups;

e requires that states to use available information to make eligibility determinations without
requesting information or a renewal application from clients to the extent possible.
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Performance Standards

e requires states to establish timelines and performance standards for determining eligibility
promptly.

e possibly implements “real-time” eligibility determinations in most cases as indicated by the
federal government; and

e maintains 45 days as maximum limit for determining Medicaid eligibility for clients without
disabilities.

Coordinating Medicaid, CHIP, and Exchange Eligibility Determinations

State Medicaid and CHIP programs must establish an interface with the Insurance Exchange to
coordinate eligibility determinations. States will have the option of delegating eligibility
determinations to the Insurance Exchange. In addition, the ACA expands Medicaid to some
mandatory populations effective January 1, 2014.

Mandatory Medicaid Expansion for Former Foster Care Youth

The Medicaid Expansion increases Medicaid coverage to include individuals in foster care who
are between 19 and 26 years of age; in foster care in the state on their 18 birthday or up to
their 21° birthdayz; and enrolled in Medicaid. Further, there is neither a FPL income limit nor a
resource/asset limit.

Mandatory Medicaid Expansion for Children Ages 6-18

The Medicaid Expansion increases coverage to children:

e agesb6to18; and
e with incomes above 100 percent up to 133 percent FPL.

The expansion moves these children from participation in CHIP to Medicaid.

O. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed,;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

procedures for handling consumer/public complaints against regulated entities.

N/A

? States are required to cover former foster care youth who were in foster care in the state on their 18" birthday
(or up to age 21 when they left the foster care program).
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P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VIl. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Name of Program or Function Eligibility Operations

4900 N. Lamar Blvd., Austin, Texas

Location/Division Brown-Heatly Building/Office of Social Services

Stephanie Muth, Deputy Executive

Contact Name ..
Commissioner

Actual Expenditures, FY 2012 $362,899,305

Number of Actual FTEs as of June 1, 2013 | 8,862

Texas Government Code, Chapter 531, Sec.
531.0055 Executive Commissioner: General
Responsibility for Health and Human Services
Agencies

Statutory Citation for Program

B. What is the objective of this program or function? Describe the major activities
performed under this program.

Through the Office of Social Services Eligibility Operations division, HHSC determines whether
applicants for cash, medical, and food assistance are eligible for enrollment in accordance with
federal regulations and state statutes. HHSC oversees this process for the following programs:

e Medicaid (including Medicaid for children and families and financial eligibility for Medicaid
Eligibility for the Elderly and People with Disabilities (MEPD));

e Children’s Health Insurance Programs (CHIP);

e Supplemental Nutrition Assistance Programs (SNAP); and

e Temporary Assistance for Needy Families (TANF).

HHSC eligibility determination staff is organized by regions and are supported by specialized
units dedicated to performing certain eligibility-related tasks (such as processing client reported
changes that could impact eligibility or benefit levels). Eligibility determination is processed
and benefit cases are maintained in HHSC’s system of record, the Texas Integrated Eligibility
Redesign System (TIERS). HHSC contracts with external vendors that support eligibility
operations by performing routine clerical tasks such as document imaging and operating call
centers that assist with basic HHSC client inquiries. Regional eligibility determination activities
are supported by state office staff. State staff perform functions including quality assurance,
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quality control, training delivery, curriculum development, policy support, and contract
operations oversight.

Field Operations Primary Functions

e Determine HHSC programs eligibility.

e Conduct client interviews (as required) and verify applicant information.

e Collect, process, and maintain applicant information.

e Respond to applicant and client questions and complaints.

e Support and facilitate applicant requested administrative reviews, appeals, and fair
hearings.

External Vendors Primary Functions

e Operate call centers to assist with application support and eligibility determination.

e Image application documents received in paper form.

e Provide data broker services allowing eligibility staff to authenticate application materials
with independent third party data sources.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

In recent years, HHSC has experienced dramatic growth in program recipients (up nearly 46
percent between 2007 and 2012) without a proportionate increase in HHSC staff. Due to this
rapid caseload growth, between 2007 and 2010 several performance measures were not met.
However, by the end of 2010, these challenges were overcome, and HHSC’s performance
related to key measures, such as timeliness improved. In 2007, only 58 percent of SNAP
applications were processed within federal timeliness standards with an error rate of 7 percent.
By 2010, application processing timeliness increased to 98 percent and the error rate fell to
below 4 percent. This was achieved primarily through improvements to management practices,
reporting, business processes, the implementation of the TIERS system statewide, and staff
training to increase effectiveness and efficiency to better serve citizens of Texas.

% Change
2 201 2012

Performance Measure FY 2007 FY 2010 FY 20 2007-2012
Annual Average Number of Clients 5 464,548 7.002,128 7,974,01 45.99%
Served 4
Monthly Average Number of Active 2080,772 | 2,884,335 2,787,99 34.0%
Cases 8
Monthly Average Number of 302,310 | 363,225 | 378,037 25.1%
Applications Processed
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% Change
Performance Measure FY 2007 FY 2010 FY 2012 2007-2012
Monthly Average Number of 328944 | 380,120 | 375,004 14.0%
Renewal Determinations
AnnuaI.Average Number of Field 6,381 8,323 8,492 33.1%
Operations Staff

HHSC benefit programs have performance standards either established by the agency to ensure
quality or by federal agencies to monitor performance. Timeliness is a measure that relates to
processing applications within specific timeframes (most commonly, 30 or 45 days), with a
standard of 95 percent. Error rates track determination accuracy by monitoring the eligibility
decision, calculation of benefit amounts, and compliance with policies and required
procedures.

Performance Measure % Change/
Program (Annual Average) FY 2007 FY 2010 FY 2012 Improvement
& 2007-2012
Timeliness of Eligibility | g oo/ 94.4% 98.5% 12.4%
SNAP Determinations
A f Eligibili
ccuracy of Eligibility 6.38% 2.13% 3.63% 43.1%
Determinations
Timeli f Eligibili
imeliness of Eligibility | g 5, 89.4% 98.9% 9.5%
Determinations
TANF Accuracy of Eligibilit
Y OF EgILIIY 15.47% 5.53% 3.1% 80.0%
Determinations
Timeli f Eligibili
imeliness of Eligibility | g9 5o, 84.5% 97.3% 9.3%
L Determinations
Medicaid Accuracy of Eligibilit
¥ Oof ElgILIty 6.51% 4.23% 5.45% 16.3%
Determinations

To meet growing caseloads within existing resources, one of HHSC’s key initiatives is to expand
and improve clients’ access to self-service options. Increased use of self-service options helps
manage workload by reducing data entry, client traffic, and calls to eligibility offices. This
allows staff to focus on their core function of making accurate and timely eligibility decisions.
Vendor costs are also reduced because fewer documents are imaged and call volume is
decreased. These efforts have proved advantageous for the agency, as the number of web-
based applications completed more than tripled between 2010 and 2012. In addition, clients
are able to submit changes related to their case information online. Since this functionality was
added in 2012, more than 1.4 million changes have been submitted through
YourTexasBenefits.com.

To educate clients about self-service options on YourTexasBenefits.com, HHSC placed
computers in the lobbies of 239 eligibility offices and is working with community partners
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(more information about the Community Partner Program can be found in Section VI,
Community Access and Services). As the number of clients using YourTexasBenefits.com
increases, it provides clients and applicants with greater flexibility while increasing the capacity
of eligibility staff to focus on completion of timely and accurate eligibility decisions. As of late
July 2013, more than 47 percent of the applications processed by HHSC are submitted via
YourTexasBenefits.com.

YourTexasBenefits.com
Applications Submitted
Calendar Years 2006-2013 Year to Date*

700,000 666,231
600,000
500,000

400,000
306,237,

300,000
164,350

55,108 82,599

200,000
100,000 13,020 21,042

o
2006 2007 2008 2009 2010 2011 2012 YTD
2013*

*through July 28, 2013

YourTexasBenefits.com Utilization

Functionality/ Initial June 2013

Performance Measure Measurement % Change
Performance Performance
Introduced

Web-based Applications as a 12.9%
Percentage of all Applications August 2011 = 46.6% 261%

Received by HHSC Aug 2011

Documents Uploaded* Sept 2011 chiéll 13,995 3,479%
e e | pizorz |48 a0 | s
::.23:;.: fWeb-based August 2012 Selst' 12%012 31,740 110%
gﬁm::ezf\ﬁgigial:\i/ogsmputers February 2012 Mar§Z32012 30,286 5,186%

*Upload functionality was initially only available to certain community-based organizations
providing application assistance. In June 2013, functionality expanded to allow applicants and
clients to upload documents.
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Staffing, Caseload, and Performance

The chart below provides a historical perspective on staffing levels and caseloads. As caseloads
have increased over time, staffing levels have decreased. As a result, the nature of the job has
shifted and business process changes were employed to increase efficiency.

Average Monthly Benefit Recipients and
Filled Eligibility Determination Positions
Fiscal Years 1995 to 2012

9 14,000

o

12,000

~

10,000

o

8,000

«

rS

6,000

w

Total Recipients (in Millions)

4,000

~

2,000

0
FY 1995 FY 1996 | FY 1997 | FY 1998  FY 1999 FY 2000 FY 2001  FY 2002  FY 2003 | FY 2004 | FY 2005| FY 2006| FY 2007| FY 2008| FY 2009 FY 2010/ FY 2011 FY 2012
— Total Recipients| 5.45 5.20 4.70 4.04 3.64 3.52 3.61 4.04 4.74 5.24 5.45 5.65 5.46 5.56 6.21 7.00 7.94 7.97
— Filled Positions | 12,487 | 11,933 | 11,710 | 10,404 | 10,378 | 9,606 | 9,668 | 9,142 | 8,446 A 7,573 | 6,703 | 5975 | 6,381 | 6,659 | 7,429 | 8323 | 8515 8,492

Note: Total Recipients count for Medicaid/TANF/SNAP is not an unduplicated total - recipients may be in all three categories

D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

Texas Integrated Eligibility Redesign System (TIERS) and Technology Improvements

Technology improvements through the implementation of TIERS allowed HHSC to change from
an office and paper-based system depending on face-to-face interactions to a system that
supports client self-service features, and various access channels for applicants to apply and
manage their benefits outside of business hours.

1997 House Bill 2777, 75™ Legislature, authorizes a new project to streamline the eligibility
determination process by creating a single system to operate statewide. The new
integrated enrollment system replaces several systems used for eligibility determination
and benefits issuance systems since the 1970s. The initiative is intended to increase
program efficiencies by reducing fraud, eliminating duplicate paperwork, and reducing
service delivery costs.

1999 The 76" Legislature appropriates funds to develop TIERS.
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2003

2006

2007

2008

2009

2010

2011

2012

The initial TIERS pilot begins in four eligibility offices in Travis and Hays counties.
Expansion of TIERS is suspended to ensure the system could be transformed to
accommodate the new delivery of eligibility services via multiple access channels
envisioned under H.B. 2292.

HHSC introduces YourTexasBenefits.com, allowing individuals not already known to
HHSC to screen for potential eligibility and complete an online benefit application. In its
initial form, applications did not populate the eligibility system. Eligibility staff printed
the applications and data entered information into the automation system to determine
eligibility.

House Bill 3575, establishes the HHS Eligibility System Legislative Oversight Committee
to monitor the transition from System Application, Verification, Eligibility Referral and
Reporting (SAVERR) to TIERS. The bill requires HHSC to issue quarterly transition plans
outlining progress to the Committee and increased legislative oversight of the
conversion process. Additionally, the State Auditor’s Office releases a report identifying
key areas for improvement.

In June, HHSC receives federal approval to expand TIERS for up to 22 percent of its SNAP
caseload. HHSC develops a conversion schedule (the first occurring in Region 7 (Central
Texas) converting approximately 30,500 cases from SAVERR to TIERS.

Under the 22 percent approval, all remaining SAVERR cases in Region 7 are converted
into TIERS.

By September, HHSC completes conversions of two additional regions (Region 1 —
Lubbock and Region 10 — El Paso) under the 2008 federal approval. HHSC receives
approval to proceed with the regional conversions and converts Region 4 (Tyler) and
Region 5 (Beaumont) by the end of the year. Remaining regions continue to process
cases in both SAVERR and TIERS, which creates challenges for eligibility staff and clients
in navigating both systems.

HHSC completes the statewide conversion of all cases to TIERS in December 2011
through a series of regional rollouts. Improvements are made to
YourTexasBenefits.com, including integration of client-entered applicant information
directly into TIERS, rather than eligibility staff having to manually enter information.
Functionality is added to allow select community-based organizations to upload
documentation via the website on behalf of applicants.

HHSC releases a series of YourTexasBenefits.com enhancements that include allowing
the system to accept applications from existing and former clients already known to
HHSC. New functionality gives clients the ability to submit online renewals, print
temporary Medicaid identification, create authenticated accounts to see benefit details,
and submit changes impacting their case.
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2013 Expanded YourTexasBenefits.com functionality gives clients the ability to upload
documents when submitting an application, renewal, or change.

Business Process Changes

Legislative changes and the need for additional efficiencies have driven significant changes to
how eligibility services are provided. Notably, with the move to electronic case records stored
in TIERS, call centers and centralized document processing became possible. Vendors were
able to take on responsibility for eligibility support functions since TIERS’ technologies could
provide the tools necessary for call centers and centralized document processing.

2003 The 79" Legislature passes H.B. 2292, requiring HHSC to contract with private vendors
to establish call centers to support eligibility determination and recertification for TANF,
SNAP, and Medicaid.

2004 In July, HHSC receives federal approval to proceed with the consolidation and
procurement of the Integrated Eligibility and Enrollment Services (IEES) contract. HHSC
publishes the vendor request for proposals to maintain TIERS and establish and operate
call centers for eligibility determination and recertification for TANF, SNAP, and
Medicaid.

2005 In June, HHSC requests approval of the negotiated IEES contract and announces a
tentative award to the Texas Access Alliance (TAA) led by Accenture. TAA assumes
responsibility for CHIP, Enrollment Broker services, and TIERS contracts previously held
by various contractors.

2006 In January, TAA, in conjunction with HHSC, implements an IEES pilot in Travis and Hays
counties. The pilot is suspended after four months due to performance issues.

2007 HHSC and TAA mutually agree to suspend the IEES contract after failing to reach
agreement on costs and service levels to implement the new business model. To avoid
disruption in client services, HHSC transfers specific responsibilities to qualified
subcontractors or previous contractors.

2008 HHSC issues requests for proposals for new Eligibility Support Services and Document
Processing Services contracts.

2009 New Document Processing Services contract begins and includes primary responsible for
creating electronic images of inbound mail and faxes related to benefit applications and
renewals.

2010 New Eligibility Support Services contract begins, including HHSC client and applicant

support via call center services, CHIP eligibility determination, association of electronic
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images received from the Document Processing vendor to client cases, and assigning
tasks to state staff for further processing.

2013 In preparation for implementation of significant Medicaid changes under the ACA, HHSC
will move CHIP eligibility determination into TIERS in August. State staff will assume all
responsibility for determining eligibility for CHIP. The vendor will continue to provide
eligibility support.

System Performance

Caseload changes, staffing levels, technology changes, and business process changes combined
with external factors such as natural disasters impacted eligibility system performance over
time.

2009 In December, the number of recipients reaches a historic high of 3 million in SNAP and
2.5 million in Medicaid. By September, workload demands impact performance and the
percentage of SNAP applications processed within the 30-day federal requirement
declines to 57.5 percent. Payment error rates in 2009 exceed the national standard for
the second year in a row, triggering federal sanctions. A settlement agreement is
reached requiring Texas to make several planned program enhancements, including
enhancements to telephone systems. In December 2009, HHSC requests that the State
Auditor’s Office perform an audit of SNAP eligibility determination businesses processes
to clarify underlying issues.

2010 Improvements in management practices and data reporting results in improvements in
performance. By the end of 2010, timeliness for SNAP applications improves to 94.4
percent. The annual SNAP payment error rate for Texas is 1.54 percent and the Texas
negative error rate is 0.59 percent. Texas receives a $6,083,577 high performance
bonus for having the most improved payment accuracy in the nation from fiscal year
2009 to fiscal year 2010.

2012 HHSC exceeds federal timeliness standards of 95 percent for Medicaid, SNAP, and TANF
applications and renewals.

E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

Eligibility Operations supports and performs eligibility determinations for CHIP, Medicaid, TANF,
and SNAP, serving millions of Texans. Information about eligibility criteria and a statistical
breakdown of the persons served by program type can be found in the Section VIl overviews for
each of these programs.
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F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

Eligibility Operations is overseen by an Associate Commissioner who manages three functional
areas: Field Operations, Vendor Operations, and Eligibility Support.

Field Operations

Eligibility is determined in an integrated fashion utilizing two types of generic eligibility workers.
Texas Works Advisors determine eligibility for TANF, SNAP, Medicaid for children and families,
and some CHIP cases. Beginning in September 2013, all CHIP eligibility will be determined by
state staff. Texas Works staff are divided into ten geographic regions each headed by a regional
director. As of July 25, 2013, there were 6,276 Texas Works eligibility determination staff
located in the regions (includes Texas Works advisors, supervisors, and clerical staff).

MEPD staff determine financial eligibility for long term care Medicaid programs (functional
assessments are required and performed by Department of Aging and Disability Services).
MEPD staff are divided into two geographical regions headed by a regional director. As of July
25, 2013, there were 1,054 MEPD eligibility determination staff located in the regions (includes
MEPD advisors, supervisors, and clerical staff).

Texas Works and MEPD eligibility staff in HHSC’s 269 local offices provide information, process
applications, and perform other eligibility casework functions. Eligibility offices are supported
by clerical staff who handles front-desk and lobby area tasks, phones, mail, faxes, schedule
applicant interviews, and other clerical duties.

Geographic regions are supported by state staff in centralized functions in the Customer Care
Centers (CCC), Assistance Response Team (ART), Fair Hearings, Centralized Benefit Services, and
Disability Determination for Medicaid Buy-in programs. The out-stationed worker program
places eligibility workers in certain facilities such as hospitals, nursing facilities, and other
medical facilities to process patient eligibility. General Revenue costs for these workers are
paid by the facility.

Customer Care Centers

CCCs are located in Athens, Austin, El Paso, Houston, Midland, and San Antonio. State staff,
along with vendor staff, process client and agency-generated changes. Inquiries and concerns
that cannot be resolved by vendor staff through the call center are escalated to CCC state staff.
CCC state staff also performs data broker and other third-party inquiries, collect data, assess
missing information, determine eligibility, issue benefits, process individual- and agency-
generated changes, and perform other non-interview tasks.
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Assistance Response Team

ART staff housed throughout the state serves as on-site support to regional staff. These
employees are experienced eligibility staff who provides TIERS technical support for Texas
Works and MEPD. They provide on-the-job-trainings and on-site technical support to eligibility
staff before a problem is escalated to Information Technology staff. ART staff also provides
support for special initiatives such as TIERS roll-out and assist as needed with workload.

Fair Hearings Unit

The Fair Hearing Units manage case preparation and provide agency representation for fair
hearings statewide. This process includes case preparation and agency representation at
hearings. The units began in September 2007.

Centralized Benefits Services

The Centralized Benefits Services staff determine eligibility and process renewals for special
populations, which include households where all residents receive Supplemental Security
Income (SSI), refugees in need of medical assistance, infants of incarcerated mothers,
individuals who have aged out of foster care, and children leaving the juvenile justice system.

Disability Determination Unit

The Disability Determination Unit (DDU) is responsible for determining eligibility for people
applying for the Medicaid Buy-in Programs. This includes a required disability assessment for
certain buy-in programs.

Eligibility Staffing Overview
(Filled positions as of July 25, 2013)
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Vendor Operations

Vendor Operations manages day to day operations of the vendors that support SNAP,
Medicaid, CHIP, TANF, and MEPD eligibility determination performed by state staff. State staff
has regular operational interaction with the vendor to meet standards for timeliness, accuracy,
and quality.

Eligibility Support Services

The Eligibility Support Services vendor provides support to the eligibility determination process
by operating call centers, creating electronic files, registering applications and client
documents, and rescheduling eligibility appointments.

Document Imaging Services

The Document Imaging Services vendor manages incoming mailed documents from applicants
and existing clients. Documents processed include verification documents, applications,
requests for recertification, and change requests. The incoming mail is opened, sorted, and
scanned to be stored in an electronic format on the HHSC server. The electronic information is
used to assist field operations and vendor staff in determining eligibility and client support.

Electronic Benefit Transfer Services

The Electronic Benefit Transfer (EBT) Services vendor provides retailer management services to
assist in the delivery of the Lone Star Card (a magnetic-stripe plastic debit card) and to provide
access to SNAP food benefits and TANF cash assistance. The Lone Star Card is used in the same
way a debit card is used at authorized retailers.

The EBT Services vendor provides point-of-sale device management, processor support,
settlement and reconciliation services, and card and personal identification number

management services to clients.

Data Broker Services

The Data Broker Services vendor provides eligibility staff with information from various external
data sources to verify applicants qualify for programs before benefits are issued. The service
enables eligibility staff to research additional income sources, current address for renewals, and
assets. Data Broker Services help determine proper eligibility is properly determined, reduce
income calculation errors and prevent fraud.

Eligibility Support

Austin-based state office staff oversee support functions for eligibility operations. These
functions include training, curriculum development, and eligibility staff policy support. This
area conducts sampling and case reviews for quality assurance and conducts quality control
reviews required to determine state measures and report to federal partners for the SNAP and
Medicaid programs.
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G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

As discussed above, HHSC utilizes an integrated approach to determine eligibility for SNAP,
TANF, Medicaid and CHIP. The related expenses are cost-allocated to each of the benefit
programs. These funds relate to SNAP administration, TANF administration, and eligibility-
related Medicaid/CHIP administration.

Eligibility Operations

General Revenue: $166,279,962

Federal: $187,299,465
Other: $9,319,878

General

Revenue Federal Other
Strategy A.1.2 Integrated Eligibility & $165,936,569  $186,956,073 $9,319,878
Enrollment
Strategy B.3.1 Medicaid Contracts & $343,393 $343,392

Administration

General Revenue sources are primarily administrative matches for the Medicaid (50 percent),
SNAP (50 percent) and CHIP (28 percent) programs with corresponding federal funds with the
addition of federal TANF and Refugee funding. Several different cost allocation factors using
primarily HHSC program client counts, number of eligibility FTEs, and random moment time
studies determine the share of federal and state charges. Other funds represent the matching
state share from local hospitals that support out-stationed hospital-based eligibility workers.

Funding Limitations, Transfer Authority Riders

e HHSC Rider 34 provides authority to transfer eligibility funding within fiscal years of a
biennium.

Federal Funds and Other Appropriation Authority Riders

e HHSC Rider 21 authorizes the federal SNAP performance bonus funds, if Texas qualifies.
e HHSC Rider 26 authorizes capital budget purchases for out-stationed and hospital based
eligibility workers.
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Provider and Programmatic Riders

e HHSC Rider 56 directs maximization of fraud prevention efforts in eligibility determinations.
e HHSC Rider 57 requires the promotion of online benefit applications.

Budget Requirement and Reporting Riders

e HHSC Rider 63 requires a report on eligibility modernization efforts in TIERS

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

HHSC is the only agency that provides financial eligibility determinations for SNAP, TANF,
Medicaid and CHIP. Within HHSC, the Medicaid and CHIP Division (MCD) provides services to
people determined eligible by the Office of Social Services staff. There is coordination with
other state and federal agencies to determine eligibility and administer programs as described
below. At the state and local level, entities may rely on an HHSC eligibility determination as the
basis for eligibility for other benefit programs such as utility assistance provided by the Public
Utilities Commission or free- or reduced-school lunch provided through the Texas Department
of Agriculture.

In Texas, the Department of Assistive and Rehabilitative Services (DARS) is contracted by the
Social Security Administration (SSA) to perform Social Security Disability Insurance and SSI
disability determinations. That process is similar to the function performed within the Disability
Determination Unit related to Medicaid Buy-In Programs eligibility determinations. If a
Medicaid Buy-in applicant has already been determined to have a disability via DARS and the
SSA, DDU accepts that determination without duplication of effort. If an individual has not yet
been determined disabled by SSA, DDU will review additional information to check that
applicants meet the disability criteria established for the Medicaid Buy-in program. A disability
determination granted by DDU does not make an individual eligible for SSI.

Externally, HHSC works with several community-based organizations that provide application
assistance to individuals seeking HHSC benefits. These applications are submitted to HHSC and
state staff reviews the applications for completeness, perform verifications and interviews, and
make the eligibility determination. This program is detailed in Section VII: Community Access
and Services.

I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.
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TIERS is the eligibility system of record for the programs described above. Other Health and
Human Services agencies administer programs for which HHSC determines eligibility. There is
coordination between the HHS agencies that share clients. However there are not duplicate or
conflicting eligibility determinations.

Interagency agreements and memoranda of understanding are in place to clarify roles and
responsibilities and complete data exchanges between agencies when necessary. Certain
populations are categorically eligible for some HHSC benefit programs. For example, children in
the conservatorship of the Department of Family and Protective Services (DFPS) are
automatically eligible for Medicaid benefits. Interfaces between TIERS and DFPS systems help
ensure eligibility information is updated to provide access to benefits.

One example of cooperative practices is MEPD eligibility determination. HHSC coordinates
MEPD eligibility determinations with DADS. HHSC staff determine financial eligibility of
applicants and DADS is responsible for overseeing the functional assessment of medical
necessity for individuals applying for certain types of Medicaid coverage. HHSC MEPD staff
have access to DADS’ automated system to enter financial eligibility data and indicate
certification or denial of MEPD financial eligibility.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

State Agency Coordination

HHSC has an interagency agreement and works with TWC to identify potential clients for TANF
work programs and SNAP Employment and Training programs operated by TWC. TWC refers
clients to HHSC who should be sanctioned for not complying with work requirements. TWC
also provides data to verify wages and employment applicants for HHSC programs.

To help provide utility subsidy programs to eligible Texans, HHSC provides data to the Public
Utilities Commission to help identify low-income utility customers.

HHSC also has an Interagency Agreement with the Office of Attorney General (OAG) that
permits data exchanges relating to child support payments. HHSC verifies child support
payments/income with OAG. OAG then notifies HHSC of TANF recipients’ noncompliance with
child support orders.

Federal Agency Coordination

CMS is the federal agency responsible for the administration of Medicaid and CHIP programs.
CMS establishes coverage groups and levels of coverage that must be provided by states.
States develop their own eligibility policies and define which optional groups will be covered.
These policies must be approved by CMS as part of the Medicaid State Plan. OSS provides input
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to help support development regarding eligibility policies and operations with the Medicaid and
CHIP Division.

HHSC also works closely with the FNS on SNAP program administration and to obtain approvals
for state plans, waivers, contracts, and advanced planning documents for technology systems.
FNS also certifies retailers that accept SNAP benefits in Texas.

ACF is responsible for overall administration of federal programs that promote the economic
and social well-being of families, children, individuals, and communities including the TANF
program. HHSC's TANF state plan must be approved by ACF and the agency is required to
submit regular reports including data on TANF recipients in Texas.

Under a SSA contract, HHSC receives client eligibility data for all SSI recipients and Medicare
recipients who also receive HHSC services. HHSC has a contract with the Internal Revenue
Service to receive HHSC client income tax data.

K. If contracted expenditures are made through this program please provide:
o ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

Eligibility Operations contracts for eligibility determination process support. Contract services
include, but are not limited to:

e verification of applicants’ information (financial, assets, residence, etc.);

e call center operations (call inquiries/escalation), administrative processing of eligibility
documentation;

e translation services to assist staff working with applicants who speak a language other than
English;

e placement of designated eligibility staff in hospitals; and

e support for hiring activities in certain regions.

HHSC monitors performance of contracted vendors through key performance requirement
measures and operational monitoring procedures that include annual risk assessments.

Amount of contracted expenditures in fiscal year 2012: $171,508,479
Number of contracts accounting for those expenditures: 287

The top five program contracts are listed below.
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1. Eligibility Support Services
Fiscal year 2012 expenditures: $119,904,619

MAXIMUS provides call center operations (call inquiries/escalation) and initial
administrative  processing of eligibility applications and supporting
documentation. MAXIMUS creates tasks to be processed by state staff from
images received to support HHSC’s eligibility determination process for
Medicaid, CHIP, SNAP, and TANF.

2. Document Processing Services
Fiscal year 2012 expenditures: $15,018,856

HHSC contracts with Image APl to provide document processing services for
opening, classifying, and scanning inbound mail into electronic images.

3. Electronic Benefit Transfer (EBT)
Fiscal year 2012 expenditures: $14,512,396

SNAP and TANF benefits are delivered to clients on the Lone Star Card via an EBT
each month. HHSC contracts with three private vendors for EBT services that
provide client and retailer support related to Lone Star card transactions. The
Texas EBT call center provides help desk services for clients with questions or
benefit related issues regarding to the Lone Star Card. Affiliated Computer
Services currently provides EBT call center services for Texas clients and retailer
management services. Simpatico Software Systems, Inc. provides application
software support for EBT, and state staff ensure the multi-vendor EBT program
functions seamlessly for Texas clients. HHSC is in the process of transitioning to
a new EBT vendor obtained through a competitive procurement.

4. Data Broker
Fiscal year 2012 expenditures: $5,691,974

Dallas Computer Services is the data broker vendor that supports the eligibility
determination process by collecting and combining information from several
electronic data sources. Data broker reports are used by eligibility staff to verify
information needed to complete the eligibility decision (including information
the applicant provided and attested to on an application). Types of information
collected in the data broker report include driver’s license and residence data,
vehicle data, real property ownership, credit reports, and related information
needed to accurately determine an applicant’s eligibility.

5. Language Interpretation by Telephone
Fiscal year 2012 expenditures: $3,700,000
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Language Line Services provides over the phone translation services to assist
staff working with applicants who speak a language other than English.

L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

Currently the agency is not authorized under state statute to perform background checks for
eligibility employees. Since these employees handle sensitive personal information it would
improve the integrity of operations if the agency was authorized to conduct background checks
on employees and establish some bars to employment.

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

N/A

O. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

[ ]
[ ]
[ ]
e procedures for handling consumer/public complaints against regulated entities.

N/A

P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VIl. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Name of Program or Function Community Access and Services

4900 N. Lamar Blvd., Austin, Texas
Location/Division Brown-Heatly Building/Community Access and
Services/Office of Social Services

Contact Name Liz Garbutt, Associate Commissioner

Actual Expenditures, FY 2012 $88,409,846

Number of Actual FTEs as of June 1, 2013 | 63

e 2-1-1 Texas Information and Referral
Network, Chapter 531, Texas Government
Code

e Alternatives to Abortion, 2006-07 General
Appropriations Act, S.B. 1, 79th Texas
Legislature, Regular Session, 2005 (Article Il,
Special Provisions Related to All Health and
Human Services Agencies, Section 50)

e Family Violence Program, Chapter 51, Texas
Human Resource Code

e Refugee Program, Chapter 752, Texas
Government Code

Statutory Citation for Program e SNAP Education, Chapter 33, Texas Human

Resources Code

Other Community Services

e Community Partner Program, Chapter 531,
Texas Government Code

e Community Resource Coordination Groups,
Chapter 41, Human Resources Code, and
Chapter 531, Texas Government Code

e Computers for Learning, Chapter 2175, Texas
Government Code

e Healthy Marriage Program, Chapter 31,
Human Resources Code
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B. What is the objective of this program or function? Describe the major activities
performed under this program.

The Community Access and Services (CAS) Division connects people to local resources and
services that promote self-sufficiency and well-being through partnerships and contracts with
faith and community based organizations. CAS works with a variety of organizations that
provide services at the local level to ensure that Texans in need of HHSC programs are served in
the most convenient and efficient way possible. CAS staff collaborate with a diverse group of
stakeholders from across the state to establish networks, share information and resources,
provide guidance, and promote best practices to enhance the quality and availability of health
and human services. Each health and human services region has a designated CAS community
liaison to work with and provide information about HHSC services to community stakeholders.
Staff coordinates local resources for the Healthy Marriage Program, Computers for Learning,
and the Community Partner Program. Staff supports local programs and increase coordination
by providing information to local Community Resource Coordination Groups and through the
Border Affairs unit.

CAS manages and oversees contracts for services funded by HHSC and delivered by community
and faith-based organizations. A brief description of the goals of each service is provided
below.

Contracted Social Services

2-1-1 Texas Information Referral Network

This telephone-based service provides Texans with free information and referrals to critical
health and human services provided by government agencies and community organizations.

Alternatives to Abortion

This program provides low-income pregnant women with pregnancy and parenting information
and supports, including pregnancy and parenting information, mentors, access to social service
programs, and material goods (e.g. car seats).

Family Violence Program

This program promotes self-sufficiency, safety, and long-term independence from family
violence for adult victims and their children by contracting with providers that offer emergency
support and prevention services.

Refugee Program

The purpose of this program is to assist people who resettled in Texas through the United
States Refugee Program by providing short-term cash, medical assistance, and social services.
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SNAP Education

The program delivers nutrition education to recipients of SNAP benefits in accordance with
federal guidelines.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

The services of the CAS projects and their target populations vary. In response, the summary
statistics provided below are not uniform. However, the data does demonstrate the demand
and effectiveness in delivering them.

The Community Partner Program (CPP) plays an important role in helping promote self-service
options, especially YourTexasBenefits.com, to clients and applicants of HHSC programs. Since
CPP began in January 2012, participation has steadily grown from 8 community organizations to
an anticipated 357 organizations by the end of fiscal year 2013. Currently, 249 staff and
volunteers of the community partners have been trained and certified as Your Texas Benefits
Navigators. Promoting self-service options improves efficiency by allowing eligibility staff to
focus on their core responsibility. Additional data for the Community Partner program and the
other state and local partnerships are included below.

While the majority of community partner organizations receive no state funding, HHSC
contracts with the Texas Food Bank Network who provides application assistance and eligibility
support through 21 food banks across the state. This contractual relationship ensures
statewide coverage for application assistance while the CPP is developing.

Key Summary Statistics
September 2011 - July 2012

Number of Community Partners 216
Number of Certified Staff and Volunteers 249
Number of CPP Assisted Client Accounts Created 8,873
Number of CPP Assisted Online Applications 5,431
Number of CPP Assisted Online Renewals 2,858
Number of CPP Assisted Online Case Changes 465
Number of CPP Assisted Document Uploads 31,549
Colonias Residents Served through Border Affairs 250,000
Number of Computers Donated and Distributed through 685
Computers for Learning
Numb_er of Unique Visitors to the Healthy Marriages 143,906
Website
Number of Healthy Marriage Course Participants 58,276
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Contracted Social Service Programs

Family Violence Program (FVP)

In fiscal year 2012, FVP assisted more than 79,000 women and children experiencing domestic
violence. Through contracts with 94 organizations around the state, these women and children
received emergency shelter and medical care, legal advocacy, and support necessary to ensure
the safety. As part of these contracted family violence services, the organizations also provide
local telephone hotlines to link individuals with emergency services, which assisted to nearly
200,000 Texans in distress.

Key Summary Statistics
FY 2012
Number of Clients Served 79,053
Number of calls received by the Hotline 191,301

Refugee Affairs Program

In fiscal year 2012, the Refugee Affairs Program, through 57 contracts with 37 organizations
statewide, provided assistance to 11,279 individuals granted official status as a refugee by the
federal government. The federally funded program seeks to resettle refugees as quickly as
possible, providing them with short-term medical and cash assistance, as well as employment,
training, or other necessary social services. Within a year, 82 percent of clients who received
employment training had secured a job. Seventy-seven percent of participants held jobs that
offered health benefits empowering clients to be independent.

Key Summary Statistics
FY 2012

Number of Clients Served 11,279
Number of Employment Program Participants 6,696
Percentage of Employment Program Participants Placed in Full-time

Jobs 82%
Percentage of Employment Program Participants Placed in Full-time

Jobs with Health Benefits 77%

2-1-1 Texas Information and Referral Network

The 2-1-1 network provided information about food, rental assistance, counseling, child care,
and other services to more than 17 million callers from 2006 to 2012. In addition to the phone
services, 2-1-1 also operates a website that provides information about services.

Key Summary Statistics
FY 2012
Number of Callers 3,322,629
Number of hits to the 2-1-1 Website 3,300,778
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Alternatives to Abortion

In fiscal year 2012 the Alternatives to Abortion Program served 17,527 women across Texas
who sought information and support during pregnancy. More than 80,000 visits were
completed by clients in the program.

Key Summary Statistics
FY 2012
Number of Clients Served 17,527
Number of Services Provided 83,910

SNAP Education

The SNAP Education Program provides individuals and families receiving food assistance with
information about healthy eating and living to improve health outcomes. In fiscal year 2012
HHSC contracted with thirteen organizations clients with nutrition related classes across Texas.

Key Summary Statistics
FY 2012
Number of Clients Served 424,055
Number of Participants in SNAP-Ed Classes 1,353,905

D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

CAS was formed in July 2012, bringing together units within the Office of Social Services that
work with community stakeholders to improve coordination of resources and information
distributed to communities. The size and geography of Texas presents a number of challenges
to individuals trying to coordinate and connect to social services. CAS serves as a centralized
point of information.

Community Partners Program

2011 The Texas Legislature formed the Community Partner Program (CPP) via H.B. 2610, g2
Regular Session, 2011. CPP enhances OSS eligibility modernization efforts by training
and certifying staff, community volunteers, and faith-based organizations to assist
applicants and clients using self-service options, including YourTexasBenefits.com.
CPP’s network of Navigators improves applicants and clients’ experience while
improving the eligibility system efficiency.

Alternatives to Abortion

2005 The Alternatives to Abortion program was established by the 2006-2007 General
Appropriations Act, S.B. 1, 79" Legislature, Regular Session, (Article Il, Special Provisions
Related to All Health and Human Services Agencies, Section 50). In 2006, the contract
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was awarded to Texas Pregnancy Care Network (TPCN) TPCN was awarded the contract
when the services we re-procured in 2009.

Healthy Marriage Program

2004

House Bill 2292, 78™ Legislature, Regular Session, 2003 established the Healthy
Marriage program. HHSC initially received funding to contract with community and
faith-based organizations to recruit community educators to provide workshops on
healthy relationships. CAS maintains the database of organizations that deliver
marriage education services.

2-1-1 Texas Information and Referral Network

2001

The Federal Communications Commission (FCC) assigned the dialing code 2-1-1 for
access to health and human service information. In 2012, the Texas Information and
Referral Network (TIRN) completed a transfer of 25 unrelated local databases into a
single web-based database, inclusive of federal, state, regional, and local resources for
health and human services. TIRN also implemented a flexible statewide call routing
system that was designed to improve the caller’s experience.

Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

CAS provides services to a diverse population of Texans in need of specific services, including:
e victims and survivors of family and dating violence;

e individuals designated as refugees;

e residents of Colonia;

e clients with complex needs served by multiple health and human services agencies;

e pregnant women seeking alternatives to abortion;

e couples considering marriage or in need of support;

e SNAP recipients seeking nutrition and health education; and

e Texans in need of social service information.

Additionally, CAS provides training, information, resources, technical support, and other
assistance to a wide variety of stakeholders, including:

e community and faith-based organizations;
e health and social services providers;

e |eaders of local communities and colonias;
e school district administrators;

e |ocal and state government agencies; and

e internal HHSC staff.
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F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

CAS is divided into two primary sections.

e Community Access coordinates with local community-based organizations and
governmental entities in service delivery. Currently, there are 34 FTEs dedicated to
Community Access activities, and staff is located in state office as well as in the HHSC
regions.

e Community Services is responsible for the programs with contracted social services. There
are 29 FTEs dedicated to administering these programs, and staff is located in state office.

Community Services

CAS operates several internal programs and is responsible for program development,
implementation, stakeholder technical assistance and program administration.

Border Affairs Unit (BAU)

BAU coordinates and promotes health and human services, education, and employment
services along the Texas border. BAU contracts with local entities to stabilize the promotoras
workforce. Promotoras are credentialed advocates who work directly with colonias residents
to link residents with available services to improve health outcomes and reduce regional
disparities.  Additionally, CAS staff provides training to HHSC staff to increase cultural
competency and improve client customer service.

Community Partner Program

CPP has built a statewide network of local organizations that help Texans navigate HHSC's self-
service options including YourTexasBenefits.com. CAS contracts with the Texas Hunger
Initiative at Baylor University to assist in recruiting new community partners. CAS staff
develops promotional and training materials to communicate the benefits of self-service
options.

Computers for Learning

CAS works with local businesses, organizations, and school districts to provide refurbished
computers and Internet service to qualified families in Central Texas.

Community Resource Coordination Groups (CRCGs)

CRCGs bring together representatives of state and local human services agencies, faith and
community-based organizations, and social service case managers to craft individualized service
plans to address the complex needs of clients with multiple service needs. CRCGs’ structure
maximizes awareness of available local resources and saves time and money for the client and
multiple case managers involved. Coordinated plans provide a comprehensive strategy to serve

VII. Guide to Agency Programs— 163 HHSC
Office of Social Services


http:YourTexasBenefits.com

the clients across multiple agencies, reduce client confusion, service duplication, and improve
outcomes. Currently, 193 CRCGs provide support to all 254 Texas counties.

Healthy Marriage Program

The Twogether in Texas website provides information about a network of community, faith-
based, and volunteer organizations providing classes and workshops to couples intending to
marry.

Contracted Social Service Programs

The Contracted Social Services section is responsible for overseeing all aspects of CAS program

including:

e program development and implementation in accordance with specific state and federal
regulations, and guidelines;

e contract management, including procurement, execution, management, monitoring, and
close-out/terminations;

e technical assistance and training, including communications and support for contractors
providing direct services; and

e program administration, including oversight of program budget, staffing, data, and
reporting requirements.

Family Violence Program

FVP contracts with providers that offer emergency, support, and prevention services to
promote self-sufficiency, safety, and long-term independence from family violence for adult
victims and their children. The FVP accomplishes this via contracts between HHSC and family
violence service providers across Texas.

Refugee Program

The Refugee program provides assistance to individuals who have been designated as refugees
by the federal government. HHSC contracts for refugee services with faith- and community-
based organizations as well as local and state agencies. The objectives of contracted services
are to help individuals and families become employable, self-sufficient, healthy, and integrated
into their new communities.

2-1-1 Texas Information and Referral Network (TIRN)

2-1-1 TIRN is the single point of coordination for health and human services information and

referral in Texas. 2-1-1 is the abbreviated telephone dialing code for individuals and families

that need to be connected to health and human services provided by government agencies and

community organizations. TIRN staff:

e Maintains a statewide database of federal, state, and local resources;

e Support a single statewide telephone system; and

e Contract with 25 area information centers to identify available community resources and
provide direct access to callers.
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Alternatives to Abortion

The Alternatives to Abortion Program provides pregnant women with options and support to
encourage childbirth. CAS manages and oversees the contracts with local service providers that
deliver parenting information, mentors, access to social service programs, and material goods,
such as car seats, to pregnant women seeking assistance.

SNAP Education

The SNAP Nutrition Education Services (SNAP-Ed) program provides nutrition education to
recipients of SNAP benefits consistent with the USDA Food Guidance System and Dietary
Guidelines for Americans. HHSC contracts with community-based organizations to deliver these
education services. The contracted services educate individuals and families about healthy
food choices, food safety practices, stretching their budget for food, and increasing physical
activity.

G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

Community Access and Services

General Revenue: $14,900,929

GR-Dedicated: $4,581,626
Federal: $67,002,094
Other: $1,925,197
General

Revenue/GRD Federal Other
Strategy A.1.1 Enterprise Oversight & Policy $106,023 $110,492 $764,782
Strategy A.1.2 Integrated Eligibility &
Enrollment $10,307,298 $16,556,258 $1,002,907
Strategy A.2.1 Consolidated System Support $228,737 $30,698 $157,509
Strategy D.1.2 Refugee Assistance $30,013,722 0
Strategy D.2.1 Family Violence Services $7,690,496 $17,290,925 0
Strategy D.2.2 Alternatives to Abortion $1,150,000 $3,000,000 0

General Revenue sources are primarily administrative matches for the Medicaid (50 percent),
SNAP (50 percent) and CHIP (28 percent) programs with corresponding federal funds with the
addition of federal TANF and Refugee funding. In FY 2012, the Family Violence Program was
appropriated GR dedicated funding from the Compensation to Victims of Crime Account 469.
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The following programs have specific federal grant funding or utilize federal TANF or TANF to
Title XX funding: Family Violence, Refugee, Healthy Marriage, Healthy Marriage and
Alternatives to Abortions. The Refugee Program is 100 percent federally funded. The
allocation of administrative funding is primarily derived using a cost allocation factor of
eligibility client counts of HHSC programs. Other Funds represent interagency contracts with
the Texas Workforce Commission and the Texas Department of Agriculture to provide child care
and summer nutrition information and referral as well as cost allocation billings based on the
oversight and indirect administration factors.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

External Programs

Texas Department of Family & Protective Services (DFPS)

FVP and DFPS both provide services to children who are victims of abuse. However, the focus is
different. DFPS focuses on protecting/removing the children from harm and FVP protects and
serves both the adult victim and children.

Texas A&M University/Local Governments

HHSC and these organizations have established community resource centers along the border
region and manage promotoras working for the university. The Border Affairs unit has specific
contracts to increase the number of promotoras in the border region.

I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

Family Violence Program

A MOU between DFPS and the FVP service providers establishes a guiding framework for
working together. The agreement acknowledges the critical importance of confidentiality when
providing services to victims of family violence and their children. The agreement also provides
clear parameters for FVP centers navigating disclosure of identifying information and promotes
cross-training.
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J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

Department of State Health Services (DSHS)

DSHS coordinates with local health departments to provide health screenings services for all
newly arriving refugees through the Refugee Health Screening Program (RHS). The program
screens refugees for health problems and conducts follow-up services for treatment. HHSC
contracts with DSHS to provide these services. HHSC also contracts with DSHS to provide
information and referral services for flu-symptoms through 2-1-1.

Department of Family and Protective Services

DFPS’ Unaccompanied Refugee Minors Program provides foster care and child welfare services
for refugee children who arrive in the United States without parents or other relatives. HHSC
contracts with DFPS to provide these services.

Texas Workforce Commission

TWC educates parents about the availability of quality child care and child care subsidies
through the Child Care Information and Referral Services. HHSC contracts with TWC to provide
Texans with information on these services through 2-1-1.

Texas Department of Agriculture (TDA)

TDA delivers a Summer Nutrition Program to feed children living in low-income areas. HHSC
contracts with TDA to provide Texans with information on these services through 2-1-1.

Texas Department of Housing and Community Affairs (TDHCA)

TDHCA provides information about housing and related resources for people with disabilities.
HHSC contracts with TDHCA to provide Texans with disabilities information on these services
through the 211Texas.org website

Administration for Children & Families (ACF)

ACF promotes the economic and social well-being of families, children, individuals, and
communities. It also provides federal funding, which is managed by CAS staff and allocated to
family violence service providers through HHSC’s FVP contracts.
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Office of Refugee Resettlement (ORR)

ORR provides newly arriving populations in need with critical resources to assist them in
becoming integrated members of American society. ORR provides funding and discretionary
grants to HHSC to provide resources and services for trafficking victims.

U.S. Department of Agriculture, Food and Nutrition Service (FNS)

FNS funds the SNAP-Ed program to improve the likelihood that persons eligible for SNAP will
make healthy choices within a limited budget and choose active lifestyles. FNS guidance for
SNAP-Ed program activities and FNS Regional Office in Dallas provides technical assistance and
clarification of policies and procedures. FNS also reviews and approves HHSC’s SNAP outreach
plan, and funding.

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

The majority of CAS programs contract with faith and community-based organizations and state
agencies to provide direct health and human services to eligible recipients of the program.
Most of the contracts are financial, but the Community Partner Program primarily operates
with non-financial Memorandums of Understanding. Additionally, some CAS programs have
contracts with organizations to provide program support services such as Training and
Technical Assistance for Family Violence contractors. CAS Program and Contract staff prepare
and review contracts, budgets, and plans of operation, provide technical assistance, and review
monthly and quarterly activity reports for compliance with fiscal and program performance
requirements. CAS staff conducts programmatic and fiscal onsite monitoring based on an
internal risk assessment process. Most contractors are required to submit an independent
audit conducted in accordance with the Federal Office of Management & Budget (OMB)
Circular A-133. This information is sent directly to the HHSC Office of Inspector General and
subsequently results are forwarded back to the program staff.

Federal allocations are often received late in the fiscal year which can prevent HHSC from
finalizing all contracts in a timely manner.

The amount of contracted expenditures in fiscal year 2012: $87,519,986

The number of contracts accounting for those expenditures: 227
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1. Refugee Health Screening
Fiscal year 2012 expenditures: $9,787,856
The Department of State Health Services provides refugee health screening
services through local clinics.

2. Community Partner Program
Fiscal year 2012 expenditures: $4,446,160
The Texas Food Bank Network provides community education, client application
assistance, and SNAP interviews.

3. SNAP-Ed
Fiscal year 2012 expenditures: $7,021,665
Texas Agrilife provides nutrition education.

4. Refugee Support Services
Fiscal year 2012 expenditures: $6,289,693
Department of Family and Protective Services provides support services to
unaccompanied refugee minors

5. Alternatives to Abortion
Fiscal year 2012 expenditures: $4,150,000
Texas Pregnancy Care Network provides pregnancy and parenting information,
mentors, access to social service programs, and material goods.

L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

N/A

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

N/A
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0. Regulatory programs relate to the licensing, registration, certification, or permitting of

a person, business, or other entity. For each regulatory program, if applicable,
describe:

why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;
follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

procedures for handling consumer/public complaints against regulated entities.

N/A

P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VIl. GUIDE TO AGENCY PROGRAMS - CONTINUED
The Medicaid/CHIP Division — Kay Ghahremani; 268.5 FTEs

Introduction

The Medicaid/CHIP Division (MCD) develops and oversees Texas Medicaid and Children’s Health
Insurance Program (CHIP) polices that determine client services and provider reimbursements
while complying with federal program mandates. MCD develops fee-for-service and managed
care client services through key program areas such as implementation and operations of the
Texas Healthcare Transformation and Quality Improvement Program 1115 Waiver and Cost
Containment, Policy Development, Medicaid-related Health Information Technology, Vendor
Drug Program, Program Operations, Project Management, and Operations Coordination.

Organizational Structure

The Medicaid/CHIP Division is focused on improving the quality and efficiency of services in the
following ways.

Developing clear client program services including individual policy interpretations.

e Encouraging agency-wide policy development discussions (including daily client policy
interpretations) for consistent client policy direction.

Paying provider reimbursements quickly and correctly.

e Working with the Medicaid claims administrator to identify, address, and remedy all
provider payment issues in a timely manner.

Proactively engaging with federal partners on Texas Medicaid program development.

e Interacting on each project to manage federal program/project mandates with Texas
interests.

Effective contract management including quality care measurement.

e As Medicaid processing and projects become more contract based, focus employee time
and skills toward effective contract management.

Office of the Associate Commissioner

The Associate Commissioner, who is hired by the chief deputy commissioner, is responsible for
managing the day-to-day operations of the Medicaid/CHIP Division. Major responsibilities
include directing the operations, development, and implementation of Medicaid and CHIP
program policy as directed by the legislature, the federal government, and the executive
commissioner. This area identifies and implements business process changes to increase the
efficiency of Medicaid and CHIP program operations.
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To efficiently and effectively serve Medicaid and CHIP clients, providers, and federal
requirements, MCD must provide current policy expertise while developing and implementing
legislative mandated program changes. In 2012, in response to the expansion of the managed
care service model, MCD underwent an organizational redesign. MCD consists of seven areas
under the oversight of the Associate Commissioner. The areas include: Texas Healthcare
Transformation and Quality Improvement Program 1115 Waiver and Cost Containment, Policy
Development, Medicaid Health Information Technology, Vendor Drug Program, Program
Operations, Program Management, and Operations Coordination.

1115 Waiver and Cost Containment

The 1115 Healthcare Transformation and Quality Improvement Waiver allows the state to
expand Medicaid managed care while preserving hospital funding, providing healthcare
improvement incentive payments, and directing more funding to hospitals that serve large
uninsured patient populations.  The Cost Containment area oversees analysis and
implementation of Medicaid and CHIP cost savings proposals identified by the Legislature or
developed by HHSC staff. The 1115 Waiver and Cost Containment functions are described in
Section VII.

Policy Development

The Policy Development area develops policies and procedures to support Medicaid programs
and services including implementation in accordance with federal and state laws, regulations,
and guidance. This area is responsible for MCD program policy analysis, development, and
implementation; rules coordination; Medicaid state plan amendments (SPAs); and Medicaid
waivers oversight. Policy Development functions are described in Section VII.

Medicaid Health Information Technology

The Medicaid Health Information Technology area fosters innovative use of health information
technology and enabling evidence-based decisions for continuous improvement of Medicaid
care quality. This area implements solutions to display health information to Medicaid
providers and clients through web-based portals via the Medicaid Eligibility and Health
Information Services (MEHIS) system and administers the electronic health records incentive
program. Medicaid Health Information Technology functions are described in Section VII.

Vendor Drug Program

The Vendor Drug Program provides statewide access to covered outpatient drugs for recipients
enrolled in Medicaid, the Children with Special Health Care Needs (CSHCN) Services program,
and the Kidney Health Care (KHC) program. VDP oversees the administration of drug benefits
by Medicaid managed care plans and manages fee-for-service client drug benefits. VDP helps
ensure appropriate use of medications; monitors pharmacy provider compliance with program-
related laws, regulations, and policies; and directly resolves pharmacy issues. Vendor Drug
Program functions are described in Section VII.
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Program Operations

The Program Operations area’s objectives are to provide better access to healthcare services,
improve quality, promote service appropriate utilization and contain costs. Program
Operations’ major activities include developing and operating managed care models to provide
a medical and dental home; develop and maintain provider networks; performing utilization
reviews and utilization management; managing Medicaid and CHIP contracts; and quality
assessment and performance improvement. Program Operation functions are described in
Section VII.

Project Management

The Project Management area is responsible for ensuring coordination across MCD for all major
legislative and leadership-directed initiatives. This area works with other MCD program areas
to identify major implementation timelines and milestones for complex initiatives. The area
also oversees implementation of federally-required initiatives, including those related to the
Affordable Care Act. Project Management functions are described in Section VII.

Operations Coordination

The Operations Coordination area develops, oversees, and performs functions related to
information technology operational systems processing, data management, analysis, and
reporting. Operations Coordination works on eligibility and enrollment operations within MCD,
MCD information technology program development and oversight, and provider claims
oversight. Operations Coordination functions are described in Section VII.

Introduction: Medicaid Overview

Medicaid is a joint federal-state entitlement program, enacted in 1965 under Title XIX of the
Social Security Act, that pays for medical care for certain groups of low-income persons who
have limited or no medical insurance. Federal and state laws define the Medicaid client
population, with the overall objective to improve the health of people who might otherwise go
without medical care for themselves and their children. Initially, federal law limited Medicaid
program participation to people receiving cash assistance (Temporary Assistance for Needy
Families or Supplemental Security Income). However, Texas Medicaid is now available for low-
income families, non-disabled children, related caretakers of dependent children, pregnant
women, the elderly, and people with disabilities. As of June 28, 2013, approximately 3.4 million
Texans received Medicaid benefits.

Funding

The federal government does not, and states cannot, limit the number of eligible people who
can enroll, and Medicaid must pay for any services covered under the program. Medicaid is
jointly financed by the federal government and the states. The federal share is determined
annually based on the average state per capita income compared to the U.S. average, known
as the federal medical assistance percentage (FMAP). Each state’s FMAP is different. In Texas,

VII. Guide to Agency Programs— 173 HHSC
Medicaid and CHIP Division



for federal fiscal year 2011, the federal government funded 60.41 percent of the cost of the
Texas Medicaid program, while the state funded the other 39.59 percent.

Federal Oversight

All states must administer the Medicaid program within the general requirements of federal
law and regulations as overseen by the Centers for Medicare & Medicaid Services (CMS).
Required by federal law, each state completes a Medicaid State Plan that functions as the
state’s contract with CMS. The State Plan documents the specific services, eligible populations,
and payment methodologies that comprise the Texas Medicaid program.

Significant changes to a state’s Medicaid program require the state to submit a state plan
amendment for CMS approval. Additionally, federal law allows states to apply to CMS for
permission to depart from certain Medicaid requirements through waiver programs. Waivers
allow states to operate their Medicaid programs under three exclusions: exceptions to
Medicaid’s basic principles, required array of benefits, mandated eligibility and income groups,
or combinations of these. The following section contains additional information regarding the
waiver process.

HHSC Program Delivery

Federal Medicaid regulations require each state to designate a single state agency responsible
for the state’s Medicaid program. Designated in 1993 as the single state agency to oversee
Texas’ Medicaid program, the Health and Human Services Commission’s (HHSC) responsibilities
include:

serving as the primary point of contact with the federal government;

establishing policy direction for the Medicaid program;

administering the Medicaid State Plan;

working with the various state departments to carry out certain operations of the Medicaid

programs;

e operating the state’s acute care, vendor drug, 1115 Transformation Waiver, and managed
care programs (except NorthSTAR, a managed care program overseen by the Department of
State Health Services (DSHS) that provides integrated behavioral health care to eligible
residents in Dallas and contiguous counties);

e determining Medicaid eligibility (the Social Services section of this report contains a
description of the eligibility determination process);

e approving Medicaid policies, rules, reimbursement rates, and oversight of operations of the
state departments’ operating Medicaid programs; and

e organizing and coordinating initiatives to maximize federal funding.

Under federal law, HHSC is allowed to delegate some of its functions to other state agencies
and departments, so long as it retains administrative discretion in program administration or
supervision and the adoption or approval of program policy. HHSC must also monitor
delegation function for quality-of-care initiatives and program integrity. The passage of H.B.
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2292, in 2003, resulted in the reorganization of Texas’ health and human services operating
departments. The figure below shows the Medicaid-related responsibilities of each operating
department as it exists today.

Unique Aspects of Texas Medicaid

System Delivery

Texas Medicaid is offered through two service models: fee-for-service and managed care. In
traditional Medicaid fee-for-service, physicians and other providers receive payment for each
unit of service they provide. In Texas, most Medicaid services are delivered through managed
care organizations (MCO) under state contract. Medicaid Managed Care is the system where
the overall care of a patient is overseen by a single provider organization. During the past few
years, Texas Medicaid has moved towards a managed care model to provide better access to
healthcare services, improve quality, promote appropriate utilization of services, and contain
costs. As of June 28, 2013, approximately 2.8 million members (86 percent) of the Medicaid
population were enrolled in managed care.

Contracting

The Medicaid/CHIP programs have become more complex through the years. In response,
HHSC administers these programs through a large number of contracts. The five largest
contracts within the Medicaid/CHIP Division (MCD) are as follows:

e Vendor Drug Program Pharmacy Providers — $12.2 billion;

e MCO service contracts which include dental maintenance organizations — $10.3 billion;

e Texas Medicaid & Healthcare Partnership (TMHP) claims administrator contract — $166.4
million. The TMHP contract is funded by multiple agencies within the HHS System including
the Department of Aging and Disability Services and the Department of State Health
Services;

e Enrollment Broker Services — $71.2 million; and

e External Quality Review Organization (EQRO) — $11.6 million.

Contracts are explained in more detail in the following Guides to Agency Programs:

e Program Operations and
e Vendor Drug Program.

Introduction: CHIP Overview

The Balanced Budget Act of 1997 established a new state children’s health insurance program
under Title XXI to the Social Security Act. The program’s objective is to provide health
insurance to low-income, uninsured children in families with incomes too high to qualify for
Medicaid but too low to afford private health insurance. Similar to Medicaid, the Children’s
Health Insurance Program (CHIP) is jointly funded by the federal government and states.
However, unlike Medicaid, the total amount of yearly federal funds allotted to the program is
capped as is the amount of funds allotted to each state. Each state is allotted a federal portion
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based on a formula set in federal statute and receives federal matching payments up to the
established allotment.

To be eligible for this program, states must submit a state plan, which like Medicaid, must be
approved by the Centers for Medicare & Medicaid Services (CMS). The State Plan documents
the specific services, eligible populations, and payment methodologies that comprise the Texas
CHIP program, and functions as the State’s contract with CMS. Significant changes to the
program require the state to submit an amendment for CMS approval. CMS also approves any
waivers for which states can apply. These waivers allow for flexibility to test new or existing
ways to deliver and pay for healthcare services. After obtaining state and federal approval, in
July 1998 Texas began providing Medicaid to children ages 15 to 18 under 100 percent of the
federal poverty level (FPL). In May 2000, Texas began covering, in CHIP, uninsured children
from birth through age 18 with family incomes up to 200 percent of the FPL. The CHIP program
is offered statewide and serves xx number of Texas children.

In 2013, the following are services covered under CHIP:

e inpatient general acute and inpatient rehabilitation hospital services;

e surgical services;

e transplants;

e skilled nursing facilities (including rehabilitation hospitals);

e outpatient hospital, comprehensive outpatient rehabilitation hospital, clinic (including
health center), and ambulatory healthcare center services;

e physician/physician extender professional services (including well-child exams and

preventive health services such as immunizations);

laboratory and radiological services;

durable medical equipment, prosthetic devices, and disposable medical supplies;

home and community-based health services;

nursing care services;

inpatient and outpatient mental health services;

inpatient and residential substance abuse treatment services;

e rehabilitation and habilitation services (including physical, occupational, and speech

therapy, and developmental assessments);

hospice care services;

emergency services (including emergency hospitals, physicians, and ambulance services);

emergency medical transportation (ground, air, or water);

care coordination;

case management;

prescription drugs;

dental services;

vision;

chiropractic services; and

tobacco cessation.
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Some families in CHIP pay an annual enrollment fee to cover all children in the family. CHIP
families also pay co-payments for doctor visits, prescription drugs, inpatient hospital care, and
non-emergent care provided in an emergency-room setting. CHIP annual enrollment fee
amounts and co-payments, also referred to as cost-sharing, vary based on family income. In
addition, the total amount that a family is required to contribute out-of-pocket toward the cost
of healthcare services is capped based on family income.

The 2006-2007 General Appropriations Act, 79" Legislature, Regular Session, 2005, authorized
HHSC to expend funds to provide unborn children with health benefit coverage under CHIP.
The result was the CHIP Perinatal program which began in January 2007. CHIP perinatal
services are for the unborn child of pregnant women who are uninsured and do not qualify for
Medicaid. Premium rates for the CHIP Perinatal program are derived using a methodology
similar to CHIP, with the differences being the absence of acuity adjustment with more focused
scope of benefits and membership in CHIP Perinate.

CHIP services are delivered by managed care organizations (MCOs) selected by the state
through a competitive procurement. As of March 1, 2012, there were 10 service delivery areas
with a total of 17 MCOs statewide. Enrollees residing in a CHIP service delivery area have a
choice of at least two or more MCOs. To provide CHIP members with a choice of dental plans,
HHSC expanded the number of dental managed care plans from one to two.

Today, the CHIP caseload is approximately 593,000 clients with $975.2 million total
expenditures (federal and state).
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VII. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

1115 Healthcare Transformation and Quality

Name of Program or Function . .
g Improvement Waiver and Cost Containment

4900 N. Lamar Blvd., Austin, Texas

Location/Division Brown-Heatly Building/Medicaid/Chip Division
(MCD)

Contact Name Lisa Kirsch, Deputy Director

Actual Expenditures, FY 2012 $658,580

Number of Actual FTEs as of June 1, 2013 | 11

The 2012-2013 General Appropriations Act, H.B.
1, g2 Legislature, Regular Session, 2011 and
S.B. 7, g2 Legislature, First Called Session,
2011, required HHSC to expand Medicaid
managed care services to achieve program
savings. HHSC was directed to preserve federal
hospital funding (historically received as
supplemental payments under the Upper
Payment Limit (UPL) program) to make up the
difference between what Medicaid pays for a
service and what Medicare would pay for the
same service. HHSC received CMS approval for
an 1115 Transformation Waiver to comply with
this requirement.

Statutory Citation for Program

Cost Containment: General Appropriations Act,
Rider numbers change each legislative session.

B. What is the objective of this program or function? Describe the major activities
performed under this program.

The 1115 Healthcare Transformation and Quality Improvement Waiver allows the state to
expand Medicaid managed care while preserving hospital funding, provide incentive payments
for healthcare improvements, and direct more funding to hospitals that serve large uninsured
patient populations. The federal Centers for Medicare & Medicaid Services (CMS) allows states
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the option of federal funding for demonstration projects. This option allows CMS and the
states more flexibility in designing programs to ensure delivery of Medicaid services. Through a
waiver, CMS waives a state’s compliance with various aspects of the Social Security Act. The
federal authority for a demonstration project is Social Security Act, Section 1115(a).

Texas submitted a waiver application to CMS for the Healthcare Transformation and Quality
Improvement Waiver. In December 2011, Texas received federal approval for an 1115 waiver.
The 1115 Waiver demonstration period is from December 2011 through September 30, 2016.
There are $11.4 billion (all funds) available over five years (December 12, 2011 - September 30,
2016) to support Delivery System Reform Incentive Payment (DSRIP) projects to improve
healthcare delivery in Texas, targeting the Medicaid and low-income uninsured populations.
The Transformation Waiver Operations area oversees the implementation and roll-out of the
DSRIP portion of the waiver.

Major activities include:

e review and submission of more than 1,300 proposed DSRIP projects from all 20 Regional
Healthcare Partnerships (RHPs) to the federal Centers for Medicare & Medicaid Services
(CMS);

e review and submission of outcome measures associated with each project;

e development of policies and protocols, reporting measures, tools and guidelines;

e ongoing and extensive technical assistance for Regional Healthcare Partnership anchoring
entities and providers related to areas including project plan corrections, milestone and
metrics reporting, and outcome measures;

e ongoing and extensive submission of information to CMS to support waiver
implementation; and

e monitoring of DSRIP projects, including through formal waiver evaluation, review of metric
reporting, and a monitoring contract that is planned to be in place by fall 2013.

The Cost Containment area (CC) oversees analysis and implementation of Medicaid and
Children’s Health Insurance Program (CHIP) cost savings proposals identified by the Legislature
or developed by Health and Human Services Commission (HHSC) staff. Medicaid CC activities
are reductions to Medicaid programs or mandated efficiencies required to achieve overall
Medicaid and CHIP and HHSC cost savings. These requirements are included in HHSC’s budget
assumptions for the upcoming biennium. Since reductions are already assumed in the budget
assumptions, it is the responsibility of HHSC to find and make policy and program reductions
that correspond with the budget reductions. The projects identified in the rider text have
assumed savings, but once the agency begins implementation of those items there could be
increased or decreased cost savings.

Conversations are ongoing with legislative leadership to provide status updates to cost savings
including additional savings or projects with savings amount lower than the assumptions. Some
examples of cost containment initiatives from fiscal years 2012-2013 include the expansion of
Managed Care, reductions in provider rates, and the expansion of prescription drug benefits to
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managed care. Examples of cost containment initiatives from fiscal years 2014-2015 include
stronger prior authorization requirements, the expansion of utilization and prior authorization
reviews, and improved care coordination through a capitated managed care program for a fee-
for-service populations.

CC coordinates with and supports HHSC’s Financial Services Division (FSD) in the analysis of
proposed Medicaid and CHIP savings initiatives. Staff works closely with System Forecasting
and Actuarial Services within FSD when developing cost savings proposals of publicly funded
programs administered by HHSC or in analyzing legislative proposals. CC assists HHSC program
staff in identifying operational details involved in the implementation of cost containment
initiatives and monitors compliance with implementation deadlines.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

For the 1115 Waiver, since the DSRIP program is still in early implementation, HHSC plans to
evaluate its effectiveness and efficiency both through federally required waiver evaluation and
a state DSRIP monitoring contractor, which is expected to be procured by Fall 2013.

For the 2012-2013 biennium, cost containment activities overseen by CC saved state taxpayers
an estimated $650.7 million. The 2012-2013 General Appropriations Act, included several cost-
containment initiatives and additional savings were also achieved through funding reductions
and the expansion to new service areas within existing managed care programs.

CC had direct monitoring and oversight responsibility for HHSC Rider 61 (Medicaid Funding
Reductions) and for the additional cost containment Article 1l, Special Provisions, Section
17(c)(3), Medicare Equalization.

The 82™ Legislature, 2011, identified savings targets for each item. In October 2012, FSD
estimated savings achieved to date for each Rider 61 initiative. FSD is in the process of
updating these estimates based on recent claims data. As of the October estimate, nearly 80
percent of the cost containment objectives had been achieved.

CC also had responsibility for implementation of the Medicare Equalization policy, as required
by Article Il, Special Provisions, Section 17(c)(3). The estimated savings associated with this
policy change is $295.7 million in General Revenue. The policy became operational on January
1,2012.

The 2014-2015 General Appropriations Act, directed HHSC to implement several cost-
containment initiatives to realize savings during the biennium.
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D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

The 1115 waiver was approved by CMS in December 2011. While the overall focus of the
waiver has not changed, the staffing and operations of the program have evolved over time to
support waiver implementation. Services and functions are also contingent on agreement from
CMS. Some of the key items that have changed since CMS approved the waiver are as follows.

e In addition to hospitals, certain providers are eligible to perform DSRIP projects, including
physician groups affiliated with academic health sciences centers, community mental health
centers, and local health departments.

e Timelines have shifted for DSRIP project implementation due to ongoing federal project
approvals, including decisions regarding acceptable monetary valuation of each project.

E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

The 1115 Transformation Waiver affects all areas of the state. The patient focus of the projects
is on persons who have Medicaid or who are low-income and uninsured, but every Texan is
potentially impacted. Regarding participating DSRIP entities, there are 20 anchoring entities
(largely public hospitals) that coordinate each of the 20 Regional Healthcare Partnership plans
across the state. Based on the RHP plans that HHSC submitted to CMS, there were about 300
DSRIP providers that proposed projects, including 224 hospitals (public and private), 38
community mental health centers, 20 local health departments, and 18 physician practices.

The functions of CC affect HHSC’s overall success at achieving legislatively directed cost-
containment objectives. Successful cost containment outcomes benefit millions of state and
federal taxpayers and could yield cost savings that are redistributed back into Medicaid/CHIP
programs.

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

The 1115 Waiver and Cost Containment area consists of two functional areas: Transformation
Waiver Operations group and Cost Containment. This area is managed by the Deputy Director
for Healthcare Transformation Waiver Operations and Cost Containment.
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Transformation Waiver Operations

The Transformation Waiver Operations group oversees the implementation and roll-out of the
DSRIP portion of the waiver. This group’s responsibilities include: 1) ongoing communication
with CMS; 2) working with RHP on a continuous basis; 3) verifying appropriate documentation
is provided to CMS; and 4) making any necessary changes to the waiver itself. This area works
with policy development support to submit waiver amendments.

Cost Containment

The Cost Containment area (CC) oversees analysis and implementation of Medicaid and
Children’s Health Insurance Program (CHIP) cost savings proposals identified by the Legislature
or developed by Health and Human Services Commission (HHSC) staff. CC also supports the
HHSC Financial Services Division (FSD). In the legislative interim, the focus shifts to
implementation and operations, where CC works closely with Medicaid/CHIP Division Policy
Development and Program Management staff to identify policy and operational issues related
to individual cost-containment items and to assess the fiscal impact of program changes. CC
tracks compliance to cost-containment milestones and objectives on an ongoing basis, alerts
program staff with operational responsibility regarding upcoming deadlines, and reports the
status of individual items to HHSC executive leadership. CC is currently tracking the progress of
a number of Rider 51 items.

All of the program’s employees operate in the central office of HHSC.

G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

Transformation Waiver Policy and Operations

General Revenue: $240,978
Federal: $277,602
General
Revenue/GR-D Federal Other
B.3.1 Medicaid Contracts & Administration $215,282 $215,282 0
C.1.4 CHIP Contracts & Administration $25,695 $62,320 0

General Revenue sources are administrative matches for the Medicaid (50 percent) and CHIP
(28 percent) programs with corresponding federal funds. The allocation of funding is derived
using a cost allocation factor of Medicaid and CHIP client counts.
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Cost Containment

General Revenue: $70,000
Federal: $70,000
General
Revenue/GR-D Federal Other
B.3.1 Medicaid Contracts & Administration $70,000 $70,000 0

General Revenue sources are administrative matches for the Medicaid (50 percent) program
with corresponding federal funds.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

N/A

I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

N/A

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

The program works extensively with local, regional, and federal units of government. The
Centers for Medicare & Medicaid Services provides guidance and oversight. Various local and
regional entities, including units of government, are involved in the Regional Healthcare
Partnerships and/or are performing providers for DSRIP projects.

CC does not work with local or regional units of government. However, CC may coordinates
with the federal Centers for Medicaid and Medicare Services regarding operation of the Texas
Section 1115 Demonstration Waiver when cost-containment initiatives impact the Section 1115
Demonstration waiver.
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K. If contracted expenditures are made through this program please provide:
e a short summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

The Medicaid/CHIP programs have become more complex through the years. In response,
HHSC administers these programs through a large number of contracts. Many of these
contracts cover various areas within the Medicaid/CHIP Division. For this reason, the five
largest contracts are outlined in the following areas responsible for contract management and
oversight:

e Program Operations Guide to Agency Programs, Section K, and
e Vendor Drug Program Guide to Agency Program, Section K.

L. Provide information on any grants awarded by the program.

This area does not award grants.

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

N/A

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

The Texas Healthcare Transformation and Quality Improvement Program 1115 Waiver
preserves former Upper Payment Limit funding under a new methodology and allows for
Medicaid managed care expansion to additional areas of the state. Under the waiver,
supplemental payment funding, managed care savings, and negotiated funding are in two
statewide pools worth $29 billion (all funds) over five years (the waiver ends September 30,
2016). Funding from two pools will be distributed to hospitals and other providers to support
the following objectives: 1) an uncompensated care (UC) pool to reimburse for uncompensated
care costs (Medicaid shortfall and uncompensated care for the uninsured) as reported in the
annual waiver application/UC cost report; and 2) a Delivery System Reform Incentive Payment
(DSRIP) pool to incentivize hospitals and other providers to transform their service delivery
practices to improve quality, health status, patient experience, coordination, and cost-
effectiveness.
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Both the UC and DSRIP pools are funded at the federal matching assistance percentage (FMAP)
rate, which varies by federal fiscal year. For Texas the FMAP is approximately 58 percent
federal funds matched with 42 percent non-federal funds. The non-federal share for the UC
and DSRIP pools comes from intergovernmental transfers (IGT) primarily from local public
entities.

Within HHSC, the Transformation Waiver Operations team focuses on the DSRIP program, while
the Rate Analysis team focuses on the UC program. The managed care portion of the waiver is
administered by the Medicaid/CHIP managed care unit. The waiver will operate over five years,
ending in September 2016. It is expected that the state will request a renewal of the waiver.

0. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

[ ]
[ ]
[ ]
e procedures for handling consumer/public complaints against regulated entities.

Medicaid/CHIP is not a regulatory program.

P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VII. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Name of Program or Function Policy Development

4900 N. Lamar Blvd., Austin, Texas

L ion/Divisi
ocation/Division Brown-Heatly Building/MCD

Contact Name Michelle Harper, Deputy Director

Actual Expenditures, FY 2012 $6,620,599

Number of Actual FTEs as of June 1, 2013 | 62.5

42 United States Code (U.S.C.) §§1396, et seq.
(Medicaid)

Statutory Citation for Program 42 U.S.C. §§ 1397aa, et seq (CHIP)

Title 1 Part 15, Texas Administrative Code
Chapter 32, Texas Human Resources Code

B. What is the objective of this program or function? Describe the major activities
performed under this program.

The Policy Development area includes Policy Development (PD) and Policy Development
Support (PDS). These units are responsible for MCD program policy analysis, development, and
implementation; rules coordination; Medicaid State Plan Amendments (SPAs) for both Texas
Medicaid and CHIP Programs; and Medicaid waivers oversight, including waivers administered
by HHSC, DADS, and DSHS. The primary objective of this area is to develop policies and
procedures to support Medicaid and CHIP programs and services including implementation in
accordance with federal and state laws, regulations, and guidance. Functions of this area
include the following.

e Lead legislative analysis for Medicaid/CHIP during the Legislative Session. During the
interim, staff work on legislative reports and respond to information requests.

e Research, develop, and coordinate program and medical policy implementation resulting
from federal or state legislation, regulations, or other official guidance.

e Research and respond to legislative and stakeholder information requests related to
Medicaid and CHIP.

e Serve as the single point of contact for the Centers of Medicare & Medicaid Services (CMS);

e Submit and coordinate Medicaid and CHIP State Plan amendments to accurately reflect
reimbursement rates and program policy for compliance with federal Medicaid
requirements.
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Coordinate the Medicaid and CHIP rules process and develop timelines to ensure to adopt
rules as required by state law.

Oversight of Medicaid waivers for compliance with federal regulations and timely
submission of reports and waiver amendments.

What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

During the 83™ Legislative Session 2013, PD completed 543 bill analyses.

PD averages 42 rule packets per year.

PDS averages 60 SPAs per year. Each year, PDS processes an average of 70 CMS requests
for additional information (RAIs) for the SPA submissions (both informal and formal RAIs).
PDS is responsible for the oversight of 11 Medicaid waivers, including the renewal and
submission of waiver amendments to CMS. In 2013, PDS has completed four CMS requests
for evidentiary information and seven waiver renewals. PDS completes annual reporting on
each waiver to demonstrate program compliance and budget or cost neutrality, or cost
effectiveness, depending on waiver type.

CMS requires states to have a comprehensive quality strategy with quality measures for
each individual waiver. PDS meets with CMS on a monthly and quarterly basis to analyze
and review quality data reports, identify trends, remediate concerns, and determine
improvement plans.

PD compiles CHIP program quality data and submits the CHIP annual report to CMS.

PD was responsible for implementing changes to ensure CHIPRA compliance. PD and PDS
also coordinate with MCD Project Management and Office of Social Services to implement
new initiatives related to the Affordable Care Act (ACA) CHIP eligibility requirements. This
will include five CHIP SPA submissions.

PD processes approximately three CHIP SPAs per biennium.

PD and PDS meet with CMS on an ad hoc basis to discuss new initiatives and any other
issues related to CHIP.

D. Describe any important history regarding this program not included in the general

agency history section, including how the services or functions have changed from the
original intent.

N/A
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E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

The Policy Development area engages in regular internal communications among HHSC System
staff. Staff responds to requests from internal stakeholders, coordinates with them to
complete assignments, and jointly develops information to be communicated to CMS (rules,
SPAs, and waivers). The PD staff works closely with Texas Medicaid & Healthcare Partnership
(TMHP), the Medicaid claims administrator and the CHIP vendor, MAXIMUS, on communicating
policy changes to all Medicaid provider types to accurately implement medical benefits. Policy
staff share pertinent information with internal staff overseeing managed care operations and
presents updates as requested at various provider stakeholder meetings. The Policy
Development area has recently established a stakeholder communications area to provide
accurate and consistent information to both provider and client groups regarding rules, state
plan amendments, waivers and waiver amendments, policy-related programmatic changes, and
medical policy. This area’s functions affect/impact Medicaid clients, Medicaid providers, CMS
(our federal partner), TMHP contract staff, MAXIMUS contract staff, internal HHS staff and
various stakeholders.

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

The Policy Development area is overseen by a Deputy Director and consists of two functional
areas: Policy Development (PD) and Policy Development Support (PDS). These units are
responsible for MCD program policy analysis, development, and implementation; rules
coordination; Medicaid State Plan amendments (SPAs) for both Texas Medicaid and CHIP
Programs; and Medicaid waivers oversight, including waivers administered by HHSC, DADS, and
DSHS.

Policy Development

PD is responsible for research, analysis, and development of Medicaid and CHIP program policy
and collaboration on medical policy.

Policy Development Support

PDS is responsible for rules coordination, State Plan amendments and support, waiver
oversight, and stakeholder communications.
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G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

Policy Development

General Revenue: $1,948,607

Federal: S4,443,827
General
Revenue/GR-D Federal Other
A.1.1 Enterprise Oversight & Policy $269,462 $269,462 0
B.3.1 Medicaid Contracts & Administration $1,679,146 $4,174,366 0

The Medicaid share of Policy Development appropriations is in Strategy B.3.1 Medicaid
Contracts and Administration. General Revenue is the 50 percent and 25 percent
administrative match for Medicaid with corresponding Medicaid federal funds. The allocation
of funding is derived using a cost allocation factor of Medicaid and CHIP client counts or direct
charges to the Medicaid program. There is also a 100 percent federally funded grant and 100
percent GR for the Texas Women’s Health Program.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

PD leads legislative analysis for bills impacting Medicaid/CHIP. One main objective of
identifying a lead area within Medicaid/CHIP is to limit duplication of efforts by Medicaid/CHIP
staff during the legislative analysis process. During medical policy development, PD leads
analysis and research related to the non-clinical policy and works closely with the Office of the
Medical Director staff performing clinical analysis. During the development of program policy,
PD performs initial research, analysis, and implementation recommendations. Once a policy is
ready to implement, PD staff work with other areas within MCD and HHSC to transition the
project to the appropriate operational area.

PDS functions (rules, State Plan, and waiver oversight) are unique and targeted to key internal
stakeholders. These functions provide administrative structure to support programs, while
program staff (internal stakeholders) are responsible for program implementation and
operations. The new stakeholder communications area within PDS is collaborating with MCD
Communications to ensure no duplication of efforts.
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I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

Only MCD is responsible for development of program policy. However, PD participates in
weekly meetings with the Office of the Medical Director to ensure staff is performing tasks
unique to their role in the medical policy development process. PD staff develops work plans
for each project and work closely with Program Operations staff to ensure roles and
responsibilities are clearly defined.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

Medicaid State Plan Amendments (SPAs) and waiver oversight functions regularly involve
federal CMS communications. PDS engages in electronic and telephone conversations with
CMS on a daily basis. In general, these communications relate to:

e CMS approval of State Plan or waiver submissions;

e CMS formal and informal questions regarding such submissions and HHSC’s responses;
e general updates on pending or upcoming activities;

e CMS clarification of information at HHSC's request; and

e annual CHIP reporting requirement.

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

The Medicaid/CHIP programs have become more complex through the years. In response,
HHSC administers these programs through a large number of contracts. Many of these
contracts cover various areas within the Medicaid/CHIP Division. For this reason, the five
largest contracts are outlined in the following areas responsible for contract management and
oversight:

e Program Operations Guide to Agency Programs, Section K, and
e Vendor Drug Program Guide to Agency Program, Section K.
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L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

N/A

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

The PD area are responsible for MCD program policy analysis, development, and
implementation; rules coordination; Medicaid State Plan amendments (SPAs) for both Texas
Medicaid and CHIP Programs; and Medicaid waivers oversight, including waivers administered
by HHSC, DADS, and DSHS. The primary objective of this area is to develop policies and
procedures to support Medicaid and CHIP programs and services including implementation in
accordance with federal and state laws, regulations, and guidance.

The following links contain general Medicaid/CHIP program information, the Texas’ Medicaid
State Plan agreement with the federal government, and Medicaid provider instructions.

Texas Medicaid and CHIP in Perspective (“The Pink Book”):
http://www.hhsc.state.tx.us/medicaid/reports/PB9/TOC.shtml

Texas Medicaid State Plan:
http://www.hhsc.state.tx.us/medicaid/StatePlan.html

CMS information on Texas Medicaid, including waivers:
http://www.medicaid.gov/medicaid-chip-program-information/by-state/texas.html

TMHP Texas Medicaid Provider Manual:
http://www.tmhp.com/pages/medicaid/Medicaid Publications Provider Manual.aspx

VII. Guide to Agency Programs— 191 HHSC
Medicaid and CHIP Division


http://www.hhsc.state.tx.us/medicaid/reports/PB9/TOC.shtml
http://www.hhsc.state.tx.us/medicaid/StatePlan.html
http://www.medicaid.gov/medicaid-chip-program-information/by-state/texas.html
http://www.tmhp.com/pages/medicaid/Medicaid_Publications_Provider_Manual.aspx

O. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

procedures for handling consumer/public complaints against regulated entities.

Medicaid/CHIP is not a regulatory program.

P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VII. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Name of Program or Function Medicaid Health Information Technology

4900 N. Lamar Blvd., Austin, Texas

L ion/Divisi
ocation/Division Brown-Heatly Building/MCD

Contact Name Ramdas Menon, Deputy Director

Actual Expenditures, FY 2012 $267,994,693

Number of Actual FTEs as of June 1, 2013 | 6

American Recovery and Reinvestment Act
Statutory Citation for Program (ARRA) of 2009; H.B. 1218 (81°" Legislature,
Regular Session, 2009).

B. What is the objective of this program or function? Describe the major activities
performed under this program.

The Medicaid Health Information Technology (HIT) area focuses on fostering innovative use of
health information technology and enabling evidence-based decisions for the continuous
improvement of Medicaid care quality. Health Information Technology also implements
solutions to display health information to Medicaid providers and clients through web-based
portals.

Medicaid HIT has two primary functions.

Administer the Electronic Health Records (EHR) Incentive Program

Two sections of the American Recovery and Reinvestment Act (ARRA) of 2009 comprise the
Health Information Technology for Economic and Clinical Health (HITECH) Act. The goal is to
promote the adoption and meaningful use of health IT, including Electronic Health Records
(EHR) and Health Information Exchanges (HIE). One of the goals of this area is to use statewide
HIE networks to improve access to client clinical data, thus improving evidence-based decision-
making within Medicaid. The HITECH Act specifically authorizes the EHR Incentive Program,
which incents eligible medical professionals and hospitals to adopt and use certified EHR
technology.
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Implement and Administer the Medicaid Eligibility and Health Information Services (MEHIS)
System

The Center for Medicaid & Medicare Services (CMS) funded MEHIS to replace paper Medicaid
documentation with cards and automate eligibility verifications. In 2010, the project expanded
by combining it with other legislatively mandated requirements in H.B. 1218 (81" Legislature,
Regular Session, 2009). Key goals of MEHIS include:

e the replacement of paper Medicaid identification forms with plastic cards, including
creating a call center for clients to report card issues (H.B. 2292, 78" Legislature, Regular
Session, 2003);

e automation of Medicaid eligibility verification via provider and client portals;

e the ability to offer client and provider notification of Texas Health Steps (THSteps) services
and to generate standard and ad-hoc reporting for THSteps and other health data via these
portals;

e the ability to provide access to client health records electronically, which requires HHSC to
develop a process to ensure the privacy and security of Medicaid client information; and

e development of an electronic HIE system to improve the quality, safety, and efficiency of
healthcare services provided under Medicaid/CHIP.

Between May 2010 and June 2012, MEHIS deployed functionality above and beyond the HB
1218 requirements in several software releases. Improvements and additions to the systems
are ongoing.

To ensure coordination of services, MEHIS works closely with the following entities:

e HHSC-IT on all computer related issues;

e Office of Eligibility Services (OES) — For access to the most current eligibility data on clients;
and

e Department of State Health Services — To gain access on immunization data from the State’s
Immtrac Registry.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

EHR Incentive Program

The EHR Incentive Program began issuing incentives to eligible hospitals and professionals in
February 2011. As of July 2, 2013:

e eligible hospitals and professionals serving the Medicaid population received payments
totaling $519.3 million; and

e 285 HER eligible hospitals (EH) and 6,152 eligible professionals (EP) received incentive
payments.
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EPs and EHs are encouraged to attest to meaningful use and clinical quality measures for
receiving additional incentive funds after the first year. About 50 percent of EHs and just more
than 20 percent of EPs have attested to meaningful use after a year in the program. Under
program rules, providers are allowed to skip years before attesting to meaningful use.

MEHIS

MEHIS began generating plastic Medicaid cards in August 2011. Eligibility verifications began in
September 2011. MEHIS established web-based client and provider portals to check eligibility.
Clients are allowed to reorder or print a new Medicaid card. MEHIS works closely with the
Office of Eligibility Services and HHSC-IT to provide eligibility data as current as possible.

The web-based portals have been functional since August 2011. To facilitate access to the
portal (create a registration process for clients and providers), HHSC also implemented the
following technical elements required by H.B. 1218 (81" Legislature, Regular Session, 2009):

e an authentication process that uses multiple forms of identity verification before allowing
access to the system;

e technology that allows for patient identification across multiple systems; and

o the capability of appropriately and securely sharing health information with state and
federal emergency responders.

No clinical or claims-based information is available except for immunization registry data for
Medicaid clients.

The MEHIS metrics would include the following average monthly client and provider portal
usage statistics from April to June 2013:

e 106,829 eligibility verifications; and
® 66,659 client logins.

MEHIS issues plastic cards to Medicaid clients that replace paper identification forms. On
average, 446,929 cards per month were mailed during the April-June 2013 period.

MEHIS provides help-desk assistance to both providers and clients so that client-related issues
may be resolved. To help address provider and client issues, an interactive voice response
system was developed and implemented. On average, 1,620 provider calls and 20,858 client
calls were handled per month from April-June 2013. HHSC has taken the following additional
key steps to implement the requirements in H.B. 1218:

e establishing an HIE Advisory Committee which convenes four times annually to provide
oversight over all HHSC HIT and HIE related activities;

e providing access to client electronic health records (This required a comprehensive review
of federal and state laws regarding privacy and management of private patient information.
HHSC adopted the opt-out consent model for clients so they may opt out of having their
medical information shared with Medicaid providers. An agency-wide workgroup
(comprised of legal, clinical, and policy staff) was created to develop a comprehensive policy
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for displaying, using and exchanging sensitive Medicaid data electronically. Work is ongoing
and recommendations are expected in October 2013.); and

e completing the Medicaid HIE pilot requiring the exchange of prescriptions and information
between Medicaid and two local HIEs.

D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

In 2012, Texas Medicaid began enrolling more clients into managed care organizations (MCOs).
This expansion impacted MEHIS by increasing the number of cards needed, since fee-for-service
clients transitioning to MCOs necessitated the production of new cards.

MCOs are contractually required to establish patient portals. However, the scope of these
portals is still under discussion. As more Medicaid clients are served by MCOs, MEHIS has to
ensure no duplication of services between its services and those established by the MCOs.

A collection of federal and state laws discuss the treatment of sensitive client-level data,
including personal health information (PHI). HHSC does not currently have a comprehensive
policy in place that spells out who, when, and for what reasons PHI may be displayed, shared or
exchanged electronically. This delayed the deployment of a key MEHIS functionality: providing
access to client health records electronically. An agency-wide workgroup (comprising of legal,
clinical, and policy staff) is currently developing a comprehensive policy regarding these
matters.

E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

The EHR Incentive program targets eligible hospitals and professionals serving Medicaid clients.
Medicaid providers must meet the following eligibility requirements to participate in this
program.

Hospitals

e acute care hospitals (including Critical Access Hospitals and cancer hospitals) with at least
10 percent Medicaid patient volume; and
e children’s hospitals (no Medicaid patient volume requirements).

Professionals

e physicians (primarily doctors of medicine and doctors of osteopathy);
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nurse practitioners;

certified nurse-midwives;

dentists;

physician assistants who furnish services in a federally qualified health center or rural health
clinic that is led by a physician assistant; and

e optometrists (newly eligible).

To qualify for participation in the Medicaid EHR Incentive Program, an eligible professional
must also meet one of the following criteria:

e have a minimum 30 percent Medicaid patient volume;

e have a minimum 20 percent Medicaid patient volume, and be a pediatrician or pediatric
dentist; and

e practice predominantly in a federally qualified health center or rural health clinic and have a
minimum 30 percent patient volume attributable to needy individuals.

Under the Medicaid EHR Incentive Programs, eligible providers can qualify for incentive
payments if they adopt, implement, upgrade or demonstrate meaningful use of certified EHR
technology during the first participation year, or successfully demonstrate meaningful use of
certified EHR technology in subsequent participation years (skipping years is permissible in the
Medicaid incentive program).

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

The Medicaid HIT area is administered by the Deputy Director and consists of two functional
areas: Electronic Health Records incentives (EHR) and Medicaid Eligibility and Health
Information Services (MEHIS). Health Information Technology implements solutions to display
health information to Medicaid providers and clients through web-based portals.

EHR

This area uses statewide HIE networks to improve access to client clinical data, thus improving
evidence-based decision making within Medicaid. This area’s responsibility includes issuing
incentives to eligible hospitals and professionals serving the Medicaid population.

MEHIS

This area works to replace paper Medicaid documentation with cards and automated eligibility
information. This area’s responsibilities also include a call center for clients to report card
issues and creation/maintenance of provider and client portals. In addition to FTEs, the MEHIS
team is supported by three contracted employees, who perform a variety of functions ranging
from independent verification and validation to assisting with customer service.
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http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Meaningful_Use.html

G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

Health Information Technology

General Revenue: $5,523,175
Federal: $262,471,518
General
Revenue/GR-D Federal Other
B.3.1 Medicaid Contracts & Administration $5,523,175 $262,471,518 0

The technology grants are financed a federal grant authorized in the American Recovery and
Reinvestment Act at a 90 percent match rate, with the health provider certifying their state
share. The Medicaid and Eligibility Health Information System project and other administrative
support are matched at the Medicaid 50 percent rate.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

N/A

I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

Coordination of HIT and HIE activities within Texas is done via HHSC’s Office of e-Health
Coordination (OEHC). The Medicaid-HIT area works closely with OEHC to coordinate all HIT-
related activities within the Health and Human Services Commission through the auspices of
the HIE Advisory Committee, which monitors HIE related activities statewide.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.
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The EHR Incentive Program works closely with the Office of National Coordinator for Health
Information Technology and CMS since this program receives 90:10 federal financial
participation. CMS provides oversight of all HIT spending, including approving all contracts for
the EHR Incentive Program.

The program also works closely with the Office of e-Health coordination at HHSC as well as the
Texas Health Services Authority. MEHIS works closely with CMS because this program receives
federal financial participation.

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

The Medicaid/CHIP programs have become more complex through the years. In response,
HHSC administers these programs through a large number of contracts. Many of these
contracts cover various areas within the Medicaid/CHIP Division. For this reason, the five
largest contracts are outlined in the following areas responsible for contract management and
oversight:

e Program Operations Guide to Agency Programs, Section K, and
e Vendor Drug Program Guide to Agency Program, Section K.

L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

The following statutory changes would assist Medicaid HIT in performing necessary functions:

e eliminating or removing the statutory barriers that inhibit the electronic distribution (use,
share and display) of personal health data, including clinical data, amongst health and
human service agencies in Texas; and

e eliminating or removing statutory barriers that inhibit the development of a centralized
consent model for Medicaid clients to share their medical facts with their Medicaid
providers.
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N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

N/A

0. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

[ ]
[ ]
[ ]
e procedures for handling consumer/public complaints against regulated entities.

Medicaid/CHIP is not a regulatory program.

P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Name of Program or Function Vendor Drug Program

4900 N. Lamar Blvd., Austin, Texas

L ion/Divisi
ocation/Division Brown-Heatly Building/ MCD

Contact Name Andy Vasquez, Deputy Director

Actual Expenditures, FY 2012 $3,382,840

Number of Actual FTEs as of June 1, 2013 | 56

Title XIX of the Social Security Act § 1927 (42
U.S.C. 1396r-8)

Title XXI of the Social Security Act (42 U.S.C.
Statutory Citation for Program §§ 1397aa - 1397mm)

Insurance Code § 533.005(a)(23) and (a-1)
Government Code §§531.069 - 531.0697,
531.070-531.075

B. What is the objective of this program or function? Describe the major activities
performed under this program.

The Vendor Drug Program (VDP) provides statewide access to covered outpatient drugs for
recipients enrolled in Medicaid, the Children’s Health Insurance Program (CHIP), the Children
with Special Health Care Needs (CSHCN) Services program, and the Kidney Health Care (KHC)
program. VDP oversees the administration of drug benefits by Medicaid managed care plans
and their pharmacy benefits managers. VDP continues to manage the drug benefits for
recipients who remain in the fee-for-service delivery model. VDP also administers the drug
manufacturer rebate program that collects more than $1.5 billion per year in revenue.

VDP contracts with more than 4,600 pharmacies, mostly community retail pharmacies, to
provide pharmaceutical services. VDP manages the formulary (list of Medicaid covered drugs)
and preferred drug list for all Medicaid and CHIP recipients. VDP helps ensure appropriate use
of medications; monitors pharmacy provider compliance with program-related laws,
regulations, and policies; directly resolves pharmacy issues; and directs and oversees the
program’s multiple vendors.
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C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

Drug Use Review/Formulary

The Drug Utilization Review (DUR) area conducts at least eight major educational reviews each
year, which retrospectively address clinical areas that may have inappropriate drug usage. VDP
saved approximately $18 million in fiscal year 2012 through its retrospective DUR initiatives,
and $84 million through its prospective DUR program. There are prospective DUR systematic
processes that check for drug interactions, therapeutic and/or ingredient duplications, drug-
disease contraindications, age restrictions, and maximum dosages at the point of sale. The
Formulary area maintains a drug list of more than 30,000 line items. Maintenance duties
include price changes, unit changes, and drug product additions and deletions. More than
75,000 different physicians, dentists, podiatrists, and optometrists are supported by this
function.

Texas has a unique methodology and process for setting drug prices. Ninety percent of
pharmacy benefit costs are due to the drug price. Therefore small increases in average drug
prices would result in large net increases in expenditures. Most state Medicaid programs and
third-party plans use prices from a national pricing service. Texas requires drug manufacturers
to submit their wholesale prices directly to HHSC.

Field Administration

Field staff visited approximately 1,100 pharmacies in fiscal year 2012 to provide on-site
education and review of provider practices. Staff also handled more than 13,000 telephone
inquiries from clients, providers, HHSC staff, and other state agency staff, patient advocates,
and other entities. Many calls were region-specific and could only be answered with
knowledge of in-area resources.

Prior to the managed care expansion in March 2012, the Field Administration unit annually
recouped more than S5 million paid inappropriately to contracted pharmacies. In fiscal year
2009, more than $5.8 million was recouped due to monthly desk review determinations. Post
managed-care carve-in, in fiscal year 2012, more than $2 million was recouped for fee-for-
service claims. Direct support from VDP pharmacists led to the arrest and conviction of
fraudulent pharmacy providers and thousands of dollars were recouped by the Office of the
Attorney General and the Office of Inspector General from pharmacies that committed
fraudulent acts.
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Pharmacy Resolution

Pharmacy Resolution is a call center where provider and client claim processing and payment
error calls are received and addressed. Pharmacy Resolution averages more than 8,000 phone
calls each month with call statistics that mirror national averages for similar-sized call centers.
In addition to phone calls, more than 30 inquiries about payments are resolved each month.
New processes for the claims adjudication system are tested and approved by Pharmacy
Resolution staff. The helpdesk is the most immediate and reliable source for identification and
reporting of claim processing and payment errors. VDP has reimbursed pharmacy providers
within a 12-day payment cycle for more than 20 years. It is the shortest payment cycle of any
state.

Texas is recognized by other states as a leader in point-of-sale pharmacy claims management.
Texas has consistently been one of the first public or private entities to adopt new features
allowed under the National Council for Prescription Drug Programs standards.

Pharmacy Claims and Rebate Administration

This area provides change management, contract monitoring, and oversight procedures for the
Pharmacy Claims and Rebate Administration (PCRA) vendor. Change management processes
have helped implementation of required system enhancements. As a result of contract
monitoring, process and processing errors have been identified and corrected. In addition to
resolving problems, corrective actions included the assessment and collection of actual
damages and liquidated damages.

Historically, VDP has been effective in invoicing and collecting rebates from drug
manufacturers. The federal government is responsible for the primary Medicaid rebate
program. However, HHSC has developed a supplemental Medicaid rebate program and rebate
programs for its other state-federal pharmacy programs and the Medicaid Managed Care
programs.

Medicaid — Fee-For-Service

e VDP collected $10.1 billion in basic Medicaid rebates since 1991.

e Fiscal year 2013 collections are estimated to be $369.5 million.

e In fiscal year 2012, 50 percent of all VDP expenditures were recovered through the federal
and supplemental rebate programs.

e VDP collection rate for federal rebates is more than 99 percent.

Medicaid — Managed Care Organizations

e VDP has collected $947.1 million in basic Medicaid rebates since 2012.
e Fiscal year 2013 collections are estimated to be $945.3 million.
e VDP collection rate for federal rebates is more than 81 percent.
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CHIP Rebates (started in 2002)

e $166.5 million has been collected in rebates since 2002.
e State fiscal year 2013 collections were $23.6 million.

CSHCN & KHC Rebates (started in 1997)

e $67.8 million has been collected in rebates to date.
e Fiscal year 2013 collections are estimated to be $5.8 million.

Pharmacy Program Management

The Pharmacy Program Management area coordinates multiple, ongoing pharmacy-related
audits, legislative bill analyses, administrative rule and Medicaid/CHIP state plan amendments,
survey responses, VDP projects, and general program inquiries. This includes coordination with
CMS and Federal OIG.

Pharmacy Program Management is coordinating 35 individual internal, state, and federal
pharmacy related audits. Many require active management of incoming data requests for the
program or the pharmacy vendor. These requests require coordinating results between
multiple MCD and HHSC areas, such as Budget Management, Accounts Receivable, Fiscal
Management, and Contract Administration.

Pharmacy Program Management routinely coordinates with other MCD areas to develop and
distribute VDP communications to contractors, medical providers, pharmacies, drug
manufacturers, and managed care entities. This area routinely communicates via email to
more than 11,000 stakeholders and associations that signed up to receive HHSC’s VDP notices.
Program Management also communicates program updates and policy reminders to
pharmacies and to MCOs, and keeps the VDP website content up to date.

D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

1997 The 75" Legislature required the state programs, CSHCN and KHC, to use VDP to provide
services to their clients to reduce administrative costs. VDP had served only Medicaid
clients.

2002 Pharmacy benefits for CHIP move from the managed care organizations that had
administered these benefits. VDP provided those benefits to save money by collecting
drug rebates.

2003 The Legislature creates a Preferred Drug List (PDL) and supplemental rebates, as
required by H.B. 2292.
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2008

2009

2010

2012
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On December 31, HHSC contracts for the administration of IT claims processing
functions and all rebate functions for VDP. These functions were previously performed
in-house by agency staff.

The federal Deficit Reduction Act requires additional data to be provided on Medicaid
acute care claims for physician-administered drugs (drugs administered in a
practitioner’s office or in a hospital outpatient setting). Physician-administered drug
claim data is provided to VDP for rebate invoicing. This new drug information increased
the amount of Medicaid rebate revenue.

VDP implements a cost-avoidance model for benefit coordination to confirm HHSC as a
payer of last resort. HHSC contracts with Health Management Systems to identify
clients with third-party pharmacy benefits. The pharmacy claims system rejects claims
for those clients and refers the provider to the primary payer. HHSC covers the client’s
deductible or co-pay, if applicable, and covers the drug if there is evidence the client is
no longer enrolled in the third-party plan.

In November, VDP transitioned to a new pharmacy claims and rebate administrator,
Xerox, which streamlined drug rebate collections processes.

HHSC expands pharmacy services into the Medicaid and CHIP managed care programs.
Prior to this, the MCOs were not responsible for outpatient prescription drug services,
which remained the responsibility of HHSC directly, provided by VDP. With this change,
the MCO premium amount includes prescription drug services and MCOs are financially
responsible for those services. While MCOs can develop their own prior authorization
requirements, they are required to use the VDP formulary and PDL. These changes
create the need to develop tools and conduct oversight of MCOs’ pharmacy benefits for
compliance, usage trends, PDL adherence, finances, complaints, policies and
procedures, marketing materials, and other measures. VDP continues to develop and
implement MCO pharmacy program oversight policies.

MCOs enroll dispensing pharmacies into their provider networks that also have a
contract with VDP to provide Medicaid drug benefits to members. MCOs typically offer
pharmacies a standard contract and may negotiate fees/rates with potential providers
to develop a pharmacy provider network in each service delivery area that meets
adequate client access contract requirements. Similar to FFS, members have access to
prescription delivery services. However, MCOs may not require members to use mail-
order pharmacies. MCOs also do not currently collect drug rebates.

VDP began collecting rebates from drug manufacturers for recipients in the Breast and
Cervical Cancer Services program.

House Bill 595 and S.B. 7 require MCOs to adhere to the single, state-managed
formulary and PDL. This requirement will continue through August 31, 2018.
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E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

VDP provides statewide access to outpatient prescription medications as prescribed by the
treating physician, or other healthcare provider, for recipients eligible for Medicaid/CHIP,
Children with Special Health Care Needs (CSHCN), and the Kidney Health Care (KHC) Program.

e Medicaid FFS: approximately 937,000 Medicaid recipients were eligible to receive
prescription drug benefits each month for the latter half of fiscal year 2012;

e Medicaid managed care: beginning March 2012, an average of 2.7 million Medicaid
recipients were eligible to receive prescription drug benefits each month through Medicaid
managed care;

e CHIP: In fiscal year 2012, there were 606,901 CHIP clients (37,192 Perinatal and 569,709
Traditional CHIP);

e CSHCN: approximately 2,744 recipients were enrolled; and

e KHC: approximately 18,313 recipients were enrolled.

More than 35 million Medicaid FFS and managed care prescriptions were filled in fiscal year
2012.

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.

VDP is comprised of five functional areas managed by the deputy director. The functional areas
include the following.

Drug Utilizations Review (DUR)/Formulary Management

The Drug Utilization functions include prospective clinical prior authorizations, prospective
system edits, retrospective analysis of prescribing patterns and client medical history, and
retrospective provider education. HHSC is required by state law to convene a Drug Utilization
Review Board to provide direction on the appropriate use of medications. With guidance and
consultation from the board, DUR reviews and implements prior authorization criteria for both
clinical appropriateness and prescription cost effectiveness. The DUR Board makes
recommendations on retrospective DUR by sending educational letters to practitioners whose
prescribing patterns fall outside normal and nationally accepted practice guidelines. The DUR
area also reviews and approves prior authorization criteria proposed by Medicaid/CHIP
managed care organizations.

The Formulary area enrolls and maintains lists of pharmaceutical products provided to
Medicaid/CHIP, CSHCN and KHC recipients. The Formulary area also maintains information of
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licensed prescribers including: physicians, dentists, podiatrists, therapeutic optometrists,
advanced practice registered nurses, and physician assistants.

The DUR area administers the PDL program, oversees the PDL vendor, and supports the
Pharmaceutical and Therapeutics (P&T) Committee. The P&T Committee is required by state
law to review classes of drugs and make recommendations to designate reviewed drugs as
preferred or non-preferred. Preferred drugs are safer, more effective, or have a lower net cost
than non-preferred drugs, so a prior authorization is required to obtain a non-preferred drug.
VDP collects supplemental rebates on preferred drugs.

Unlike Medicaid, there is not a PDL program for CHIP. There is no federal rebate program for
CHIP. VDP does operate a state CHIP rebate program that yields rebate revenue.

Pharmacy Field Administration

VDP Pharmacy Field Administration educates contracted pharmacy providers on state and
federal policies, procedures, and laws through biennial onsite pharmacy visits. They are also
responsible for monitoring and evaluating program compliance to ensure proper drug
utilization and cost containment through monthly desk reviews of higher-risk pharmacy claims.

A pharmacy outreach coordinator provides targeted pharmacy provider education for new or
more complex Medicaid benefits. Regional staff helps resolve issues between pharmacies,
clients, prescribers and the managed care plans. Field staff coordinates with Medicaid/CHIP
Division MCO Health Plan Management to approve or deny communications from the plans
before they are sent to prescribers, clients, pharmacies, and other stakeholders. Field
pharmacists analyze encounter data from managed care plans to monitor pharmacy benefit
contract compliance. Field pharmacists also lead in monitoring managed care PBM
performance.

Regional staff also provides assistance to Medicaid, CSHCN, and KHC clients by phone. Field
staff directly assists Medicaid recipients in obtaining critically needed medications when
problems arise. They also assist physicians, nurses, hospitals, nursing homes and other
healthcare professionals in issues relating to VDP clients and benefits.

Field Administration also identifies and requests audits, and may impose sanctions. The area
may initiate monetary recoupment for invalid reimbursements to contracted pharmacies based
on desk reviews. Regions also coordinate resolution of Vendor Drug related issues with and
serve as a resource for auditors; the Texas Office of the Attorney General; HHSC Office of
Inspector General (OIG); the Texas State Board of Pharmacy; and local, state and federal law
enforcement agencies. Regional pharmacists are included in the appeals hearing panel for OIG
audits of pharmacies.

VII. Guide to Agency Programs— 207 HHSC
Medicaid and CHIP Division



Pharmacy Resolution

Pharmacy Resolution operates a helpdesk (call center), which serves as a resource for pharmacy
providers contracted with VDP. The helpdesk provides support to help pharmacies dispense
prescriptions to VDP clients and resolve issues.

Pharmacy Resolution staff coordinate with the HHSC Ombudsman, HHSC Office of Eligibility
Services, MCD Program Operations, and other areas to resolve client access issues. Pharmacy
Resolution management staff may also correct system data that is incorrectly preventing
pharmacies from dispensing medications.

Pharmacy Claims & Rebate Administration (PCRA)

The Pharmacy Claims & Rebate Administration provides program oversight for the pharmacy
claims and rebate administration contract. The current contractor, Xerox Pharmacy, processes
FFS pharmacy claims, and is responsible for all of Texas’ rebate invoicing, collecting, and
reporting.

PCRA’s responsibilities include:

e oversight of Xerox Pharmacy’s performance and deliverables, and notifying HHSC Contract
Manager of compliance issues and recommending actual or liquated damages;

e serving as subject matter experts for the program’s multiple drug rebate programs;

e helping ensure the quality of managed care organizations’ pharmacy claims data submitted
to HHSC; and

e participation in the National Council for Prescription Drug Programs (a national standards
development organization) meetings to help ensure industry standards meet the needs of
state Medicaid pharmacy benefit systems.

Pharmacy Program Management

The Program Management area develops and implements processes for project and contract
management, monitoring, communication, and coordination of VDP functions. Program
Management oversees pharmacy communications with all other areas in the Medicaid/CHIP
Division and HHSC. Responsibilities include:

e overseeing implementation and compliance of pharmacy policies, procedures, rules, and
state and federal statutes related to pharmacy benefits;

e initiating and developing Medicaid/CHIP administrative rules, state plan, and waiver
amendments for pharmacy benefits;

e coordinating audits, bill analyses, and legislative inquiries related to pharmacy benefits;

e developing pharmacy-related managed care contract language and communications; and

e coordinating responses to Centers for Medicare & Medicaid Services and to open records
requests related to pharmacy benefits.
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VDP provider enrollment and maintenance functions are provided by MCD’s Contract
Management area. Individual pharmacies must sign a contract with HHSC to be reimbursed for
providing pharmacy services to Medicaid recipients.

To provide services to CHIP clients, contracted pharmacies must sign additional contract
agreements.

Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

Vendor Drugs Administration

General Revenue: $858,596

Federal: $2,099,840
General
Revenue/GR-D Federal Other
B.3.1 Medicaid Contracts & Administration $858,596 $2,099,840 0

The Medicaid share of Vendor Drug Administration is in Strategy B.3.1 Medicaid Contracts and
Administration. General Revenue is the 50 percent and 25 percent administrative match for
Medicaid with corresponding Medicaid federal funds. The allocation of funding is derived using
a cost allocation factor of Medicaid and CHIP client counts or direct charges to the Medicaid
program.

Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

N/A

Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

N/A
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J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

VDP works closely with the Centers for Medicare & Medicaid Services (CMS). CMS provides
federal regulations and guidance for many aspects of prescription drug delivery for Medicaid
recipients, including formulary management, drug utilization review, reimbursement, managed
care organizations, and rebates.

VDP receives guidance and provides information to the Federal Office of Attorney General
along with many state governmental agencies including Texas Office of Attorney General(OAG),
HHSC Office of Inspector General (OIG), Texas Comptroller of Public Accounts, Texas State
Board of Pharmacy, and the Texas Board of Medical Examiners. VDP regularly responds to
inquiries from OAG and OIG related to pharmacy-related lawsuits and audits.

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

The Medicaid/CHIP programs have become more complex through the years. In response,
HHSC administers these programs through a large number of contracts. Many of these
contracts cover various areas within the Medicaid/CHIP Division. For this reason, the five
largest contracts are outlined in the following areas responsible for contract management and
oversight:

e Program Operations Guide to Agency Programs, Section K, and
e Vendor Drug Program Guide to Agency Program, Section K (this one).

One of the five largest MCD contracts is monitored by the Vendor Drug Program area. The
following is the contract monitored by VDP and background information.

Fiscal Year 2012 Expenditures: $12.2 billion
Number of active contracts accounting for those expenditures: 4,604
Current Contracting Issues: None at this time.

Contractors: The contractor list is more than 20,000 printed pages. An electronic copy of this
list is available.
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HHSC Vendor Drug Program Pharmacy Provider

Under this contract, a pharmacy provider dispenses prescription drugs authorized as covered
benefits to Medicaid-eligible individuals. These are fee-for-service contracts. HHSC may assess
a remedy, sanction, penalty, or other action authorized by law and consistent with due process
including, but not limited to, payment hold, recoupment, administrative penalties, debarment,
suspension, cancellation of contract, or exclusion from participation. Fiscal year 2012
expenditures were generated from the Health and Human Services Contract Administration and
Tracking System (HCATS) as HHSC's official repository for contract information.

L. Provide information on any grants awarded by the program.

N/A

M. What statutory changes could be made to assist this program in performing its
functions? Explain.

Modify the Texas State Board of Pharmacy Texas Administrative Code rule, 22 TAC
291.8(b)(3)(D), which requires healthcare facilities and penal institutions to send a copy of their
returned drug inventory to HHSC. This rule was designed to comply with state law requiring
reduction of drug waste when patients leave a healthcare or penal facility.

This rule requires all pharmacies that service healthcare facilities or institutions to report all
medications that are returned to the pharmacy after a patient leaves the facility/institution to
the VDP. The reporting is required for all patients, regardless of their coverage (e.g., Medicaid,
CHIP, commercial health insurance, no insurance). Reviews of reports revealed that many of
the patients are ineligible for Medicaid. There is no practical process that HHSC can implement
to apply the reported information to achieve cost savings.

N. Provide any additional information needed to gain a preliminary understanding of the
program or function.

N/A
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O. Regulatory programs relate to the licensing, registration, certification, or permitting of
a person, business, or other entity. For each regulatory program, if applicable,
describe:

e why the regulation is needed;

the scope of, and procedures for, inspections or audits of regulated entities;

follow-up activities conducted when non-compliance is identified;

sanctions available to the agency to ensure compliance; and

procedures for handling consumer/public complaints against regulated entities.

Medicaid/CHIP is not a regulatory program.

P. For each regulatory program, if applicable, provide the following complaint
information. The chart headings may be changed if needed to better reflect your
agency’s practices.

N/A
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VII. GUIDE TO AGENCY PROGRAMS - CONTINUED

A. Provide the following information at the beginning of each program description.

Program Operations and Contract Management

N fP Functi
ame of Program or Function Oversight

4900 N. Lamar Blvd., Austin, Texas

L ion/Divisi
ocation/Division Brown-Heatly Building/MCD

Contact Name Gary Jessee, Deputy Director

Actual Expenditures, FY 2012 $96,754,158

Number of Actual FTEs as of June 1, 2013 | 97

Title XIX of the Social Security Act, Texas
Administrative Code Chapter 353, Human
Resources Code Chapter 32, and Code of Federal
Statutory Citation for Program Regulations Title 42, Part 435 and 437;

Balanced Budget Act of 1997; Title XVII of the
Social Security Act, TAC 370; HHS Code Chapter
62

B. What is the objective of this program or function? Describe the major activities
performed under this program.

Overview

Program Operation’s objectives are to provide better access to healthcare services, improve
quality, promote service appropriate utilization and contain costs. Program Operations’ major
activities include developing and operating managed care models to provide a medical and
dental home; developing and maintaining provider networks; performing utilization reviews
and utilization management; managing Medicaid and Children’s Health Insurance Program
(CHIP) contracts; and quality assessment and performance improvement.

CHIP Benefits

The state’s package includes a basic set of healthcare benefits that is cost effective and focuses
on primary healthcare needs. Covered services must meet the CHIP definition of medically
necessary and are subject to limitations and exclusions.
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CHIP Dental

The Texas CHIP dental benefit package previously consisted of three tier levels that covered
certain preventive and therapeutic services up to capped dollar amounts per 12-month
coverage period. CHIPRA of 2009 required all state CHIP programs to cover dental services
necessary to prevent disease and promote oral health, restore oral structures to health and
function, and treat emergency conditions. To comply with this requirement, Texas CHIP was
required to cover certain services that were not previously covered including periodontics and
prosthodontics services.

Effective March 1, 2012, Texas eliminated the three-tier benefit package. All CHIP members
now receive up to $564 in dental benefits per enrollment period. Emergency dental services
are not included under this cap. Members can also receive certain preventive and medically
necessary services beyond the $564 annual benefit limit through a prior authorization process.
To offset the costs of covering additional dental services, HHSC raised CHIP cost-sharing
amounts.

CHIP Pharmacy Benefits

Effective March 1, 2012, CHIP members began receiving outpatient prescribed drug benefits
through pharmacy benefits managers contracted with MCOs. CHIP members receive unlimited
prescriptions for CHIP-covered drugs and biologicals.

Texas Medicaid Managed Care Programs

Medicaid’s State of Texas Access Reform (STAR) program is a managed care program in which
HHSC contracts with managed care organizations (MCOs) to provide, arrange for, and
coordinate preventative, primary, and acute care covered services, including pharmacy needs.
STAR administers services to different eligible populations in different locations. STAR
members receive all benefits of traditional Medicaid plus unlimited prescriptions, and unlimited
medically necessary hospital stays as well as value-added services. The STAR program operates
under the Texas Health Care Transformation and Quality Improvement Program 1115 Waiver.

STAR+PLUS integrates the delivery of acute care and long-term services and support through a
managed care model. Eligible individuals include Supplemental Security Income (SSI) related
members with a disability or who are age 65 and older with a disability. Acute care, pharmacy,
and long-term services and supports are coordinated and provided through a provider network
contracted with MCOs. STAR+PLUS members receive the benefits of traditional Medicaid plus
unlimited prescriptions, waiver of the $200,000 individual annual limit on inpatient services,
value-added services, and service coordination. STAR+PLUS operates under the Texas Health
Care Transformation and Quality Improvement Program 1115 Waiver.

HHSC and the Texas Department of Family and Protective Services (DFPS) developed a medical
care delivery system for children in foster care who are:
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e a high-risk population with greater medical and behavioral healthcare needs than most
children in Medicaid; and
e in changing circumstances making continuity of care an ongoing challenge.

STAR Health is a managed care program that began in April 2008. STAR Health members
receive medical, dental, and behavioral health benefits, including unlimited prescriptions
through a medical home. STAR Health members receive all the benefits of traditional Medicaid
for children along with service coordination and service management.

NorthSTAR is an integrated behavioral health delivery system in the Dallas service area serving
Medicaid-eligible individuals or individuals who meet certain eligibility criteria. NorthSTAR is an
initiative of the Texas Department of State Health Services (DSHS). Services are provided via a
fully capitated contract with a licensed behavioral health organization.

As of March 1, 2012, Medicaid dental services are provided through a managed care model to
children under age 21, including SSI recipients. Clients who receive their dental services
through a Medicaid managed care dental plan are required to select a dental plan and a main
dentist.

Also effective March 1, 2012, Medicaid managed care clients in the STAR, STAR+PLUS, and STAR
Health programs began receiving prescription benefits through pharmacy benefits managers
contracted with their MCOs.

Service Delivery

Medicaid managed care is delivered through MCOs, such as health maintenance organizations
and exclusive provider benefit plans. The Texas Department of Insurance licenses and approves
MCOs to deliver and manage health services under a risk-based arrangement. MCOs contract
with providers and hospitals to form a network that serves the MCO’s members (Medicaid and
CHIP clients). The MCO receives a per-member-per-month capitation payment to provide these
services.

MCOs are selected by the state through a competitive procurement process. As of March 1,
2012, there were 11 service areas with a total of 18 MCOs.

As of February 2012, almost 2.9 million of the State’s 3.7 million Medicaid clients were in
managed care.

STAR+PLUS Support Units and Utilization Management

Development of the Program Support and Utilization Management sections are underway with
plans to implement in Fall 2013. This section will have two branches, the STAR+PLUS Support
Unit (SPSU) and the Utilization Management team.
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Effective October 1, 2013, the STAR+PLUS Support Units are transferring from the Texas
Department of Aging and Disability Services (DADS) to HHSC. SPSUs are located regionally in
the managed care service areas and assist fee-for-services are above 100 percent of SSI limits;

e sending enrollment packets to individuals released from the lists;

e providing consumer notices;

e entering STAR+PLUS member requests for appeals for denials of services into the fair
hearing system; and

e registering the waiver service in the state system.

The Utilization Management staff function is a result of S.B. 348, 83" Legislature, Regular
Session, 2013. HHSC is required to establish an annual utilization review process for managed
care organizations participating in the STAR+PLUS program.

Texas Medicaid Wellness Program

The Texas Medicaid Wellness Program is a community-based, holistic-care management
program that enrolls high-risk traditional Medicaid clients with complex, chronic, or co-morbid
conditions. Extensive case management focuses on the whole person, rather than the disease,
through telephone and face-to-face conversations focused on improving health outcomes. The
client’s care team is led by a registered nurse, and may include social workers, community
health workers, pharmacists, and behavioral health specialists. In addition to working on the
client’s care plan with the provider, the care team also assists with transportation and housing
issues, medical equipment assistance, education on disease management, and nutrition.
Clients receive between one and four telephone and/or face-to-face visits per quarter, and
educational mailings quarterly. Clients also have access advice via a 24-hour nurse line.

Fee-for-service Contract Compliance Monitoring

The Claims Administration Contract Compliance (CACC) area, a part of Program Operations
Section, coordinates contract compliance for the Texas Medicaid & Healthcare Partnership
(TMHP) contract.

CACC provides oversight for TMHP administration and contracted services. CACC ensures
services to fee-for-service Medicaid clients are delivered at a cost consistent with the contract.
TMHP provides contracted services under the Texas Medicaid Claims /Children with Special
Health Care Needs Services Program, Medicaid Services Claims Processing, Primary Care Case
Management, and the Pharmacy Claims and Rebate Administration to HHSC. TMHP is
comprised of Xerox (formerly ACS State Healthcare LLC), the prime contractor, and its
subcontractors. Services include full-life cycle claims processing.

Fee-for-service pays healthcare providers for each approved service (e.g. office visit, test, or
procedure). Medicaid managed care is a service model in which HHSC contracts with MCOs to
provide, arrange for, and coordinate preventative, primary, and acute care covered services,
including pharmacy.
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Under this contract, Xerox provides an array of services including claims administration and
claims processing for Texas Medicaid and the operation of the state’s Medicaid Management
Information System.

C. What evidence can you provide that shows the effectiveness and efficiency of this
program or function? Provide a summary of key statistics and performance measures
that best convey the effectiveness and efficiency of this function or program.

Federal law requires State Medicaid programs to contract with an External Quality Review
Organization (EQRO) to evaluate Medicaid managed care programs. The EQRO produces an
annual report with data to support HHSC’s efforts to provide managed care clients with access
to timely and quality care in each managed care program.

STAR Quality of care

The EQRO quality-of-care studies conducted in fiscal year 2010 indicate 63 percent of STAR
children received six or more well-child visits in the first 15 months of life. Eighty percent of
STAR children received one or more well-child visits in their 3, 4™, 5" and 6™ years of life
(HHSC's standard is 56 percent). Sixty-three percent of adolescents enrolled in the STAR
program had one or more well—care visits (HHSC’s standard is 38 percent).

STAR+PLUS Quality of care

The fiscal year 2010 STAR+PLUS Quality-of-Care Report provides descriptive information about
the STAR+PLUS population and evaluation of members’ access to care, utilization of services,
and effectiveness of preventive care and treatment. The report shows the Texas STAR+PLUS
program was good overall in most quality-of-care measures.

NorthSTAR Quality of care

In an EQRO 2010 analysis, NorthSTAR achieved a 62 percent rate for follow-up care within 30
days after discharge from an inpatient psychiatric facility. The national mean is 60 percent. In
addition, there are numerous quality and performance measures DSHS NorthSTAR staff
monitor and track closely.

STAR Health Service Management

The STAR Health MCO conducts a telephonic screening for each child within the first month of
enrollment. The screening gathers information about medical history and current health status
from each child’s medical consenter. This information is used by the MCOs service
management team to determine the medical and behavioral health needs of all STAR Health
members.
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Under the terms of the 1115 Healthcare Transformation Waiver, HHSC is required to provide
routine status reports on the effectiveness of the program (including updates on network
participation; access to care; member and provide complaints; and other operational and
consumer issues).

Texas uses a variety of performance measures to assess program quality including national
Healthcare Effectiveness Data and Information Set average, HHSC Performance Indicator
Dashboard standard, and/or national Agency for Healthcare Research and Quality Pediatric
Quality Indicator.

The Quality-of-Care Report for fiscal year 2010 data shows Texas CHIP continues to improve
access and effectiveness of care and utilization of healthcare services to children under age 19
on a statewide level.

Results include the following observations.

For children and adolescents’ access to primary care practitioners (PCPs), the rates of access to
PCPs were very high for all age groups, with more than 90 percent of children visiting a provider
during the measurement period.

For preventive care for children and adolescents, 68 percent of children age 3 to 6 in CHIP had a
well-child visit. This exceeded the HHSC Performance Indicator Dashboard standard of 56
percent; however, the rate was slightly below the rate reported by Medicaid managed care
plans to the National Committee for Quality Assurance (NCQA) for this measure (72 percent).
Fifty percent of adolescents in CHIP had a well-care visit, which exceeded both the national rate
reported by NCQA (48 percent) and the HHSC Performance Indicator Dashboard standard (38
percent).

For ambulatory care outpatient utilization, CHIP members on average had 261 outpatient visits
per 1,000 member months, which is significantly lower than the national average of 367 visits
per 1,000 member months.

For pediatric inpatient admissions, rates of Ambulatory Care Sensitive Conditions related
pediatric inpatient admissions were below the national rates reported by the AHRQ. The
highest rate of pediatric inpatient admissions in CHIP was for asthma (70 per 100,000), which
was considerably lower than the AHRQ national rate (124 per 100,000).

For emergency department (ED) utilization, overall program-level utilization rates at 23 ED visits
per 1,000 member months were considerably lower than the national HEDIS mean of 67 visits
per 1,000 member months. CHIP reported improvement from fiscal year 2009 to fiscal year
2010 on well-child visits and adolescent visits:

e well-child visits (66 percent increase to 68 percent); and
e adolescent well-care visit (47 percent increase to 50 percent).
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D. Describe any important history regarding this program not included in the general
agency history section, including how the services or functions have changed from the
original intent.

1991

1995

1997

1998

1999

2003

2005

2008

The 72™ Legislature requires the state to establish Medicaid managed care pilot
programs.

Senate Bill 10 and related legislation establish a comprehensive statewide restructuring
of Medicaid by incorporating a managed care delivery system. Texas continues to
expand its Medicaid managed care program through 1915(b) waivers (Social Security
Act).

House Bill 2913 and S.B. 1163, 1164, and 1165, strengthen Medicaid managed care
client and provider protections.

In July, Texas implements Phase | of CHIP, providing Medicaid to children ages 15 to 18
under 100 percent of the federal poverty level (FPL). Phase | of CHIP operates from July
1998 through September 2002. The program is phased out as Medicaid expands to
cover those children.

Through S.B. 2896, a moratorium is placed on further managed care expansion.
However, this legislation allows the state to complete the Dallas and El Paso service area
implementations.

House Bill 2292, directs HHSC to provide Medicaid managed care services through the
most cost-effective models.

PCCM (formerly known as the Texas Health Network) is removed in September as a non-
capitated plan choice in the STAR service areas.

Senate Bill 6 directs HHSC and DFPS to develop a statewide healthcare delivery model
for all Medicaid children in foster care. STAR Health is implemented on April 1, 2008.

The 2006-2007 General Appropriations Act, S.B. 1, and H.B. 1771 directs HHSC to use
cost-effective models to better manage Medicaid care for individuals age 65 and older
and those with physical disabilities in certain areas of the state. HHSC develops the
Integrated Care Management model and the STAR+PLUS Hospital Carve-Out model to
integrate acute care and long-term services and supports.

The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act
(MHPAEA) requires certain group health plans that offer behavioral health benefits
(mental health and substance use disorder treatment) to provide those services at
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parity with medical and surgical benefits. CHIPRA applies MHPAEA requirements to all
state CHIP programs.

2011 Effective in December, STAR+PLUS receives federal approval to operate under the Texas
Healthcare Transformation and Quality Improvement Program 1115 Waiver. Previously
STAR+PLUS required federal approval of both a 1915(b) and a 1915(c) waiver to
mandate participation and to provide home and community-based services. CMS
approves a CHIP state plan amendment to remove the treatment limitations from
existing CHIP behavioral health benefits, effective March 1, bringing CHIP into
compliance with the mental health parity requirements in CHIPRA. To offset increased
costs in the CHIP program, HHSC increases certain co-payments for CHIP members
above 150 FPL effective March 1.

The 2012 General Appropriations Act, H.B.1, assumes a cost savings resulting from the
expansion of Medicaid managed care statewide. HHSC eliminates the PCCM program
on February 29, 2012. Effective March 1, 2012, services under PCCM become an MCO
responsibility.

Senate Bill 7 requires HHSC's contracts with MCOs to include pharmacy benefits.
Effective March 1, 2012, Medicaid managed care clients in the STAR, STAR+PLUS, and
STAR Health programs begin receiving prescription benefits through pharmacy benefits
managers contracted with their MCOs.

2012 As of March 1, children’s Medicaid dental services are provided through a managed care
model to children birth through age 20, including SSI clients.

2013 Effective October 1, the SPSU transfers from DADS to HHSC. SPSUs were created in
1998 to facilitate eligibility verifications and service plan entries in the Service
Authorization System for STAR+PLUS waiver services.

HHSC anticipates that beginning January 1, 2014, the Affordable Care Act, enacted in 2010, will
require states to make significant eligibility changes for existing Medicaid and CHIP groups, add
new required populations, and require coordination between Medicaid and CHIP eligibility
determinations and the Health Insurance Marketplaces. States must provide Medicaid to
children ages 6 to 18 from 100 to 133 percent of the FPL (currently eligible for CHIP).

Fee-for-service Contract Compliance Background

The Claims Administration Contract Compliance (CACC) area coordinates TMHP contract
compliance activities. Actual contract monitoring is conducted by business owners (managing,
primary, and secondary) from various sections of HHSC, DADS, and DSHS. Business owners
conduct contract monitoring for their various contract requirements and document monitoring
in the State’s Medicaid Contract Administration Tracking System. When it is determined that
TMHP has failed to deliver services required by the contract, the business owners consult with
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CACC staff to identify the most appropriate method to obtain TMHP compliance. CACC staff
provides the following services:

o developing contract requirements;

e managing the Change Order Request (COR) process. The COR is used to amend the current
contract or scope of project; and

e monitoring contract requirements/deliverables as a business owner.

CACC also provides guidance to state business owners regarding escalating performance issues

by:

e issuing performance State Action Requests (SARs) requesting corrective measures. SARs are
state correspondence to the vendor requiring a response;

e coordinating repeat unsatisfactory vendor responses with the Contract Compliance Quality
Assurance or performance group. This may result in issuance of deficiency notice(s) for a
corrective action plan; and

e requesting and assessing liquidated/actual damages, as needed.

CACC finance staff provides TMHP billings and expenditures oversight to review all charges to
the state and ensure supportive documents are consistent with the TMHP contract. CACC
finance also reviews TMHP financial data and provides assurance all charges are consistent with
the cost model included in any CORs.

E. Describe who or what this program or function affects. List any qualifications or
eligibility requirements for persons or entities affected. Provide a statistical
breakdown of persons or entities affected.

Medicaid’s STAR program is a statewide managed care program. HHSC contracts with MCOs to
provide, arrange for, and coordinate preventative, primary, and acute care covered services.
STAR is a statewide program that mandatorily covers pregnant women, newborns, children
with limited income and TANF recipients. SSI children birth through age 20 may also choose to
participate in STAR. Beginning January 1, 2014, former foster care children, ages 21-26, will
also be eligible for STAR.

STAR+PLUS is designed to integrate the delivery of acute care and long-term services and
supports. The STAR+PLUS program serves SSI and SSl-related clients. SSI and SSI-related adults
are required to participate in the program, while SSI and SSl-related children may choose to
participate.

SPSU functions affect eligibility verification and registration of services in the DADS’ Service
Authorization System for individuals released from the STAR+PLUS Waiver (SPW) interest list.
SPSU staff coordinates the transition of services for individuals aging out of children’s Medicaid
programs or leaving nursing facilities, and registers upgrades from STAR+PLUS services to SPW
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services in the SAS. SPSU functions include handling members’ requests to file an appeal
through HHSC when SPW services are reduced and/or terminated.

NorthSTAR is an integrated behavioral health delivery system in the Dallas service area, serving
people who are eligible for Medicaid or who meet eligibility criteria. Most Medicaid-eligible
recipients residing in the service area are automatically enrolled with a need for behavioral
health services.

STAR Health is a statewide program designed to provide coordinated health services to children
and youth in foster care and kinship care. Clients can begin receiving services as soon as they
enter state conservatorship. The STAR Health program also extends to young adults (up to the
month of their 22nd birthday) in voluntary foster care placement agreements, young adults (up
to the month of their 21st birthday) who aged-out of foster care at 18 and are eligible for
Medicaid for Transitioning Foster Care Youth. Young adults enrolled in a higher education
program are eligible through the month of their 23" birthday. Starting January 1, 2014, all
former foster care children under age 21 will be enrolled in STAR Health, and those ages 21-26
are eligible for STAR.

CHIP covers children in families who have incomes too high to qualify for Medicaid but who
cannot afford private health insurance.

The majority of CHIP clients are over age 5. Sixty-one percent of clients are between ages 6 and
14, and 22 percent of clients are between ages 15 and 18. Slightly fewer than 17 percent are
between ages 1 and 5, while less than 1 percent of clients enrolled in CHIP in state fiscal year
2012 were under age 1.

The higher proportion of CHIP clients in the older age groups is due in part to the different
income eligibility requirements for CHIP and Medicaid. CHIP serves all children up to 200
percent of FPL. Medicaid serves infants (12 months of age and younger) up to 185 percent of
FPL, children ages 1 through 5 up to 133 percent of FPL, and children ages 6 through 18 up to
100 percent of FPL.

All clients in the CHIP Perinatal program are under age 1 because a woman can only enroll her
child in the program prior to delivery. The majority of clients are at or under 185 percent of FPL
with approximately 2.5 percent of all clients above this amount.

F. Describe how your program or function is administered. Include flowcharts, timelines,
or other illustrations as necessary to describe agency policies and procedures. Indicate
how field/regional services are used, if applicable.
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Administration

HHSC administers the Texas Medicaid managed care program. CMS provides federal oversight.
HHSC administers Medicaid managed care and CHIP under a single management structure.
NorthSTAR is administered by DSHS.

Health Plan Management

Health Plan Management (HPM) monitors MCOs’ compliance with the managed care contracts,
the Uniform Managed Care Manual, and the Texas Government Code Section 533 and Texas
Administrative Code §353. HPM'’s major activities include monitoring, service delivery, provider
networks, claims processing, deliverables, and marketing and other administrative
requirements.

Operations

While most of the day-to-day activity within HPM does not require timeliness standards, staff
monitors significant administrative requirements including service delivery and provider
networks.

Service delivery includes evaluating and trending provider and client complaints. It also
includes monitoring service coordination, MCO call center services, claims processes, and
encounters. Encounters are MCO data for medical services rendered to covered members.
Staff monitors quality of care and access to care. Monitoring provider networks involves
analyzing MCO provider data and geographic access reports. Staff reviews provider turnover
rates, network panel status reports and provider directories. Staff monitors for timely network
file submissions. Some of the other HPM administrative requirements include coordination
with other departments within HHSC by:

assisting with the resolution of complex issues;

facilitating contractor, agency, or provider meetings;

obtaining or developing policy clarifications;

resolving encounter data issues, enrollment files, and premium payment issues; and
clarifying contract requirements and coordinating or providing training to MCO staff.

Quarterly Reports

MCOs provide reports to HPM throughout each fiscal quarter. HPM staff collects and compiles
the MCO reports by health plan code. A health plan code is assigned to a specific MCO for a
specific product for a specific service area. Each MCO may have multiple quarterly reports.
These reports are used for monitoring purposes.

Marketing

MCOs submit marketing material to HHSC for review and approval. HPM staff reviews
submissions for compliance with the Uniform Managed Care Marketing Policy and Procedures
Manual and makes a decision within 15 business days. If the deadline is not met, it constitutes
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approval. HHSC reserves the right to require discontinuation of any marketing materials that
violate marketing policies.

Research and Resolution

HPM staffs a unit to respond to provider and member inquiries and complaints, which as
described by 42 C.F.R. §438.400 may include the quality of services provided, rudeness of a
provider or employee, or failure to respect a Medicaid member’s rights.

The MCO is the initial point of contact to address member or provider concerns. HPM will
assist with any escalated issues. Inquiries and complaints are referred to HPM from a variety of
sources including elected officials, the Office of the Ombudsman, and other agencies and
departments. Provider inquiries and complaints are received directly from providers through
email. HPM is considering adding a call center to field provider inquiries and complaints.

Program Operations Finance

Program Operations Finance monitors the MCO financial compliance with the Uniform

Managed Care Contact and with the Uniform Managed Care Manual. This group has primary

responsibility for:

e monitoring financial performance of MCOs, including the financial aspects of subcontracts
and affiliate relationships, and recommending strategies to address issues and concerns;

e reviewing and validating MCO financial deliverables;

e administering the recovery of excess profits through the experience rebate process;

e managing the MCO external audit process;

e developing financial reporting principles;

e supporting HPM and other stakeholders within the Medicaid/CHIP Division regarding

financial reporting and related issues;

providing ad hoc analysis as requested;

participating in legislative bill analyses;

providing financial expertise for request for proposal and contract amendments;

responding to and implementing recommendations of State and HHSC internal auditors;

performing financial aspects of MCO readiness reviews;

serving as liaison with HHSC Legal on contract and reporting issues; and

providing orientation, training and technical assistance to MCO staff regarding financial

reporting.

Program Management

Program Management implements initiatives which directly impact Medicaid and CHIP service
delivery. Program Management provides program expertise and coordinates with healthplan
managers, quality analysts, and the contracts, finance and policy development areas to refine
existing or implement new healthcare delivery models. Program Management staff manage
the program and managed care policies of the various managed care programs (STAR,
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STAR+PLUS, STAR Health, CHIP, Dental), and the Texas Medicaid Wellness Program. Program
Management also manages certain state or federally-directed projects for the division,
monitors MCO compliance with the Linda Frew, et al. vs. Kyle Janek lawsuit, and works with
EQRO on quality-improvement initiatives.

Managed Care Contract Development and Support

The Managed Care Contract Development and Support unit oversees the development and
amendment of MCO contracts and the Uniform Managed Care Manual. This area coordinates
with Program Management, Health Plan Management, Vendor Drug, MCO Operations
Coordination, Contract Compliance, HHSC Legal, and other staff to develop contracts and
Uniform Managed Care Manual language that addresses applicable federal, state, and
programmatic requirements. The unit distributes draft amendments to the MCOs, conducts
face-to-face meetings with the MCOs, and coordinates the agency’s responses to all MCO
comments. This area also prepares the final contracts for submission to CMS.

Claims Administration Contract Compliance Process

CACC monitors compliance with contract requirements, processes SARS and ACS-TMHP
Initiated Memorandums, manages the financial contract costs and transactions, processes CORs
and contract amendments, and performs quality assurance performance reviews.

MCATS

MCATS automates many of the current contract monitoring processes. The automated process
assists with:

e systematic tracking efforts;

e communicating both internally and with the vendor to reduce errors, confusion and overall
work effort;

e systematically prompting all users of key tasks awaiting action; and

e tracking and trending performance to guide future monitoring efforts.

Contract Auditing

CACC routinely reviews for contract compliance and quality, and procures independent audit
services to review contractor performance, delivery, security, financial transactions, and
performance. The audits and frequency are:

e risk assessments audits performed every other year, which determine the area to be
audited in the performance audit and/or financial audit;

e performance audits every one to two years;

e retrospective cost settlements annually;

e financial audits based on frequency of risk and performance issues; and

e SSAE16 (Suitability of the Design and Operating Effectiveness of Its Controls) Audit annually.
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Quality Assurance

CACC Quality Assurance (QA) conducts trend analysis on performance issues. Quality analysis
includes the review of contract requirements to capture and isolate trends/problems. If the
CCAC QA identifies two or more requirements with the same performance issue, the vendor is
asked to provide a cause and analysis process to determine if there is a defined issue that needs
to be evaluated.

HHSC’s CHIP responsibilities include:

e serving as the primary point of contact with the federal government;

e establishing policy directions for the CHIP program;

e administering the CHIP State Plan;

e contracting with health plans and the enrollment broker;

e determining CHIP eligibility;

e approving CHIP policies, rules, reimbursement rates, and oversight of operations of entities
contracted to operate CHIP functions or provide services; and

e organizing and coordinating initiatives to maximize federal funding.

Delivery of CHIP Services

CHIP services are delivered by managed care organizations (MCOs) selected through
competitive procurement. As of March 1, 2012, there were 10 service areas with a total of 17
MCOs delivering services to CHIP members statewide. Enrollees residing in a CHIP service area
have a choice of at least two or more MCOs. To provide CHIP members with a choice of dental
plans, HHSC expanded the number of dental managed care plans from one to two.

CHIP Rates

The CHIP rate setting process is essentially the same as for the STAR managed care program.
CHIP MCO rates are derived primarily from MCO historical claims for a particular base period.
This base cost data is totaled and trended forward to the time period for which the rates are to
apply. The cost data is adjusted for MCO expenses such as reinsurance, capitated contract
payments, changes in plan benefits, administrative expenses, and other miscellaneous costs. A
provision is made for the possible fluctuation in claims cost through the addition of a risk
margin.

Pharmacy costs associated with all CHIP clients became part of the managed care capitation
rates March 1, 2012. The methodology for calculating pharmacy rates is similar to the CHIP
medical rates above with two exceptions. Base costs are derived primarily from the state’s
Vendor Drug Program historical claims. As managed care pharmacy data become available,
MCO pharmacy claims costs will be used for the base cost. There is no acuity risk adjustment to
the rates.
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CHIP dental benefits are reimbursed through a separate set of premium rates. The rate setting
process for the CHIP dental plans are similarly derived from MCO historical claims experience
for a particular base period of time. This base cost data is totaled and trended forward as with
other programs. However, trend rates and cost adjustments for programmatic changes,
administrative expenses, and other miscellaneous costs are considered specifically for the CHIP
dental plans. A provision for possible fluctuation in claims cost is made through the addition of
a risk margin.

G. Identify all funding sources and amounts for the program or function, including federal
grants and pass-through monies. Describe any funding formulas or funding
conventions. For state funding sources, please specify (e.g., general revenue,
appropriations rider, budget strategy, fees/dues).

Medicaid Program Operations and Contract Management

General Revenue: $42,164,639
Federal: $50,026,011
Other: $1,050
General
Revenue/GR-D Federal Other
A.1.2 Integrated Eligibility & Enrollment $254,300 0 0
B.3.1 Medicaid Contracts & Administration $39,450,961 S44,065,116 $1,050
C.1.4 CHIP Contracts & Administration $2,459,378 $5,960,895 0

General Revenue primarily is the administrative match rates for Medicaid (10 percent, 25
percent, and 50 percent) and CHIP (28 percent) programs with corresponding federal funds.
The allocation of funding is derived using cost allocation factors of Medicaid and CHIP client
counts served by the Enrollment Broker, Medicaid and CHIP client counts or direct charges to
the Medicaid program. Other funds represent appropriated receipts.

H. Identify any programs, internal or external to your agency, that provide identical or
similar services or functions to the target population. Describe the similarities and
differences.

A child’s eligibility may change between Medicaid and CHIP. Coordination is key to avoid
duplication of services.
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I. Discuss how the program or function is coordinating its activities to avoid duplication
or conflict with the other programs listed in Question H and with the agency’s
customers. If applicable, briefly discuss any memorandums of understanding (MOUs),
interagency agreements, or interagency contracts.

Management of both programs is integrated with support operations serving both Medicaid
and CHIP programs.

Coordination with both programs is achieved through coordinated outreach efforts and a joint
children’s application. CHIP outreach efforts are coordinated through contracts with local
community-based organizations selected based on their local expertise and experience with
low-income populations.

If a child’s eligibility status changes from Medicaid to CHIP (or vice versa), data regarding the
child is electronically referred from one program to the other. HHSC eligibility specialists deem
children eligible for CHIP when they find children ineligible for Medicaid based on income,
resources, or immigration status, but have family incomes at or below the CHIP-qualifying
upper limit of 200 percent of the FPL and resources at or below $10,000. If a CHIP eligibility
specialist determines a child may be eligible for Medicaid, the child is referred to Medicaid.

CHIP and Medicaid health benefits are delivered through a managed care model. Procurement
of health plan services for CHIP is aligned as closely as possible with other plans, such as
Medicaid, to improve continuity of care. The majority of the Texas MCOs have contracts to
provide services to both Medicaid and CHIP members.

J. If the program or function works with local, regional, or federal units of government,
include a brief description of these entities and their relationship to the agency.

Federal Government

Medicaid managed care is a state-federal partnership program. CMS oversees the federal
aspects of the Medicaid program. CMS approves the Medicaid State Plan and managed care
waiver agreements. These documents outline the Texas Medicaid program requirements.

State Government

Within the state, the Medicaid program works with other HHS agencies. Medicaid managed
care also shares information and coordinates efforts related to managed care with the Texas
Department of Insurance.

CMS has federal oversight of SCHIP programs. CMS approves Texas’ CHIP State Plan, which
outlines Texas’ CHIP requirements. Through a combination of federal and state dollars, a
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partnership is formed between the state and CMS to provide healthcare coverage to eligible
children whose families would otherwise not be able to afford private health insurance for
them.

Within the state, HHSC shares information and coordinates efforts when needed with the Texas
Department of Insurance, MCOs, and internal and external stakeholders, including provider
associations and advocacy groups.

K. If contracted expenditures are made through this program please provide:
e ashort summary of the general purpose of those contracts overall;
the amount of those expenditures in fiscal year 2012;
the number of contracts accounting for those expenditures;
top five contracts by dollar amount, including contractor and purpose;
the methods used to ensure accountability for funding and performance; and
a short description of any current contracting problems.

The Medicaid/CHIP programs have become more complex through the years. In response,
HHSC administers these programs through a large number of contracts. Many of these
contracts cover various areas within the Medicaid/CHIP Division. For this reason, the five
largest contracts are outlined in the following areas responsible for contract management and
oversight:

e Program Operations Guide to Agency Programs, Section K (this one), and
e Vendor Drug Program Guide to Agency Program, Section K.

The Program Operations area monitors four of the five largest MCD contracts. The following is
a list of the four major contracts monitored by Program Operations and background
information.

Managed Care Organizations (MCOs) Contract

Texas Medicaid provides healthcare services to most clients through managed care systems.
HHSC has contracts with MCOs which include standards for service delivery. If those standards
are not met, statute requires HHSC (S.B. 1188, 79t Legislature, Regular Session, 2005) to
impose sanctions. Sanctions include assessment or imposition of any or all of the following
contract remedies: penalty, liquidated damages, consequential damages, corrective action plan,
debarment, involuntary suspension of a contract or portion of a contract, involuntary
termination of a contract or portion of a contract, and/or any other remedy intended to correct
deficient activities or contract non-compliance.
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Dental Maintenance Organizations (DMQOs) Contract (considered part of the main MCO

contract[

All children and teens with Children’s Health Insurance Program (CHIP) coverage get dental
services through a CHIP dental plan. Most children and teens with Medicaid coverage get
dental services through one of two Medicaid dental plans, with these exclusions:

e individuals age 21 and older;

e individuals who live in facilities such as nursing facilities, State Supported Living Centers, or
intermediate care facilities; and

e children and young adults in the State’s foster care program receiving dental services
through STAR Health.

Fiscal Year 2012 Expenditures: $10.3 billion
Number of active contracts accounting for these expenditures: 70
Current contracting issues: Currently, only one Medicaid/CHIP Division (MCD) Contract

Compliance Contract Manager is responsible for contract administration and management of all
70 MCO and two DMO contracts. The MCD Contract Compliance area is beginning to
evaluating current contract management responsibilities and workloads. This evaluation will
help implement process improvements.

MCO Contractors

Aetna Better Health, Amerigroup, Blue Cross and Blue Shield of Texas, Christus Health Plan,
Community First Health Plans, Community Health Choice, Cook Children’s Health Plan, Driscoll
Children’s Health Plan, El Paso First Premier Plan, FirstCare Star, Molina Healthcare of Texas,
Parkland HealthFirst, Right Care from Scott and White Health Plans, Sendero Health Plans,
Superior Health Plan, Texas Children’s Health Plan, United Healthcare Community Plan, Health
Spring, El Paso First CHIP, FirstCare CHIP, Parkland KidsFirst, and Seton Health Plan

DMO Contractors
DentaQuest and MCNA Dental. Delta Dental’s contract ended December 31, 2012.

Claims Administrator

Processes and adjudicates claims for “non-capitated services,” or services that are Medicaid
program benefits but are not provided by the MCOs. The claims administrator also collects
encounter data from MCOs to evaluate quality and utilization of services.

Eligibility Support Services and Enrollment Contractor

Assists in educating clients who are enrolling in Medicaid managed care about their dental plan,
health plan and PCP choices; enrolls clients into Medicaid managed care and processes changes
in the client’s selection of dental and health plans.
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Quality Monitor

Provides external reviews of managed care service delivery models, including Medicaid HMOs,
to assess client and provider satisfaction, access to care, cost effectiveness, and quality of care.

Texas Medicaid Claims /Children with Special Healthcare Needs Services Program Claims
Processing Contract — Texas Medicaid and Healthcare Partnership (TMHP)

TMHP provides contracted services to HHSC under the Texas Medicaid Claims/Children with
Special Healthcare Needs Services Program Claims Processing, Primary Care Case Management,
and Pharmacy Claims and Rebate Administration Agreement. TMHP (part of Xerox) processes
both paper and electronic claims through receipt, adjudication, and payment/denial. Contract
services include: primary care case management (PCCM)* administration; pharmacy claims and
rebate administration; long-term care form and claim processing; Children with Special
Healthcare Needs Services Program services; and Medical Transportation Program claims
administration. The following remedies are available for contract noncompliance:

e mandated corrective action by TMHP;

e assess liquidated damages in accordance with the agreement;

e decline to renew or extend the agreement; or

e terminate the agreement in accordance with the agreement’s terms and conditions.

Multiple categories of administrative services related to the claims administration include:

e provider enrollment, recruitment and relations;

e medical and program policy;

prior authorization;

surveillance and utilization review;

third-party resources (other insurance and recoveries);

family planning and Texas Women’s Health Program;

reference file pricing;

funds management including accounts receivable and hospital audit;

e systems administration including data warehouse ad hoc reporting, MCO encounters data
warehouse, and eligibility verification; and

e call center.

*The PCCM services ended on February 29, 2012. Case management of the Medicaid clients in
PCCM transitioned to managed care organizations (MCOs) effective March 1, 2012.

Fiscal Year 2012 Expenditures: $166.4 million
Number of active contracts accounting for these expenditures: 1

Contractor Name: Xerox
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Current Contracting Issues: This contract is subject to frequent amendments using CORs for
additional or modified scope of work as needed. CORs are used to implement mandated
federal or state law changes, to improve Medicaid or other medical programs, and remedy
various compliance issues. HHSC is currently in the process of contract procurement.

Enroliment Broker Services Contract

The mission of HHSC contract procurement is to improve Texans’ access to eligibility and
enrollment in health and human services programs in a manner that assures the highest levels
of quality, accuracy, and efficiency. HHSC achieves this through the development and
operation of call centers that leverage current technology, enhance fraud detection, and
implement flexible business solutions. MAXIMUS Incorporated is the current Texas contractor
for enrollment broker services. HHSC may require MAXIMUS to submit a plan to correct or
resolve an agreement breach. HHSC may impose one or more of the following remedies for
noncompliance on a case-by-case basis.

e Assess liquidated damages in accordance with the terms of the agreement;

e Conduct accel