CONTRACT #7
RFS # 318.66-051
FA # 07-16937

Finance & Administration
Bureau of TennCare

VENDOR:
UnitedHealthCare Plan of the

River Valley, Inc.
(Middle TN Region)



STATE OF TENNESSEE
BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

October 21, 2010

Mr. Jim White, Director o 1 9010
Fti'scal Review Committee Ot AR

8" Floor, Rachel Jackson Bldg. e e AL
Nashville, TN 37243 ﬁﬁi} C i&?‘% R Nw\fﬁl\{“;

Attention: Ms. Leni Chick
RE: Bureau of TennCare Contract Amendmaents
Dear Mr. White:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
consideration by the Fiscal Review Commitiee the following contract amendments. These
amendments to the Managed Care Organizations provide language changes including: (1)
address Program Integrity clarifications; (2) update Quality Performance measures; (3) provide
CHOICES requirement clarifications; (4) update risk adjustment language modifications, and (5)
various general housekeeping clarifications including numbering. There is no term extension or
additional funding associated with these amendments.

Volunteer State Health Plan (TennCare Select) FA-02-14632-24
AMERIGROUP Tennesses, inc. FA-07-16936-07
UnitedHealthCare Plan of River Valley, Inc. FA-07-16937-07
UnitedHealthCare Plan of the River Valley, Inc FA-08-24873-04
(West Region)

Volunteer State Health Plan FA-08-24978-04
{West Region)

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-04
(East Region)

Volunteer State Health Plan FA-08-24983-04

{kast Region)

The Bureau of TennCare would greatly appreciaie the consideration and approval of these
amendments by the Fiscal Review Committee.

Sincerely,

Scott Pierce
Chief Financial Officer

cc: Darin J. Gordon, Deputy Commissioner
Aima Chilton, Director of Contracts



Supplemental Documentation Required for

Fiscal Review Committee

%k
*Contact Name: | Scott Pierce CI‘,’I‘:;]‘;? 615-507-6415
*Original Contract | FA-07-16937-00 *Original RFS | 318.66-051
Number: Number:
Edison Contract N/A Pli(rilsog RFS N/A
Number: (if applicable) z}?;liszén l(j;
*Original Contract *Current End [ r- 5 ,
; , 0; 20111
Begin Date: August 15, 2006 Date: 1B ’
Current Request Amendment Number: 7
(if applicable)
Proposed Amendment Effective Date: January 1, 201 F|SCAlL REVIEW
(if applicable) ’ it il bl

*Department Submit

ting: | Department of Finance and Administration

*Division:

Bureau of TennCare

*Date Submitted:

October 21, 2010

*Submitted Within Sixty (60) days:

Yes

If not, exp

lain: | NA

*Contract Vendor Name:

UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

*Current Maximum Liability:

$3,345,949,706.00

*Current Contract Allocation by Fiscal Year:

(as Shown on Most Current Fully Executed Contract Summary Sheet)

FY:2007 FY:2008 FY:2009 FY:2010 FY2011 ¥
$174,870,888 $699,483,574 $699,483,574 $782,905,835 | $989,205,835 | $
*Current Total Expenditures by Fiscal Year of Contract:

(attach backup documentation from STARS or FDAS report)

FY: 2007 FY: 2008 FY: 2009 FY: 2010 FY 2011 24
$108,816,203.00 | $526,120,392.00 | $ 573,634,106.00 | $729,905,835.62 | $334,310,234.92 | $

IF Contract Allocation has been greater
than Contract Expenditures, please give
the reasons and explain where surplus
funds were spent:

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
expenditures are that the contract maximum liability
must be estimated prior to delivery of services using
current enrollment and medical/behavioral claims
cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
could be higher than actual expenditures.

IF surplus funds have been carried
forward, please give the reasons and
provide the authority for the carry forward
provision:

If the amount spent on this contract is less than the
budgeted amount and contributes to a net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 3 of
the General Appropriations Act.

IF Contract Expenditures exceeded
Contract Allocation, please give the
reasons and explain how funding was
acquired to pay the overage:

N/A




Supplemental Documentation Required for

Fiscal Review Committee

" ;
Contract Funding State: | $1,057,925,836.00 Federal: $2,288,023,870.00
Source/Amount:
Interdepartmental: Other:

If “other” please define:

Dates of All Previous Amendments or
Revisions: (if applicable)

Brief Description of Actions in Previous Amendments
or Revisions: (if applicable)

Amendment #1 — 1/1/2007

Scope clarification relating to service thresholds, fraud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of illegal
Immigrants

Amendment #2 — 7/1/2007

Contract language modifications and/or clarification relating
to National Provider ldentification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency department utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requirements; and general
housekeeping revisions,

Amendment #3 — 4/1/2008

Add funding for FY 2009. Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Effective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect
a change in rate tables beginning April 1, 2008,

Amendment #4 — 09/01/2009

Provided language to implement the Long-Term Care Choices
Act of 2008, complied with Mental Health Parity Act,
provides clarification language to the contract, streamline
reporting to enhance timeframes as well as review and
analysis for consistency with NCQA reporting requirements,

Amendment #5 — March 1, 2010

Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension.

Amendment #6 - July 1, 2010

Provided language relating to enforcement of Annual
Coverage Assessment Act of 2010 and clarifications of Long-
Term care reporting,

Method of Original Award: (if applicable) | RFP

*What were the projected costs of the service for
the entire term of the contract prior to contract
award?

The costs associated with this contract were
predicated on the cost proposals submitted in
response to the RFP. These documents are public
information and available upon request.




Supplemental Documentation Required for
Fiscal Review Commaittee

For all new non-competitive contracts and any contract amendment that changes
Sections A or C.3. of the original or previously amended contract document,
provide estimates based on information provided the Department by the vendor
for determination of contract maximum liability. Add rows as necessary to
provide all information requested.

If it is determined that the question is not applicable to your contract document
attach detailed explanation as to why that determination was made.

Planned expenditures by fiscal year by deliverable. Add rows as necessary to indicate
all estimated contract expenditures.

Actual expenditures are based on full-risk capitation rates incorporated into the
contract. {Attached).

Deliverable FY: FY: FY: FY: FY:
description;

Proposed savings to be realized per fiscal year by entering into this contract. If
amendment to an existing contract, please indicate the proposed savings to be realized
by the amendment. Add rows as necessary to define all potential savings per
deliverable.

This contract represents the Bureau of TennCare’s competitively awarded procurement of
medical and behavioral services for TennCare members through a full risk capitation
payment. The contract itself does not identify savings, however, the full-risk insurance model
encourages contractors to deliver all required covered benefits in a cost efficient manner by
putting risk on contractor and not the state.

Deliverable FY: FY: FY: FY: FY;
description:

Comparison of cost per fiscal year of obtaining this service through the proposed
contract or amendment vs. other options. List other options available (including other
vendors), cost of other options, and source of information for comparison of other
options (e.g. catalog, Web site). Add rows as necessary to indicate price differentials
between contract deliverables.

This contract was competitively procured and, as such, the rates paid for the various physical
and behavioral health services provided through this contract were determined as result of the
Request for Proposal (RFP) process. No other options are applicable.




UnitedHealthCare Plan (Americhoice) - Middle

FY 2011

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date
31865 00158201 0000021799 70,740,671.09 71212010
31865 00158204 0000021799 6,263,040.64 7/2/12010
31865 00173116 0000021799 71,151,938.06 8/6/2010
31865 00173119 0000021799 6,359,961.93 8/6/2010
31865 00181526 0000021799 11,836,788.90 8/23/2010
31865 00181527 0000021799 6,809,314.39 8/23/2010
31865 00178460 0000021789 61,911.29 8/31/2010
31865 00178459 0000021799 61,971.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
31865 00186277 0000021799 6,220,403.67 9/3/2010

254,586,823.29

31865
31865

00199537
00199540

0000021799
0000021799

73,251,566.34
6,461,845.29
79,713,411.63

10/1/2010
10/1/2010

FY 2011 TOTAL

$334,310,234.92




UnitedHealthCare Plan (Americhoice) - Middle

FY 2010

Pre-Edison Payments:

31865
31865
31865
31865
31865
31865

00051202
00051205
00068252
00068255
00086763
00086766

0000021799
0000021798
0000021799
0000021799
0000021799
0000021799

1562,975,148.57

44,449,762.28
5,997,241.10
44,025,304.75
5,514,146.11
62,590,461.23
5,701,641.32
168,278,456.79

1/8/2010
1/8/2010
215/2010
2/5/2010
3/5/2010
3/5/2010

Vendor Invoice| Invoice Date Voucher TCS 18A Total
BHO MCO
PAYMENTS PAYMENTS
RAI00650630 {6/29/2009  |100650630 44,878,431.47 44,878,431.47
RA100650633  {6/29/2009 100650633 4,890,269.85 4,890,269.85
RAT00686183 {8/4/2009 100686183 43,511,135.30 43,511,135.30
RAIO0686186  |8/4/2009 100686186 6,752,286.18 6,752,286.18
RA100714797 |9/1/2009 (100714797 6,463,994.29 6,463,994.29
RA100714794 |9/1/2009 100714794 42.681,316.13 42,681,316.13
18,106,550.32 131,070,882.90 149,177,433,22
Edison Payments:
Unit | Voucher ID | Vendor ID I Amount Pd ] Pymnt Date
31865 00006784 0000021799 48,582,237.33 10/5/2009
31865 00006787 0000021799 6,193,643.53 10/6/2009
31865 000156565 0000021799 44,267,315.17 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/6/2009
31865 00022040 0000021799 42 961,566.23 12712009
31865 00022043 0000021799 5,449,527.21 12/7/2009
31865 00038454 0000021799 40,000.00 1212472009




UnitedHealthCare Plan {AmeriChoice) - Middle FY 2010 (Continued)

flunit Voucher ID || Vendor ID Amount Pd PymntDate |
31865 00104917 0000021799 82,612,990.02 41212010
31865 00104920 0000021799 8,643,743.79 4/2/2010
31865 00108122 0000021799 21,000,580.09 41212010
31865 00103799 0000021799 352,048.25 4/6/2010
31865 00125595 0000021799 69,049,286.19 5/7/2010
31865 00125598 0000021799 6,310,699.70 5/7/2010
31865 00141601 0000021799 70,623.80 6/3/2010
31865 00141602 0000021799 64,266.91 6/3/2010
31865 00141603 0000021799 72,129.62 6/3/2010
31865 00142689 0000021799 64,652,898.59 6/4/2010
31865 00142692 0000021799 5,927,148.95 6/4/2010
258,756,415.91

FY 2010 TOTAL

$729,187,454.49
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ATTACHMENT X

CAPITATION RATES
EFFECTIVE APRIL 1, 2007 THROUGH JUNE 30, 2008

Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 S 431.76
Age 1-13 $ 75.52
Age 14 - 20 Female | $ 207.32
Age 14 - 20 Male $ 96.29
Age 21 -44 Female | $ 327.13
Age 21 - 44 Male $ 283.06
Age 45 - 64 $ 547.63
Age 65+ $ 306.81
Uninsured/Uninsurable Age Under 1* $ 431.76
Age 1-13 $ 64.99
Age 14 - 19 Female | § 105.69
Age 14 - 19 Male $ 90.59
Disabled Age <21 $ 574.14
Age 21+ $ 648.55
Medicaid/Medicare Duals All Ages $ 67.82
Waiver/Medicare Duals All Ages $ 18.11
State Only & Judicials All Ages S 451.54
Priority Add-On Age <21 $ 384.28
Age 21+ $ 474.73

327 of 327




Amendment Number 5 (cont.)

125,

126.

127,

Attachment X1, NEMT Requirements, Section A.19.6.4.2 shall be amended by deleting the
reference to “Section A.14.4” and replacing it with the reference “Section A.14.37,

Attachment XI, NEMT Requirements, Exhibit B, Item 4

text “/BHO”,

Attachment XII, CAPITATION RATES, shall be amended by
existing Exhibit C and adding a new Exhibit D to read as follows

shall be amended by deleting the

deleting and replacing the

-
-

EXHIBIT C
CAPITATION RATES
EFFECTIVE July 1, 2608 — June 30, 2009
: Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 564.71
And Agel-13 $ 87.01
Standard Spend Down Age 14 - 20 Female $186.21
Age 14 - 20 Male $ 96.93
Age 21 - 44 Female $317.51
Age 2] - 44 Male $174.03
Age 45 - 64 $ 343.00
Age 65 -+ $354.29
Uninsured/Uninsurable Age Under 1 $564.71
Age1-13 $ 65.49
Age 14 - 19 Female $ 9791
Age 14 — 19 Male $ 74.66
Disabled Age <21 $732.18
Age 21 + $ 735.43
Duals/Waiver Dualg All Ages $214.22
State Only & Judicials All Ages $557.42
Priority Add-On Age <21 $ 354,55
Ape 21 + $354.55

93




Amendment Number 5 (cont.)

EXHIBIT D
CATITATION RATES
EFFECTIVE July 1, 2009 (Except CHOICES Rates as described below)

Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) - Age Under | $523.22
And Age1-13 $ 85.08
Standard Spend Down Age 14 - 20 Pemale $ 230.84
Age14-20 Male $ 126.19
Age 21 - 44 Female $377.73
Age 21 - 44 Male $241.56
Age 45 - 64 $451.29
Age 65 + $440.92
Uninsured/Uninsurable Age Under 1 $523.22
Agel-13 $ 77.48
Age 14 - 19 Female $107.50
Age 14 - 19 Male $ 9740
Disabled Ape <21 $1,433.96
Age 21+ $ 94445
Duals/Waiver Duals All Ages _ $ 183.80
Priority Add-On Age <21 $ 386.66
Age2l + $ 386.66
CHOICES Rate (Effective upon CHOICES Duais $4,281.62
the CHOICES Implementation CHOICES Non-Duals $5,625.27
Date)

128.  All references throughout the Agreement to the “Division of Mental Retardation Services
(DMRS)” shall be deleted and replaced with the reference “Division of Intellectual
Disabilities Services (DIDS)”.

94



REQUEST: NON-COMPETITIVE AMENDMENT

B-25-05

APPROVED

Commissioner of Finance & Administration
Date:

EACH REQUEST ITEM BELOW MUST BE DETAILED OR ADDRESSED AS REQUIRED,

1} RFS# 318.66-051
2) State Agency Name: Department of Finance and Administration, Bureau of TennCare
EXISTING CONTRACT INFORMATON
— Provision of Physical and Behavioral Health Services fo TennCare Enroliees in the Middie
3) Service Caption : Tennessee Region
4) Contractor: United HeaithCare Plan of the River Valiey, Inc.
5) Contract# FA-07-16837-00
6) Contract Start Date : August 15, 2006
7} Current Contract End Date IF all Options to Extend the Contract are Exercised : June 30, 2011
8) Current Total Maximum Cost IF all Options to Extend the Contract are Exercised : $3,345,949,706.00
PROPOSED AMENDMENT INFORMATON
9) Proposed Amendment# 7
10) Proposed Amendment Effective Date : January 1. 2014
(attached explanation required if date is < 60 days after F&A receipt) v
11) Proposed Contract End Date IF all Options to Extend the Contract are Exercised : June 30, 2011
12) Proposed Total Maximum Cost IF all Options to Extend the Contract are Exercised : $3,345,049,706.00

13) Approval Criteria: | X

{select one)

use of Non-Competitive Negotiation is in the best interest of the state

D only one uniquely qualified service provider able to provide the service

14) Description of the Proposed Amendment Effects & Any Additional Service :

This competitively procured contract is being amended to address the following language changes: (1) Address Program Integrity

clarifications; (2) Update Quality Performance measures, (3) Provide CHOICES requirement clarifications; (4} Update risk

adjustment language modifications, and (5) various general housekeeping clarifications including numbering and typos. There is no
term extension or additional funding associated with this amendment.




15) Expianation of Need for the Proposed Amendment :

This contract is a competitively procured contract providing medical and behavioral services to TennCare enrollees, This
amendment is needed to provide required language clarifications relating to enforcement of the CHOICES program, program
integrity clarifications and risk adjustment language modifications. There is no term extension or additional funding associated with this
amendment.

16) Name & Address of Contractor’s Current Principal Owner(s)
{not required if proposed contractor is a state education institution)

Richard L. Barish, M.D.

President

United Healthcare Plan of River Valley, Inc.
1300 River Drive

Moline, IL 61265

17) Documentation of Office for Information Resources Endorsement :
{required only if the subject service involves information technology)

selectone: | X Documentation Not Applicable to this Request D Documentation Attached to this Reguest

18) Documentation of Department of Personnel Endorsement :
(required only if the subject service involves training for state employees)

selectone: | X Documentation Not Applicable to this Request D Documentation Attached to this Request

19) Documentation of State Architect Endorsement :
(required only if the subject service involves construction or real property related services)

selectone: ;: X DBocumentation Not Applicable to this Request D Documentation Attached to this Request

20) Description of Procuring Agency Efforts to Identify Reasonable, Competitive, Procurement Alternatives :

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured contract to integrate
the provision of both Physical and Behavioral Health services to TennCare Enrollees in the Middle Tennessee Region.
This amendment adds language changes and ciarifications to the existing competitively procured contract. This
amendment does not include additional funding.

21) Justification for the Proposed Non-Competitive Amendment :

This competitively procured contract is being amended to update requirements for the Long-Term Care Community
Choices Act of 2008, clarifications and modifications associated with program integrity, performance measures and risk
adjustment. The Bureau of TennCare feels this amendment represents necessary changes to comply with State law and
that also strengthen the contract and assure state and federal compliance. The approval by the Commissioner of Finance

and Administration is greatly appreciated.

REQUESTING AGENCY HEAD SIGNATURE & DATE :
{must be signed & dated by the ACTUAL procuring agency head as detailed on the Signature Certification on file with OCR— signature
by an authorized signatory will be accepted only in documented exigent circumstances)

Agency Head Signature | Date

/ i// /Y50



CONTRACT SUMMARY SHEET

021406—|

CONTRACT NOT PAID THROUGH EDISON

RFS # | Contract #° g
318.66-051 FA-07-16937-07

State Agency State Agency Divislon .

Department of F:nance and Admlmstratlon Bureau of TennCare
Contractor Name - R R ‘| Contractor ID #(FEIN or 88N)

UmtedHeaithCare Pian of the Rlver Vailey, Inc C.. or | X V.. 363379945 01
Service Description B R N S

Provlsnon of Physicai and Behaworal Heaith Serwces to TennCare Enrol!ees in the Mlddle Tennessee Reg:on

. Contract BEGIN Date - Contract END Date | Subreciplent or Vendor? ‘ .
August 15, 2006 June 30, 2011 Subrecipient 3178 Usem O Feall and Homan

OMPLETE FOR AM&N

Mark Each TRUE Statement - SR e e L i e

Contractor is on STARS Contractor’'s Form W;Q is on file in Acéouﬁts
‘Allotment Code | ~ Cost Center | Object Code | . - Fund - Funding Grant Cods - | Funding Subgrant Code |

318.66 4M9 134 11
Y[ State [ Federal | interdepartmental | Other | TOTAL Contrect Aot
2007 |$  63,416,928.00 [$  111,453,960.00 $ 174,870,888.00
2008 |$ 253,667,718.00 [ §  445.815,856.00 $ 699,483,574.00
2009 $253,667,718.00 $445.815,856.00 $ 699,483,574.00
2010 $195,060,989.00 $587,844,846.00 $ 782,905,835.00
2011 |$ 292,112483.00{ $  697,093,352.00 $ 989,205,835.00
L -

T}QIAL-“ $ 1,057,925,836.00 [ $ 2,288,023,870.00 Il - 18 - 1'$  3,345949,706.00

THIS Arnondmont :

L *Prior Amandmenm S ONRY
2007 $174,870,888.00
2008 [§ 699,483,574.00
2009 1%  699,483,574.00
2010 1§ 782,905,835.00
2011 ]$  989,205835.00
TOTAL:| § 3,345,949,706.00 -
End Date]  June 30, 2011 June 30, 2011
Contractor Ownership (complste only for base contracts with contract # prefix: FAorGR) 0 "0 Tl
African American Person w/ Disability Hispanic Small Business x |NOT disadvantaged
Asian Female Native American OTHER mlnorityldisadvantagad-—

X

RFP

Non-Competitive Negotiation

Competatwe Negotlallon

Negotiation w/ Government(eg,ID.GG,GU)

Other

Alternat!ve Competitive Method

Procurement Process Summary (complete for Alferative Method, Competitive Negoltiation, Non-Compatiive Negatiation, OR Othar




AMENDMENT NUMBER 7
MIDDLE
CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

CONTRACT NUMBER: FA-07-16937-00

For and in consideration of the mutual promises herein contained and other good and valuabie consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC,, hereinafter referred to as
the CONTRACTOR as specified below.

Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only and shall
not be construed to infer a contractual construction of language.

1.

Section 1 shall be amended by deleting and replacing the following definitions:

Base Capitation Rate: The amount established by TENNCARE pursuant to the methodology described in
Section 3 of this Agreement as compensation for the provision of all covered services.

Capitation Payment: The fee that is paid by TENNCARE to the CONTRACTOR for each member
covered by this Agreement. The CONTRACTOR is at financial risk as specified in Section 3 of this
Agreement for the payment of services incurred in excess of the amount of the capitation payment.
“Capitation Payment” includes Base Capitation Rate payments unless otherwise specified.

Capitation_Rate: The amount established by TENNCARE pursuant to the methodology described in
Section 3 of this Agreement, including the base capitation rates.

Priority Enrollee: An enrollee that has been identified by TENNCARE as vulnerable due to certain
mental health diagnoses.

Section 1 shall be amended by deleting the following definitions: “Clinically Related Group
1: Severely and/or Persistently Mentally 11l (SPMI)”, “Clinically Related Group 2: Persons
with Severe Mental Illness (SMI)”, “Clinically Related Group 3: Persons who are Formerly
Severely Impaired”, “Clinically Related Group 4: Persons with Mild or Moderate Mental
Disorders”, “Clinically Related Group 5: Persons who are not in clinically related groups
1-4 as a result of their diagnosis”, “CRG (Clinically Related Group)”, “Priority Add on
Rate”, “Seriously Emotionally Disturbed (SED)”, “Severely and/or Persistently Mentally
Il (SPMI)” and “Target Population Group (TPG)”.

Section 2.7.1.2 and 2.7.1.3 shall be amended by adding a new sentence to the end of the
existing language as follows:

2712 The CONTRACTOR shall review and approve or disapprove claims for emergency services
based on the definition of emergency medical condition specified in Section 1 of this
Agreement. The CONTRACTOR shall base coverage decisions for emergency services on
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2713

the severity of the symptoms at the time of presentation and shall cover emergency services
where the presenting symptoms are of sufficient severity to constitute an emergency medical
condition in the judgment of a prudent layperson. The CONTRACTOR shall not impose
restrictions on coverage of emergency services more restrictive than those permitted by the
prudent layperson standard. The CONTRACTOR shall have policies that address emergency
and non-emergency use of services provided in an outpatient emergency setting.

The CONTRACTOR shall provide coverage for inpatient and outpatient emergency services,
furnished by a qualified provider, regardless of whether the member obtains the services from
a contract provider, that are needed to evaluate or stabilize an emergency medical condition
that is found to exist using the prudent layperson standard. These services shall be provided
without prior authorization in accordance with 42 CFR 438.114. The CONTRACTOR shall
pay for any emergency screening examination services conducted to determine whether an
emergency medical condition exists and for all emergency services that are medically
necessary until the member is stabilized. However, the CONTRACTOR shall have policies to
determine when non- emergency services are provided in an outpatient emergency setting.

Section 2.7.2.8.1.5 shall be deleted and replaced as follows:

272815

Prior to admission to a psychiatric inpatient hospital on an involuntary basis, the
CONTRACTOR shall ensure that Tennessee’s statutory requirement for a crisis team
consultation is completed for all members evaluated by a licensed physician or
psychologist as described in TennCare policy. In addition, the CONTRACTOR shali
ensure that Tennessee’s statutory requirement for a face-to-face evaluation by a
mandatory pre-screening agent (MPA), is conducted to assess eligibility for emergency
involuntary admission to an RMHI (Regional Mental Health Institute) and determine
whether all available less drastic alternatives services and supports are unsuitable.

Sections 2.7.2.9 through 2.7.2.9.7 shall be deleted in their entirety and the remaining
Section 2.7.2 shall be renumbered accordingly including any references thereto.

Sections 2.

2.7.6.2.10.1

2.7.6.2.10.1

7.6.2.10.1 and 2.7.6.2.10.1.1 shall be deleted and replaced as follows:

The minimum number of cutreach events shall equal no less than twenty-five (25) per quarter for
each region, with a total of at least one hundred and fifty (150} per year, per region.

.1 A minimum of forty five (45) of the one hundred and fifty (150) events shall be targeted at

counties designated as rural/suburban. The MCOs shall conduct outreach events throughout the
region they serve to ensure all members have reasonable access to events during a calendar year.
Results of the CONTRACTOR’s or State’s CMS 416 and HEDIS reports, as well as
county demographics, shall be utilized in determining counties for targeted activities and
in developing strategies for specific populations, particularly members who have limited
English proficiency, low literacy levels, behavioral health needs, special health care
needs or who are pregnant,

Section 2.7.8.1 shall be deleted and replaced as follows:

2.7.8.1

The CONTRACTOR shalt cover abortions, sterilizations, and hysterectomies (ASH) pursuant
to applicable federal and state law. The CONTRACTOR shall ensure that when coverage
requires the completion of a specific form, the form is properly completed as described in the

2
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284

instructions with the original form maintained in the member’s medical records and a copy
submitted to the CONTRACTOR for retention in the event of audit. In the event of a TennCare
audit the CONTRACTOR will provide additional supporting documentation to ascertain compliance
with federal and state regulations. Such documentation may include admission history and physical,
pre and post procedure notes, discharge summary, court records or orders, or other documentation
utilized to authorize ASH procedures utilized io autherize ASH procedures, specific to the type of
procedure performed.

Section 2.8.1 shall be amended by deleting and replacing Section 2.8.1.2, adding a new
Section 2.8.1.3 and renumbering the existing Sections accordingly including any references
thereto.

2812 Each DM program shall utilize evidence-based clinical practice guidelines (hereafter referred
to as the guidelines) that have been formally adopted by the CONTRACTOR’s Quality
Management/Quality Improvement (QM/Ql) committee or other clinical committee as a
clinical basis for development of program content and plan of care.

2.813 For the conditions listed in Sections 2.8.1.1.1 through 2.8.1.1.7, the DM Health Risk
Assessment shall include screening for mental health and substance abuse. For conditions
tisted in Sections 2.8.1.1.8 through 2.8.1.1.10, the DM Health Risk Assessment shall include
an evaluation for co-occurring disorders,

Section 2.8.3 shall be amended by renumbering the existing text as 2.8.3.1 and adding new
text in a new Section 2.8.3.2 as follows:

Stratification

28.3.1 As part of the DM programs, the CONTRACTOR shall classify eligible members into
stratification levels according to condition severity or other clinical or member-provided
information which, for members enrolled in the CHOICES program shall also include
stratification by the type of setting in which long-term care services are delivered, i.e.,
nursing facility, community-based residential alternative, or home-based. The DM programs
shall tailor the program content and education activities for each stratification level. For
CHOICES members, this shall include targeted interventions based on the setting in which
the member resides.

2.83.2 As a part of the Maternity DM program, the contractor shall classify all pregnant women who use
tobacco in the high risk category and refer those members, who consent, to the Tennessee Tobacco
Quitline using the Quitline referral form (or a TENNCARE approved smoking cessation program).

Section 2.8.4 shall be deleted and replaced as follows:

Program Content

Each DM program shall include the development of program content plans, as described in NCQA
Disease Management Standards as treatment plans, to serve as the outline for all of the activities and
interventions in the program focusing on patient empowerment strategies to support the provider-patient
relationship, At a minimum the activities and interventions shall address condition monitoring, patient
adherence to the program, consideration of other co-morbidities, and condition-related lifestyle issues.
For CHOICES members, appropriate elements of the program content plan shall be individualized and
integrated into the member’s plan of care to facilitate befter management of the member’s condition.

3
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12.

13.

14.

Section 2.8.7.2 through 2.8.7.2.6 shall be deleted and replaced with new Sections 2.8.7.2,
and 2.8.7.3 through 2.8.7.3.6 as described below. The current Section 2.8.7.3 shall be
renumbered as 2.8.7.4.

2872 The CONRACTOR shall report the passive participation rates (as defined by NCQA) and the
number of individuals participating in each level of each of the DM programs.

2873 The CONTRACTOR shall establish measurable benchmarks and goals for each DM program
and shall evaluate the programs using these benchmarks and goals. The calculations for the
benchmarks and goals should include non-CHOICES members only. These benchmarks and
goals shall include:

2.8.7.3.1  The rate of emergency department utilization and inpatient hospitalization;

2.8.7.3.2  Neonatal Intensive Care Unit (NICU) data associated with members enrolled in the maternity
care management program;

2.8.7.33  Appropriate HEDIS measures;

2.8.7.3.4 Member adherence to treatment plans;

2.8.7.3.5 Provider adherence to the guidelines; and

2.8.7.3.6 DM specific member satisfaction survey results.

Sections 2.9.4.2.7.1 and 2.9.4.2.7.2 shall be deleted and replaced as follows and the

remaining Section 2.9.4.2.7 shall be renumbered accordingly including any references

thereto.

294271 Priority Enrollees;

Section 2.9.5.1.5 shall be deleted and replaced as follows:

2.9.5.1.5

2.95.1.5.1

295152

295153

Program Evaluation (Satisfaction and Effectiveness) which shall include the following:
The rate of in-patient admissions and re-admissions of CM members;
The rate of ED utilization by CM members; and

Percent of member satisfaction specific to CM.

Section 2.9.6.2.4 shall be amended by deleting and replacing Section 2.9.6.2.4.2, deleting
Sections 2.9.6.2.4.3 and 2.9.6.2.4.4 and renumbering the remaining Section 2.9.6.2.4 as
appropriate including all references thereto.

296242

For members in CHOICES Group 1 who are receiving services in a nursing facility at the
time of enrollment in, the CONTRACTOR shall immediately authorize NF services in
accordance with the level of nursing facility services or reimbursement approved by

4
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TENNCARE, and as of the effective date of CHOICES enroliment. The
CONTRACTOR shall, within thirty (30) calendar days of notice of the member’s
enrollment in CHOICES, conduct a face-to-face visit with the member and perform any
additional needs assessment deemed necessary by the CONTRACTOR (see Section
2.9.6.5.1). The care coordinator shall review the plan of care developed by the nursing
facility and may supplement the plan of care as necessary and appropriate (see Section
2.9.6.6.1).

15. Section 2.9.6.2,5.2 and 2.9.6.2.5.3 shall be deleted and replaced as follows:

296252

296253

For members in CHOICES Group 2 who upon CHOICES enrollment are receiving
services in a community-based residential alternative setting, within ten (10) business
days of notice of the member's enroliment in CHOICES the care coordinator shall
conduct a face-to-face visit with the member, perform a comprehensive needs assessment
(see Section 2.9.6.5), develop a plan of care (see Section 2.9.6.6), and authorize and
initiate additional HCBS specified in the plan of care (i.e., assistive technology), except
in the case of members enrolled on the basis of Immediate Eligibility. If a member
residing in a community-based residential alternative setting is enrolled on the basis of
Immediate Eligibility, the CONTRACTOR shall, upon notice that the State has
determined that the member meets categorical and financial eligibility for TennCare
CHOICES, immediately authorize community-based residential services and shall
authorize and initiate additionai HCBS specified in the member’s plan of care (ie.,
assistive technology) within five (5) days of notice; authorization for community-based
residential alternative services shall be retroactive to the member’s effective date of
CHOICES enroliment.

The care coordinator shall, for all other CHOICES members in Groups 2 and 3 not
specified in 2.9.6.2.5.1 - 2.9.6.2.5.2 above, within ten (10} business days of notice of the
member’s enrollment in CHOICES, conduct a face-to-face visit with the member,
perform a comprehensive needs assessment (see Section 2.9.6.5), develop a plan of care
(see Section 2.9.6.6), and authorize and initiate HCBS, except in the case of members
enrolled on the basis of Immediate Eligibility in which case only the limited package of
HCBS shall be authorized and initiated. Members enrclled on the basis of Immediate
Eligibility shall have access only to a limited package of HCBS (see Section 2.6.1.5.3)
pending determination of categorical and financial eligibility for TennCare CHOICES;
however all needed services shall be listed in the plan of care, and the CONTRACTOR
shall immediately revise the service authorizations as necessary upon notice that the State
has determined that the member meets categorical and financial eligibility for TennCare
CHOICES and initiate services within ten (10) business days of notice.

16.  The first paragraph numbered Section 2.9.6.3.17 shall be deleted and replaced as follows:

2.9.6.3.17 For all newly enrolled CHOICES Group | members, the CONTRACTOR shall immediately

authorize NF services in accordance with the level of nursing facility services or
reimbursement approved by TENNCARE, and as of the effective date of CHOICES
enroliment. To the extent that applicable activities specified in Sections 2.9.6.3.8, 2.9.6.3.8.1
and 2,9.6.3.9 were not completed by the CONTRACTOR during the member’s CHOICES
enrollment process, the member's Care Coordinator shall within thirty (30) calendar days of
notice of the member's enrollment in CHOICES Group 1, conduct a face-to-face visit,
perform any additional needs assessment deemed necessary, and may supplement the plan of

5
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17.

18.

19.

20.

21.

care as necessary and appropriate.

For the CONTRACTOR’s current members enrolled into CHOICES Group 2, the member's
Care Coordinator shall within ten (10) business days of notice of the member's enrollment in
CHOICES Group 2, authorize and initiate HCBS. To the extent that applicable activities
specified in Sections 2.9.6.3.8, 2.9.6.3.8.2 and 2.9.6.3.9 were not completed by the
CONTRACTOR during the member’s CHOICES enrollment process, the member's Care
Coordinator shall also within ten (10) business days of notice of the member's enrollment in
CHOICES Group 2, conduct a face-to-face visit, perform a comprehensive needs assessment,
and develop a plan of care.

Section 2.9.8.4 shall be deleted and replaced as follows:

2984

Referrals to Behavioral Health Providers

The CONTRACTOR shall ensure through screening that members with a need for behavioral
health services, particularly priority enrollees are appropriately referred to behavioral health
providers. The CONTRACTOR shall develop provider education and training materials to
ensure that physical health and long-term care providers know when and how to refer
members who need specialty behavioral health services. This shall include education about
behavioral health services, including the recovery process and resilience for children. The
CONTRACTOR shall develop a referral process to be used by its providers, including what
information must be exchanged and when to share this information, as well as notification to
the member’s care coordinator.

Section 2.11.7.2 shall be deleted and replaced as follows:

2.11.7.2

Community Mental Health Agencies (CMHASs)

The CONTRACTOR is encouraged to contract with CMHAs and other behavioral health
safety net providers in the CONTRACTOR s service area to the extent possible and practical,
Where CMHAs are not utilized, the CONTRACTOR shall demonstrate that both adequate
capacity and an appropriate range of services for all populations, but in particular priority
enrollees, exist to serve the expected enrollment in the CONTRACTOR’s service area
without contracting with CMHAs,

Section 2,12.9.60 shall be deleted and replaced as follows:

2.12.9.60 Require the provider to comply and submit to the CONTRACTOR disclosure of information

in accordance with the requirements, including timeframes, specified in 42 CFR Part 455,
Subpart B and at anytime upon request;

Section 2.12.15 shall be deleted in its entirety and the remaining Sections in 2.12 shall be
renumbered accordingly including any references thereto.

The renumbered Section 2.12.15 shall be deleted and replaced as follows:

2.12.15

The CONTRACTOR shall comply with the Annual Coverage Assessment Act, (T.C.A. 71-5-
1003 et seq., T1-5-1005 ef seq.).
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2.12.15.1

2.12.15.2

2.12.15.3

The CONTRACTOR shall be prohibited from implementing across the board rate reductions
to covered or excluded contract hospitals or physicians either by category or type of
provider. These requirements shall also apply to services or settings of care that are ancillary
to a covered or excluded hospital, or physician's primary license if the physician or covered
or excluded hospital, including a wholly owned subsidiary or controlled affiliate of a
covered or excluded hospital or hospital system, holds more than fifty percent (50%)
controlling interest in such anciilary services or settings of care, but shall not apply to any
other ancillary services or settings of care. For purposes of this Section, covered or excluded
contract hospitals or physicians shall be those as defined by the Annual Coverage
Assessment Act.

The CONTRACTOR shall notice providers regarding across the board rate reductions and
shall include language in the notice that describes those providers to be excluded from the
across the board rate reduction in accordance with the Annual Coverage Assessment Act.

The provider exclusion language shall be conspicuously placed on the front page of the notice
and will advise providers who believe they meet the exclusion criteria specified in the Act of
the process for demonstrating such to the MCO.

For purposes of this requirement, services or settings of care that are "ancillary” shall mean,
but not be limited to, ambulatory surgical facilities, outpatient treatment clinics or imaging
centers, dialysis centers, home health and related services, home infusion therapy services,
outpatient rehabilitation or skilled nursing services. Further, for purposes of this requirement,
"physician" includes a physician licensed under title 63, chapter 6 and chapter 9 and a group
practice of physicians that hold a contract with the CONTRACTOR.

Section 2.15.7.6 shall be amended by deleting the word “monthly” and replacing it with the
word “quarterly”.

2.15.7.6

As specified in Section 2.30.11.6, the CONTRACTOR shall submit quarterly reports to
TENNCARE regarding all critical incidents.

Sections 2.18.7.4 and 2,18.7.5 shall be deleted and replaced as follows:

2.18.74

2.18.7.5

The CONTRACTOR shall conduct an annual survey to assess provider satisfaction, inclading
satisfaction with provider enrollment, provider communication, provider education, provider
complaints, claims processing, claims reimbursement, care coordination, and utilization
management processes, including medical reviews, The CONTRACTOR shall include
questions specified by TENNCARE. The CONTRACTOR shall submit an annual report on
the survey to TENNCARE as required in Section 2.30.12.4. The CONTRACTOR shall take
action to address opportunities for improvement identified through the survey and provide an
update on actions taken in the previous year to improve provider satisfaction. The survey shall be
structured so that behavioral health provider satisfaction results and physical health provider
satisfaction results can be separately stratified.

The CONTRACTOR shall conduct an annual satisfaction survey of CHOICES long-term
care providers that shall include any questions specified in the survey tool provided by
TENNCARE. The CONTRACTOR shall submit an annual report on the survey to TENNCARE as
required in Section 2.30.12.4. The CONTRACTOR shall take action to address opportunities for
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2.20

2.20.1

2202

improvement identified through the survey and provide an update on actions taken in the previous year
to improve provider satisfaction. .

Section 2.20 shall be deleted and replaced as follows:

FRAUD AND ABUSE
General
2.20.1.1  The Tennessee Bureau of Investigation, Medicaid Fraud Control Unit (TBI MFCU) is the

2.20.1.2

220,13

22014

2.20.1.5

state agency responsible for the investigation of provider fraud and abuse in the TennCare
program.

The Office of Inspector General (OIG) has the primary responsibility to investigate TennCare
enrollee fraud and abuse.

The CONTRACTOR shall have surveillance and utilization control programs and procedures
(42 CFR 456.3, 456.4, 456.23) to safeguard the Medicaid funds against unnecessary or
inappropriate use of Medicaid services and against improper payments. The CONTRACTOR
shall have internal controls and policies and procedures in place that are designed to prevent,
detect, and report known or suspected fraud and abuse activities.

The CONTRACTOR shall have adequate staffing and resources to investigate unusual
incidents and develop and implement corrective action plans to assist the CONTRACTOR in
preventing and detecting potential fraud and abuse activities.

The CONTRACTOR shall comply with all federal and state requirements regarding fraud
and abuse, including but not limited to Sections 1128, 1156, and 1902(a)(68) of the Social
Security Act.

Reporting and Investigating Suspected Fraud and Abuse

22021

2.20.2.1.1

2.20.2.2

2.20.2.2.1

The CONTRACTOR shall cooperate with all appropriate state and federal agencies,
including TBI MFCU and/or OIG, in investigating fraud and abuse. In addition, the
CONTRACTOR shall fully comply with the TCA 71-5-2601 and 71-5-2603 in performance
of its obligations under this Agreement. The CONTRACTOR shall report all confirmed or
suspected fraud and abuse to TENNCARE and the appropriate agency as follows:

Suspected fraud and abuse in the administration of the program shall be reported to TBI
MFCU and/or OIG;

The CONTRACTOR shall have methods for identification, investigation, and referral of
suspected fraud cases (42 CFR 455.13, 455.14, 455.21). All confirmed or suspected provider
fraud and abuse shall immediately be reported to TBI MFCU and TennCare Office of
Program Integrity; and

All confirmed or suspected enrollee fraud and abuse shall be reported immediately to OIG;
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22024

22025

2.20.2.5.1

220252

220253

2.20.2.6

22027

2.202.8

22029

2.20.2.10

The CONTRACTOR shall use the Fraud Reporting Forms in Attachment VI, or such other
form as may be deemed satisfactory by the agency to whom the report is to be made under
the terms of this Agreement.

Pursuant to TCA 71-5-2603(c) the CONTRACTOR shall be subject to a civil penalty, to be
imposed by the OIG, for willful failure to report fraud and abuse by recipients, enrollees,
applicants, or providers to TENNCARE and OIG or TBI MFCU, as appropriate.

The CONTRACTOR shall promptly perform a preliminary investigation of all incidents of
suspected and/or confirmed fraud and abuse. Unless prior written approval is obtained from
the agency to whom the incident was reported, or to another agency designated by the agency
that received the report, after reporting fraud or suspected fraud and/or suspected abuse
and/or confirmed abuse, the CONTRACTOR shall not take any of the following actions as
they specifically relate to TennCare claims:

Contact the subject of the investigation about any matters related to the investigation;
Enter into or attempt 1o negotiate any seftlement or agreement regarding the incident; or

Accept any monetary or other thing of valuable consideration offered by the subject of the
investigation in connection with the incident.

The CONTRACTOR shall promptly provide the results of its preliminary investigation to the
agency to whom the incident was reported, or to another agency designated by the agency
that received the report.

The CONTRACTOR shall cooperate fully in any further investigation or prosecution by any
duly authorized government agency, whether administrative, civil, or criminal. Such
cooperation shall include providing, upon request, information, access to records, and access
to interview CONTRACTOR employees and consultants, including but not limited to those
with expertise in the administration of the program and/or in medical or pharmaceutical
questions or in any matter related to an investigation.

The State shall not transfer its law enforcement functions to the CONTRACTOR.

The CONTRACTOR and providers, whether contract or non-contract, shall, upon request and
as required by this Agreement or state and/or federal law, make available to the TBI
MFCU/OIG any and all administrative, financial and medical records relating to the delivery
of items or services for which TennCare monies are expended. In addition, the TBI
MFCU/OIG shall, as required by this Agreement or state and/or federal law, be allowed
access to the place of business and to all TennCare records of any contractor or provider,
whether contract or non-contract, during normal business hours, except under special
circumstances when after hour admission shall be allowed. Special circumstances shall be
determined by the TBI MFCU/OIG.

The CONTRACTOR shall include in any of its provider agreements a provision requiring, as
a condition of receiving any amount of TennCare payment, that the provider comply with this
Section, Section 2.20 of this Agreement.
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2.20.2.11

2.20.2.12

The CONTRACTOR shall notify TENNCARE when the CONTRACTOR denies a provider
credentialing application for program integrity-related reasons or otherwise limits the ability
of providers to participate in the program for program integrity reasons.

Except as described in Section 2.11.7.2 of this Agreement, nothing herein shall require the
CONTRACTOR to ensure non-contract providers are compliant with TENNCARE contracts
or state and/or federal faw.

Compliance Plan

2.20.3.1

220372

220321

220322

220323

220324

2.203.2.5

2.20.3.2.6

2203.2.6.1

2203.2.6.2

2203263

22032.64

The CONTRACTOR shall have a written fraud and abuse compliance plan. A paper and
electronic copy of the plan shall be provided to the TennCare Program Integrity Unit within
ninety {90) calendar days of Agreement execution and annually thereafter. TENNCARE shall
provide notice of approval, denial, or modification to the CONTRACTOR within thirty (30)
calendar days of receipt. The CONTRACTOR shall make any requested updates or
modifications available for review to TENNCARE as requested by TENNCARE and/or the
TennCare Program Integrity Unit within thirty (30) calendar days of a request.

The CONTRACTOR’s fraud and abuse compliance plan shall:

Require that the reporting of suspected and/or confirmed fraud and abuse be done as required
by this Agreement;

Outline activities proposed for the next reporting year regarding employee education of
federal and state laws and regulations related to Medicaid Program Integrity against
Fraud/Abuse/Waste to ensure that all of its officers, directors, managers and employees know
and understand the provisions of the CONTRACTOR’s fraud and abuse compliance plan;
Qutline activities proposed for the next reporting year regarding provider education of federal
and state laws and regulations related to Medicaid Program Integrity against
Fraud/Abuse/Waste and on identifying and educating targeted providers with patterns of
incorrect billing practices and/or overpayments;

QOutline unique policy and procedures, and specific instruments designed to identify,
investigate, and report fraud and abuse activities under the CHOICES' program.

Contain procedures designed to prevent and detect abuse and fraud in the administration and
delivery of services under this Agreement; and

Include a description of the specific controls in place for prevention and detection of potential
or suspected fraud and abuse, such as:

A list of automated pre-payment claims edits;
A list of automated post-payment claims edits;
A list of desk audits on post-processing review of claims;

A list of reports of provider profiling and credentialing used to aid program and payment
integrity reviews;

10
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2.203.2.6.5 A list of surveillance and/or utilization management protocols used to safeguard against
unnecessary ot inappropriate use of Medicaid services.

2.203.2.6.6 A list of provisions in the subcontractor and provider agreements that ensure the integrity
of provider credentials; and

2.203.2.6.7 A list of references in provider and member material regarding fraud and abuse referrals.
2.20.3.2.7 A list of provisions for the confidential reporting of plan violations to the designated person;

2.20.3.2.8 A list of provisions for the investigation and follow-up of any suspected or confirmed fraud
and abuse, even if already reported, and/or compliance plan reports;

2.20.3.2.9 Ensure that the identities of individuals reporting violations of the CONTRACTOR’s MCO
are protected and that there is no retaliation against such persons;

2.20.3.2.10 Contain specific and detailed internal procedures for officers, directors, managers and
employees for detecting, reporting, and investigating fraud and abuse compliance plan
violations;

2.20.3.2.11 Require any confirmed or suspected provider fraud and abuse under state or federal law be
reported to TBI MFCU as well as TennCare Office of Program Integrity and that enrollee
fraud and abuse be reported to the OIG; and

2.20.3,2.12 Ensure that no individual who reports MCO violations or suspected fraud and abuse is
retaliated against.

22033 The CONTRACTOR shall have provisions regarding compliance with the applicable
requirements of the Model Compliance Plan for Medicaid MCOs or Medicare+Choice
Organizations/Medicare Advantage plans issued by the DHHS OIG.

22034  The CONTRACTOR shall provide a list of procedures regarding implementation of
TennCare policy on disclosure and adverse action reporting
(http://www .tn.gov/tenncare/forms/fa10-001.pdf).

22035 The CONTRACTOR shall have provisions in its Compliance plan regarding the reporting of
fraud and abuse activities as required in Section 2.30.13, Reporting Requirements.

2.203.6 The CONTRACTOR shall have provisions in its Compliance Plan regarding conducting
monthly comparison of their provider files, including atypical providers, against either the
Medicare Exclusion Database (the MED) or the HHS-OIG List of Excluded
Individuals/Entities (LEIE) and provide a report of the result of comparison to TENNCARE
each month. The CONTRACTOR must establish an electronic database to capture
identifiable information on the owners, agents and managing employees listed on providers’
Disclosure forms.

2.203.7  The CONTRACTOR shall have provisions in its Compliance Plan regarding performing a
monthly check for exclusions oftheir owners, agents and managing employees. The
CONTRACTOR shall establish an electronic database to capture identifiable information on
its owners, agents and managing employees and perform monthly exclusion checking. The

1
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25,

26.

2219

2.203.8

CONTRACTOR shall provide the State Agency with such database and a monthly report of
the exclusion check.

The CONTRACTOR shall have provisions in its Compliance Plan regarding prompt
terminations of inactive providers due to inactivity in the past 12 months.

Section 2.21.4.1.3 through 2.21.4.1.3.3 shall be deleted and replaced as follows:

221413

If the probable existence of TPL has been established at the time the claim is filed, the
CONTRACTOR may reject the claim and return it to the provider for a determination of the
amount of any TPL, unless the claim is for services described in TennCare policy, including
the State Medicaid Manual, Section 3904.4.

The opening paragraph in Section 2.21.9 through Section 2.21.9.5.5 shall be deleted and
replaced as follows:

Ownership and Financial Disclosure

22191

22192

22193

22194

2219441

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General of the United
States or CMS, full and complete information regarding ownership, financial transactions and
persons convicted of criminal activity related to Medicare, Medicaid, or the federal Title XX
programs in the time and manner set forth in accordance with federal and state requirements,
including 42 CFR §55.104 and Public Chapter 379 of the Acts of 1999.

The CONTRACTOR and its subcontractors shall collect the disclosure of health care-related
criminal conviction information as required by 42 CFR§ 455.106 and establish policies and
procedures to ensure that applicable criminal convictions are reported timely to the State. The
CONTRACTOR shall screen their employees and contractors initially and on an ongoing
monthly basis to determine whether any of them has been excluded from participation in
Medicare, Medicaid, SCHIP, or any Federal health care programs (as defined in Section
1128B(f) of the Social Security Act) and not employ or contract with an individual or entity
that has been excluded. The results of said screenings shall be provided to TENNCARE on a
monthly basis. The word “contractors” in this section shall refer to all individuals listed on
the disclosure form including providers and non-providers such as board members, owners,
agents, managing employees, etc,

The CONTRACTOR and its subcontractors shall agree to disclose business transaction
information upon request and as otherwise specified in federal and state regulations,

Disclosures shall be made in accordance with the requirements in Section 2.30.15.2.2, The
following information shall be disclosed:

The name and address of each person with an ownership or control interest in the disclosing
entity or in any provider, subcontractor or fiscal agent in which the disclosing entity has
direct or indirect ownership of five percent {5%) or more and whether any of the persons
named pursuant to this requirement is related to another as spouse, parent, child, or sibling.
This disclosure shall include the name of any other disclosing entity in which a person with
an ownership or control interest in the disclosing entity also has an ownership or control
interest;
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2.21.9.4.2

221943

221944

2.21.94.5

2219451

2219451

2.21.9.4.5.1

2219451

2219452

2219452,

2219452

2219452

2.21.9.4.5.2.

2219453

2219454

The identity of any provider or subcontractor with whom the CONTRACTOR has had
significant business transactions, defined as those totaling more than twenty-five thousand
doliars ($25,000) during the twelve (12) month period ending on the date of the disclosure,
and any significant business transactions between the CONTRACTOR, any wholly owned
supplier, or between the CONTRACTOR and any provider or subcontractor, during the five
(5) year period ending on the date of the disclosure;

The identity of any person who has an ownership or control interest in the CONTRACTOR,
or is an agent or managing employee of the CONTRACTOR and who has been convicted of
a criminal offense related to that person’s involvement in any program under Medicare,
Medicaid, or the federal Title XX services program since the inception of those programs;

Disclosure from officials in legislative and executive branches of government as to possibie
conflicts of interest;

If the CONTRACTOR is not a federally qualified HMO, the CONTRACTOR shall disclose
certain transactions with parties in interest to TENNCARE. Transactions shall be reported
according to the following guidelines:

The CONTRACTOR shall disclose the following transactions:

.1 Any sale, exchange or lease of any property between the HMO and a party in interest;

2 Any lending of money or other extension of credit between the HMO and a party in

interest; and

3 Any furnishing for consideration of goods, services (including management services) or

facilities between the HMO and the party in interest. This does not include salaries paid
to employees for services provided in the normal course of their employment.

The information which shall be disclosed in the transactions includes:

1 The name of the party in interest for each transaction;

2 A description of each transaction and the quantity or units involved;

3 The accrued dollar value of each transaction during the fiscal year; and

4 Justification of the reasonableness of each transaction.
If the Agreement is being renewed or extended, the CONTRACTOR shall disclose
information on business transactions which occurred during the prior contract period. If
the Agreement is an initial Agreement with TENNCARE, but the CONTRACTOR has
operated previously in the commercial or Medicare markets, information on business
transactions for the entire year preceding the initial contract period shall be disclosed.
The business transactions which shall be reported are not limited to transactions related to
serving the Medicaid/TennCare enroflment. All of the CONTRACTOR’s business

transactions shalil be reported.

A party in interest is:

13
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27,

28.

2.28.2

2.21.9.4.54.1 Any director, officer, partner, or employee responsible for management or administration
of an HMO and HIO; any person who is directly or indirectly the beneficial owner of
more than five percent (5%) of the equity of the HMO; any person who is the beneficial
owner of a mortgage, deed of trust, note, or other interest secured by, and valuing more
than five percent (5%) of the HMO; or, in the case of an HMO organized as a nonprofit
corporation, an incorporator or member of such corporation under applicable state
corporation law;

2.21.9.4.54.2 Any organization in which a person described in subsection 1 is director, officer or
partner; has directly or indirectly a beneficial interest of more than five percent (5%) of
the equity of the HMO; or has a mortgage, deed of trust, note, or other interest valuing
more than five percent (5%) of the assets of the HMO;

2.21.9.4.54.3 Any person directly or indirectly controlling, controlled by, or under common control
with an HMO; or

22194544 Any spouse, child, or parent of an individual described in Sections 2.21.9.5.4.1,
2.21.9542,0r2219543

2219455  TENNCARE and/or the Secretary of Health and Human Services may request
information to be in the form of a consolidated financial statement.

Section 2.24.2.1 shall be deleted and replaced as follows:

2.242.1  The CONTRACTOR’s behavioral health advisory committee shall be comprised of at least
fifty-one percent (51%) consumer and family representatives, of which the majority shall
inctude individuals and/or families of those who may meet the clinical criteria of a priority
enrollee,

Sections 2.28.2 and 2.28.7 shall be deleted and replaced as follows:

In order to demonstrate compliance with federal and state regulations of Title VI of the Civil Rights Act
of 1964, Section 504 of the Rehabilitation Act of 1973, Title II of the Americans with Disabilities Act of
1990, the Age Discrimination Act of 1975 and the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-
35), the Church Amendments (42 U.S.C. 300a-7), Section 245 of the Public Health Service Act (42
U.S.C. 238n.), and the Weldon Amendment (Consolidated Appropriations Act 2008, Public Law
110-161, Div. G, Sec. 508 (d), 121 Stat. 1844, 2209), the CONTRACTOR shall designate a staff person
to be responsible for non-discrimination compliance as required in Section 2.29.1. This person shall
develop a CONTRACTOR non-discrimination compliance training plan. This person shall provide
instruction to all CONTRACTOR staff, providers and direct service subcontractors regarding the
CONTRACTOR’s non-discrimination policies and procedures and all applicable non-discrimination
compliance requirements of the plan.. The CONTRACTOR shall be able to show documented proof of
such instruction.
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2.28.7 The CONTRACTOR shall track and investigate all complaints alleging discrimination filed by

29,

30.

31.

employees, enrollees, providers and subcontractors related to the provision of and/or access to TennCare
covered services provided by the CONTRACTOR. The CONTRACTOR shall track and investigate ail
complaints alleging discrimination filed by employees (when the complaint is related to the TennCare
program), enrollees, providers and subcontractors in which discrimination is aileged in the
CONTRACTOR’s TennCare MCQO. The CONTRACTOR shall track, at a minimum, the following
elements: identity of the party filing the complaint; the complainant’s relationship to the
CONTRACTOR; the circumstances of the complaint; date complaint filed, CONTRACTOR’s resolution,
date of resolution; and name of CONTRACTOR staff person responsible for adjudication of the
complaint.

Section 2.30.4.2 shall be deleted and replaced as follows:

2.30.4.2 The CONTRACTOR shall submit a quarterly Post-Discharge Services Report that provides
information on Post-Discharge services appointments. The minimum data elements required
are identified in Attachment [X, Exhibit B.

Section 2.30.4.3 and Sections 2.30.4.5 through 2.30.4.8 shall be deleted in their entirety and
the remaining Sections of 2.30.4 shall be renumbered accordingly including any references
thereto.

Sections 2.30.5.1 and 2.30.5.2 shall be deleted and replaced as follows:

2.30.5.1  The CONTRACTOR shall submit a quarterly Disease Management Update Report that
includes, for each disease management program (see Section 2.8), a brief narrative
description of the program, the total number of members in the program, the total number of
members enrolled and disenrolled during the quarter, and a description of the specific
provider and member interventions performed during the quarter. The report shall include the
number of pregnant women identified as tobacco users who were actively referred to the Tennessee
Tobacco Quitline and their referral status and other interventions around smoking cessation performed
during the quarter. The report shall include a chart and narrative for CHOICES members in
DM to include the total number of members receiving DM interventions, by DM coendition;
the total number of CHOICES members starting and terminating DM interventions during the
quarter, a description of any specific provider and member interventions that were new
during the quarter, the number of member and provider activities/interventions, and a written
analysis of data provided.

2.30.5.2 The CONTRACTOR shall submit on July 1 an annual Disease Management Report that
includes, for each disease management programs, a narrative description of the eligibility
criteria and the method used to identify and enroll eligible members, the passive participation
rate as defined by NCQA (the percentage of identified eligible members who have received
an intervention divided by the total population who meet the criteria for eligibility}, the total
number of active members having one or more of the diagnosis codes (ICD-9 Codes) relating
to each of the disease management programs, a description of stratification levels for each
DM program including member criteria and associated interventions, a discussion of barriers
and challenges to include resources, program structure, member involvement and provider
participation, a summary of member satisfaction with the DM program, a written analysis of
the data presented, a description of proposed changes to program, and information on the
programs’ activities, benchmarks and goals as described in Section 2.8.7 including the
number of pregnant women identified as tobacco users who were actively referred to the
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32.

33.

34,

35.

Tennessee Tobacco Quitline and their referral status. The report shall include a separate
chart(s) and narrative for CHOICES members in DM to include a narrative description of the
eligibility criteria and the method used to identify and enroll eligible CHOICES members, a
description of stratification levels based on the setting in which the member resides; total
number of CHOICES members identified as having a DM condition, total number of
members receiving DM activities/interventions, and the number of CHOICES members by
level of stratification; a discussion of barriers and challenges to include resources, program
structure, member involvement, and provider participation along with a description of
proposed changes.

Section 2.30.7.8 shall be deleted in its entirety.

Section 2.30.12.4 shall be deleted and replaced as follows:

2.30.12.4

The CONTRACTOR shall submit an anmnual Provider Satisfaction Survey Report that
encompasses behavioral and physical health as well as a CHOICES Provider Satisfaction
Survey Report that addresses results for CHOICES long-term care providers. The report shall
summarize the provider survey methods and findings for each of the three groups and must
provide an analysis of opportunities for improvement (see Section 2.18.7.4 and 2.18.7.5) in
addition to CHOICES items specified in the protocols provided by TENNCARE. The reports
shall be submitted by July 1 each year.

Sections 2.30.14.1, 2.30.14.5 and 2.30.14.6 shall be deleted and replaced as follows:

2.30.14.1

2.30.14.5

2.30.14.6

The CONTRACTOR shall submit a quarterly Fraud and Abuse Activities Report. This report
shall summarize the results of its fraud and abuse compliance plan (see Section 2.20) and
other fraud and abuse prevention, detection, reporting, and investigation measures. The report
shall be submitted in the format reviewed and approved by TENNCARE (as part of the
CONTRACTOR’s compliance plan).

The CONTRACTOR shall submit a monthly Program Integrity Exception List report that
identifies employees or contractors (as defined in Section 2.21.9} that have been reported on
the HHS-OIG LEIE (List of Excluded Individuals/Entities)
(http://oig.hhs.gov/fraud/exclusions/exclusions_list.asp), the CMS MED (Medicare Exclusion
Database), and/or the listing of Monthly Disciplinary Actions issued by the Professional
Health Board.

The CONTRACTOR shall submit a monthly List of Involuntary Terminations Report
(including providers termed due to sanctions, invalid licenses, services and billing concerns,
etc.) due to program integrity concerns to TENNCARE.

Section 2.30.15.2.2 shall be deleted and replaced as follows:

2.30.15.2.2 The CONTRACTOR shall submit an annual Ownership and Financial Disclosure Report

{(http://'www.tn.gov/tenncare/forms/disclosurecownership.pdf) to TENNCARE. This report
shall include full and complete information regarding ownership, financial transactions and
persons as described in Section 2.21.9 and shall be submitted March | of each calendar year
and at other times as required by TENNCARE,



Amendment Number 7 (cont.)

36.

37.

38.

39.

Section 2.30.21.2 shall be deleted and replaced as follows:

230212

The CONTRACTOR shall submit an annual Summary Listing of Servicing Providers. The
listing shall include, at a minimum, provider name, address, race or ethnic origin, language
spoken other than English and shall be sorted by provider type (e.g., pediatrician, surgeon,
etc.). The CONTRACTOR shall use the following race or ethnic origin categories: American
Indian or Alaskan Native, Asian or Pacific Islander, Hispanic origin and other race/ethnic
origin as indicated by TENNCARE.

Section 2.30.21.4.2 shall be deleted and replaced as follows:

2.30.21.4.2 A listing of all complaints filed by employees, members, providers and subcontractors in

which discrimination is alleged related to the provision of and/or access to TennCare covered
services provided by the CONTRACTOR. Such listing shall include, at a minimum, the
identity of the party filing the complaint, the complainant’s relationship to the
CONTRACTOR, the circumstances of the complaint, date complaint filed, the
CONTRACTOR’s resolution, date of resolution, and the name of the CONTRACTOR staff
person responsible for adjudication of the complaint; and

Section 3.3.3 shall be deleted in its entirety and the remaining Section 3.3 shall be
renumbered accordingly including any references thereto.

Sections 3.4.3.3 and 3.4.3.4 shall be deleted and replaced as follows:

3433

34.3.3.1

34332

3434

Health plan risk assessment scores will be recalibrated annually based upon health status
information derived from encounter data submitted to TENNCARE by MCOs serving the
Grand Region through the most recent twelve (12) month period deemed appropriate by the
State’s actuary. If the heaith plan risk assessment score for any MCO deviates from the
profile for the Grand Region being served by the MCO by more than three percent (3%),
whether a negative or positive change in scores, the base capitation rates as subsequently
adjusted will be proportionally adjusted.

The risk assessment covering July 1, 2010 through June 30, 2011 shall be derived from
encounter data submitted to TENNCARE by MCO’s serving the grand region through the
most recent twelve (12) month period deemed appropriate by the state's actuary. The
assessment shall be completed during fiscal year 2011, If the health plan risk assessment
score for any MCO deviates from the profile for the Grand region being served by the MCO
by more than 2%, whether a negative or a positive change in scores, the base capitation rates
will be proportionally adjusted for the period covering July 1, 2010 through June 30, 2011.

The risk assessment covering July 1, 2011 through June 30, 2012 shall be derived from
encounter data submitted to TENNCARE by MCO’s serving the grand region through the
most recent twelve (12} month period deemed appropriate by the state's actuary. The
assessment shall be completed during fiscal year 2012. If the health plan risk assessment
score for any MCO deviates from the profile for the Grand region being served by the MCO
by more than 1%, whether a negative or a positive change in scores, the base capitation rates
will be proportionally adjusted for the period covering July 1, 2011 through June 30, 2012.

TENNCARE will recalibrate health plan risk assessment scores on an ongoing basis for the
purpose of monitoring shifts in enrollment. If warranted prior to the next scheduled annual

17



Amendment Number 7 (cont.)

40.

3.4.4

41.

3.1

4.3

42.

4.3.46

43.

recalibration as demonstrated by a significant change in health plan risk assessment scores,
TENNCARE may adjust the original base capitation rates as subsequently adjusted for all
MCQOs.

Section 3.4.4 shall be amended by adding new text to the end as follows:

Beginning with capitation payment rates effective July 1, 2008, in addition to other adjustments specified
in Section 3.4 of this Agreement, the base capitation rates as subsequently adjusted and the priority add-
on rates shall be adjusted annually for inflation in accordance with the recommendation of the State’s
actuary. The priority add-on rate will terminate on 12/31/2010.

Section 3.14.3 shall be amended by adding new text to the end as follows:

Capitation Payment Amounts After the First Year

The base capitation rates (see Section 3) for the period from the start date of operations to June 30, 2008
for all non-CHOICES rate categories will be established through a competitive bid process, and the
priority add-on rate and the base capitation rate for CHOICES members will be established by the State,
The base capitation rates (for CHOICES and non-CHOICES members) and the priority add-on rate for
subsequent years will be set by Notice as provided under Section 3.4.2 of this Agreement. The priority
add-on rate will terminate on 12/31/2010.

Section 4.3 shall be amended by adding a new Section 4.3.46 as follows:
Patient Protection and Affordable Care Act (PPACA).

Item A.9 of Section 4.20.2.2.7 shall be deleted and replaced as follows:

A9

Failure to provide continuation |
or restoration of services where |
the |
by |
rules or |
regulations, applicable state or |
federal law, and all court orders |
and consent decrees governing |
they |

receiving
required

enrollee  was
service as
TENNCARE

appeal procedures as

1 3500 per
| CONTRACTOR fails to provide continuation or
| restoration of services as required by TENNCARE

| An amount sufficient to at least offset any savings the
| CONTRACTOR achieved by withholding the services
i and promptly reimbursing the enrollee for any costs
| incurred for obtaining the services at the enrollee’s
3 CXPENSe

day for each calendar day the

become effective | or approved by the CONTRACTOR

44,

45.

Items B.21 and B.22 of Section 4.20.2.2.7 shall be deleted in their entirety.

The paragraph regarding “Supported Housing” in Attachment I shall be deleted and
replaced as follows:

Supported Housing

Supported housing services refers to services rendered at facilities that are staffed twenty-four (24) hours per day,
seven (7) days a week with associated mental health staff supports for individuals who require treatment services
and supports in a highly structured setting. These mental health services are for priority enrollees and are intended
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to prepare individuals for more independent living in the community while providing an environment that allows
individuals to live in community settings. Given this goal, every effort should be made to place individuals in
facilities near their families and other support systems and original areas of residence. Supported housing services
are mental health services and do not include the payment of room and board.

46.  Attachment III shall be deleted and replaced as follows:

ATTACHMENT 111
GENERAL ACCESS STANDARDS

In general, contractors shall provide available, accessible, and adequate numbers of institutional
facilities, service locations, service sites, professional, allied, and paramedical personnel for the
provision of covered services, including all emergency services, on a 24-hour-a-day, 7-day-a-week
basis. At a minimum, this shall include:

e Primary Care Physician or Extender:
(a) Distance/Time Rural; 30 miles or 30 minutes
(b)Y Distance/Time Urban: 20 miles or 30 minutes
(c) Patient Load: 2,500 or less for physician; one-half this for a physician extender.
(d) Appointment/Waiting Times: Usual and customary practice (see definition below),
not to exceed 3 weeks from date of a patient’s request for regular appointments and
48 hours for urgent care. Waiting times shall not exceed 45 minutes.

(e) Documentation/Tracking requirements:

+ Documentation - Plans must have a system in place to document appointment
scheduling times.

+ Tracking - Plans must have a system in place to document the exchange of
member information if a provider, other than the primary care provider (i.e.,
school-based clinic or health department clinic), provides health care.

e Specialty Care and Emergency Care: Referral appointments to specialists (e.g., specialty
physician services, hospice care, home health care, substance abuse treatment, rehabilitation
services, etc.) shall not exceed 30 days for routine care or 48 hours for urgent care. All
emergency care is immediate, at the nearest facility available, regardless of contract. Waiting
times shall not exceed 45 minutes.

e Hospitals
(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in
rural areas where access time may be greater. If greater, the standard needs to be the

community standard for accessing care, and exceptions must be justified and
documented to the State on the basis of community standards.
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o Long-Term Care Services:
Transport distance to licensed Adult Day Care providers will be the usual and customary not
to exceed 20 miles for TennCare enrollees in urban areas, not to exceed 30 miles for
TennCare enrotlees in suburban areas and not to exceed 60 miles for TennCare enroliees in
rural areas except where community standards and documentation shall apply.

s (eneral Optometry Services:

(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in
rural areas where community standards and documentation shall apply.

(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for regular
appointments and 48 hours for urgent care. Waiting times shall not exceed 45
minutes.

o Laband X-Ray Services:

(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in
rural areas where community access standards and documentation will apply.

(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for regular
appointments and 48 hours for urgent care. Waiting times shall not exceed 45
minutes.

o All other services not specified here shall meet the usual and customary standards for the
community.

47.  Attachment VII shall be amended by deleting and replacing the following Performance

Measures as described below:

18 |Initial Behavioral {85% of all initial appointments for|Average time between the|Quarterly [$2,000 for each
appoinfment  |Health Initialibehavioral health services for outpatient|intake assessment service type for
timeliness  for|Appointment imental heaith services (MD and Non-MD)|appointment and  the which less than
behavioral Timeliness  jand outpatient substance abuse services shall|member’s next 85% of all initiat
health services |Report meet the access and availability standards|appointment scheduled or appointments for

indicated in Attachment 111 and V admission by type of the specified
service provider  types
meet the access
and  availability
standards
indicated in
Attachment  [II
and V
21 |TENNderCare (MCO TENNderCare screening ratio, 80% The EPSDT screening|Annually | $5,000 for each
Screening encounter ratio,  calculated by full percentage
data TENNCARE utilizing point
MCQO  encounter data TENNderCare
submissions in accordance screening ratio is
with specifications for the below 80%
CMS-416 report
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24

Length of time |Post- Discharged members receive a service thati{1) Number of members|Quarterly {$3,000 for each
between Discharge |qualifies as a post-discharge service asidischarged by Jlength of] quarter
psychiatric Services defined in Attachment IX, Exhibit B withinitime between discharge determined to not
hospital/RTF  |Report seven (7} calendar days of discharge. Thepand first  service that be in compliance
discharge and standard (benchmark) for compliance willjqualifies as a  post-

first be phased in, according to the followingidischarge  service as

subsequent
mental health
service that

schedule:

defined in Attachment {X,
Exhibit B, determined for
each month

qualifies as a Year (Data reporting Period) Benchmark

post-discharge Janwoary — December 2011 50% (2) Average length of
service as January — December 2012 53% time between hospital
defined in January - December 2013 56% discharge and first service
Aftachment January — December 2014 59% that qualifies as a post-
1X, Exhibit B fanuary - fune 2015 60% discharge  service as

defined in Attachment 1X,
Exhibit B, determined for
each month

48.

49.

50.

Attachment VII shall be amended by deleting the perfermance measures based on the
“Percentage of priority members who receive a behavioral health service”, the “Increase in
utilization of supported employment” and the “Annual consumer satisfaction survey
administered by TDMHDD?”,

Attachment VIII shall be amended by deleting and replacing Item 107, deleting references
to Sections 2.30.4.3, 2.30.4.5 through 2.30.4.8 and 2.30.7.8, renumbering the remaining
Items appropriately and deleting and replacing the renumbered Item 156 as follows:

107. Post-Discharge Services Report (see Section 2.30.4.2)

156.  Provider Satisfaction Survey Report and CHOICES Provider Satisfaction Survey Report (see

Sections 2.30.12.4 and 2.30.12.5)

Attachment IX shall be amended by deleting and replacing Exhibits A through D as
follows:

ATTACHMENT IX, EXHIBIT A
PSYCHIATRIC HOSPITAL/RTF READMISSION REPORT

The Psychiatric Hospital/RTF Readmission Report required in Section 2.30.4.1 shall include, at a minimum, the
following data elements:

1. Readmission rates by age group (under 18 and 18 and over) for

a.) Seven (7) days
b.) Thirty (30) days

2. Data Analysis

3. Action plan/follow-up
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ATTACHMENT IX, EXHIBIT B
POST-DISCHARGE SERVICES REPORT

The Post-Discharge Services Report required in Section 2.30.4.2 shall include, at a minimum, the following data
elements:

1. MCO ID number

2. Number and percentage of compliance for kept appointments that occur within seven (7) calendar days of the
date of discharge from psychiatric inpatient or residential treatment facility. Appointments that meet
compliance include the following:

A. Intake

B. Non Urgent Services:
1} MD Services (Medication Management, Psychiatric Evaluation)
2) Non MD Services (Psycho- Therapy)
3} Substance Abuse (SA) (SA 10P, SA therapy)
4) Psychosocial Rehabilitation (Psych Rehab, Supportive Employment, Supported Housing, Illness
Management and Recovery, Peer Support)
5} Mental Health Case Management

C. Urgent Services:
1} MD Services
2) Non MD Services

3) Substance Abuse (SA IOP) or Detoxification
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ATTACHMENT IX, EXHIBIT C
BEHAVIORAL HEALTH CRISIS RESPONSE REPORT

The Behavioral Health Crisis Response Report required in Section 2.30.4.3 shall include, at 2 minimum, the
following data elements:

Date:

Agency Name

Total Telephone Contacts

Face-to-Face Payor Source; TennCare
Face-to-Face Payor Source: Medicare
Face-to-Face Payor Source: Commercial
Face-to-Face Payor Source: None

£ : A 0 0
cation: Onsite at CMHA

Face-to-Face Lo

Face-to-Face Location: ER
Face-to-Face Location: Jail
Face-to-Face Location: Other Offsite

i isposition.
Disposition: Total Admitted to RMHI (acute)
Disposition: Total Admitted to Other Inpt {acute) Includes Dual Dx

GRAND TOTAL PSYCHIATRIC ADMISSIONS

Disposition: Admitted to Crisis Stabilization Unit

Disposition: Admitted to Medically Monitored Detox

Disposition: Referred to Lower Level OP Care

Disposition: Referred to Respite Services

Disposition: Referred to Other Services

Disposition: Assessed / No Need for Referral

Disposition: Consumers Refusing Referral

Total Number of Face-to-Face Contacts for C& A <18 yrs of age

Total Number of Face-to-Face Contacts for C&A 18 to <21 yrs of age

Total Number of Face-to-Face Contacts for Adults 21 yrs and older

Total Number of Behavioral Health Providers notified of Crisis (only if consumer has a provider)

Average Time of Arrival in Minutes

Barriers to Diversion: No Psychiatric Respite Accessible

Barriers to Diversion: No SA/Dual Respite Accessible

Barriers to Diversion: Consumer/Guardian Refused Respite

Barriers to Diversion: 6-404 Signed Prior to Assessment (when consumer could have been diverted if CON not
signed)

Barriers to Diversion: Lack of Linkage w/Case Mgr (only if consumer has a CM)

Barriers to Diversion: Refused Referral to CSU

Barriers to Diversion: Other (only for inappropriate admissions and barrier does not fit in any other category)
Total number of successful follow-ups. '

Total number of individuals reporting that crisis services were helpful during successful follow-up.
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ATTACHMENT IX, EXHIBIT D
INITIAL APPOINTMENT TIMELINESS FOR BEHAVIORAL HEALTH SERVICES REPORT

The Initial Appointment Timeliness for Behavioral Health Services Report required in Section 2.30.7.5 shall
include, at a minimum, the following data elements:

1. MD Services (Psychiatry):

a.) Reporting percentage meeting availability standard in ATTACHMENT IlI: GENERAL ACCESS
STANDARDS, by age group (under 18 and 18 and over)

b.} Reporting average time between intake and initial MD service appointment by age group (under 18 and 18
and over)

2. Qutpatient Non-MD Services:

a.) Reporting percentage meeting availability standard in ATTACHMENT V:  ACCESS &
AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES, by age group (under 18 and 18 and over)

b.) Reporting average time between intake and initial non-MD outpatient service appointment by age group
(under 18 and 18 and over)

Note: Outpatient services include: Psychosocial Rehabilitation (Psych Rehab, Supportive Employment,
Supported Housing, Illness Management and Recovery, Peer Support) Mental Health Case Management,
Outpatient Psychotherapy (including intensive outpatient, family/marital therapy, individual and group)

3. Outpatient Substance Abuse Treatment Services (non-Detox)

a.} Reporting percentage meeting availability standard in ATTACHMENT V: ACCESS & AVAILABILITY
FOR BEHAVIORAL HEALTH SERVICES, by age group (under 18 and 18 and over)

b.} Reporting average time between intake and initial Ouipatient Substance Abuse Treatment Services (non-
Detox) appointment by age group (under 18 and 18 and over)

4, Data Analysis

5. Action plan/follow-up+
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All of the provisions of the original Agreement not specifically deleted or modified herein shall remain in
full force and effect. Unless a provision contained in this Amendment specifically indicates a different
effective date, for purposes of the provisions contained herein, this Amendment shall become effective
January 1, 2011.

IN WITNESS WHEREOF, the parties have by their duly authorized representatives set their signatures.

STATE OF TENNESSEE
DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, INC.
BY: BY:
M., D, Goetg, Jr. Scott A. Bowers
Commissioner Chief Executive Officer, TennCare
DATE: DATE:
APPROVED BY: APPROVED BY:
STATE OF TENNESSEE
DEPARTMENT OF FINANCE STATE OF TENNESSEE
AND ADMINISTRATION COMPTROLLER OF THE TREASURY
BY: BY:
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North — 8% Floor
NASHVILLE, TENNIESSER 37243-0057
615741-2564

Sen. Bill Ketron, Chairman Rep. Charles Curtiss, Vice-Chairman
Senators Representatives '
Douglas Henry Reginald Tate Harry Brooks Donna Rowland
Doug Jackson Ken Yagex Curtis Johnson Tony Shipley
Brian Kelsey Steve McManus Curry Todd
Randy McNally, ex officio Mary Pruitt Eddie Yokley
Lt. Governor Ron Ramsey, ex officio Craig Fitzhugh, ex officio

Speaker Kent Williams, ex ofiffcio

MEMORANDUM

TO: The Honorable Dave Goetz, Commissioner
Department of Finance and Administration \L/
FROM: Bill Ketron, Chairman, Fiscal Review Committee Q) Q/C/
Charles Curtiss, Vice-Chairman, Fiscal Review Committee
DATE: June 2, 2010
SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 6/2/10)

RIS# 318.66-051

Department: Finance & Administration/Bureau of TennCare -
Contractor: UnitedHealthCare Plan of the River Valley, Inc.,
AmeriChoice - Middle Tennessee Region .

Summary: The vendor is responsible for the provision of physical and
behavioral health services to TennCare enrollees in the Middle
Tennessee region. The proposed amendment adds language to comply
with the Annual Coverage Assessment Act of 2010; creates new method
for adjusting the long-term care component of the base capitation rate;
and adds new liquidated damages.

Maximum liability: $3,345,949,706

Maximum liability w/amendment: $3,345,949,706

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment.

ce: The Honorable Darin Gordon, Deputy Commissioner
Mzx. Robert Barlow, Director, Office of Contracts Review



STATE OF TENNESSEE
BUREAU OF TENNCARE
310 Great Circle Road
NASHVILLE, TENNESSEE 37243

May 18, 2010 _
RECEVED

Mr. Jim White, Director 500

Fiscal Review Committee way 18 201

8" Floor, Rachel Jackson Bldg. o g A

Nashville, TN 37243 thGAL WCZ;WE:;‘J\&

Attention: Ms. Leni Chick
RE: Bureau of TennCare Contract Amendments
Dear Mr. White:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
consideralion by the Fiscal Review Committee the Middie Tennessee and TennCare Selsct
managed careé contract amendments which address the following changes: (1) include language
refating to enforcement of maintenance effort requirements of the Annual Coverage Assessment
Act of 2010; (2) Implement rate methodology for adjusting Leng-Term Care (L.TC) rates based on
member movement; (3) Clarify Long Term Care reporting requirements; (4) Update acceptable
claims processing entities; and (5) various housekeeping clarifications including numbering and
typos. There is no term extension or additional funding associated with these amendments.

Volunteer State Health Plan (Select) FA-02-14632-23
AMERIGROUP Tennesses, inc. FA-07-16936-06
UnitedHealthCare Plan of River Valley, Inc. FA-07-16937-06

The following amendments for the East/West Regions of the State include the same language as
noted above with added LTC capitation payment rates for use upon implementation of the
CHOICES Program in East and West TN.

UnitedHealthCare Plan of the River Valley, Inc FA-0B-24979-03
{(West Region)
Volunieer State Health Plan FA-08-24978-03
{(Wesi Region)
UnitadHealthCare Plan of the River Valley, Inc. FA-08-24984-03
{East Region)
Volunteer State Health Plan FA-08-24883-03

(East Region)

TennCare is also submitting for Committee review amendment #1 to SXC Health Solutions, Inc.,
TennCare's contract for Pharmacy Management. This amendment addresses language changes
associated with TennCare’s e-Prescribe initiatives, adds Disclosure of Ownership language as
required by the Center for Medicare and Medicaid Services, and clarifies Liquidated Damages as
currently stated in the contract. :



M. Jim White, Director
Fiscal Review Committee
May 18, 2010

The Bureau of TennCare would greatly appreciate the consideration and approval of these
amendments by the Fiscal Review Commities.

Sincerely,

- —

Scott Pierce
Chief Financial Officer

oc: Darin J. Gordon, Deputy Commissioner
Alma Chilton, Director of Contracts



Supplemental Documentation Required for

Fiscal Review Committee

615-507-6415
318.66-051

Scott Pierce
FA-07-16937-00

N/A

N/A

June 30, 2011

August 15, 2006

6

applicable)

July 1, 2010

Department of Finance and Administration
Bureau of TennCare

May 18,2010

No

Could not submit amendment until
Legislature voted to approve Agnual
Coverage Assessment Act of 2010 that
requires TennCare MCQ’s be amended
with effective date July 1, 2010.
UnitedHealthCare Plan of the River Valley,
Inc. (Middle Region)

$3,345,949,706.00

) FY:2010
$699,483,5674 $699,483,674 $782,905,885

$989,205,835 | $

Aattaeh backup: mentiti om: ST,
FY: 2007 FY: 2008 FY: 2009 Y FY
$ 108,816,203.00 ,120,392.00 | $ 573,634,106.00 | $668,400,386.62 | § $

The reason that allocations for the full-risk Managed
Care Contractor contract exceeds the contract
oxpenditures are that the contract maximum liability
must be estimated before the first year of the contract
uging current enrollment and medical/behavieral
claims cost. If the program’s enrollment were to vary
significantly from the original estimate, allocation
||_eould be higher than actual expenditures.”

1| If the amount spent on this contract is less than the
|| budgeted amount and contributes to 4 net surplus for
the bureau, surplus funds would be carried forward
subject to authority granted in Section 48, Item 8 of
it | the General Appropristions Act.




Supplemental Documentation Required for

Fiscal Review Committee

$1,057,925 836,00 $2,288,023,870.00

Riondmonts

1/ 112007 Scope clarifi canon mlatmg to service threqholds ﬁaud and
abuse compliance, semi-annual reporting timelines, and
quarterly reporting of PCP visits per member. Language
added to address requirements for Notification of Legal
Action Against the Contractor and Prohibition of Illegal
Immigrants

. Amendment #1

Amendment #2 - 7/1/2007 Contract language modifications and/or clarification relating
to National Provider Identification requirements; Department
of Education Project TEACH policies update; LEP provisions
and Teen Newsletter requirements; PCP and emergency room
visits reporting; emergency depariment utilization, disease
management and case management, nurse triage 24/7 line and
NCQA reporting; NCQA requircments; and general
housekeeping revisions,

Amendment #3 — 4/1/2008 Add funding for FY 2009, Contract language modifications
and/or clarification relating to quality standards of Non
Emergency Medical Transportation; Cost Lffective
Alternative Services; Pay for Performance Incentives;
EPSDT/Prenatal Notification; Reporting requirements for
provider networks; NCQA requirements; requirements for
weekly reporting; update risk targets; and Obesity DM
program. Update to the rates for individual services to reflect

a chenge in rate tables beginning April 1, 2008,

Amendment #4 - 09/01/2009 Provided language to implement the Long-Term Care Choices
Act of 2008, complied with Mental Health Parity Act,
provides clarification language to the confract, streamiine
repariing to enhance timeframes as well as review and
anatysis for consistency with NCQA reporting requirements.

Amendment #5 — March 1, 2010 Provided language changes to effectively
implement the Long-Term Care Choices Act of
2008, and provide term extension and funding to
support the extension. .

| REP

The costs associated with this contract were
predicated on the cost proposals submitted in
response to the RFP. These documents are public
information and available upon request.




Supplemental Documentation Required for
Fiscal Review Committee




AMERICHOICE - Middle

FY 2010 |
' TCS 18A Total
Vendor Invoice Inveice Date Voucher BHO ' MCO
—— PAYMENTS | PAYMENTS .

AMERICHOICIEMIDDLE (031) .
RAI00650630  |6/29/2000 100650630 44,878,431.47
RA100650633  16/29/2009 100650633 4,800,269.85
RA100686183  |8/4/2000 100686183 43,511,135.30
RA100686186  |8/4/2009 100686186 6,752,286,18
RA100714797  19/1/2009 100714797 6,463,994.29
RA100714794  19/1/2009 100714794 . 42,681,316.13

Subtotal: | 18,106,550.32{ 131,070,882.90} 149,177,433.22

L3

Edison Payments;

ornalicraMEBTEAE TR
31865 00006784 100741321 Americholce 48,5682,237.33 16/5/2008
31865 00006787 100741324 Americholge 6,198,643.53 10/6/2008
31865 00015655 100776112 Americhoice 44,2687 31517 111612008
31865 00015858 100776115 Amgsrichoice 5/480,850.10 11/6/2008
31865 (0022040 100787596 Americhoice 42,961,566.23 12/7/2000
31865 00022043 100787599 Amaricholce 5,449,627.21 12/7/2009
31865 00038454 100821741 Americholce - 40,000.00 1212412008
' . Total Qtr 2 152,975,148.57
Dl S Wi
31865 Q0051202 ] 1712010
31865 00061205 100841171 Americhoice 5,997,241.10 1172010
318656 00068252 100869736 Americholce 4‘4,025, 304.75 21412010
31865 00068255 100869739 Americhoice 5,514,146.11 2/4{2010
31865 00086763 100898573 Americhoice 62,590,461.23 3/4/2010
31865 00086766 100898576 Americhoice 5,701,641.32 3/4/2010
 Total Qtr 3 168,278,456.79
{ ! el

b

31865
31865
31865
31865
31865
31865

S 7 it

00104917
00104820
00125595
00125598
¢a108122
00103799

100827983

Americholce

2
LR ‘

100927986 Americhoice
100963516 , Americhoice
100963519 Americhoice
AD0S27883 Amarichoice
010108-123109 Americhoice
Total Qir 4
FY 2010 Total

8,643,743.79
69,049,286.19
6,310,689.70
21,000,580.09
352,048.25
187,969,348.04

3/31/2010
5/6/2010
5/6/2010

3/31/2010
4/5/2010

$658,400,386.62



EMIDDLE

PAYMENT DATE - NET PAYMENT NET PAYMENT Total Capitation
- B-Apr-07 30,193,652.12 5,430,628.21 35,624,280.33
4-May-07 30,721,894.62 5,360,972.80  36,082,867.42
1-Jun-07 31,906,666.23 5202,389.69  37,109,055.92
Total 2007 92,822,212.97 15,9932,990.70  108,816,203.67
2-Jul-07 37,011,638 66 6,366,817.67  43,378,456.33
1-Aug-07 35,773,103.93 5,970,399.80  41,743,503.73
4-Sep-07 40,404,514.38 6,498,725.08  46,903,239.46
5-Oct-07 40,540,348.60 6,468,428.96  47,008,777.56
2-Nov-07 33,228,076.44 502524319 38,253,319.63
7-Dec-07 37,420,468.70 5,504,282.86  43,014,761.59
4-Jan-08 37,087,078.05 5,454.825.02  42,541,903.07
1-Feb-08 40,613,916.28 5451,570.40  46,065,486.68
7-Mar-08 37,381,759.21 5,465284.61  42,847,043.82
4-Apr-08 37,136,082.18 5,499,941.03  42,636,923.21
2-May-08 36,940,920.21 5438,121.33  42,379,041.54
8-Jun-08 47,268,283.53 2,078,652.82  49,347,936.35

.. Yotal 2008~ 460,808,090.17 65,312,302.86 _ 526,120,392.37
T 1-Jul-08 40,605,157.30 3,774,763.34  44,379,920.64
30-Jul-08 42,730,129.87 5,406,192.41  48,135,322.28
3-Sep-08 42,767,588.09 5,187,203.36  47,954,791.45
3-Oct-08 44.172,210.27 5,567,45259  49,739,662.86
4-Nov-08 44,156,027.18 5,138,714.33  49,294,741.51
5-Dec-08 42,743,793.20 5,063,075.96  47,806,865.16
1-Jan-09 42 525,614.26 4,122,295.88  46,647,910.14
3-Feb-09 42,784,950.71 4,063,624.08  46,848,574.79
6-Mar-09 43,214,522.60 411545013  47,329,972.73
1-Apr-09 43,077,357.48 424185013  47,319,207.61
28-Apr-09 43,307,855.18 4589,613.88  47,897,469.06
2-Jun-09 44 477 A13.45 580225112  50,279,664.57
Total 2609 516,562,619.59 57,071487.21 573,634,106.80

lell!l!!il:&[iI[il‘llli



ATTACHMENT X

CAPITATION RATES
EFFECTIVE APRIL 1, 2007 THRQUGH JUNE 30, 2008

Per Member Per]
Aid Category Age Group Month

Medicaid (TANF & Related)  Age Under 1 $ 431,76
' " Age 1-13 $ 75.52

Age 14 - 20 Female | $ 207.32

Age 14 - 20 Male 3 96.29

Age 21 -44 Female | $ 32713

Age 21 - 44 Male $ 283.06

Age 45 - 64 $ 547.63

Age 65+ $ 306.81

Uninsured/Uninsurable Age Under 1* $ 431.76
Age 1-13 $ 64.99

Age 14 - 19 Female { $ 105.69

Age 14 - 19 Male $ 90.59

Disabled Age <21 $ 574.14
Age 21+ $ 648.55

Medicaid/Medicare Duals All Ages $ 67.82
Waiver/Medicare Duals All Ages $ 18.11
State Only & Judicials All Ages $ 451.54
Priority Add-On Age <21 $ 384.28
Age 21+ $ 474.73

327 of 327



Amendment Number 5 (cont.)

125.

126,

127,

Attachment XI, NEMT Requirements, Section A,19.6.4.2 shall be amended by deleting the
reference to “Section A.14.4” and replacing it with the reference “Section A.14.3”.

Attachment XI, NEMT Requirements, Exhibit B, Item 4 shall be amended by

text “/BHO”,

Attachment XII, CAPITATION RATES, shall be amended by

deleting and replacing the

existing Exhibit C and adding a new Exhibit D to read as follows:

EXHIBIT C

CAPITATION RATES
EFFECTIVE July 1, 2008 — June 30, 2009

Per Member

Aid Category : Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 564.7]
And Agel-13 $ 87.01
Standard Spend Down Age 14 .« 20 Female 5 186.21
Age 14 - 20 Male $ 96.93
Age 21 - 44 Female $317.51
Age 21 - 44 Male $174.03
Age 45 - 64 $343.00
Age 65 + $354.29
Uninsured/Uninsurable Age Under 1 $ 504,71
Age1-13 $ 65.49
Age 14 - 19 Female $ 97.91
Age 14 ~ 19 Male $ 74.66
Disabled Age <21 $732.18
Age2f + $735.43
Duels/Waiver Duals Al Ages $214.22
State Only & Judicials All Ages $ 55742
Priority Add-On Age <21 $354.55
Age 21 + $ 354,55

93

deleting the




Amendment Number 5 (cont.)

EXHIBIT D
CAPITATION RATES
EXFECTIVE July 1, 2009 (Except CHOICES Rates as described below)

Per Member
Aid Category Ago Group Per Month
Medicaid (FANF & Related) - Age Under 1 $523.22
And Age1-13 $ 85.08
Standard Spend Down Age 14 - 20 Female $ 230.84
Age 14 - 20 Malo : ¥ 126.19
Age 21 - 44 Female $377.73
Age 21 - 44 Male $241.56
Age 45 - 64 $ 451,29
Age 65 + $ 440.92
Uninsured/Uninsurable Age Under 1 $523.22
Age1.-13 $ 77.48
Age 14 - 19 Female $107.50
Age 14 — 19 Male $ 9740
Disabled Ago <21 $1,433.96
Age2l + - $ 94445
“Duals/Waiver Duals ATl Ages _ $ 183.80
Priotity Add-On Age <21 $ 386,66
Apge 2] + $ 386.66
CHOICES Rate (Effective upon | CHOICES Duals $4,281.62
the CHOICES Implementation CHOICES Non-Duals $5,625.27
Date)

128. Al references throughout the Agreement to the “Division of Mental Retardation Services
(DMRS)” shall be deleted and replaced with the reference “Division of Intellectual
Disabilities Services (DIDS)”.

94



§-25-05

REQUEST: NON-COMPETITIVE AMENDMENT

APPROVED

Commissioner of Finance & Administration
Date:

EACH REQUEST HTEM BELOW MUST BE DETAILED OR ADDRE

=1} RFS# " 318.66-051

2) State Agency Name + Department of Finance and Administration, Bureau of TennCare

. EXIBTING CONTRACT. INFORMAT

4 ‘ ée’rvlée Ca ption : | " | Provision of Physical and Behavioral Health Services fo TennCare Enrollees in the Middle
TR 0 | Tennesses Reglon

). Contractor: | United HealthCare Plan of the River Valley, Inc.

| FA-07-16937-00

August 18, 2008

June 30, 2011

$3,345,948,706,00

June 30, 2011

$3,345,949,706.00

la: | X use of Non-Competitive Negotiation is in the best Interest of the state

D only one uniquefy qualified service provider able to provide the service

This competitively procured contract is being amended to address the following language changes: (1) Include language relating to
enforcement of maintenance effort requirersents of the Annual Coverage Assessment Act of 2010; (2) Implement rate methodology for
adjusting Long-Term Care (LTC) rates based on member movement; {3} Clarify Long Term Care reporting requirements; (4} Update

acceptable claims processing entities; and (5) various housekeeping clarifications including numbering and typos. There is no term
axtension or additional funding associated with this amendment,




This amendment is needed to provide language changes relating to enforcement of maintenance effort requirements of the

Annual Coverage Assessment Act of 2016 and to update Long Term Care reporting within the contract , as well as other contract
updates.

Richard L

President

United Healthcare Plan of River Vallay, Inc.
1300 River Drive

Moline, IL. 61265

Documentation Not Applicable to this Request D Documentation Atiached to this Request

I:I Documentation Attached to this Request

Documentation Not Applicable to this Request

D Documentation Attached to this Request

The Bureau of TennCare released a Request for Proposal which resulted in a competitively procured contract to integrate
the provision of both Physical and Behavioral Health services to TennCare Enrolless in the Middle Tennessee Region.

This amendment adds language changes and clarifications to the existing competitively procured contract. This
amendment does not include additional funding.

3544

This competitively procured contract is being amended to update requirements for the Long-Term Care Communify
Choices At of 2008, as well as the Annual Coverage Assessment Act of 2010. The Bureau of TennCare feels this
amendment represents necessary changes to comply with State law and that also strengthens the contract and assures
state and federal compliance. The approval by the Commissioner of Finance and Administration is greatly appreciated.

R

T hgentyHdad signdiate




CONTRACT SUMMARY SHEET

021406 [

CONTRACT NOT PAID THROUGH EDISON

Bureau of TennCare
™ o 'q "4‘&’
NS ss) v

UnitedHealthCara Plan of the River Vailey. Inc - - .. 363379945 01
'g"' ..%-’:' i G '.-l

R

m e
2007 $  63,416,928.00 | § 111453960 00 174,870, 888.00
2008 |3 253,667,71B.0C | $  445,815,856.00 $ £99,483,574.00
2009 $253,667,718.00 $445,815,856.00 $ 699,483,574.00
2010 $195,060,989.00 $587,844,846,00 $ 782,905,835.00
2011 |$  202,112483.00 | $  697,093,362,00 $ 989,205,835.00

3 .

TOFALH § 1,057,925,836.00 | $ 2,288,023,870.00 - | - |'$  3,345,949,706.00

T R Y f j g Fia e

e Scolt Plerce  507-6415

2007 | $174,870,888.00 i
2008 | $ - 699,483,574.00
2009 |$  699,483,574.00
2010 |$  782,805,835.00 o 3‘ ; ;
2011 |$  088,205,835.00 ; e

_ ; - ‘ . L i

i1l § 3,345,949,706.00 | $ -

June 30, 2011

Ee, : &
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OTHER minority/disadvantaged——

Hispanic

Native Amaerlcan
Alternative Competitive Method
Other

ki il R Rt AR Ry R ek RS L R



AMENDMENT NUMBER 6

CONTRACTOR RISK AGREEMENT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND

UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.
CONTRACT NUMBER: FA-07-16937-00

For and in consideration of the mutual promises herein contained and other good and valuable consideration, the
receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify and/or amend the Contractor
Risk Agreement (CRA) by and between the State of Tennessee TennCare Bureau, hereinafter referred to as
TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC., hereinafter referred to as
the CONTRACTOR as specified below.

Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only and shall
not be construed to infer a contractual construction of language.

1.

Sections 2.6.1.3, 2.6.2.3, and 2.11.1.8.2 shall be amended by deleting and replacing
references to MR and/or Mental Retardation and replacing them with references to
“intellectual disabilities (i.e., mental retardation).

The first sentence of Section 2.6.7.2.4 shall be amended by adding the phrase “and the
member otherwise qualifies to enroll in CHOICES Group 2,” after the word “member,”.

Section 2.7.2.8.1.5 shall be deleted and replaced as follows:

2.772.8.15 The CONTRACTOR shall ensure that Tennessee’s statutory requirement for a face-to-
face evaluation by a mandatory pre-screening agent (MPA), is conducted to assess
eligibility for emergency involuntary admission to an RMHI (Regional Mental Health
Institute} and determine whether all available less drastic alternatives services and
supports are unsuitable,

Section 2.9.6.9.6.4.1 shall be amended by adding additional text to the end which shall read
as follows:

29.696.4.1 For CHOICES members in Groups 1 and 2, Freedom of Choice form signed by the

member or his/her representative; this requirement shall only apply to persons age
twenty-one (21) and older who may qualify to enroll in CHOICES Groups 2 or 3;

Section 2.9.6.11.12.14 shall be deleted and replaced as follows:

2.9.6.11.12.14 For members in CHOICES Groups | and 2, as applicable, members’ responsibility
regarding patient liability, including the consequences of not paying patient liability;



Amendment Number 6 (cont.)

6.

10.

Section 2.11.5.1 shall be deleted and replaced as follows:

2.11.5.1 At the direction of the State, the CONTRACTOR shall divert new admissions to other
inpatient facilities as appropriate, utilizing the Regional Mental Health Institutes only
when no other option is available.

Section 2.11.8.1 shall be amended by adding a new Section 2.11.8.1.3 which shall read as
follows:

2.11.8.13 The CONTRACTOR shall notify TENNCARE when the CONTRACTOR denies a
provider credentialing application for program integrity-related reasons or otherwise
limits the ability of providers to participate in the program for program integrity reasons.

Section 2.11.8.2 shall be amended by adding a new Section 2.11.8.2.3 which shall read as
follows:

2.11.8.23 The CONTRACTOR shall notify TENNCARE when the CONTRACTOR denies a
provider credentialing application for program integrity-related reasons or otherwise
limits the ability of providers to participate in the program for program integrity reasons.

Section 2.12 shall be amended by adding a new Section 2.12.16 which shall read as follows:

2.12.16  The CONTRACTOR shall comply with the Annual Coverage Assessment Act of 2010, (T.C.A.
71-5-1003 ef seq., 71-5-1005 ef seq.).

2.12.16.1 The CONTRACTOR shall be prohibited from implementing across the board rate reductions to
covered or excluded coniract hospitals or physicians either by category or type of provider.
These requirements shall also apply to services or settings of care that are ancillary to a covered
or excluded hospital, including a wholly owned subsidiary or controlled affiliate of a covered or
excluded hospital or hospital system, holds more than a fifty percent (50%) controlling interest
in such ancillary services or settings of care, but shall not apply to any other ancillary services
or settings of care. For purposes of this Section, covered or excluded contract hospitals or
physicians shall be those as defined by the Annual Coverage Assessment Act of 2010.

2.12.16.2 For across the board rate reductions to ancillary services or settings of care, the
CONTRACTOR shall provide appropriate notice,

2.12.16.3  For purposes of this requirement, services or settings of care that are “ancitlary” shall mean,
but not be limited to, ambulatory surgical facilities, outpatient treatment clinics or imaging
centers, dialysis centers, home health and related services, home infusion therapy services,
outpatient rehabilitation or skilled nursing services. Further, for purposes of this requirement,
“physician” includes a physician licensed under title 63, chapter 6 and chapter 9 and a group
practice of physicians that hold a contract the CONTRACTOR.

Section 2.20.2.1 and 2.20.2.3 shall be deleted and replaced as follows:

2.20.2.1  The CONTRACTOR shall cooperate with all appropriate state and federal agencies,
including TBI MFCU and/or OIG, in investigating fraud and abuse. In addition, the

2



Amendment Number 6 (cont.)

11.

12.

13,

2219

14.

15.

CONTRACTOR shall fully comply with the TCA 71-5-2601 and 71-5-2603 in performance
of its obligations under this Agreement. The CONTRACTOR shall report all confirmed or
suspected fraud and abuse to TENNCARE and the appropriate agency as follows:

22023  Pursuvant to TCA 71-5-2603(c) the CONTRACTOR shall be subject to a civil penaity, to be
imposed by the OIG, for willful failure to report fraud and abuse by recipients, enrollees,
applicants, or providers to TENNCARE and OIG or TBI MFCU, as appropriate.

Section 2.20.2 shall be amended by adding a new Section 2.20.2.10 and renumbering the
remaining subsections accordingly, including any references thereto. The new Section
2.20.2.10 shall read as follows:

220.2.10 The CONTRACTOR shall notify TENNCARE when the CONTRACTOR denies a provider
credentialing application for program integrity-related reasons or otherwise limits the ability
of providers to participate in the program for program integrity reasons.

Section 2.21.5.2 shall be deleted and replaced as follows:

22152  The CONTRACTOR shall delegate collection of patient liability to the nursing facility or
community-based residential alternative facility and shall pay the facility net of the applicable
patient Hability amount. For members in CHOICES Groups 2 or 3 receiving non-residential
HCBS, the CONTRACTOR shall collect applicable patient liability amounts,

The opening paragraph in Section 2.21.9 shall be amended by adding a new third sentence
so that the opening paragraph of Section 2.21.9 shall read as follows:

Ownership and Financial Disclosure

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General of the United States or
CMS, full and complete information regarding ownership, financial transactions and persons convicted of
criminal activity related to Medicare, Medicaid, or the federal Title XX programs in accordance with
federal and state requirements, including Public Chapter 379 of the Acts of 1999, The CONTRACTOR
shall screen their employees and contractors initially and on an ongoing monthly basis to determine
whether any of them has been excluded from participation in Medicare, Medicaid, SCHIP, or any Federal
health care programs (as defined in Section 1128B(f) of the Social Security Act) and not employ or
contract with an individual or entity that has been excluded. The word “contractors™ in this section shall
refer to all individuals listed on the disclosure form including providers and non-providers such as board
members, etc. This disclosure shall be made in accordance with the requirements in Section 2.30.15.3.2.
The following information shall be disclosed:

Section 2.22.6.4.14 shall be deleted in its entirety and the remaining subsections shall be
renumbered as appropriate, including all references thereto.

Section 2.26.7 shall be amended by deleting the reference to Section 2.25.9 and replacing it
with the reference to Section 2.25.11.
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16.  Section 2.26.12.1 shall be amended by adding the words “durable medical equipment” and
shall read as follows:

2.26.12.1

Al claims for services furnished to a TennCare enrollee filed with a CONTRACTOR shall be
processed by either the CONTRACTOR or by one (1} subcontractor retained by the
organization for the purpose of processing claims. However, another entity can process
claims related to behavioral health, vision, lab, durable medical equipment or transportation if
that entity has been retained by the CONTRACTOR to arrange and provide for the delivery
of said services. However, all claims processed by any subcontractor shall be maintained and
submitted by the CONTRACTOR.

17.  Sections 2.30.7.6 and 2.30.7.7 shall be deleted in their entirety and the remaining
subsections shall be renumbered as appropriate, including all references thereto.

18.  Section 2.30.10.5 shall be deleted and replaced as follows:

2.30.10.5

The CONTRACTOR shall submit a monthly CHOICES Utilization Report. The report shall
be submitted on a monthly basis with a one (1) month lag period (e.g., March information
sent in the May report) and shall include a summary overview that includes the number of
CHOICES member who have not received any long-term care services within thirty (30) to
fifty-nine (59) days, within sixty (60) to eighty-nine {89) days, or in ninety (90) days or more.
The report shall also include detailed member data for members who have not received
services in the last thirty (30) days, including the member’s name, social security number,
CHOICES group, and CHOICES enrollment date; date of last long-term care service; length
of time without fong-term care services; whether and when long-term care services will
resume; and the reason/explanation why the member has not received long-term care
services,

19.  Section 2.30.14 shall be amended by adding new Sections 2.30.14.4 through 2.30.14.7 as

follows:

2.30.14 Fraud and Abuse Reports

2.30.14.1

2.30.14.2

2.30.14.3

The CONTRACTOR shall submit an annual Fraud and Abuse Activities Report. This report
shall summarize the results of its fraud and abuse compliance plan (see Section 2.20) and
other fraud and abuse prevention, detection, reporting, and investigation measures, and
should cover results for the fiscal year ending June 30. The report shall be submitted by
September 30 of each year in the format reviewed and approved by TENNCARE (as part of
the CONTRACTOR’ s compliance plan).

The CONTRACTOR shall submit an annual fraud and abuse compliance plan (see Section
2.20.3 of this Agreement).

On an annual basis the CONTRACTOR shall submit its policies for employees, contractors,
and agents that comply with Section 1902(a)(68) of the Social Security Act. These policies
shall be submitied by July 1 of each year.
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230,144

2.30.14.5

2.30.14.6

2.30.14.7

The CONTRACTOR shall submit an annual Risk Assessment Report providing results of an
annual risk assessment of the CONTRACTOR’s various fraud and abuse/program integrity
processes. The reports shall also be submitted on an ‘as needed’ basis and immediately after
an adverse action, including financial-related actions (such as overpayment recoupment and
fines), is issued on a provider with concerns of fraud and abuse. The CONTRACTOR shall
inform TENNCARE of such action and provide details of such financial action.

The CONTRACTOR shall submit a quarterly Program Integrity Excepiion List report that
identifies employees or contractors (as defined in Section 2.21.9) that have been reported on
the HHS-OIG LEIE (List of Excluded Individuals/Entities), the CMS MED (Medicare
Exclusion Database), and/or the listing of Monthly Disciplinary Actions issued by the
Professional Health Board. This quarterly report shall be submitted no later than the fifteenth

(15™) of the month following the end of the quarter that is being reported.
g q

The CONTRACTOR shall submit a monthly List of Involuniary Terminations Report
(including providers termed due to sanctions, invalid licenses, etc.) due to fraud and abuse
concerns to TENNCARE.

In addition to the appropriate agency as described in Section 2.20.2, the CONTRACTOR
shall report all confirmed or suspected fraud and abuse to TENNCARE immediately in
accordance with Section 2.20.2.

Section 3.4.3.7 shall be deleted and replaced as follows:

3.4.3.7

3.43.7.1

34.3.7.1.1

343.7.1.1.1

For CHOICES members, only the non-long-term care component of the base capitation rate
will be adjusted for health plan risk. The long-term care component of the base capitation rate
will not be adjusted for health plan risk. The long-term care component of the base capitation
rate will be adjusted according to the following:

Member Movement during Implementation and/or Open Enrollment Periods

TENNCARE will track CHOICES member change requests that occur from March Ist,
2010 through the completion of the 2010 open enrollment period for enroflees who were
enrolled in CHOICES on March 1, 2010.

CHOICES members that change MCOs during the open enrollment peried will be
designated as either a NF enrollee or an HCBS enrollee based upon the determination
made in the eligibility file on the date of their official transfer.

3.4.3.7.1.1.2  The net transfer of CHOICES members from March 1, 2010 through May 31, 2010 will

343712

343.7.13

be compared to the mix of NF/HCBS enrollees in the data book assumptions, If the mix
of net transfers exceeds one half (%) of one (1) percent different between the MCOs,
rates will be adjusted accordingty.

A similar process will occur in May 2011, after the completion of the open enrollment
period for 2011. This process will compare the effect of net transfers as compared to the
mix before the 2011 open enrollment period.

This adjustment will be budget neutral to the state.

5
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21.

22.

343714 This adjustment described in Section 3.4.3.7.1 is intended to address changes in
CHOICES member enrollment mix due to enrollees changing from one MCO to another
and does not address changes in enrollment mix due to other factors.

3.43.7.2 New Membership

343.72.1 In February 2011, after each new enrollee’s forty-five (45) day change period is over,
TENNCARE will review the patterns of MCO enrollment for the new CHOICES
members who have enrolled in the CHOICES program from March 1, 2010 until
December 31, 2010,

343.72.1.1  In order to protect each MCO from adverse selection, TENNCARE will compare
the distribution of new enrollees between MCOs to the regional averages. If the
mix of net transfers exceeds one half ( 4) of one percent (19%%) different between the
MCOs, rates will be adjusted accordingly. This is not intended as a rebasing of the
overall regional rates.

34373  These two review processes described in Sections 3.4.3.7.1 and 3.4.3.7.2 are meant to assure
a fair procedure to protect MCOs from adverse selection, either from members changing
plans during the implementation and open enrollment periods or new members selecting one
MCO over another in a disproportionate manner. The reviews are not meant to rebase the
rates based upon the overall trend in the CHOICES program.

34374 The CONTRACTOR and TENNCARE recognize that there may be other circumstances that
warrant a rate adjustment to the long-term care component of the base capitation rates and
therefore, as determined by TENNCARE, in order to maintain actuarial soundness,
TENNCARE may adjust the rates accordingly.

Section 3.9.2.1 shall be amended by deleting the reference to Section 2.25.9 and replacing it
with the reference to Section 2.25.11.

Section 4.3 shall be amended by adding a new Section 4.3.45 which shall read as follows:

4.3.45 TCA 71-5-1003 et seq., 71-5-1005 et seq.
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23.  Section 4.20.2.2.7 shall be amended by adding new liquidated damages to Level A of the
Liquidated Damages Chart as follows;

A.18 Failure to provide continuity 1 3500 per day beginning on the next calendar
of care consistent with the day after default by the CONTRACTOR in
services in place prior to the || addition to the cost of the services not provided
member’s enroliment in the L
CONTRACTOR’s CHOICES
Program for a CHOICES
member transferring from
another MCQ or upon
CHOICES implementation in
the Grand Region (see
Sections 2.9.2 and 2.9.3)
A.19 Failure to complete a
comprehensive assessment,
develop a plan of care, and
authorize and initiate all long-
term care services specified in
the plan of care for a
CHOICES member within
specified timelines (see
Section 2.9.6)

A20 Failure to develop a person-
centered plan of care for a
CHOICES member that
includes al! of the required
elements, and which has been
reviewed with and signed by
the member or his/her
representative, unless the
member/representative refuses
to sign which shall be
documented in writing

$500 per day for each service not initiated
timely beginning on the next calendar day after
default by the CONTRACTOR in addition to
the cost of the services not provided

$500 per deficient plan of care

24. Section 4.32.1 shall be amended by deleting “, beliefs” after the word “religion”.

25.  Item 4 of the CONTRACTOR requirements of “Mental Health Case Management” Service
Delivery in Attachment I shall be deleted and replaced as follows:

4) A minimum of fifty-one (51%) of all mental health case management services should take place outside
the case manager’s office at the most appropriate setting;
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26,

27.

135.

136,

137.

28.

166.

167.

168.

Attachment 111 shall be amended by adding the following Section regarding “Long Term
Care Services” immediately following the existing Section titled “Lab and X-Ray Services”
as follows:

¢ Long Term Care Services:

(a) Transport distance to licensed Adult Day Care providers will be the usual and customary not to
exceed 20 miles for TennCare enrollees in urban areas, not to exceed 30 miles for TennCare
enrollees in suburban areas and not to exceed 60 miles for TennCare enrollees in rural areas except

where community standards and documentation shall apply.

Attachment VIII shall be amended by deleting references to reports “2.30.7.6” and
#2.30.7.7” and renumbering the remaining Items and references te the remaining reports
of Section 2.30.7 as appropriate.

CHOICES Qualified Workforce Strategies Report (see Section 2.30.7.6)
FQHC Reports (see Section 2.30.7.7)

Institutions for Mental Diseases {IMD) Out-of-State Report (see Section 2.30.7.8)

Attachment VI shall be amended by adding new Items 166 through 168 as follows and
renumbering the remaining Items as appropriate.

Risk Assessment Report (see Section 2.30.14.4)
Program Integrity Exception List Report (see Section 2.30.14.5)

List of Involuntary Terminations Report (see Section 2.30.14.6)
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All of the provisions of the original Agreement not specifically deleted or modified herein shall remain in
full force and effect, Unless a provision contained in this Amendment specifically indicates a different
effective date, for purposes of the provisions contained herein, this Amendment shall become effective

July 1, 2010,

IN WITNESS WHEREOF, the parties have by their duly authorized representatives set their signatures,

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY: V] /)émfkg,é

M. D, Goerz, Jr,
Cummissioner

DATE: G—l6-td

APPROVED BY:

STATE OF TENNESSEE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY;
M. D, Goers, Jr,
Commissioner

DATE:

L2l
[ 1
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UNITEDHEALTHCARE PLAN OF THE
RIVER VALLEY

Scott A. Bowers ~
Chief Executive Officer, TennCare

{’rrrd

BY:

DATE:

APPROVED BY:

STATE OF TENNESSEE
COMPTROLLER OF THE TREASURY

BY: \
Justin P, Wilson

Comptrofier
DATE: _ &/ 30/i0




